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SUMMARY 

 Family-centered care is a guiding service delivery model in Early Intervention (EI) and a 

standard of best practice across all pediatric settings. Yet, research suggests that the recommended 

practices for working with children and families outlined by Individuals with Disabilities 

Education Act (IDEA) Part C and the Division for Early Childhood (DEC) are not consistently 

integrated into practice by interdisciplinary EI teams. The majority of EI services remain therapist-

driven and families continue to view therapists in the role of an expert. Furthermore, while the 

family-centered approach to intervention stresses the importance of active family engagement, 

evidence suggests that the actual levels of family engagement may be lower than what is 

considered to be optimal and families are more likely to take on a passive (as opposed to active) 

role in the treatment process. 

In addition to system-level barriers, several interpersonal barriers to family engagement 

have been identified in EI. Consistently, the role of the therapist-parent relationship and therapists’ 

responsiveness in promoting parent engagement has been gaining traction in recent years. Despite 

the long-standing acknowledgment of the importance of the therapist-parent communication in the 

delivery of family-centered care, there remains a dearth of empirical evidence on the quality and 

quantity of therapist-parent interactions or evidence-based approaches for promoting therapist's 

interpersonal competence in EI.  

The purpose of this dissertation is to clarify and explore the role of interpersonal 

components of family-centered care and their association with family engagement in EI.  
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SUMMARY (continued) 

This dissertation aims to: 

• Integrate the existing evidence on the role of therapist-parent communication in promoting 

relationship and capacity-building components of family-centered care and family 

engagement in EI (Chapter I); 

• Evaluate existing theoretical frameworks and related literature that can be used to 

understand the specific components of the family-centered process and the role of 

therapists’ communication from a relationship- and capacity-building perspectives (Chapter 

II); 

• Describe the methods of two studies conducted in EI. The first study (Study I) explores 

therapist and parent perspectives on parents’ engagement, delivery of family-centered care, 

and therapists’ use of communication in EI. The second study (Study II) examines the 

feasibility, acceptability, and preliminary effects of a continuing education course aimed at 

promoting therapists’ interpersonal competency using the Intentional Relationship Model 

(IRM) (Chapter III); 

• Report the findings from Study I and Study II from therapist and parent perspectives 

(Chapter IV); 

• Evaluate existing evidence on the role of therapists’ communication in promoting family-

centered care and parent engagement in EI, and examine the role of continuing education in 

promoting knowledge translation of family-centered theory into practice (Chapter V). 
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I. INTRODUCTION 

A. Early Intervention 

Early Intervention is a widely used program that offers multidisciplinary services to 

families of young children between zero and three years of age. To qualify for EI, a child must: 

1) have a medical diagnosis or condition that typically results in a developmental delay, 2) have 

a non-diagnosed significant developmental delay (of 30% or higher in the state of Illinois), or 3) 

be otherwise at risk for a significant developmental delay (Illinois Department of Human 

Services, 2016). The EI program was first established in 1986 as an amendment to the Education 

for All Handicapped Act (Public Law 94-142) of 1975 (Kuo et al., 2012; MacKean, Thurston, & 

Scott, 2005) and was renamed to Individuals with Disabilities Education Act (IDEA) Part C in 

1990 (Rose, Herzig, & Hussey-Gardner, 2014). Section §303.24 of IDEA Part C (2004) places a 

strong emphasis on the importance of family engagement in the EI process and requires that the 

multidisciplinary EI team include a parent (or a caregiver), a service coordinator, and at least one 

other professional from a separate discipline or service. Families often qualify for one or more 

therapeutic services. According to the National Early Intervention Longitudinal Study (NEILS), 

52% of families that qualified for EI received speech therapy, 43% received special education 

(i.e., developmental therapy), 38% received occupational therapy, and 37% received physical 

therapy (Hebbeler et al., 2007); highlighting the critical role of rehabilitation therapists on the EI 

team. 

B. Family-Centered Care in Early Intervention 

Early Intervention is guided by the Developmental Systems Approach (DSA) (Guralnick, 

2005), which stresses the importance of family-centered care and recognizes parent-child 



!
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interactions as an essential contributor to child outcomes. The Division for Early Childhood 

(DEC) (2014) defines family-centered care as:  

Practices that treat families with dignity and respect; are individualized, flexible, and 
responsive to each family’s unique circumstances; provide family members complete and 
unbiased information to make informed decisions; and involve family members in acting 
on choices to strengthen child, caregiver, and family functioning (p. 10). 
 

The family-centered service model stresses that children cannot be viewed apart from their 

families, and EI is best delivered within the context of the family (Bailey, Raspa, & Fox, 2012). 

Seven key principles have been identified to guide family-centered care in EI (Bailey et al., 2012; 

Kuo et al., 2012; MacKean et al., 2005):  

1. A strengths-based approach to care; 

2. Open, objective and unbiased information sharing; 

3. Respect for cultural diversity and family preferences; 

4. Family driven decision-making and empowerment; 

5. Negotiation and flexibility related to outcomes of care; 

6. Delivery of care within the context of the family and the community; and 

7. Recognition of the importance of formal and informal support systems. 

Family-centered care recognizes that families are unique, diverse, and bring expertise on 

individual (i.e., contributing critical insight into family and child functioning while working 

directly with an EI therapist), team (i.e., contributing critical insight into the outcomes listed on 

the Individualized Family Service Plan as well as the necessary team composition to meet those 

outcomes), and system levels (i.e., contributing critical insight into system-level support and 

services that are necessary to achieve child and family outcomes). The DEC (2014) stresses that 

the EI services should be delivered in collaboration with the family and defines family-therapist 

collaboration as “practices that build relationships between families and therapists who work 
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together to achieve mutually agreed-upon outcomes and goals that promote family competencies 

and support the development of the child" (p. 10). This collaborative approach is argued to 

support active family engagement in the process of care and, in turn, positive child and family 

outcomes (Palisano et al., 2012). 

The family-centered approach contrasts with the traditional (i.e., “child-centered” and 

“therapist-driven”) service model in pediatric practice. The traditional model focuses on 

supporting the child’s development through direct, one-on-one, assessment, and intervention 

from the therapist. The role of the therapist in the traditional model is that of an expert, rather 

than that of a collaborator. Accordingly, the parent involvement within the traditional model is 

often limited to that of an observer or an implementer of a home program that was designed by 

the therapist with minimal parent input. Low levels of parent participation and limited carry-over 

of therapeutic recommendations outside of treatment sessions is one of the biggest arguments in 

support for a shift away from a traditional model and toward a family-centered approach.  

1. Family-Centered Practices in Early Intervention 

Despite the growing emphasis on family-centered care in pediatric practice 

guidelines and policies, there remains a dearth of operational definitions and standards by which 

the quality of family-centeredness can be implemented and evaluated in practice (Bamm & 

Rosenbaum, 2008). Evidence suggests that family-centered care could be examined according to 

two domains: 1) relationship-building practices, aimed at developing a strong therapeutic 

partnership between the therapist and the family, and 2) capacity-building practices, aimed at 

provision of formal and informal support and services (Dunst, Trivette, & Hamby, 2007; Friend, 

Summers, & Turnbull, 2009). 
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a. Relationship-Building Practices in Early Intervention 

The family-therapist relationship has been identified as one of the most 

frequently studied components of family-centered care in EI (Epley, Summers, & Turnbull, 

2010; Turnbull et al., 2007). Research suggests that therapists’ relational competencies may be 

stronger determinants of families’ ratings of quality of care as compared to therapists’ technical 

competencies (Bamm & Rosenbaum, 2008; MacKean et al., 2005). Consistently, families have 

been shown to value therapists who demonstrate competence in both technical and interpersonal 

aspects of care (James & Chard, 2010), and those who are competent in their ability to foster a 

therapeutic relationship with both the family and the child (MacKean et al., 2005). Despite the 

growing evidence on the importance of relationship-building practices in EI, the process for 

establishing and maintaining a strong therapeutic relationship between the family and the 

therapist remains elusive. Though key elements of relationship-building practices (e.g., active 

listening, empathy, compassion, respect, collaboration, etc.) have been established (Dunst et al., 

2007), they are not operationalized, and the process for how they can be effectively carried out in 

practice remains under-investigated in pediatrics. 

While models that address interpersonal aspects of the family-therapist relationship do 

exist for use in rehabilitation, such as the Intentional Relationship Model (IRM) (Fan & Taylor, 

2016; Popova, Ostrowski, Wong, & Taylor, 2019; Popova & Taylor, 2019; Taylor, 2008), and 

could address this gap in literature, their application and clinical utility in EI has not been 

investigated to date. According to the IRM, the therapist’s ability to establish and maintain a 

therapeutic relationship can have a significant impact on the family’s engagement, and 

interpersonal challenges can pose a barrier to achieving both family and child outcomes (Taylor, 

2008). As such, the therapist’s relational competencies and ability to establish a strong 
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therapeutic relationship with the family can be hypothesized to have an impact on the ultimate 

effectiveness of both relationship- and capacity-building practices. Additional information on the 

IRM is presented in Chapter II. 

b. Capacity-Building Practices in Early Intervention 

According to the DEC (2014), family capacity-building practices are “the 

participatory opportunities and experiences afforded to families to strengthen existing parenting 

knowledge and skills and promote the development of new parenting abilities that enhance 

parenting self-efficacy beliefs and practices” (p. 10). Family-capacity-building practices have 

been shown to have a direct effect on both parental well-being and self-efficacy (i.e., the sense of 

confidence and competence in one’s parenting behavior), which in turn have been shown to 

mediate both parent-child interactions and child outcomes (Dunst & Trivette, 2009; Trivette, 

Dunst, & Hamby, 2010). Even when accounting for family demographics and frequency of 

services, therapists’ ability to implement capacity-building practices has been shown to be the 

primary predictor of family empowerment (Dempsey & Dunst, 2004); a dynamic, 

multidimensional, construct that encompasses “self-efficacy, participation and collaboration, 

sense of control, meeting personal needs, understanding the environment, access to resources, 

and personal action” (Dempsey & Dunst, 2004, p. 41).   

One of the most prominently recognized EI strategies for family capacity-building is 

coaching (Schwellnus, King, & Thompson, 2015). The DEC (2014) recommends that 

“practitioners use coaching or consultation strategies with primary caregivers or other adults to 

facilitate positive adult-child interactions and instruction intentionally designed to promote child 

learning and development” (p. 13). While the literature on coaching in EI recognizes and stresses 

the importance of the therapist-family relationship and communication (Rush, Shelden, & Hanft, 
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2003), guidelines on establishing a therapeutic relationship necessary for effective coaching are 

lacking and have not been operationalized to date. Additional information on coaching in EI and 

rehabilitation is presented in Chapter II. 

2. Evaluating the Process and Outcomes of Family-Centered Care in Early 

Intervention 

The EI system of care evaluates the impact of services according to three child 

and three family outcomes. Key child outcomes focus on the child’s functioning and include, 

improved: “1) development of positive social-emotional skills, 2) acquisition and use of 

knowledge and skills, and 3) use of appropriate behaviors to meet their needs” (Bailey et al., 

2012, p. 216). Key family outcomes include, improved: “1) knowledge and understanding of 

family rights, 2) ability to communicate the child’s needs, and 3) ability to help the child develop 

and learn” (Bailey et al., 2012, p. 218). While family-centered care has been shown to have a 

significant effect on improving both child and family outcomes (Bailey et al., 2012; Dunst et al., 

2007; Friend et al., 2009), evidence examining the components and determinants of family-

centered process of care remains limited in EI. The existing body of literature suggests that 

therapists’ perceived self-efficacy and objective competence in being able to carry out family-

centered care effectively (i.e., relationship- and capacity-building practices) can have a 

significant impact on 1) parents’ engagement, 2) parents’ perceived self-efficacy and objective 

competence, and 3) child and family outcomes. The proposed model of the process and outcomes 

of family-centered care is provided in Figure 1. 
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Several assessment tools have been developed to support a systematic approach to 

evaluating the implementation of family-centered practices in EI. From the process evaluation 

standpoint, the Measure of Processes of Care (MPOC) (Cunningham & Rosenbaum, 2014) has 

been developed to evaluate parent and therapist perspectives on the delivery of family-centered 

care in pediatrics. The MPOC has demonstrated good reliability and validity in a variety of 

pediatric settings (Cunningham & Rosenbaum, 2014) and could be used in EI to systematically 

evaluate the implementation and the impact of family-centered services on child and family 

outcomes over time.  

A growing body of research on the MPOC, suggests that family enablement and 

partnership, provision of respectful and supportive care, and provision of coordinated and 

comprehensive care are the highest-ranked aspects of family-centeredness, while the provision of 

general and specific information are ranked the lowest (Cunningham & Rosenbaum, 2014). 

Research examining the implementation of family-centered care in EI in Australia found that, 

while the provision of general information was ranked the lowest, it had the strongest correlation 

with family empowerment (Dyke, Buttigieg, Blackmore, & Ghose, 2006; Fordham, Gibson, & 

Bowes, 2012). These findings highlight potential challenges related to information sharing 

within the family-therapist relationship, and a possibility of a communication barrier in 

achieving family empowerment in pediatrics. While the MPOC demonstrates strong potential 

toward informing the implementation and the impact of family-centered care in EI, to the 

author’s knowledge, the MPOC has not been used in psychometric or clinical research in EI in 

the U.S. 
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3. Family Engagement in Early Intervention 

Active family engagement in the EI process of care is an essential feature of 

family-centered care and is recognized as an essential contributor to positive family and child 

outcomes in pediatrics. Consistently, family implemented interventions have been shown to be 

effective in supporting positive child outcomes (Barton & Fettig, 2013; Brown & Woods, 2015). 

The DEC (2014) practice recommendations stress that EI services should:  

(1) promote the active participation of families in decision-making related to their child 
(e.g., assessment, planning, intervention); (2) lead to the development of a service plan 
(e.g., a set of goals for the family and child and the services and supports to achieve those 
goals); or 3) support families in achieving the goals they hold for their child and the other 
family members (p. 10). 
 
Therapeutic engagement is a dynamic process that emerges from an interaction between 

the person (i.e., the person’s motivation and perceived self-efficacy) and their environment (i.e., 

social and physical environment) (Lequerica & Kortte, 2010). As such, family engagement in EI 

can be understood as a process that is influenced by characteristics of the family, the therapist, 

and the program (Korfmacher et al., 2008; Wagner, Spiker, Linn, & Hernandez, 2003). A 

mismatch between family, therapist, or program characteristics can inhibit family engagement 

despite the family’s interest and ability to take an active role in the process (Korfmacher et al., 

2008). As therapists and parents navigate interpersonal and system-level barriers in EI (Lee, 

2015), interpersonal dynamics within the therapist-parent-child triad may become one of the 

driving forces behind family engagement. A proposed model that visually depicts how therapist-

parent-child interaction may impact engagement is presented in Figure 2.  
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Figure 2. The influence of interpersonal dynamics within the therapist-parent-child triad on 
engagement. 
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Parent-therapist relationship and therapist's responsiveness have been acknowledged as 

essential contributors to parent engagement in pediatric rehabilitation (D’Arrigo, Ziviani, 

Poulsen, Copley, & King, 2017). Specifically, the interpersonal aspects of the therapist-parent-

child relationship have been recognized to impact engagement on three separate levels: 

autonomy support (supporting client’s choices and intrinsic motivation), relatedness support 

(developing a therapeutic alliance through empathy and respect), and competence support 

(providing opportunities for mastery) (D’Arrigo et al., 2017). Empirical evidence examining the 

interpersonal and communication-based enablers and barriers to family engagement remain 

scarce in the EI literature. 

4. Barriers to Family-Centered Care and Active Family Engagement in Early 

Intervention 

Despite a collective acknowledgment that family engagement is both the means 

and the end of family-centered practice, achieving active family engagement in and outside of 

sessions continues to present a challenge in EI. To be carried out in practice, family-centered 

practices need to be fully endorsed by all stakeholders that benefit from the EI system, including 

families, professionals, researchers, and leaders. While families and therapists value family-

therapist collaboration (MacKean et al., 2005; Yang, Hossain, & Sitharthan, 2013), families may 

expect a more traditional, or expert, approach to care (Hebbeler & Gerlach-Downie, 2002; 

Leiter, 2004) and some therapists may have firmly held attitudes that do not support 

implementation of these recommendations in practice (Campbell & Sawyer, 2009). 

Evidence suggests that families may need increased time and experience within the EI 

service system before being able to take on an active role in the treatment process. Families that 

do become actively involved may perceive push-back from the therapists, feel ignored, view 
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their contribution to the decision-making process as tokenistic, feel that they were not taken 

seriously, or consider the effort to assert themselves as a “waste of time” (Knox, 2000). Families 

may also feel reluctant to actively engage in the EI process due to limited knowledge of the 

service system, stress experienced as a result of high demands of services, lack of clear 

expectations related to their level of involvement, belief that their child may benefit less as a 

result of their involvement, or reluctance to take on an additional role outside of parenting 

(Bamm & Rosenbaum, 2008; James & Chard, 2010; Leiter, 2004; MacKean et al., 2005).  

From the therapist standpoint, the therapists’ ability to effectively implement family-

centered approaches may be influenced by existing assumptions that the therapist is already 

practicing in a family-centered manner, feelings of threat, or a certain level of comfort and 

satisfaction with an authoritarian status that comes along with a traditional, child-centered, 

approach. A significant proportion of therapists have been shown to have firmly held attitudes 

that may make them resistant to shifting their clinical practice toward a family-centered service 

model (Campbell & Sawyer, 2009). It is possible that rather than critically reflecting on the 

family's desired level of engagement in the process of care, therapists may be pre-defining family 

roles according to their assumptions of what ideal family involvement in EI should look like. 

MacKean et al. (2005) summarized this discrepancy between recommended practices and their 

implementation by writing:  

Family-centered care is beginning to sound like something that is being defined by 
experts and then carried out to families, which is ironic given that the concept of family-
centered care emerged from a strong family advocacy movement (p. 81). 
 
Therapists may also not be well prepared to deliver recommended practices supported by 

IDEA Part C (2004) and DEC (2014).  Family and therapist perspectives on therapists’ 

confidence (i.e., ease with which the practitioners performed the practices) and competence (i.e., 
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ability to do specific intervention practices) in delivering recommended EI practices suggests 

that therapists may be more confident than competent across all five domains of practice; 

particularly in relation to delivery of family-centered care (Bruder & Dunst, 2015; Bruder, 

Dunst, & Mogro-Wilson, 2011). Several interpersonal and system-level barriers to implementing 

effective family-centered intervention have been identified in pediatrics (Bamm & Rosenbaum, 

2008; Bruder, 2010; Kuo et al., 2012; Turnbull et al., 2007). 

a. Interpersonal and Communication Barriers 

Evidence suggests that the therapist's interpersonal competence and ability 

to effectively communicate with families may be one of the most significant forces behind the 

effective translation of family-centered theory into clinical practice. A growing body of literature 

suggests that family-therapist interpersonal interactions continue to be limited in both quantity 

and quality. As such, interpersonal strategies used by therapists may not encompass the full 

breadth of approaches that are necessary to support both relational- and capacity-building 

practices in EI. A study by Friedman, Woods, and Salisbury (2012) found that family-therapist 

interactions were often one-sided, with the therapist either offering families recommendations or 

responding to questions posed by family members without follow-up. Even when families are 

participating and engaged in the treatment session, therapists may rely more on proximal 

coaching strategies (demonstration, direct teaching) as compared to distal coaching strategies 

that intentionally redistribute the power from the therapist to the family (guided practice with 

feedback, problem-solving) (Salisbury, Woods, & Copeland, 2010).  

The most commonly reported types of family-therapist interactions in EI include 

information sharing through conversation, modeling, and joint interaction with the child (Barton 

& Fettig, 2013; Colyvas, Sawyer, & Campbell, 2010; Friedman et al., 2012; Salisbury et al., 
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2010). Research suggests that problem-solving, reflection, and practice with feedback, are used 

infrequently in EI even when services are carried out in a manner that is generally consistent 

with family-centered service model (Barton & Fettig, 2013; Colyvas et al., 2010; Friedman et al., 

2012; Salisbury et al., 2010). Instances of problem-solving have been previously reported to 

occur in less than 1% of family-therapist interactions (Friedman et al., 2012; Salisbury et al., 

2010). Low rates of guided reflection and problem-solving are particularly concerning given that 

these practices have been linked to family empowerment and engagement.  

 While a significant number of therapists may be over-relying on direct teaching and 

direct instruction approaches in their interactions with families, others may focus the majority of 

their time on interacting directly with the child. A study conducted by Sawyer and Campbell 

(2012), found that while 66% of therapists agreed that the majority of caregivers were interested 

in being taught, 41% taught a new strategy every session and only 22% spent more time teaching 

caregivers as compared to working with children. Additionally, a significant number of therapists 

(34%) felt that caregivers learned as much from watching as they did from doing (Sawyer & 

Campbell, 2012), which is largely inconsistent with the vast amount of evidence on the 

importance of adult learning and family capacity-building practices in EI. Consistently, Dunst et 

al. (2014) found that only 29% of families reported being involved in a manner that promoted 

their ability to apply strategies outside of intervention, 25% reported receiving demonstration, 

21% reported receiving an explanation, 24% reported observation, and 1% reported not being 

present during sessions.  

The inconsistencies in recommended and actual communication approaches used by EI 

therapists may point to a more significant issue related to the therapists’ ability to communicate 

and work with parents and caregivers effectively. More specifically, therapists may experience 
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challenges in interacting with families in a flexible manner that goes beyond direct teaching and 

modeling of therapist-child interaction. Furthermore, these findings highlight the lack of clarity 

related to how family-centered practices are translated into practice and the quality of therapist-

parent interactions in EI.  

b. Systemic Barriers 

In addition to the possibility of interpersonal and communication barriers, 

a number of system-level barriers have been identified in EI, including: challenges related to the 

vast complexity of child and family needs, challenges related to interdisciplinary collaboration, 

lack of consistency in implementation of recommended practices, and lack of high quality 

professional development (Bruder, 2010). Implementation of family-centered care requires a 

culture shift and a significant investment of resources in the initial stages of change. While in the 

long-term family-centered practices are expected to be a cost-saving strategy, it is difficult for 

organizations and individuals to devote already limited resources toward something that may, or 

may not, benefit them in the future (Bamm & Rosenbaum, 2008; Bruder, 2010). At this time, 

there is limited funding that is explicitly devoted toward implementation of family-centered care, 

and reimbursement schedules may not correctly account for the time that the therapist should be 

spending to provide an intervention that is consistent with recommended practices (Kuo et al., 

2012). 

Supports and services that are strictly dedicated to promoting family outcomes remain 

limited and are rarely investigated in research (G. King, Williams, & Hahn Goldberg, 2017; 

Turnbull et al., 2007).  Furthermore, a growing body of evidence highlights a lack of sufficient 

pre-service (Bruder & Dunst, 2005) and in-service (Campbell, Chiarello, Wilcox, & Milbourne, 

2009) training in recommended EI practices (Bamm & Rosenbaum, 2008; Bruder, 2010; Espe-
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Sherwindt, 2008). Furthermore, the efficacy and the impact of existing professional development 

opportunities that have been established to promote therapists’ competencies associated with 

family-centered approaches in EI are not systematically examined through research (Campbell & 

Sawyer, 2009). It is possible that therapists are not well prepared to deliver recommended 

practices established by IDEA Part C (2004) and DEC (2014); and thus, may not be able to 

provide the support and services necessary to promote active family engagement despite their 

best intentions to do so. In an attempt to address this barrier to family engagement and 

implementation of family-centered practices, there has been a call to integrate more opportunities 

for professional development (Bamm & Rosenbaum, 2008; Bruder, 2010) and increase in 

emphasis on interprofessional and team-based learning in order to advance shared competencies 

for EI therapists (Catalino, Chiarello, Long, & Weaver, 2015).  

C. Statement of the Problem 

Dunst and Bruder (2002) posed a question of whether IDEA Part C made an 

"overpromise" related to what can be expected from the EI system of care. Existing literature on 

the process and outcomes of EI suggests that while EI does have a positive impact on children 

and families, there continues to be room for improvement related to the delivery of family-

centered care. Parent-therapist communication is a critical component of family-centered care 

from both relationship- and capacity-building perspectives, and it can be hypothesized that the 

discrepancy between family-centered theory and practice is a result of 1) a lack of operational 

definitions for effective interpersonal approaches in practice, and 2) limited use of valid and 

reliable means of evaluating therapist-parent-child interactions that could support critical self-

awareness and reflexivity in EI therapists. A critical examination of the existing gaps between 
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actual and recommended practices can support reflective dialogue between the stakeholders in 

the EI system of care, including families, therapists, researchers, and leadership. 

D. Purpose of the Study  

The purpose of this study is to explore the role of therapist-parent communication, 

family-centered practices, and family engagement in EI using the IRM (Taylor, 2008) lens. The 

IRM offers an integrated model for examining the client-therapist relationship, is generalizable 

across rehabilitation settings, and applies to a diverse group of therapists and clients. The IRM 

recognizes that the interpersonal dynamics within the therapist-parent-child triad has the power 

to enable or inhibit parent and child participation in the treatment process. To develop and 

maintain supportive therapeutic interactions, the IRM stresses the importance of the therapist's 

competency in responding to a parent’s or a child’s needs with flexibility and intentionality. To 

effectively match their communication to the unique needs of the client and the situation, the 

therapist must remain critically aware of the client’s interpersonal characteristics, preferences, 

and needs.  

According to the IRM, therapeutic communication falls within one of six therapeutic 

modes: advocating, collaborating, empathizing, encouraging, instructing, or problem-solving 

(Taylor, 2008). Further discussion of each of these modes is presented in Chapter II. The IRM 

recognizes that each mode comes with a unique set of strengths and challenges, and offers 

strategies for maximizing the therapeutic potential of mode delivery. Specifically, the IRM 

stresses the importance of communicating within each mode in a manner that is: emotionally 

congruent, matched to the interpersonal characteristics and preferences of the client, and 

delivered in a pure and flexible manner. 



!

!

18 

Despite the relevance and potential for the clinical utility of the IRM as a framework for 

evaluating relationship- and capacity-building practices in EI, such research has not been carried 

out to date. Two studies are proposed to explore the role of therapist-parent communication on 

the implementation of family-centered care and the promotion of family engagement in EI:  

• Study I: An exploratory, descriptive study of therapists’ and parents’: 

a) EI self-efficacy and previous EI experience and training; 

b) Perspectives on parents’ participation, therapists’ use of family-centered 

practices, and therapists’ therapeutic communication and sub-optimal interaction 

(as defined by the IRM). 

• Study II: A pilot descriptive study of the feasibility, acceptability, and preliminary 

effectiveness of an IRM-based curriculum for a combined audience of therapists and 

parents in EI. 

The objectives, research questions, and associated hypotheses for Study I and Study II are 

presented in Table I and Table II (respectively).  
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II. CONCEPTUAL FRAMEWORKS AND RELATED LITERATURE 

The proposed research questions and research design was guided by the: Developmental 

Systems Approach (DSA) model (Guralnick, 2005), International Classification of Functioning, 

Disability, and Health for Children and Youth (ICF-CY) (World Health Organization, 2001), 

Intentional Relationship Model (IRM) (Taylor, 2008), and two adult learning theories (social and 

transformative learning). Additionally, in light of the growing emphasis on coaching, and 

support and services that specifically target family outcomes in EI, a comprehensive literature 

review was conducted on evidence-based practice recommendations related to coaching and 

family-centered services that go beyond one-on-one intervention in pediatric rehabilitation and 

EI. 

A. Theoretical Frameworks 

The overlay of the theoretical frameworks informing research questions and research 

design is depicted in Figure 3.  
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The DSA and the ICF-CY were selected as the guiding frameworks for understanding the 

expected process and outcomes of EI. Provided that both the DSA and ICF-CY are conceptual 

frameworks that do not provide specific guidance on how to carry out the recommended 

strategies in practice, the IRM and adult learning theories were selected to clarify specific 

components of relationship- and capacity-based practices in EI. The IRM was selected to inform 

theoretically grounded strategies for 1) establishing and maintaining therapeutic relationships 

within the therapist-parent-child triad, and 2) promoting effective therapist-parent-child 

communication and interaction necessary for the delivery of family-centered care from a 

relationship- and capacity-building perspectives. The adult learning theories (specifically social 

and transformative learning theories) were selected to inform theoretically grounded strategies 

for supporting capacity-building practices within the scope of working with families in EI from 

both family-coaching and professional training perspectives.   

1. Developmental Systems Approach 

The DSA is a theoretical model that guides systems-level program design and 

evaluation approaches in EI. The model stresses the importance of family-centered care as the 

means of supporting positive child-family interactions and child development (Guralnick, 2005). 

The DSA recognizes that family systems are complex and multidimensional, and proposes that 

child development influences, and is influenced by, the patterns of family interactions, which are 

in turn impacted by the availability of family resources (Guralnick, 2011). Research suggests that 

while families do adjust to the needs of the child, a child’s disability can be a significant stressor 

on the child-family interactions (particularly during the first three years of life) which can be 

further exacerbated by increased family stress and limited social supports (Guralnick, 2017). 
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Thus, in order to best support positive child and family outcomes, the EI system must support not 

only positive child-family interactions but also ensure sufficient family support and resources.  

2. International Classification of Functioning, Disability, and Health 

The ICF (World Health Organization, 2001) and the ICF-CY (World Health 

Organization, 2007), stress that individual’s health influences, and is influenced by 1) body 

structure and function, 2) activity, 3) participation, 4) environmental factors, and 5) personal 

factors (Hwang et al., 2014; World Health Organization, 2001, 2007). The ICF and the ICF-CY 

recognize the importance of contextual influences on the child’s developmental capacities, 

functional task performance, and participation in everyday life activities. Consistent with the 

assumptions of the DSA, the ICF and the ICF-CY propose that rehabilitation professionals can 

ensure positive child outcomes by supporting positive child-family interactions  (i.e., activity and 

participation domains) and ensuring that the family has access to necessary support and 

resources (i.e., environmental domain). The conceptual overlap between the DSA and the ICF-

CY models is illustrated in Figure 4.   
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Figure 4. The conceptual overlap between theoretical models. 
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3. Intentional Relationship Model 

The IRM was designed with a specific aim to strengthen therapists’ interpersonal 

skill base and critical self-awareness of interpersonal aspects of rehabilitation (Taylor, 2008). 

The model offers a series of strategies and recommendations that can be used to guide critical 

self-awareness and interpersonal reasoning within the therapeutic process (Friedman et al., 

2012); and stresses that therapeutic use of self “is a skill that must be developed, reinforced, 

monitored, and refined” (Taylor, 2008, p. 45). The IRM has been recognized as the primary 

guiding model for therapeutic use of self in occupational therapy, with a growing body of 

evidence in support for the use of this model to help bridge the gap between the evidence and 

practice on therapeutic use of self in occupational therapy (Fan & Taylor, 2016; Gorenberg, 

2013; Popova et al., 2019; Popova & Taylor, 2019; Solman & Clouston, 2016).  

The IRM defines the therapeutic relationship as a dynamic interaction between the: 1) 

client’s interpersonal characteristics and preferences, 2) therapist’s interpersonal skill base and 

clinical reasoning, 3) inevitable (or naturally occurring) interpersonal events, and 4) client’s 

engagement in occupations (or therapeutic activities) (Taylor, 2008). The IRM places the client’s 

experience and needs at the forefront by stressing that the client is the only person within the 

therapeutic relationship that can determine its success (Taylor, 2008). While the client defines 

what a successful relationship looks like, it is the therapist who is solely responsible for ensuring 

that an effective therapeutic relationship is developed and maintained over time (Taylor, 2008). 

As such, the therapist is responsible for developing a robust interpersonal understanding of the 

client's enduring (interpersonal tendencies that are typical for the client across a variety of 

situations) and situational characteristics (an acute reaction to a situation that is not typical of 
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how the client generally interacts with others), such as: communication style, need for control, 

ability to receive and provide feedback (Taylor, 2008).  

In addition, the therapist is expected to continuously grow their interpersonal 

competence, including effective use of interpersonal skills (rapport building, therapeutic 

communication, strategic questioning, etc.) and ability to apply the interpersonal reasoning 

process, illustrated in Figure 5 (Taylor, 2008). 

 

 
 
 
 

 
 
 
 
Figure 5. Interpersonal reasoning process. 
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a. Therapeutic Communication Modes 

To support the interpersonal reasoning process, the IRM proposes that the 

therapist should be competent in the pure and flexible use of the six therapeutic communication 

modes (referred to as "modes"): advocating, collaborating, empathizing, encouraging, 

instructing, and problem-solving (Taylor, 2008). Definitions and examples of the IRM mode use 

in EI context are presented in Table III.  

Intentional use of the modes is particularly crucial during inevitable interpersonal events 

(Taylor, 2008). The IRM defines "inevitable interpersonal events" as emotionally charged, or 

otherwise challenging, moments that emerge naturally during rehabilitation and have the power 

to strengthen, or damage, the therapeutic relationship depending on how they are responded to by 

the therapist (Taylor, 2008). A therapist who can use a variety of modes effectively is considered 

as having a multimodal interpersonal style by the IRM  (Taylor, 2008). A core objective of the 

IRM is to support the therapist in being able to identify and expand the number of modes that 

they can use in practice comfortably.  

The modes can be delivered through verbal or non-verbal means, and the IRM stresses 

that each mode has the potential of being experienced as therapeutic by the client as long the 

mode is used in a manner that is guided by the needs and preferences of the individual client 

rather than those of the therapist (Taylor, 2008). As such, different circumstances within a 

therapeutic interaction may call for mode shifts (i.e., an intentional change of modes based on the 

needs of the client in a given situation) (Taylor, 2008). Three different types of communication 

barriers can prevent therapists from communicating in an intentional and therapeutic manner 

including: mode incongruence (the mode is perceived as insincere by the client), mixed-mode 

use (blending of modes in a way that creates confusion as to what message is being 
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communicated to the client), and mode mismatch (the mode is not well matched to the needs of 

the client) (Taylor, 2008).  

The notion of the six therapeutic communication modes proposed by the IRM has been 

supported by descriptive (Bonsaksen, 2013; Taylor, Lee, & Kielhofner, 2011; Yazdani, 

Carstensen, & Bonsaksen, 2017) and psychometric research (Fan & Taylor, 2016; Popova et al., 

2019). Furthermore, the model descriptions are consistent with therapists’ communication styles 

described in EI literature (Barton & Fettig, 2013; Colyvas et al., 2010; Friedman et al., 2012; 

Salisbury et al., 2010). However, the unique contribution of each of the six modes to a more 

general construct of “therapeutic use of self” has been challenged. Holmqvist et al. (2013), for 

example, used the Delphi method to examine how therapeutic use of self was defined by 

Swedish occupational therapists that worked with individuals with cognitive impairments. While 

the therapists agreed that collaborating, empathizing, and encouraging forms of communication 

was essential to the therapeutic use of self, this was not the case for communication that 

encompassed instructing, problem-solving, and advocating (Holmqvist et al., 2013). The reason 

for this finding is unclear and was not examined at length in the study. As such, additional 

research in this area is warranted.  

b. Evaluating Therapist-Client Communication 

Three tools grounded in the IRM have been developed for use in education 

and clinical practice: Self-Assessment of Modes Questionnaire (SAMQ), Clinical Assessment of 

Modes (CAM), and Clinical Assessment of Sub-optimal Interaction. The SAMQ (Taylor, 2008; 

Taylor et al., n.d.) was developed as a teaching tool that could be used to support therapists’ self-

reflection on preferred mode use based on individual responses to clinical vignettes that describe 

interpersonal situations in occupational therapy. In addition to the original English version, the 
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Norwegian translation is available (Bonsaksen, Kvarsnes, Eirum, Torgrimsen, & Hussain, 2016) 

and has been used in recently published IRM research. Research examining mode preferences of 

students in Norway, for example, found that students may be most consistently drawn toward the 

problem-solving mode (Bonsaksen, 2013; Yazdani et al., 2017).  

The CAM (Fan & Taylor, 2016; Popova et al., 2019), a measure of therapeutic mode use, 

and the CASI (Popova & Taylor, 2019), a measure of sub-optimal interaction that may damage 

or otherwise hinder the therapeutic relationship, have been developed for evaluating therapist’s 

communication during a clinical interaction. The CAM and the CASI have been used to explore 

the association between therapists’ communication and clients’ participation in adult inpatient 

and acute rehabilitation (manuscript in preparation) and pediatric outpatient rehabilitation 

(manuscript in preparation). In addition, the CAM has been used in entry-level occupational 

therapy education to examine the student and instructor perspectives on student’s mode use in 

the classroom (manuscript in preparation).  

Provided that the CAM and the CASI are theoretically grounded in the IRM, both 

assessments can be used to guide critical self-reflection on the frequency of therapeutic and sub-

optimal communication within a therapist-client interaction. These tools may be particularly 

effective in the instances where the therapist experiences an interpersonal challenge while 

attempting to establish a therapeutic relationship with a client. The process of assessment 

completion can support a systematic approach to evaluating positive and negative aspects of 

therapist-client interaction. Furthermore, the assessment results can shed light on the therapists’ 

interpersonal strengths as well as areas in need of ongoing professional development. Additional 

details on the CAM and the CASI are presented in Chapter III.  
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c. Interpersonal Contributors to Client Engagement 

The IRM views the therapeutic relationship as a process that: 1) supports 

the client’s engagement, and 2) provides a space where the client’s emotional reactions in 

response to the therapeutic process can be addressed (Taylor, 2008).  The IRM views client- and 

family-centeredness as an outcome in and of itself. While IRM acknowledges that client- and 

family-centeredness could indirectly enable the potential for engagement, increasing the client’s 

engagement is not seen as the ultimate goal of the IRM. In fact, Taylor (2008) emphasizes that 

“if a therapist utilized only this model, the essential work of…therapy would not occur” (p. 47) 

and the IRM should be used to complement other strategies that are directly targeted at 

facilitating positive client outcomes and active engagement in rehabilitation. 

The IRM places a strong emphasis on the therapist’s responsibility over the positive and 

the negative inevitable interpersonal events that occur in therapy, and proposes that the 

therapist’s ability to adapt their interpersonal approach to the individual needs of the client can 

facilitate, or hinder, the client’s ability to engage in therapy (Taylor, 2008). The IRM stresses 

that to ensure that the therapeutic relationship is successful, the therapist should be critically 

aware of the interpersonal events that occur in therapy, their interpersonal approach, and the 

client's response (Taylor, 2008). In addition to supporting therapeutic responding, increased self-

awareness through the use of the interpersonal reasoning process can ensure that the therapist can 

effectively manage any inherent tendencies toward non-therapeutic behavior and sub-optimal 

interaction (Taylor, 2008).  

The IRM recognizes the importance of social systems (such as the family and caregivers 

of a child receiving EI services), and stresses that as the number of people within an interaction 

increases, the therapist must become more intentional in their communication due to the higher 
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likelihood on an interpersonal event occurring (Taylor, 2008). To sustain intentionality within 

the therapeutic relationship, the therapist must be intimately aware of the unique dynamics of the 

family. The therapist must also recognize that the members of the family (child, parents, siblings, 

etc.) are intimately connected (i.e., a change in one person’s emotional state is likely to lead to a 

change in an emotional state of another). For example, a child showing a high level of 

excitement in therapy may motivate their parents to be more actively present in the session. As 

such, the therapist must be critically aware of the interpersonal dynamics of the client’s 

relationships with others and be able to distinguish between adaptive (trust, collaboration, 

problem-solving) and maladaptive (dominance, disengagement, manipulation, helplessness, 

scapegoating) dynamics that may exist within a family (Taylor, 2008).  

d. Intentional Relationship Model in Professional Education 

Research on integrating the IRM into professional education is promising 

but limited. Student exposure to the IRM as part of entry-level occupational therapy education 

has been shown to support students self-efficacy related to their ability to effectively: 1) use the 

six communication modes, 2) recognize client’s interpersonal characteristics, and 3) respond to 

interpersonal events in practice (Hussain, Carstensen, Yazdani, Ellingham, & Bonsaksen, 2018). 

Additionally, the IRM has been used to support professional development in pediatric 

occupational therapists and showed promising results in improving participants knowledge of 

therapeutic communication and improved working alliance with challenging pediatric clients 

(Gorenberg, 2013). Two additional studies are in progress and examining student’s use of 

therapeutic communication modes and the development of interpersonal reasoning in a sample of 

entry-level Masters students in occupational therapy (manuscript in preparation). 
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4. Adult Learning Theories 

Recommendations for supporting family capacity and empowerment in EI are 

consistent with the core principles of adult learning theory (Friedman et al., 2012), particularly 

social and transformative learning theories. These findings are not surprising, keeping in mind 

that to effectively work with families, EI therapists must be confident and competent in their 

ability to work and collaborate with other adults.  

Knowles (1973) proposed six assumptions behind adult learning: 

1. Adults learners are self-directed;  

2. Role of the teacher is to engage the learner in the process of inquiry, analysis and 

problem-solving; 

3. Life experience is a rich resource for adult learning; engagement, problem-solving, 

and analysis within real-life situations should be a core teaching methodology; 

4. Adults are intimately aware of their learning needs particularly when related to 

valuable real-life events (e.g., parenting);  

5. Self-identified goals and interests should be the starting point for any ongoing 

learning; and, 

6. Adults are competency-based learners and learn best when new knowledge can be 

applied pragmatically to their immediate life situation (i.e., life and work-related 

situations offer a more appropriate context for adult learning as compared to 

academic or theoretical approaches). 

a. Social Learning 

Social learning (learning from others) is a powerful approach toward 

working with adults and fits well within the current model of EI practice. One social learning 
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approach that has been heavily influenced by Vygotsky’s (1978) theory of learning is cognitive 

apprenticeship (Dennen & Burner, 2008).  Vygotsky (1978) proposed that learning takes place 

within a “zone of proximal development” (commonly referred to as a "ZPD"), which is a space 

between the current zone of independent performance and potential performance that can be 

achieved with guidance from a more competent other (peer or coach). The ZPD can be leveraged 

to support the learner by breaking down new knowledge and skills into smaller subcomponents 

that are within the learner’s ability level (Dennen & Burner, 2008).  

Scaffolding, or the level of assistance that is needed for the student's ultimate success, is 

an essential aspect of learning and is closely linked to the concept of the ZPD. Some examples of 

scaffolding that can be used by therapists and parents in EI include direct instruction, 

questioning, modeling, cognitive structuring, feedback, and contingency management (Dennen 

& Burner, 2008). Certain types of scaffolding may be easier to observe than others, with more 

subtle forms of scaffolding, including monitoring, guiding questions, and outlining options 

(Dennen & Burner, 2008). Scaffolding can be thought of as a scaffold with fading, or permanent 

scaffolding for performance (Dennen & Burner, 2008). In the instances where the ultimate aim 

of the intervention is capacity-building, development of a concrete plan for fading of scaffolding 

is essential for ensuring that the learner can achieve confidence and competence within a given 

task once the support system is taken away (Dennen & Burner, 2008). 

Consistent with social learning theory, it is assumed that a person cannot engage in 

cognitive apprenticeship on their own, and the learning process is heavily dependent on the 

availability of appropriate coaching and modeling from a more competent other (Dennen & 

Burner, 2008). Three features of cognitive apprenticeship include (Dennen & Burner, 2008): 
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1. Situated learning – i.e., active learning that occurs in an authentic context or activity; 

2. Legitimate peripheral participation – i.e., validation of observation as a valid learning 

experience, and; 

3. Guided participation – i.e., the ability to practice the skills within the learners ZPD. 

To maintain intentionality, teaching and learning through cognitive apprenticeship 

requires that the teacher is competent in their ability to: 1) model through demonstration, 2) 

coach by assisting and supporting the learner through scaffolding, 3) reflect through self-analysis 

and evaluation, 4) articulate or verbalize their findings from the reflection and, 5) explore, 

formulate, and test self-formulated hypotheses (Collins, Brown, & Newman, 1989). On the other 

hand, the role of the learner is to engage in observation, practice, and reflection with support 

from the teacher (Collins et al., 1989). As such, cognitive apprenticeship can be thought of as a 

collaborative process that requires the teacher to be: 1) critically aware of the learner’s needs, 

and 2) able to adjust their communication to the unique needs and preferences of the learner. 

b. Transformative Learning 

Another approach that is consistent with the current push toward family 

capacity-building and empowerment in EI is based on Mezirow’s transformative learning theory 

(Kitchenham, 2008). Transformative learning theory places a strong emphasis on changing 

existing beliefs through critical reflection and discourse (Kitchenham, 2008; Phillippi, 2010). 

Mezirow (1991) proposed an eleven-phase process for transformative learning, including: 

1. A disorienting dilemma 

2. Self-examination 

3. Critical assessment of assumptions 

4. Recognition of discontent and identification with similar others 
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5. Exploration of new options 

6. Planning 

7. Acquiring knowledge for plans 

8. Experimenting with new roles 

9. Building confidence 

10. Reintegration 

11. Negotiation of relationships 

Critical reflection is considered to be an essential component for perspective transformation and 

behavioral change. Transformative learning approaches stress that learners must have access to 

tools that they can use to evaluate the validity and applicability of new knowledge and ideas 

(Phillippi, 2010). While critical reflection is an individual process, critical discourse is inherently 

social. Since true critical discourse can only take place when two people hold equal power, the 

"teacher” (or in the instance of EI, the therapist) must be actively aware of any hierarchical 

power dynamics that could potentially impact the relationship between them and the learner 

(Phillippi, 2010). 

Critical reflection has been proposed to be essential for translating client- and family-

centered care from rhetoric to practice (Gupta & Taff, 2015; McCorquodale & Kinsella, 2015; 

Whalley Hammell, 2015). Whalley Hammell (2015) defines critical thinking as “an intellectually 

engaged process of thinking about thinking: of examining assumptions and beliefs and the taken-

for-granted knowledge that is assumed to be – or that one holds to be – ‘true’” (p. 238). Critical 

reflection is an essential component of clinical reasoning, as it supports informed decision-

making and problem-solving in a manner that is consistent with the client’s needs and values. 

Despite the growing emphasis on the importance of critical reflection in rehabilitation, 
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knowledge of what it means to be critically reflective remains superficial and methods for 

teaching and evaluating critical reflexivity as part of clinical practice has not been systematically 

examined (Thompson & Pascal, 2012). 

Transformative learning has been gathering more interest in healthcare as a mechanism 

for promoting change on individual, organizational, and system levels. Phillippi (2010) explored 

the application of transformative learning in healthcare on an individual level of the client-

therapist relationship and proposed that while a change in health status can act as a "disorienting 

dilemma" much of healthcare does not go beyond step one of the transformative process. 

Consistently, the role of therapists and other healthcare providers in the transformative process is 

left largely unexplored. On a team level, transformative learning approaches have been 

successfully used in pediatrics as a means for professional development initiatives for 

occupational and physical therapists. For example, a study by Cahill and Bulanda (2009) found 

that a transformative learning approach toward professional development was successful in 

helping students transform their perspective on existing practices in EI.  

On an organizational level, one transformative learning approach that has been 

effectively used to support family-centered practice is appreciative inquiry. In their work, 

Ludema, Cooperrider, and Barrett (2001) highlight the power of “unconditional positive 

question” to ignite a transformative dialogue in order to support the person’s capacity to 

challenge their existing assumptions behind everyday practices and move toward generating 

novel and alternative approaches to support social change. They describe the phases of 

appreciative inquiry as consisting of 1) deciding on a positive topic, 2) discovery and 

appreciation of "what is", 3) dreaming and envisioning of "what could be", 4) designing and co-

constructing of "what should be," and 5) designing and sustaining of "what will be" (Ludema et 
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al., 2001; Trajkovski, Schmied, Vickers, & Jackson, 2013). Appreciative inquiry has been 

successfully applied toward supporting organizational change to improve family-centered care 

and family-therapist collaboration on neonatal units (Trajkovski et al., 2013; Trajkovski, 

Schmied, Vickers, & Jackson, 2015) and has been proposed as a guiding framework for 

supporting family-centered services in EI (Madsen, 2009). 

B. Review of Related Literature 

Additional review of the literature was conducted on coaching and the role of family-

centered support and services outside of standard one-on-one service provision. 

1. Coaching in Pediatrics and Early Intervention 

Family coaching has been recognized by the DEC as a recommended intervention 

strategy for supporting family-capacity building in EI (2014, pp. 12–13) and is one of the most 

prominent best-practice recommendations for therapists in EI. Coaching intervention supports 

learner competence through an increased opportunity to acquire new knowledge and skills 

through guided experiences and self-reflection (Rush et al., 2003). The coaching process can be 

separated into five phases: 1) initiation, 2) observation or action, 3) reflection, 4) evaluation and 

5) continuation or resolution (Rush et al., 2003). The level of assistance provided by the coach to 

the learner is guided by the learner’s needs, thus requiring that the coach is critically aware of the 

learner’s needs and abilities throughout the learning process. This process requires buy-in from 

both the coach (i.e., therapist) and the learner (i.e., family), and the success of the intervention is 

largely dependent on open communication, trust, and respect within the therapeutic relationship 

(Rush et al., 2003). As such, coaching acknowledges the importance of effective therapist-client 

communication, and the impact of communication on relationship- and capacity-building 

domains of family-centered care. 
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Coaching interventions have been shown to be associated with a variety of positive 

outcomes, including 1) improved caregiver perception of child's abilities, 2) improved family 

responsiveness to child's needs, 3) decreased family stress, 4) improved family capacity and self-

efficacy, 5) improved therapeutic alliance between caregiver and therapist, and 6) improved child 

outcomes (Kemp & Turnbull, 2014). Coaching practices have also been shown to have a positive 

impact on the therapist, including 1) increased acquisition of new knowledge and skills, 2) 

improved family-therapist relationship and collaboration, 3) reduced feelings of isolation, and 4) 

increased refinement of practices (Rush et al., 2003). Evidence suggests that even a brief 

coaching intervention can have a positive impact on the family’s ability to carry out therapeutic 

recommendations while interacting with their child and, in turn, positive child outcomes (Lane et 

al., 2016).  

a. Solution-Based Coaching in Early Intervention 

A variety of coaching approaches have been discussed and evaluated in 

rehabilitation and EI literature. Solution-based coaching is one type of coaching intervention that 

uses positive reframing and strategic questioning to help guide the learner toward meeting their 

goals. A major strength of this approach is that it facilitates awareness and discovery of new 

ideas and potential solutions that are available to the client (Baldwin et al., 2013). This approach 

is consistent with the strengths-based principles that guide rehabilitation and family-centered 

care, due to its focus on 1) client strengths, competency, and capacity-building, 2) positive 

language, 3) client-directed and goal-oriented approach (Baldwin et al., 2013). Baldwin et al. 

(2013) propose a seven-step process for solution-based coaching: 1) setting the stage, 2) forming 

the client-therapist relationship, 3) envisioning the desired future, 4) goal discovery, 5) strategy 

development, 6) plan confirmation and 7) action/reflection cycle.    
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To be able to effectively implement solution-based coaching in practice, therapists need 

to be competent in: 1) relationship-building and collaborative practices, 2) coaching practices, 

including active listening, reframing, and use of guiding questions, 3) ability to facilitate, and 

effectively respond to, the client’s readiness for change, and 4) ability to critically reflect on their 

own practice (Baldwin et al., 2013). Grant (2012) found that, in comparison to the problem-

oriented coaching (aimed at helping the client identify and solve pertinent problems or issues in 

their everyday life), the solution-focused approach resulted in significantly: 1) higher levels of 

behaviors that supported goal attainment, 2) higher levels of positive affect, 3) higher ratings of 

self-efficacy, and 4) lower levels of negative affect. In EI, solution-based coaching has been 

shown to be effective from a variety of approaches to rehabilitation, including the triadic 

intervention approach (Brown & Woods, 2015, 2016; Salisbury & Cushing, 2013), participation-

based approach (Colyvas et al., 2010; Palisano et al., 2012), and occupational performance 

coaching (Graham, Rodger, & Ziviani, 2013, 2014; Kahjoogh, Rassafiani, Dunn, Hosseini, & 

Akbarfahimi, 2016). 

Despite the growing body evidence in support of coaching practices in EI, a major 

limitation of existing guidelines for implementing coaching within the family context is that, 

while coaching is heavily reliant on the establishment of a supportive family-therapist 

relationship, recommendations for how a therapeutic relationship can be established and 

maintained over time are lacking. It appears that the existing guidelines assume that a strong 

relationship between the family and the therapist develops naturally throughout the intervention 

and the therapists that enter EI are equipped to address interpersonal and communication barriers 

that may arise between them and the families served. Evidence presented in Chapter I, however, 

suggests that therapists may not have the full breadth of interpersonal competencies required for 
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effective implementation of specific coaching strategies or general recommendations for 

implementing family-centered care.   

2. Additional Family-Centered Services in Pediatrics and Early Intervention 

Several research studies have been examining the need for additional family-

centered support and services that go beyond direct, one-on-one, intervention (G. King et al., 

2017; Turnbull et al., 2007). Outside of coaching, specific family-centered services that should 

be delivered within the scope of EI practice remain heavily under-investigated (Turnbull et al., 

2007). In response to this gap in the literature, King, Williams, and Hahn Goldberg (2017) 

recommended a framework that can be used to examine the extent of family-centered service 

provision that explicitly outlines family-specific services. The authors conceptualized family-

centered services as being comprised of three essential components (G. King et al., 2017):  

• Services that address parent-specific needs (e.g., service coordination, psychosocial 

services, support groups); 

• Services that support parents in their ability to deliver therapeutic recommendations 

outside of the session (e.g., caregiver training and education), and; 

• Services that support parents’ ongoing information and education needs (e.g., educational 

and information resources). 

While many consider professional development opportunities as solely targeting licensed 

professionals and therapists, the National Professional Development Centre on Inclusion (2008) 

specifically identifies families as key partners in EI that have a role as both recipients and 

providers of professional development (Buysse & Hollingsworth, 2009). Despite these 

recommendations, professional development opportunities and workshops for families receiving 

services through EI are not systematically evaluated, and the evidence on the development of 



!

!

48 

such educational supports remains limited. For example, while there is some evidence on the 

courses that are specifically designed to promote effective teaming and collaboration in EI, the 

course curricula do not appear to be inclusive of family members as potential course participants 

(e.g., Chen, Klein, & Minor, 2009).  

Theoretically grounded and evidence-informed professional development can support the 

utilization of recommended practices and improve implementation to family-centered care in EI. 

To support knowledge translation in EI, Odom (2009) called for a push toward "enlightened 

professional development," which encompasses approaches for professional development that 

have been shown to support the implementation of evidence-based practices outside of the 

classroom. Some recommended professional development approaches include: teaming and team 

building, coaching and consultation, participation in Communities of Practice (CoP), online 

instruction, and access to web-based curricula (Odom, 2009). Wesley and Buysse (2001) 

suggested that CoP can be effective in closing the gap between theory and practice through 

critical reflection, collaborative inquiry, reduced feelings of isolation, and formal and informal 

supports for knowledge translation of evidence-based strategies into practice. In EI, CoPs have 

been examined as systems of support for both therapists and families (Turnbull et al., 2009; 

Wesley & Buysse, 2001). 
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III. METHODS 

 Two research studies were conducted to meet the research objectives and research 

questions outlined in Chapter I: 

• Study I: An exploratory, descriptive study of therapists’ and parents’: 

a) EI self-efficacy and previous EI experience and training; 

b) Perspectives on parents’ participation, therapists’ use of family-centered 

practices, and therapists’ therapeutic communication and sub-optimal interaction 

(as defined by the IRM). 

• Study II: A pilot descriptive study of the feasibility, acceptability, and preliminary 

effectiveness of an IRM-based curriculum for a combined audience of therapists and 

parents in EI. 

The objectives, research questions, and associated hypotheses for Study I and Study II are 

presented in Table I and Table II (Chapter I). 

A. Design 

1. Study I 

Study I is a cross-sectional study of therapist and parent experiences in EI. Data 

collection and analyses for Study I was guided by descriptive and exploratory research designs.  

 2. Study II 

Study II is a pretest-posttest study of the feasibility, acceptability, and preliminary 

effects of a five-week, IRM-based, curriculum. Study II was guided by quasi-experimental, one-

group research design, and utilized both quantitative and qualitative approaches to data 

collection and analyses. 
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The feasibility and acceptability of delivering the proposed five-week curriculum were 

examined according to the criteria published by Orsmond & Cohn (2015):  

1. Feasibility of sampling, recruitment, and retention of research participants; 

2. Appropriateness of data collection methods and outcome measures; 

3. Acceptability of the curriculum; 

4. Appropriateness and practicality of curriculum implementation, and; 

5. Preliminary evaluation of participant response to intervention. 

Researcher’s perspective on the course feasibility and acceptability was gathered using 

observation and field notes gathered during participant enrollment and curriculum 

implementation stages of Study II. Participants’ perspective on the course feasibility and 

acceptability was gathered using final course evaluations and participant interviews during a one-

month follow-up phase of Study II.  

Preliminary effects of the curriculum were evaluated using a pretest-posttest design, and 

the data were collected using participant surveys, reflection assignments, and follow-up 

interviews. The pretest and posttest surveys were used to capture the participants’ perceived: EI 

self-efficacy, family participation, family-centered practices, therapeutic communication, and 

sub-optimal interaction. In addition, it was recognized that the proposed five-week curriculum 

would likely have an impact on the participants’ knowledge, self-awareness, and reflexivity 

related to the IRM and interpersonal aspects of family-centered care in EI. Given the dearth of 

psychometrically sound assessments that could be used to evaluate interpersonal knowledge (as 

described by the IRM), self-awareness, and reflexivity, it was deemed to be most appropriate to 

capture this information using individual responses to open-ended questions. As such, 

information related to the change in participants knowledge, self-awareness, and reflexivity 
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related to the IRM and the interpersonal aspects of EI was collected using in-class video 

reflections, online reflection assignments, and follow-up interviews. 

Triangulation of quantitative and qualitative data offers rich description necessary for 

summative (aimed at examining overall effectiveness) and formative (aimed at improving 

programs in the future) evaluation of the curriculum. Qualitative data gathering and analysis 

have been reported to be particularly appropriate for formative evaluation, as it can bridge the 

gap between the lived experience of the study participants and the descriptive statistics gathered 

using a quantitative approach (Patton, 2001). Qualitative inquiry is argued to be one of the most 

reliable approaches to gathering data on process implementation since 1) program participants’ 

experience is critical to fully understanding the process, 2) the individual experience of the 

process is best captured in the participants’ own words, 3) process evaluation requires a detailed 

depiction of individual interactions, and 4) rating scales may not adequately capture the dynamic 

nature of the process (Patton, 2001, p. 159).  

a. Curriculum Design 

The title of the five-week curriculum developed for Study II was 

"Demystifying Family-Centered Care: Relationship- and Capacity-Building Approaches in Early 

Intervention.” The outline of the five-week curriculum is provided in Appendix A. The vision for 

the curriculum is that: “All families have the opportunity to be active participants in the EI 

process of care and are a vital component to helping the child achieve their full potential within 

the context of everyday routines.” The mission of the curriculum is: “To promote family-

centered care and active parent participation in EI by promoting therapists’ and parents’ 

awareness and intentionality related to interpersonal aspects of the therapist-parent-child 

relationship.” 
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The curriculum is guided by social constructivist theory, which defines learning as the 

construction of meaning from experience and interaction with others. The curriculum is 

strategically tailored toward a multidisciplinary team of therapists and families in EI and is 

designed to support social learning opportunities by drawing from the participants’ everyday life 

experience. To support ongoing learning opportunities, the curriculum is designed to support the 

natural development of a learning community (Community of Practice) that could serve as an 

ongoing resource and an informal support system after course completion.  

Consistent with the six assumptions of adult learning theory proposed by Knowles 

(Marriam & Bierema, 2013), the curriculum assumes that the participants enrolled in the course 

are independent and self-directed learners, are internally motivated to learn, and their life 

experience is an essential source of learning. The material is presented in a manner that is 

immediately applicable to the learners’ integral life role (as an EI therapist or parent), is 

problem-centered, and the rationale behind the material presented is explicitly stated. The 

participants can direct their learning through setting their learning objectives, engaging in action 

planning, and applying the learning to real-life situations. The role of the facilitator is to support 

the learning community by 1) sharing their own experience, 2) providing access to resources, 3) 

posing strategic discussion questions, and 4) providing opportunities for critical self-reflection. 

The material is delivered in the format of cognitive apprenticeship focused on experiential 

learning and reflective practice as it is applied to individual experiences of providing or receiving 

EI services. 

One of the principal aims of this curriculum is to challenge the learner's assumptions 

related to the delivery of family-centered care and parent participation in EI. The course aims to 

do so by promoting the learner's knowledge, awareness, and reflexivity related to the role and 
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impact of communication and interpersonal behaviors within the therapist-parent-child triad. 

Brookfield (Marriam & Bierema, 2013) proposed that there are three components to critical 

reflection: 1) identification of personal assumptions behind thoughts and actions, 2) analysis of 

accuracy and validity of assumptions and their relationship to experienced reality, and 3) 

reconstruction of assumptions to make them inclusive and integrative. For this curriculum, it is 

assumed that transformative learning will take place within the individual.   

Throughout the course, learners are asked to share their assumptions behind the what, the 

how, and the why of family-centered care by critically examining their interactions with others 

through an IRM lens. Reflection questions are posed to challenge existing assumptions by 

critically examining real-life experiences against recommended, evidenced-based, practices. 

Participants are asked to engage in reflection in and on action as they bring their life experiences 

into the classroom and apply the strategies presented in their everyday life experience.  

To challenge participants’ assumptions regarding their understanding of family-centered 

approaches in EI, a disorienting dilemma is introduced at the start of the course using a video 

case example. In the video, participants witness a therapist-parent-child interaction that 

illustrates: 1) common interpersonal barriers to communication frequently reported in healthcare, 

and 2) mother’s and child’s resistance and reluctance to participate in the session. It is 

anticipated that witnessing this video will provoke an emotional reaction and drive the 

participants to reflect on the challenges that they and others experience in EI. The participants 

will have an opportunity to view the video again and reflect on what they have learned in the 

course at the end of the five-week curriculum.   

Additionally, throughout the course, the participants are challenged to reflect upon their 

own ability to empathize, exercise interpersonal intentionally, and match their communication to 
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the interpersonal needs of others during small group activities and reflection exercises. For 

example, one of the in-class activities (the “IRM dice” exercise) pushes participants to use 

communication approaches outside of their comfort zone. The activity achieves this by asking 

the learners to switch between the six modes of communication (advocating, collaborating, 

empathizing, encouraging, instructing, and problem-solving) based on a random roll of a dice. 

Following the exercise, participants reflect in small groups on their effectiveness within each 

mode, interpersonal preferences specific to their mode use, and personal discoveries of 

communication barriers experienced during the exercise.  

B. Procedures 

Therapist and parent participants were recruited and enrolled in the course using snowball 

sampling. Snowball sampling relies on the people enrolled in the study as an additional referral 

source for new study participants. Snowball sampling is particularly effective in studying hidden 

and difficult to access populations (Sadler, Lee, Lim, & Fullerton, 2010). Provided that EI 

services are most frequently conducted in the family home, and EI therapists may not have a 

central location or a clinic, the snowball sampling approach was selected as the best approach to 

maximize recruitment and enrollment of therapists and parents that may not be otherwise 

accessible to the researcher.  

Recruitment and enrollment were limited to therapists and families in Illinois. Therapist 

participants were recruited through word-of-mouth, state associations, online groups specific to 

EI and pediatric rehabilitation, and community pediatric clinics. Parent participants were 

recruited through word-of-mouth, support and advocacy networks for parents of children with 

developmental disabilities, and community pediatric clinics.  
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To ensure that there was no overlap in the participant samples for Study I and Study II, 

participant enrollment and pretest data collection for Study II was completed before initiation of 

participant enrollment and data collection for Study I (Figure 6). Participant enrollment and data 

collection for Study II took place from 8/2/2018-10/13/2018. Participant enrollment and data 

collection for Study I took place from 10/9/2019-7/10/2019. 

1. Study I 

Quantitative survey data for Study I was collected in one of two ways: 1) 

anonymous online surveys for participants enrolled in Study I, and 2) online pretest surveys for 

participants enrolled in Study II. All participants completed the screening questionnaire and the 

digital informed consent process upon enrollment in the study. The surveys were anonymous, 

and personal identifiers were not collected for research purposes in Study I. The online surveys 

took approximately 45 to 60 minutes to complete. At the end of the survey, participants were 

given an option to enter their name and email address to receive a $5.00 gift card as a thank you 

for their participation in research. Personal identifiers were only available to the principal 

investigator for gift card distribution, and the participants’ contact information was not retained 

for any other use. 
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 2. Study II  

The course was posted on the Illinois EI Training Program website: 

http://www.illinoiseitraining.org/page.aspx?module=15&type=1&item=1&eventid=19577  

Participants had an option of enrolling in one of two short-course sessions 1) Thursday evening 

course that met from 6:00 PM to 8:00 PM, or 2) Saturday morning course that met from 10:00 

AM to 12:00 PM. Accounting for at least a 20% dropout rate, up to 20 parents and 20 therapists 

were invited to enroll in each course. The sample size of 15 participants per group was deemed 

appropriate based on the recommendations of at least 12 subjects per group for pilot studies 

(Julious, 2005) and at least 15 subjects per group for comparative studies (Mertens, 2014).  

Each course was delivered over five weeks and consisted of both in-person and online 

components. The course was offered free of charge, and all participants were offered light 

refreshments during each two-hour, in-person session. All participants received a course 

completion certificate upon course completion. Additionally, therapists were qualified to receive 

up to 10 continuing education units as a result of their participation in the course; the Illinois EI 

Training Program approved this event for 10 hours of EI credential credit in the area of Working 

with Families (Illinois EI Credit Request #10589; Approved July 27, 2018).  

The plan for course delivery is presented in Figure 7. 
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Written informed consent was collected upon participant enrollment in the course via 

REDCap. Participants’ first name, last name, and email address were collected and coded using a 

master code list for data tracking. Pretest surveys were administered via REDCap as part of the 

registration process and took between 45 to 60 minutes to complete. Participants completed a 

paper-based posttest survey and final course evaluation at the end of Week 5, in-person, meeting.  

Accessibility concerns were considered and addressed during curriculum development, 

including visual, hearing, and physical accommodations. Digital and paper copies of course 

materials were offered to all participants. The online curriculum was delivered through a seven-

video series, with video length ranging from 22 to 32 minutes. Each video had an audio 

voiceover, which was supplemented with a verbatim transcript and handout. To further support 

the accessibility of the material presented, terminology that is not commonly used outside of 

healthcare or academia was identified and defined throughout the course. Additionally, the 

participants were provided with “cheat sheets” that outlined terms and definitions that were 

frequently used in the course.  

Intervention fidelity and adherence to the curriculum was conducted using fidelity 

monitoring. At least one in-vivo observer (research assistant) was present to evaluate and record 

facilitators’ adherence to curriculum content and process. This data was gathered using field 

notes. The participants had an opportunity to develop and evaluate their individualized learning 

plans and weekly action plans throughout the curriculum. Participants were encouraged to 

provide feedback to the course facilitator in the form of open-ended and anonymous survey 

responses throughout the course. Additionally, the course and the course facilitator were 

formally evaluated during the final course evaluation.  
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 a. Course Structure  

The purpose of the curriculum was two-fold: 1) to support therapists’ 

capacity for relationship- and capacity-building practices in EI by bolstering their interpersonal 

and communication skill base, and 2) to support parents’ capacity to effectively communicate 

and respond to their child’s needs from an interpersonal perspective. The curriculum was guided 

by the IRM; targeting four topic areas (Figure 8):  

1) Introduction to the relationship- and capacity-building practices in EI 

2) Implementing relationship-building practices in EI 

3) Solution-based approaches for resolving interpersonal challenges in EI 

4) Solution-based approaches for resolving participation-based challenges in EI 
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The role of interpersonal communication and interpersonal strategies for supporting relationship- 

and capacity-building in EI were integrated throughout the course curriculum. In-person sessions 

were primary, comprised of experiential and social learning opportunities that encompassed 

small and large group discussions and activities. Online sessions required participants to 

immerse into the topic area by reviewing a series of short videos and reflecting on the content by 

completing a reflective journaling assignment. The course facilitator reviewed each assignment 

and provided participants with individualized feedback that encompassed an outline of the 

participants' 1) strengths, 2) opportunities for growth, and 3) constructive feedback for change. 

Participants were asked to watch a total of seven videos on the IRM in preparation for in-

class activities: 

1) Week 2: Video 1 - Introducing the Intentional Relationship Model (22 min) 

2) Week 2: Video 2 - Interpersonal Characteristics (24 min) 

3) Week 2: Video 3 - Inevitable Interpersonal Events (25 min)  

4) Week 2: Video 4 - Therapeutic Communication Modes (25 min) 

5) Week 4: Video 5 - Responding to Strong Emotions (30 min) 

6) Week 4: Video 6 - Responding to Challenging Behaviors (32 min)  

7) Week 4: Video 7 - Interpersonal Reasoning Process (29 min) 

 
Additional (optional) videos and readings specific to the course content were offered to the 

participants each week. In the instances where a participant was absent from an in-person 

session, a one-on-one make-up opportunity was offered via Skype. A detailed description of 

course content and assignments is provided in Appendix A. 
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C. Setting 

 Study I was conducted online via REDCap, secure web-based software for survey data 

collection. Study II was conducted online and in-person. In-person sessions were conducted at 

the University of Illinois at Chicago, Occupational Therapy Department. Consistent with Study I, 

Study II surveys, and online reflection assignments were administered via REDCap. In-class 

assignments were collected using paper-based methods, scanned, and stored in REDCap. The 

online curriculum and the associated course materials were delivered to participants using 

Google Sites and YouTube.  

D. Participants 

Study I and Study II were comprised of two convenience samples of participants: 1) 

developmental, occupational, physical, and speech therapists who were providing services 

through the EI system in Illinois, and 2) parents whose children were receiving services through 

the EI system in Illinois. 

1. Therapist Inclusion and Exclusion Criteria 

Therapists were recruited based on meeting the following inclusion criteria: 

1) Must be 18 years old or older; 

2) Must be licensed, or certified, as an EI developmental, occupational, physical, 

or speech therapist  

3) Must be providing full-time or part-time direct-services in EI, and; 

4) Must have at least three families active on the EI caseload. 

Therapists who were not licensed, or certified, as a developmental, occupational, physical, or 

speech therapist in EI were excluded from the study to limit variability in the professional 

characteristics of the therapist sample. To ensure that the therapists enrolled in the study had the 
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opportunity to reflect on their experience of working with multiple families, therapists that 

maintained a caseload of fewer than three families were excluded from the study based on 

having a limited amount of direct interaction with families in EI every week. 

2. Parent Inclusion and Exclusion Criteria 

Parents were recruited on the basis of meeting the following inclusion criteria: 

1) Must be 18 years old or older; 

2) Must be the parent or the primary caregiver of a child who is younger than 36 

months upon enrollment in Study I, or who is 33 months or younger upon 

enrollment in Study II. 

3) Must be the parent or a primary caregiver of a child who is receiving services 

from at least one EI therapist (developmental, occupational, physical, or 

speech therapist), and; 

4) Must be the parent or a primary caregiver present during the regularly 

scheduled EI appointments. 

Families whose children are 36 months or older were excluded from Study I since the child was 

no longer eligible for EI services in Illinois. Families whose children were 34 months or older 

upon enrollment in Study II were excluded since the child was likely to exit from the EI system 

before study completion. Only one parent from each household was eligible to participate in 

Study I and Study II, as cohabitation could be a significant confounding factor. Additionally, 

parents and caregivers that were not present during regularly scheduled EI appointments were 

excluded from the study based on limited, in-person, involvement with direct EI services.   
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E. Instrumentation 

 1. Study I 

  Survey data for Study I were collected using therapist and parent versions of six 

individual assessments. Therapists’ assessments included:  

1) Demographic questionnaire 

2) EI Self-Efficacy Scale (EISES) 

3) Parent Participation Engagement Measure (PPEM) 

4) Measure of Processes of Care – Service Provider (MPOC-SP) 

5) Clinical Assessment of Modes (CAM) 

6) Clinical Assessment of Sub-optimal Interaction – Short Form (CASI-SF) 

Parents’ assessments included:  

1) Demographic questionnaire 

2) EI Parenting Self-Efficacy Scale (EIPSES) 

3) Parent Participation Engagement Measure (PPEM) 

4) Measure of Processes of Care – 20 (MPOC-20) 

5) Clinical Assessment of Modes (CAM) 

6) Clinical Assessment of Sub-optimal Interaction – Short Form (CASI-SF) 

A visual summary of the surveys is depicted in Figure 9.  
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a. Demographic Questionnaire 

Therapists’ demographic questionnaire included items related to 

therapist’s basic demographics (age, gender, employment, etc.), professional experience (years 

practicing in the profession, number of families served, etc.), and professional training (training 

in family-centered care, training in therapeutic communication training, etc.) (Appendix B). 

Parents’ demographic questionnaire included items that were related to the parent’s basic 

demographics (age, gender, employment, etc.), child’s basic demographics (age, gender, reason 

for referral, etc.), and parent’s experience specific to EI (length of services, training related to EI, 

etc.) (Appendix C).  

b. Early Interventionist Self-Efficacy Scale (EISES) and Early 

Intervention Parenting Self-Efficacy Scale (EIPSES) 

Therapists’ and parents’ self-reported EI self-efficacy was evaluated using 

the Early Interventionists Self-Efficacy Scale (EISES) (Lamorey & Wilcox, 2005) and the EI 

Parenting Self-Efficacy Scale (EIPSES) (Guimond, Wilcox, & Lamorey, 2008). The 15-item 

EISES (Lamorey & Wilcox, 2005) and the 14-item EIPSES (Guimond, Wilcox, & Lamorey, 

2008) are rated on a seven-point scale (from 1 = “strongly disagree” to 7 = “strongly agree”). 

The EISES items 3, 5, 9, 11 and 15 and EIPSES items 3, 5, 6, 8, 10, 11, 13, and 14 are reverse 

scored.  

Both assessments previously demonstrated adequate internal validity as supported by the 

findings from exploratory factor analysis (Guimond et al., 2008; Lamorey & Wilcox, 2005). 

While these initial validation studies suggested that the EISES and the EIPSES are likely 

comprised of two separate self-efficacy domains, the authors cautioned against the utilization of 

the individual domain scores until further assessment validation. As such, only the average 
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scores for the overall assessment were used for this study. To the author’s knowledge, the EISES 

and the EIPSES have not been utilized for research purposes within the EI setting in the U.S. to 

date. 

c. Parent Participation Engagement Measure (PPEM) 

Parent Participation Engagement Measure (PPEM) (Haine-Schlagel et al., 

2016) is a self-report measure of parent participation during therapy. The PPEM consists of five 

items that are rated on a five-point scale (from 0 = “not at all” to 5 = “very much”). The 

participant can mark an item as "not applicable" where deemed appropriate. A "not applicable" 

option was considered as "system missing" for data analysis. 

The PPEM demonstrated excellent internal consistency, good convergent validity, and 

good discriminant validity in adolescent community mental health settings (Haine-Schlagel et 

al., 2016). To the author’s knowledge, the PPEM has not been utilized for research purposes 

within the EI setting in the U.S. to date. 

d. Measure of Processes of Care (MPOC) 

The Measure of Processes of Care (MPOC) (Cunningham & Rosenbaum, 

2014) is a self-report measure of family-centered behaviors of pediatric therapists from therapist 

and parent perspectives. A therapist version of the MPOC (MPOC-SP) and a short-form version 

of the parent MPOC (MPOC-20) were used for this study. The 27-item MPOC-SP and the 20-

item MPOC-20 are both rated on a seven-point scale (from 1 = “never” to 7 = “to a great 

extent”). The participant can mark an item as "not applicable" where deemed appropriate. A "not 

applicable" option was considered as "system missing" for data analysis. 

The items of the MPOC-SP are broken down into four domains: Showing Interpersonal 

Sensitivity (10 items), Treating People Respectfully (9 items), Providing General Information (5 
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items), and Communicating Specific Information (3 items) (Woodside, Rosenbaum, King, & 

King, 2001). Initial development and validation of the MPOC-SP demonstrated that the 

questionnaire had good internal consistency and validity (Woodside et al., 2001). 

The items of the MPOC-20 are broken down into five domains: Respectful and 

Supportive Care (5 items), Enabling and Partnership (3 items), Coordinated and Comprehensive 

Care (4 items), Communicating General Information (5 items), and Communicating Specific 

Information (3 items) (S. King, King, & Rosenbaum, 2004). Initial development and validation 

of the MPOC-20 demonstrated that the questionnaire had good internal consistency, test-retest 

reliability, and internal validity, and was psychometrically comparable to the 56-item MPOC (S. 

King et al., 2004).  

Original and translated versions of the MPOC-SP and the MPOC-20 are reliable and 

valid for use across a variety of pediatric settings (Cunningham & Rosenbaum, 2014). The 

English versions of the MPOC-SP and the MPOC-20 have also been evaluated for use in EI in 

Singapore, however, the results from exploratory factor analysis suggested that not all items 

were applicable for use in EI with this specific population (Chong, Goh, Tang, Chan, & Choo, 

2012; Tang, Chong, Goh, Chan, & Choo, 2012). The Chinese versions of the MPOC-SP 

demonstrated adequate internal consistency and test-retest reliability in EI in Taiwan (Tang et al., 

2012). To the author’s knowledge, the English versions of the MPOC-SP and the MPOC-20 have 

not been psychometrically validated for use in EI in the U.S. 

e. Clinical Assessment of Modes (CAM) 

The CAM is a self-report assessment of therapist’s use of therapeutic 

communication modes as defined by the IRM. Four versions of the CAM have been developed 

for evaluating client-therapist communication from three perspectives: client (preferred and 
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experienced mode use), therapist, and observer. The CAM consists of 30 items that can be 

divided into six subscales: Advocating, Collaborating, Encouraging, Empathizing, Instructing, 

and Problem-solving. Each item is rated on a four-point scale (from 0 = “never” to 4 = 

“frequently”). The participant can mark an item as "not applicable" where deemed appropriate. A 

“not applicable” option was considered as "system missing" for data analysis. 

All four versions of the CAM were psychometrically validated using Rasch analysis and 

demonstrated adequate validity and reliability in inpatient rehabilitation with individuals with 

neurological and orthopedic diagnoses (Fan & Taylor, 2016). Additionally, the observer version 

of the CAM has demonstrated appropriate internal consistency and structural validity for use in 

outpatient pediatric rehabilitation (Popova et al., 2019). To the author’s knowledge, the CAM 

has not been utilized or evaluated for research purposes within the EI setting in the U.S. to date. 

f. Clinical Assessment of Sub-optimal Interaction – Short Form  

(CASI-SF) 

The CASI-SF was developed for evaluating sub-optimal interpersonal 

interactions between the therapist and the client that may damage the client-therapist relationship 

or otherwise compromise the client’s ability to engage in the rehabilitation process. Therapist 

and parent versions of the CASI-SF were utilized for this study and are presented in Appendices 

L and M. The CASI-SF was developed to complement the CAM and is theoretically grounded in 

the IRM. The CASI-SF consists of 15 items that are measured on a four-point scale (from 1 = 

“never” to 4 = “ frequently”). The participant can mark an item as "not applicable" where 

deemed appropriate. A "not applicable" option was considered as "system missing" for data 

analysis. The observer version of the CASI-SF has demonstrated appropriate internal consistency 

and structural validity for use in outpatient pediatric rehabilitation (Popova et al., 2019). To the 
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author’s knowledge, the CASI-SF has not been utilized or evaluated for research purposes within 

the EI setting in the U.S. to date.  

2. Study II 

Pretest and posttest survey data for Study II were collected using quantitative and 

qualitative methods. Quantitative measures selected for Study II included an identical set of 

surveys as what was utilized in Study I. In addition to the pretest and posttest surveys, course 

acceptability was evaluated using a final course evaluation survey that was developed for this 

study.  

Qualitative data collection methods included observational data (study feasibility 

and curriculum fidelity checklists) and first-person narratives (open-ended responses to survey 

questionnaires, in-class video reflection assignments, online reflection assignments, and follow-

up interviews). The qualitative approach to data collection was selected based on the 

understanding that open-ended questions could provide additional information that may not be 

otherwise captured by a standardized questionnaire. In addition to informing and triangulating 

quantitative findings, qualitative data were used to explore the participants’ perspective on the 

feasibility, acceptability, and preliminary effects of the course curriculum. A summary of data 

collection instruments and the process of data collection for Study II is presented in Figure 10. 
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a. Quantitative Data Collection Instruments 

Quantitative methods for data collection included an identical set of 

surveys utilized for Study I:  

1) Demographic questionnaire 

7) EI Self-Efficacy Scale (EISES)/EI Parenting Self-Efficacy Scale (EIPSES) 

2) Parent Participation Engagement Measure (PPEM) 

8) Measure of Processes of Care – Service Therapist (MPOC-SP)/Measure of Processes 

of Care – 20 (MPOC-20) 

3) Clinical Assessment of Modes (CAM) 

4) Clinical Assessment of Sub-optimal Interaction – Short Form (CASI-SF) 

 
b. Qualitative Data Collection Instruments 

Acceptability of the course content and structure, as well as the 

instructional competency of the course facilitator, were evaluated weekly using anonymous 

weekly reflections (Appendix D) and at the end of the course using a final course evaluation 

survey (Appendix E).  

c. Study Feasibility Checklist 

A study feasibility checklist was developed based on the recommendations 

published by Orsmond and Cohn (2015) and is presented in Appendix F. 

d. Curriculum Fidelity Checklist 

A global and individual curriculum fidelity checklists were developed for 

the study and are presented in Appendixes G and H. The individual checklist was completed 

every week, while the global checklist was used to evaluate overall curriculum implementation at 
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the end of Week 5 of the course. The checklists were completed and compared by the course 

facilitator and an in-vivo observer who was present for all in-person sessions.  

e. Enrollment Survey and Learning Plan 

An Enrollment Survey and Learning Plan was developed for the study and 

is presented in Appendix I. Three open-ended questions were used to evaluate the participants’ 

knowledge of family-centered care as well as their perspective on the strengths and challenges of 

using family-centered approaches in EI. Additionally, the participants were asked to reflect upon 

what they hoped to achieve as part of the course.  

f. Video Reflection Assignment 

A Video Reflection Assignment was developed for the study and is 

presented in Appendix J. After watching a video of a therapist-parent-child interaction; 

participants were asked to reflect on the strengths, the challenges, and areas for improvement that 

could be communicated back to the therapist in the video. 

g. Weekly Reflection Assignments 

Two weekly reflection assignments were developed for the study. 

Reflection assignments for Week 2 and Week 4 are presented in Appendixes K and L. After 

reflecting on their interactions with others (parents or children), participants were asked to reflect 

on the individual interaction, their mode use, and potential areas for improvement. In addition, 

all participants completed an individual reflection related to the strengths and areas of growth 

using the Strengths, Opportunities, Aspirations, and Results (SOAR) worksheet during Week 3 

(Appendix M). 
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h. Follow-up Interview 

A semi-structured follow-up interview was developed for the study. Parent 

and therapist versions of the interview script are presented in Appendix N and O. The follow-up 

interview encompassed two sets of questions: 1) the participants’ experience of the course 

content, and 2) the participants’ experience of the course structure.   

F. Ethics 

The Institutional Review Board at the University of Illinois at Chicago approved the 

research study titled Demystifying Family-Centered Care: Relationship- and Capacity-Building 

Approaches (Protocol # 2018-0380); approved documents are presented in Appendix P. 

G. Data Analysis 

Data analysis for Study I was conducted using quantitative approaches. Data analysis for 

Study II was conducted using quantitative and qualitative approaches. Data for Study I and Study 

II were digitally stored in REDCap and exported from REDCap before analyses. 

1. Quantitative Data Analysis 

Quantitative analysis was carried out using IBM SPSS Statistics for Windows, 

Version 22.0. Descriptive nominal data were analyzed using frequencies and percentages. 

Ordinal and ratio level data were analyzed using means and standard deviations. Data 

distribution was initially evaluated using the Shapiro-Wilk test for normality, with a p < 0.05. In 

cases where the assumption of normality was violated, a secondary analysis was conducted via 

visual examination of the normal probability plots (quantile-quantile plots) and box plots. 

Provided that the data were approximately normally distributed, parametric tests were used. 

Additionally, the internal consistency of the assessment measures was evaluated by examining 
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Cronbach’s α. The Cronbach’s α was expected to be > 0.70 as evidence of appropriate internal 

consistency (Tavakol & Dennick, 2011). 

a. Study I 

Group differences for independent groups were evaluated using an 

independent-samples t-test and the one-way analysis of variance with a p < 0.05. Associations 

between variables were evaluated using the Pearson correlation coefficient. The cutoff criteria 

for the Pearson correlation coefficient was, r: < 0.20 = “very weak,” 0.20-0.39 = “weak,” 0.40-

0.59 = “moderate,” 0.60-0.79 = “strong,” 0.80-1.00 = “very strong” (Akoglu, 2018).  

In the instances where a statistically significant correlation between variables was found, 

and the sample size met the minimum number of 10 participants per independent variable 

included in the analysis, multiple linear regression was used to evaluate the predictive power 

between a single dependent variable and multiple independent variables. The p-value was 

expected to be p < 0.05, and R2 was evaluated to examine the percent of variability in the 

dependent variable that was explained by the regression model. Collinearity was suspected for 

any independent variables with an r > 0.70. 

b. Study II 

The pretest and posttest group differences were evaluated using a paired-

samples t-test with a p < 0.05.  

2. Qualitative Data Analysis 

The qualitative methods were driven by the phenomenological perspective, aimed 

at gaining a rich understanding of the participants’ lived experience and perspective on the 

feasibility, acceptability, and preliminary effects of the course curriculum. Examination of first-

person narratives supported triangulation of quantitative findings and informed the findings 
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related to the participants’ experience of change related to interpersonal knowledge, awareness, 

reflexivity, and behaviors following completion of the curriculum in Study II.  

The participants submitted pretest and posttest video reflections and weekly assignments 

via REDCap. The follow-up interviews were audio-recorded and transcribed verbatim. 

Reflection assignments and interview transcripts were analyzed separately for therapist and 

parent participants using content analysis (Patton, 2014).   

The principal investigator conducted all qualitative data analysis in consultation with 1) 

an IRM expert, and 2) a qualitative researcher with expertise in adult learning and curriculum 

development. The principle investigator read participants’ reflection assignments and interviews 

to establish an initial set of codes and patterns, and the process was tracked using analytic 

memos. The codes were examined for patterns and separated into categories (and sub-

categories). Each category and sub-category which were individually examined for 1) 

cohesiveness in meaning between the codes in each category, and 2) distinct differences between 

the categories generated from the data (Patton, 2014).  

The content was analyzed using inductive and deductive approaches. In the initial stages 

of coding, the PI read participant’s responses using an inductive approach (Patton, 2014), thus 

allowing the initial set of codes, patterns, and categories emerge from the data in a manner that 

was free from expectations and was not based on an existing theoretical framework. This stage of 

analysis was used to inform the participants’ overall experience and perception of the course 

content, structure, and relevance. A qualitative researcher with expertise in adult learning and 

curriculum development crosschecked the initial set of codes.  

Secondary analyses were conducted using a deductive approach (Patton, 2014). Codes 

were selected based on the existing IRM framework and grouped into categories that are 
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consistent with the IRM theory (therapeutic mode use, client’s interpersonal characteristics, and 

inevitable interpersonal events). Following classification and coding of data according to the 

IRM theoretical framework, categories of codes related to the participants’ ability to integrate 

and apply the IRM in their interpersonal reasoning were established. This second stage of 

analysis was conducted with code checks from an IRM expert.  

Lastly, the principal investigator reread the interviews and reflection assignments to 

triangulate the findings across different sources and refine the established coding and category 

structure. Once the codes and categories were established, overarching themes were generated to 

provide a full description of the participants’ experience of using the IRM lens in their everyday 

interactions in and outside of the course. Member checks with three therapist-participants and 

two parent-participants from Study II were conducted on the final set of codes, categories, and 

themes. 
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IV.       RESULTS 

A. Study I: Therapist and Parent Perspectives on Family Participation, Family-

Centered Care, and Therapists’ Communication  

Therapist and parent perspectives on therapists’ communication, therapists’ capacity to 

practice in a family-centered manner, and parents’ participation in EI was evaluated using a 

cross-sectional survey approach. Data were evaluated separately for therapist and parent 

participants. 

Data distribution was initially evaluated using a Shapiro-Wilk test for normality (Table 

IV). The EISES, MPOC-SP: Showing Interpersonal Sensitivity, MPOC-SP: Providing General 

Information, and the CASI-SF met the assumption for normality. The CAM, PPEM, MPOC-SP: 

Treating People Respectfully, and MPOC-SP: Communicating Specific Information did not. A 

secondary analysis was conducted via visual examination of the normal probability plots 

(quantile-quantile plots) and box plots, which suggested that the data were approximately normal 

and would not significantly violate the assumption for normality necessary for parametric tests 

used in this study.  

The Cronbach’s alpha were > 0.70 for all assessments, except for the Empathizing and 

the Instructing subscales on the CAM, which were < 0.70 (Table IV). Upon further examination, 

the items that were negatively influencing the Cronbach’s α on the Empathizing subscale were: 

“I shared something about my personal experience so that parents/caregivers did not feel alone.” 

and “I asked parents/caregivers questions with a high level of sensitivity such that they felt 

comfortable.” The items that were negatively influencing the Cronbach’s α on the Instructing 

subscale were “I taught parents/caregivers something.” and “I told or demonstrated to 

parents/caregivers how to improve their performance or behavior.” 
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TABLE IV 
NORMALITY AND RELIABILITY OF INDEPENDENT AND DEPENDENT VARIABLES 

Variable 
Shapiro-Wilk 

Cronbach’s α Statistic df p 
EISES 0.975 92 0.068 0.74 
MPOC-SP: Showing Interpersonal Sensitivity 0.978 92 0.127 0.87 
MPOC-SP:  Treating People Respectfully 0.948 92 0.001 0.88 
MPOC-SP: Providing General Information 0.980 92 0.159 0.74 
MPOC-SP: Communicating Specific Information 0.954 92 0.002 0.91 
CAM 0.889 92 0.000 0.92 
   Advocating 0.955 92 0.003 0.79 
   Collaborating 0.832 92 0.000 0.76 
   Empathizing 0.803 92 0.000 0.49 
   Encouraging 0.740 92 0.000 0.79 
   Instructing 0.865 92 0.000 0.63 
   Problem-solving 0.868 92 0.000 0.82 
CASI-SF 0.979 92 0.137 0.89 
PPEM 0.962 92 0.009 0.79 

 

 

 

1. Objective 1: Participants’ Background Characteristics 

Two groups of participants were combined for Study I: 1) participants that 

completed the anonymous surveys for Study I, and 2) participants that completed the pretest 

questionnaires upon their enrollment in Study II. Screening, enrollment, and retention of 

participants from Study I and Study II for Study I is depicted in Figure 11. Of the 211 therapists 

and 39 parents that expressed interest in participating in the study, 183 (86.7%) therapists and 31 

(79.5%) parents were eligible to participate. Of the eligible participants, 124 (67.6%) therapists 

and 23 (74.2%) parents completed the written consent, and 101 (55.2%) therapists and 19 

(61.3%) parents completed the surveys in full. Since the survey data collection was anonymous 

and was conducted online, specific reasons for sample attrition are unknown, and there was no 

opportunity to identify and contact participants with follow up attrition questions.  
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A convenience sample of 101 therapists and 19 parents in EI in Illinois completed the 

study. Therapists’ age ranged from 24 to 72 (M = 38.07, SD = 11.31). Parents’ age ranged from 

26.00 to 45.00 (M = 33.47, SD = 4.90). Additional demographic information is presented in 

Table V. 

 

TABLE V 
PARTICIPANT DEMOGRAPHICS 

Variable 
Therapist 
(n = 101) 

 Parent  
(n = 19)  

n %  n % 
Gender      
  Female 100 99.0  18 94.7 
  Male 1 1.0  1 5.3 
Race/ethnicity      
  American Indian or Alaska Native 1 1.0  0 0.0 
  Asian 3 3.0  1 5.3 
  Black or African American 2 2.0  2 10.5 
  Hispanic or Latino 6 5.9  7 36.8 
  White or Caucasian 86 85.1  8 42.1 
  Other 3 3.0  1 5.3 
Education      
  High-school diploma 0 0.0  5 26.3 
  Bachelors 13 12.9  9 47.3 
  Masters 75 74.2  4 21.1 
  Professional doctorate 13 12.9  1 5.3 
Annual household income      
  Decline to state 11 10.9  4 21.1 
  < $21,000 0 0.0  2 10.5 
  $21,000-$40,000 7 6.9  1 5.3 
  $41, 000-$60,000 16 15.8  2 10.5 
  $61,000-$80,000 16 15.8  1 5.3 
  $81,000-100,000 12 11.9  4 21.1 
  > $100,000 39 38.7  5 26.2 
Employment      
  Full-time 74 73.3  6 31.6 
  Part-time 27 26.7  6 31.6 
  Unemployed 0 0.0  5 26.3 
  Other 0 0.0  2 10.5 
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a. Questions 1.1-1.3: Therapists’ Early Intervention Self-Efficacy, 

Experience, and Training 

Therapists’ professional experience specific to EI is provided in Table VI 

and Table VII. Therapists’ disciplines included developmental, occupational, physical, and 

speech therapy. The majority of therapists practiced full-time and held an EI evaluator credential. 

At the time of enrollment, therapists reported serving between three and 40 (M = 14.26, SD = 

11.11) families on their caseload.  

Therapists’ EI self-efficacy (EISES) ranged from 3.75 to 6.30 (M = 5.23, SD = 0.62). The 

majority of therapists reported greater than 25 hours of training in family-centered care. The 

amount of training in therapeutic communication varied; approximately the same number of 

therapists reported zero training in therapeutic communication (n=27), as those reporting greater 

than 25 hours of training (n=28). The most commonly reported delivery methods for training in 

family-centered care and therapeutic communication included: graduate coursework, one-on-one 

supervision, and training through an employer, and continuing education. The majority of the 

therapists were not familiar with the IRM. Therapists who were familiar with the IRM reported 

learning about the model by reading a textbook, attending a course or a workshop, and visiting a 

website. 
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TABLE VI 
THERAPISTS’ PROFESSIONAL EXPERIENCE 

Variable n % 
Professional discipline   
  Developmental therapist 24 23.8 
  Occupational therapist 32 31.7 
  Physical therapist 17 16.8 
  Speech therapist 28 27.7 
Length of practice in a professional discipline (years)   
   < 1 5 5.0 
   1-5 36 35.5 
   6-10 14 13.9 
   11-20 24 23.8 
   > 20 22 21.8 
Length of practice in Early Intervention (years)   
   < 1 10 9.9 
   1-5 42 41.6 
   6-10 12 11.9 
   11-20 25 24.7 
   > 20 12 11.9 
Early Intervention evaluator credential   
  Yes 62 61.4 
  No 39 38.6 
Area for service provision*   
  Urban 59 58.4 
  Suburban 54 53.5 
  Rural 9 8.9 
Setting for service provision*   
  Home 99 98.0 
  Daycare 84 83.2 
  Community 40 39.6 
  Clinic or Center 13 12.9 
  Other 2 2.0 

Note: * = Percentages may not add up to 100%; participants had an option to “select 
all that apply.” 
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TABLE VII 
THERAPISTS’ EXPERIENCE AND TRAINING 

Variable n % 
Amount of training in family-centered care (hours)      0 4 4.0 
   1-5 12 11.9 
   6-10 10 9.9 
   11-15 12 11.9 
   16-20 7 6.9 
   21-25 3 3.0 
   > 25 53 52.5 
Format of training in family-centered care*     Undergraduate coursework 22 18.3 
  Graduate coursework 63 52.5 
  Continuing education 82 68.3 
  One-on-one supervision, consultation, or training 40 33.3 
  Group supervision or consultation or training 25 20.8 
  Other 5 4.2 
Amount of training in therapeutic communication (hours)      0 27 26.7 
   1-5 16 15.8 
   6-10 14 13.9 
   11-15 9 8.9 
   16-20 5 5.0 
   21-25 2 2.0 
   > 25 28 27.7 
Format of training in therapeutic communication*     Undergraduate coursework 16 13.3 
  Graduate coursework 46 38.3 
  Continuing education 49 40.8 
  One-on-one supervision, consultation, or training 26 21.7 
  Group supervision or consultation or training 18 15.0 
  Other 1 0.8 
Familiarity with the Intentional Relationship Model (IRM)*     Not Familiar 78 65.0 
  Textbook 13 10.8 
  Website 9 7.5 
  Course 13 10.8 
  Workshop 7 5.8 
  Other 3 2.5 
Note: * = Percentages may not add up to 100%; participants had an option to 
“select all that apply.” 
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Associations between years practicing, hours of training in family-centered care, hours of 

training in therapeutic communication, and EI self-efficacy (EISES) were evaluated using 

Pearson’s correlation (Table VIII). The number of years a therapist spent practicing in EI had a 

moderate positive correlation with the number of hours of training in family-centered care, a 

weak positive correlation with the number of hours of training in therapeutic communication, 

and a weak positive correlation with EI self-efficacy. Therapists’ EI self-efficacy had a weak 

positive correlation with the number of hours of training in family-centered care, and no 

correlation with the number of hours of training in therapeutic communication. 

 

 

TABLE VIII 
ASSOCIATION BETWEEN YEARS PRACTICING, TRAINING, AND SELF-EFFICACY 

Variable 

Years 
Practicing 
in Early 
Intervention  

Training 
in Family-
Centered 
Care 

Training in 
Therapeutic 
Communication 

Early 
Intervention 
Self-
Efficacy 

 Years Practicing in Early Intervention -       
 Training in Family-Centered Care .447**       
 Training in Therapeutic Communication .245* .274**     
 Early Intervention Self-Efficacy .332** .266** 0.034 - 
**. Correlation is significant at the 0.01 level; *. Correlation is significant at the 0.05 level. 
 
 

i. Analysis of Professional Experience by Therapist Group 

Preliminary analysis was conducted to evaluate group differences 

in the scores reported by the four professional disciplines (developmental, occupational, 

physical, and speech therapists) using a one-way ANOVA. There was no statistically significant 

difference in years practicing in EI, training in family-centered care, or EI self-efficacy (EISES) 

(p > 0.05).   
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There was a statistically significant difference between the professional discipline groups 

in reported levels of exposure to training in therapeutic communication (F(3,97) = 4.00, p = 

0.01). The Tukey post hoc comparisons indicated that occupational therapists (M = 4.81, SD = 

2.10) reported significantly greater levels of exposure to training in therapeutic communication 

compared to speech therapists (M = 2.96, SD = 2.27; p = 0.013), and developmental therapists 

(M = 3.21, SD = 2.50; p = 0.05). There was no statistically significant difference between 

occupational therapists and physical therapists (M = 3.29, SD = 2.39; p = 0.13).  

In light of the difference in training between professional disciplines, a secondary 

analysis was conducted on therapists’ self-report specific of family participation (PPEM), 

family-centered practices (MPOC-SP), therapeutic communication (CAM), and sub-optimal 

interaction (CASI-SF). There was no significant difference in reported PPEM scores across the 

four professional disciplines (p > 0.05). A one-way ANOVA indicated that there was a 

significant difference in the self-reported scores on the MPOC-SP: Showing Interpersonal 

Sensitivity and MPOC-SP: Providing Specific Information domains between the four 

professional discipline groups (Table IX).  

 

 

 
TABLE IX 

FAMILY-CENTERED PRACTICES BY PROFESSIONAL DISCIPLINE 

Variable Sum of 
Squares df Mean 

Square F Sig. 

Showing Interpersonal Sensitivity 9.98 3, 97 3.33 4.57 0.005 

Treating People Respectfully 3.19 3, 97 1.06 1.82 0.149 
Communicating Specific 
Information 16.90 3, 97 5.63 3.09 0.031 

Providing General Information 15.67 3, 97 5.22 2.29 0.084 
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The Tukey post hoc comparisons indicated that, physical therapists (M = 5.84, SD = 

0.66) reported greater frequency of behaviors on the MPOC-SP: Showing Interpersonal 

Sensitivity domain compared to developmental therapists (M = 5.12, SD = 0.96; p = 0.044) and 

occupational therapists (M = 5.04, SD = 0.89; p = 0.012). Similarly, physical therapists (M = 

5.85, SD = 1.20) reported greater frequency of behaviors on the MPOC-SP: Providing Specific 

Information domain compared to developmental therapists (M = 4.67, SD = 1.64; p = 0.044) and 

occupation therapists (M = 4.72, SD = 1.37; p = 0.038). 

A one-way ANOVA indicated that there was a significant difference in the self-reported 

scores on the overall CAM, Advocating subscale, and the Instructing subscale between the four 

professional disciplines (Table X).  

The Tukey post hoc comparisons indicated that, while occupational therapists (M = 2.43, 

SD = 0.40) reported lower frequency of communication on the overall CAM compared to speech 

therapists (M = 2.63, SD = 0.25), the numerical difference did not reach statistical significance (p 

= 0.059). Similarly, while occupational therapists (M = 1.74, SD = 0.71) reported lower 

frequency of communication on the Advocating subscale compared to physical therapists (M = 

2.20, SD = 0.41), the numerical difference did not reach statistical significance (p = 0.053). On 

the Instructing subscale, developmental therapists (M = 2.48, SD = 0.37) reported significantly 

lower levels of communication compared to physical therapists (M = 2.79, SD = 0.26; p = 0.018) 

and speech therapists (M = 2.78, SD = 0.22; p = 0.006). 
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TABLE X 
THERAPEUTIC COMMUNICATION AND SUB-OPTIMAL INTERACTION BY 

PROFESSIONAL DISCIPLINE 

Variable Sum of 
Squares df Mean 

Square F Sig. 

CAM 0.99 3, 97 0.33 3.30 0.024 
   Empathizing 0.35 3, 97 0.12 1.68 0.177 
   Encouraging 0.93 3, 97 0.31 2.31 0.081 
   Instructing 1.68 3, 97 0.56 5.41 0.002 
   Collaborating 1.04 3, 97 0.35 2.02 0.116 
   Problem-solving 1.36 3, 97 0.45 2.16 0.098 
   Advocating 2.91 3, 97 0.97 2.75 0.047 
CASI-SF 0.54 3, 97 0.18 1.01 0.390 
 

 

 

b. Questions 1.4-1.5: Parents’ EI Self-Efficacy, Experience, and Training 

Demographic information related to parents' experience of EI is presented 

in Table XI. The majority of parents were enrolled in EI for the first time, lived in an urban area, 

and received EI services at home. All parents reported that only one child in the household was 

receiving EI at the time of enrollment. The length of services ranged from two to 30 months (M 

= 13.79, SD = 7.98). The children’s age ranged from two to 35 months (M = 24.95, SD = 9.10).  

The majority of parents reported zero hours of training specific to EI services and the role 

of therapists on the EI team (Table XI). Parents’ EI self-efficacy (EIPSES) ranged from 4.51 to 

6.85 (M = 5.66, SD = 0.48). There was no correlation between the parents’ self-reported ratings 

on the EIPSES and the hours of training related to EI or length of services in EI (p > 0.05). 



! 90 

  

 
  

TABLE XI 
PARENTS’ EARLY INTERVENTION EXPERIENCE 

Variable n % 
First time in Early Intervention   
 Yes 15 78.9 

 No 4 21.1 
Area for service provision   
 Urban 17 89.4 

 Suburban 1 5.3 

 Rural 1 5.3 
Setting for service provision*   
 Home 17 89.5 

 Daycare 2 10.5 

 Clinic or Center 9 47.5 
Early Intervention services received*   
 Developmental therapy 15 78.9 

 Nutrition 4 21.1 

 Occupational therapy 15 78.9 

 Physical therapy 14 73.7 

 Social work 5 26.3 

 Speech therapy 16 84.2 
Child's gender   
 Female 5 26.3 

 Male 14 73.7 
Reason for referral   
 Autism 1 5.3 

 General developmental delay 7 36.8 

 Down syndrome 6 31.6 

 Speech delay 5 26.3 
Training in Early Intervention process of care (hours)   
 0 10 52.6 

 1-5 5 26.3 
 6-10 0 0.0 

 11-15 1 5.3 

 >25 3 15.8 
Format of training in the Early Intervention process of care*   
 Self-taught 3 15.8 

 One-on-one training from the EI service coordinator 4 21.1 

 One-on-one training from one or more EI therapists 7 36.8 
Note: * = Percentages may not add up to 100%; participants had an 
option to “select all that apply.” 
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2. Objective 2: Therapist and Parent Perspectives on Early Intervention 

a. Questions 2.1-2.2: Family Participation 

Therapists’ average scores on the PPEM ranged from 1.40 to 5.00 (M = 

3.73, SD = 0.71). Parents’ average scores on the PPEM ranging from 3.00 to 5.00 (M = 4.33, SD 

= 0.65).  

b. Questions 2.3-2.4: Therapists’ Use of Family-Centered Practices 

Therapist and parent scores on the MPOC-SP and MPOC-20 are presented 

in Table XII. The MPOC-SP and MPOC-20 scores were greater on the domains that focused on 

the relational aspects of care, as compared to the communication of specific and general 

information. Therapists and parents reported the lowest mean average scores for the domains 

related to communication of general information, followed by communication of specific 

information. 

c. Questions 2.5-2.6: Therapists’ Use of Communication 

Therapists’ identified between zero and six modes (M = 2.08, SD = 1.40) 

that they could have used more effectively in practice. Therapists reported that they could have 

been more effective in their use of: collaborating (n = 47), problem-solving (n = 47), instructing 

(n = 43), advocating (n = 41), empathizing (n = 19), and encouraging (n = 13) modes. Only 10 

therapists reported that they were satisfied with their communication across all six of the IRM 

modes.  
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Comparatively, the number of modes that the parents reported that therapists could have utilized 

more effectively was lower, ranging from zero to four (M = 0.53, SD = 1.07). Parents reported 

that therapists could have been more effective in their use of: instructing (n = 4), problem solving 

(n = 3), collaborating (n = 1), advocating (n = 1), empathizing (n = 1), and encouraging (n = 0). 

The majority of parents (n = 14) reported that they were satisfied with how the therapists used 

their communication across the six IRM modes.  

Therapists and parents reported a high frequency of therapeutic communication (CAM) 

and a low frequency of sub-optimal interaction (CASI-SF) (Table XIII). Both participant groups 

reported that therapists most frequently used the empathizing and encouraging modes, followed 

by instructing, collaborating, problem-solving, and advocating (Table XIII).  

3. Objective 3: Association Between Parents’ Participation, Therapists’ Use of 

Family-Centered Practices, and Therapists’ Communication 

a. Question 3.1.1 and 3.2: Factors Associated with Family Participation  

Pearson’s correlation was used to evaluate the strength of association 

between therapists’: 1) professional experience (years practicing in EI, training in family-

centered practices, and training in therapeutic communication), 2) frequency of therapeutic 

communication (CAM) and sub-optimal interaction (CASI-SF), 3) frequency of family-centered 

practices (MPOC-SP), and 4) level of parent participation in EI treatment sessions (PPEM) 

(Table XIV). There was no evidence of collinearity between independent variables (Table XIV). 

Variables with a statistically significant correlation and an r > 0.20 were included in the 

regression models that were used to test the association strength between the independent and 

dependent variables. 
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A moderate positive correlation was found between parent participation (PPEM) and 

training in family-centered care (Table XIV). A weak positive correlation was found between the 

parent participation (PPEM) and a number of years practicing, training in therapeutic 

communication, and EI self-efficacy (EISES), MPOC-SP: Showing Interpersonal Sensitivity, 

MPOC-SP: Treating People Respectfully, and MPOC-SP: Communicating Specific Information 

(Table XIV). There was no significant correlation between parent participation (PPEM) and 

MPOC-SP: Providing General Information (Table XIV). Therapists’ overall mode use (CAM), 

Advocating mode use, Collaborating mode use, Encouraging mode use, Instructing mode use, 

and Problem-solving mode use had a weak positive correlation with parent participation (PPEM) 

(Table XIV). Therapists’ Empathizing mode use had a very weak but significant positive 

correlation with parent participation (PPEM) (Table XIV). Therapists’ sub-optimal interaction 

(CASI-SF) had a weak negative correlation with parent participation (PPEM) (Table XIV). 

Multiple linear regression was calculated to evaluate whether the therapists’ parent 

participation ratings could be significantly associated with the variables mentioned above. Due to 

concerns with collinearity, separate analyses were conducted for the overall CAM score (Table 

XV) and the six individual mode subscales (Table XVI). The model that utilized the overall 

CAM score predicted 52% of variability on the PPEM; the model that utilized individual domain 

scores predicted 55% of variability on the PPEM. The PPEM was most significantly associated 

with the number of hours of training in family-centered care, a number of hours of training in 

therapeutic communication, and the MPOC-SP: Treating People Respectfully domain. When 

accounting for individual CAM subscale scores, the PPEM was most significantly associated 

with the number of hours of training in family-centered care and therapists’ EI self-efficacy 

(EISES).  
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b. Questions 3.1.2 and 3.3: Factors Associated with Family-Centered 

Practices 

Pearson’s correlation was used to evaluate the strength of association 

between therapists’ self-reported: 1) professional experience (years practicing in EI, training in 

family-centered practices, training in therapeutic communication), 2) frequency of therapeutic 

communication (CAM) and sub-optimal interaction (CASI-SF), and 3) frequency of family-

centered practices (MPOC-SP) (Table XVII). There was no evidence of collinearity between 

independent variables (Table XVII).  Variables with statistically significant correlations and an r 

> 0.20 were included in the regression models that were used to test the association strength 

between the independent and dependent variables.  

A number of years practicing had a weak positive correlation with therapists’ scores on 

three of the four MPOC-SP domains: Showing Interpersonal Sensitivity, Treating People 

Respectfully, and Communicating Specific Information (Table XVII). Therapists’ training in 

family-centered practices has a weak positive correlation with two of the four MPOC-SP 

domains: Treating People Respectfully, and Providing General Information (Table XVII).  There 

was no significant correlation between the therapists’ training in therapeutic communication and 

MPOC-SP (Table XVII). The therapist’s EI self-efficacy (EISES) had a weak positive 

correlation with therapists’ scores on three of the four MPOC-SP domains: Showing 

Interpersonal Sensitivity, Treating People Respectfully, and Providing General Information 

(Table XVII). 
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Therapists' overall therapeutic communication (CAM), as well as their use of the six 

individual modes, had a weak to moderate positive correlation with all four MPOC-SP domains: 

Showing Interpersonal Sensitivity, Treating People Respectfully, Providing General Information, 

and Communicating Specific Information (Table XVII). The CASI-SF had a weak negative 

correlation with two of the four MPOC-SP domains: Treating People Respectfully, and 

Providing Specific Information (Table XVII). 

Separate multiple linear regressions were calculated to evaluate whether the therapists’ 

scores on the four MPOC-SP domains were significantly associated with the variables mentioned 

above. Due to concerns with collinearity, separate analyses were conducted for the overall CAM 

(Table XVIII) score and the six individual mode subscales (Table XIX). The models that utilized 

the overall CAM score predicted 24-47% of the variability in the MPOC-SP; models that utilized 

individual domain scores predicted 32-53%. 

The Showing Interpersonal Sensitivity and the Providing Specific Information domains 

were most significantly associated with therapists’ overall mode use (CAM) (Table XVIII). 

Further analysis suggested the Instructing subscale may be the most significant predictor of 

variability in the Showing Interpersonal Sensitivity and the Providing Specific Information 

domains on the MPOC-SP (Table XIX). 

The Treating People Respectfully domain was most significantly associated with 

therapists’ overall mode use (CAM) and sub-optimal interaction (CASI-SF) (Table XVIII). 

Further analysis suggested the Encouraging domain and the CASI-SF may be the most 

significant predictors of variability in the Treating People Respectfully domain on the MPOC-SP 

(Table XIX). 
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The Providing General Information domain was most significantly associated with the 

number of hours of training in family-centered care and therapists’ overall mode use (CAM) 

(Table XVIII). Further analysis suggested the Advocating and the Collaborating domains may be 

the most significant predictors of variability in the Providing General Information domain on the 

MPOC-SP (Table XIX).     

c. Questions 3.1.3 and 3.4: Factors Associated with Therapists’ 

Communication 

Pearson’s correlation was used to evaluate the strength of association 

between therapist’s self-reported: 1) professional experience (years practicing in EI, training in 

family-centered practices, training in therapeutic communication), and 2) frequency of 

therapeutic communication (CAM) and sub-optimal interaction (CASI-SF) (Table XX). There 

was no evidence of collinearity between independent variables (Table XX). Variables with 

statistically significant correlations and an r > 0.20 were included in the regression models that 

were used to test the association strength between the independent and dependent variables.  

A number of years practicing had a weak positive correlation with therapists' overall 

therapeutic mode use (CAM) and the six individual mode subscales (Table XX). Additionally, 

the overall CAM ratings, and the Collaborating, Empathizing, Encouraging, and Instructing 

subscales had a weak positive correlation with the therapists’ EI self-efficacy (EISES) (Table 

XX). Therapists’ sub-optimal interaction (CASI-SF) had a weak negative correlation with the 

number of years the therapist spent practicing and the therapists’ EI self-efficacy (EISES) (Table 

XX). There was no significant correlation between the therapist’s therapeutic communication 

(CAM) or sub-optimal interaction (CASI-SF) and the amount of training the therapist received 

on family-centered practices or therapeutic communication (Table XX).  
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Multiple linear regression was calculated to evaluate whether the therapists’ therapeutic 

communication (CAM overall and the six individual subscales) and sub-optimal interaction 

(CASI-SF) were significantly associated with the length of EI practice and self-efficacy (EISES) 

(Table XXI). While the models examined were significant, they explained between 6% and 16% 

of the variance in the dependent variable. Except for the Empathizing subscale (which was not 

significantly associated with any of the variables included in the model), therapists’ therapeutic 

communication (CAM) was most significantly associated with the number of years practicing in 

EI; with greater years practicing corresponding with greater CAM scores overall and on the 

individual subscale. The therapists’ sub-optimal communication (CASI-SF) was most 

significantly associated with the therapists’ EI self-efficacy (EISES); with greater self-efficacy 

corresponding with lower CASI-SF scores. 
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TABLE XXI 
VARIABLES PREDICTING THERAPEUTIC COMMUNICATION AND SUB-OPTIMAL 

INTERACTION 
Variable B SE B β t p R2 F p 
CAM      0.15 8.70 0.000 
   Years Practicing 0.09 0.03 0.32 3.29 0.001       EISES 0.07 0.05 0.13 1.34 0.185    Advocating       0.16 9.16 0.000 
   Years Practicing 0.19 0.05 0.39 3.99 0.000       EISES 0.01 0.10 0.01 0.15 0.882    Collaborating       0.09 4.65 0.012 
   Years Practicing 0.07 0.03 0.21 2.06 0.043       EISES 0.10 0.07 0.15 1.44 0.152    Empathizing       0.07 3.42 0.037 
   Years Practicing 0.03 0.02 0.13 1.28 0.203       EISES 0.08 0.04 0.18 1.72 0.088    Encouraging       0.11 5.90 0.004 
   Years Practicing 0.08 0.03 0.25 2.49 0.014       EISES 0.09 0.06 0.14 1.40 0.163    Instructing       0.11 5.81 0.004 
   Years Practicing 0.06 0.03 0.21 2.09 0.040       EISES 0.10 0.06 0.19 1.85 0.067    Problem-solving       0.06 3.30 0.041 
   Years Practicing 0.09 0.04 0.23 2.23 0.028       EISES 0.04 0.08 0.05 0.47 0.637    CASI      0.11 6.09 0.003 
   Years Practicing -0.04 0.03 -0.12 -1.18 0.241       EISES -0.19 0.07 -0.27 -2.71 0.008    
Note: Only the variables with statistically significant correlations and an r > 0.20 were included in 
the regression model. 
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4. Objective 4 – Research Question 4.1: Parent Perspective on the Contributors 

to Family-Centered Practices and Parent Participation in Early Intervention  

Pearson’s correlation was used to evaluate the strength of associations between 

parents’ self-reported: 1) experience in EI (length of services and exposure to training related to 

EI), 2) frequency of therapists’ therapeutic communication (CAM) and sub-optimal interaction 

(CASI-SF), 3) frequency of therapists’ use of family-centered practices, and 3) level of parent 

participation in the EI sessions. Due to the small sample size, regression analyses could not be 

conducted on this sample. 

 A moderate positive correlation was found between the length of EI services and parents' 

training related to EI. Additionally, a moderate positive correlation was found between the 

parents' EI self-efficacy (EIPSES) and participation (PPEM). There was no association found 

between the parent factors (length of EI services, training in EI, EPSES, or PPEM) and the 

therapist factors (MPOC-20, CAM, or CASI-SF). 

MPOC-20: Enabling and Partnership and the Coordinated and MPOC-20: 

Comprehensive Care had a strong positive correlation with the overall CAM and the Advocating 

subscale; a moderate positive correlation with the Encouraging, Instructing and Problem-solving 

subscales; and a moderate negative correlation with the CASI-SF. MPOC-20: Respectful and 

Supportive Care had a strong positive correlation with the overall CAM and the Problem-solving 

subscale; a moderate positive correlation with the Advocating, Collaborating, and Encouraging 

subscales; and a moderate negative correlation with the CASI-SF. MPOC-20: Providing General 

Information had a moderate positive correlation with the Advocating subscale. MPOC-20: 

Providing Specific Information had a moderate positive correlation with the Instructing and the 

Problem-solving subscales.  
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B. Study II: Communicating with Intention: Promoting Therapeutic Communication 

Through Continuing Education in Early Intervention 

  The feasibility, acceptability, and preliminary effects of a five-week EI continuing 

education course titled Demystifying Family-Centered Care: Relationship- and Capacity-

Building Approaches in Early Intervention was evaluated using qualitative and quantitative 

approaches. Course feasibility and acceptability were evaluated for a combined group of 

therapist and parent participants. Preliminary effects of the course were evaluated separately for 

therapist and parent participants due to differences in sample size and sample characteristics. 

1. Participants 

 A convenience sample of 27 therapists and six parents enrolled in EI in Illinois 

completed the study. Therapists’ age ranged from 24 to 72 (M = 38.93, SD = 14.44). Parents’ 

age ranged from 27.00 to 37.00 (M = 33.17, SD = 3.54). Additional demographic information is 

presented in Table XXII. 
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TABLE XXII 
PARTICIPANT DEMOGRAPHICS 

Variable 
Therapist 
(n = 27) 

 Parent  
(n = 6) 

 
n %  n % 

Gender      
  Female 26 96.3  6 100.0 
  Male 1 3.7  0.0 0.0 
Race/ethnicity      
  American Indian or Alaska Native 1 3.7  0 0.0 
  Asian 0 0.0  0 0.0 
  Black or African American 2 7.4  0 0.0 
  Hispanic or Latino 4 14.8  3 50.0 
  White or Caucasian 20 74.1  2 33.3 
  Other 0 0.0  1 16.7 
Education      
  High-school diploma 0 0.0  2 33.3 
  Bachelors 4 14.8  3 50.0 
  Masters 20 74.1  1 16.7 
  Professional doctorate 3 11.1  0 0.0 
Annual household income      
  Decline to state 5 18.5  2 33.3 
  < $21,000 0 0.0  1 16.7 
  $21,000-$40,000 4 14.9  0 0.0 
  $41, 000-$60,000 6 22.2  0 0.0 
  $61,000-$80,000 5 18.5  1 16.7 
  $81,000-100,000 2 7.4  1 16.7 
  > $100,000 5 18.5  1 16.7 
Employment      
  Full-time 21 77.8  1 16.7 
  Part-time 6 22.2  2 33.3 
  Unemployed 0 0.0  2 33.3 
  Other 0 0.0  1 16.7 
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a. Therapists 

Therapists’ professional background and level experience specific to EI is 

presented in Tables XXIII and XXIV. Therapists’ disciplines included developmental, 

occupational, physical, and speech therapy. The majority of therapists practiced full-time and 

held an EI evaluator credential. At the time of enrollment, therapists reported serving between 

three to 40 (M = 14.26, SD = 11.11) families on their caseload  

 The majority of therapists reported greater than 25 hours of training in family-centered 

care. The amount of training in therapeutic communication varied; the same number of therapists 

reported zero training in therapeutic communication (n=8), as those reporting greater than 25 

hours of training (n=8). The most commonly reported delivery method for training in family-

centered care and therapeutic communication included: graduate coursework, one-on-one 

supervision, and training through an employer, and continuing education. The majority of the 

therapists were not familiar with the IRM before the course. Therapists that reported familiarity 

with the model reported previous exposure to the model through reading a textbook, attending a 

course or a workshop, and visiting a website.  
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TABLE XXIII 
THERAPISTS’ PROFESSIONAL EXPERIENCE 

Variable n % 
Professional discipline   
  Developmental therapist 10 37.0 
  Occupational therapist 10 37.0 
  Physical therapist 3 11.2 
  Speech therapist 4 14.8 
Length of practice in a professional discipline (years)   
   < 1 2 7.4 
   1-5 11 40.8 
   6-10 3 11.1 
   11-20 6 22.2 
   > 20 5 18.5 
Length of practice in Early Intervention (years)   
   < 1 4 14.8 
   1-5 13 48.2 
   6-10 2 7.4 
   11-20 6 22.2 
   > 20 2 7.4 
Early Intervention evaluator credential   
  Yes 16 59.3 
  No 11 40.7 
Area for service provision*   
  Urban 22 81.5 
  Suburban 13 48.1 
  Rural 1 3.7 
Setting for service provision*   
  Home 26 96.3 
  Daycare 22 81.5 
  Community 12 44.4 
  Clinic or Center 7 25.9 
  Other 1 3.7 

Note: * = Percentages may not add up to 100%; participants had an option to “select 
all that apply.” 
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TABLE XXIV 
THERAPISTS’ EXPERIENCE AND TRAINING 

Variable n % 
Training in Family-Centered Care (hours)   
   None 2 7.4 
   1-5 5 18.5 
   6-10 3 11.1 
   11-15 4 14.8 
   16-20 1 3.7 
   21-25 1 3.7 
   > 25 11 40.7 
Training in Family Centered Care Setting*   
  Undergraduate coursework 4 14.8 
  Graduate coursework 16 59.3 
  Continuing education 15 55.6 
  One-on-one supervision, consultation, or training 9 33.3 
  Group supervision or consultation or training 6 22.2 
  Other 1 3.7 
Training in Therapeutic Communication   
   None 8 29.6 
   1-5 1 3.7 
   6-10 6 22.2 
   11-15 2 7.4 
   16-20 2 7.4 
   21-25 0 0.0 
   > 25 8 29.6 
Training in Therapeutic Communication*   
  Undergraduate coursework 4 14.8 
  Graduate coursework 13 48.1 
  Continuing education 9 33.3 
  One-on-one supervision, consultation, or training 10 37.0 
  Group supervision or consultation or training 5 18.5 
  Other 0 0.0 
Familiarity with the Intentional Relationship Model (IRM)*   
  Not Familiar 18 66.7 
  Textbook 6 22.2 
  Website 2 7.4 
  Course 6 22.2 
  Workshop 1 3.7 
  Other 1 3.7 

Note: * = Percentages may not add up to 100%; participants had an option to “select 
all that apply.” 
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b. Parents 

Demographic information related to parents’ experience of EI is presented 

in Table XXV. The majority of parents reported that this was their first time receiving EI 

services. All parents lived in an urban area and received services through an EI clinic as well as 

at home. 

All parents reported that only one child in the household was receiving EI at the time of 

enrollment. The length of services ranged from six to 26 months (M = 13.17, SD = 7.39). Child’s 

age ranged from 30 to 33 months (M = 31.33, SD = 1.51). All children were male and were 

receiving services due to ongoing concerns related to an Autism diagnosis, speech delay, or 

developmental delay. Parents reported a range of exposure to training related to EI services and 

the role of therapists on the EI team.  
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TABLE XXV 
PARENTS’ EARLY INTERVENTION EXPERIENCE 

Variable n % 
First time in Early Intervention     Yes 5 83.3 
  No 1 16.7 
Area of service provision     Urban 6 100.0 
  Suburban 0 0.0 
  Rural 0 0.0 
Setting for service provision*     Home 5 83.3 
  Daycare 0 0.0 
  Clinic or Center 6 100.0 
Early Intervention services received*     Developmental therapy 5 83.3 
  Nutrition 0 0.0 
  Occupational therapy 1 16.7 
  Physical therapy 3 50.0 
  Social work 1 16.7 
  Speech therapy 6 100.0 
Child's gender     Female 0 0.0 
  Male 6 100.0 
Reason for Referral     Autism 1 16.7 
  General developmental delay 2 33.3 
  Speech delay 3 50.0 
Training in Early Intervention process of care (hours)     0 2 33.3 
  1-5 3 50.0 
 6-10 0 0.0 
  11-15 0 0.0 
  >25 1 16.7 
Training in Family Centered Care Setting     Self-taught 0 0.0 
  One-on-one training from the EI service coordinator 2 33.3 
  One-on-one training from one or more EI therapists 3 50.0 
Note: * = Percentages may not add up to 100%; participants had an 
option to “select all that apply.” 
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2. Objective 1 – Research Questions 1.1-1.2: Feasibility 

Two aspects of course feasibility were evaluated, participant recruitment, and 

participant retention. 

a. Participant Recruitment 

A flow diagram of participant screening, enrollment, and retention is 

depicted in Figure 12. Of the 56 therapists and 15 parents who were eligible to participate, 35 

(62.5%) therapists and 10 (66.7%) parents completed the written consent and enrolled in the 

course. The majority of therapists (n = 26; 74.3%) learned about the course through word-of-

mouth and referral from colleagues, friends, and the principal investigator; the rest of therapists 

(n = 9; 25.0%) learned about the course through the EITP website. All parents (n=10; 100.0%) 

learned about the course and were recruited by the principal investigator.  

One of the major barriers to parent recruitment included limited availability and access to 

parent networks that could be used to disseminate recruitment information. Additionally, limited 

access to childcare was identified as a major barrier to parent participation during the recruitment 

process. One of the six parents interviews in the study confirmed this finding, noting that “the 

childcare piece was hard…that was probably the biggest struggle” (Parent 1). 
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b. Participant Retention 

Of the 35 therapists originally enrolled in the course, 28 (80.0%) were 

present during Week 1, and 27 (77.1%) completed Week 1 through Week 5. Of the 10 parents 

originally enrolled in the course, 8 (80.0%) were present during Week 1, and 6 (60.0%) 

completed Week 1 through Week 5. One therapist and one parent withdrew from the course 

during Week 1, reporting a life event and a change in schedule (respectively). One parent was 

lost to follow-up following Week 3.  

Of the 27 therapists that completed the full course, five required a one-on-one make-up 

(three for Week 1, one for Week 3, and one for Week 3 and Week 5).  Of the six parents that 

completed the full course, three required a one-on-one make-up (two for Week 3, and one for 

Week 3 and Week 5). All participants completed the research surveys, submitted their 

assignments before the in-person session, and were actively engaged in small group discussions. 

Participant engagement (measured by observation conducted by the principal investigator and an 

observer) in large group discussions ranged from active observation and maximal engagement in 

a large group discussion by making comments and asking questions (Table XXVI). 

 

 

 

TABLE XXVI 
PARTICIPANT ENGAGEMENT IN LARGE GROUP DISCUSSIONS 

Observed Level of Engagement Therapist 
n (%) 

Parent 
n (%) 

Active Observer (0 comments/questions) 5 (18.5%) 2 (33.3%) 
Minimal (< 3 comments/questions) 3  (11.1%) 3 (50.0%) 
Moderate (3-5 comments/questions) 16 (59.3%) 1 (16.7%) 
Maximal (> 5 comments/questions) 3  (11.1%) 0 (0.0%) 
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3. Objective 2: Acceptability 

Due to a small number of parent participants, to ensure anonymity, all course 

attendees were given an opportunity to complete an anonymous final course evaluation without 

including any participant identifiers. For this reason, comparative analysis of therapist and 

parent-reported course satisfaction could not be conducted. Twenty-seven therapists and five 

parents completed the final course evaluation (n = 32); one parent was lost to follow-up. 

Additionally, twenty-four therapists and four parents agreed to and completed the follow-up 

interview; five therapists and two parents were lost to follow-up. Three aspects of course 

acceptability were examined: course content, course structure, and course utility.  

a. Research Question 2.1: Course Content 

The participants reported high satisfaction with the course (Table XXVII).  

 

TABLE XXVII 
FINAL COURSE EVALUATIONS 

Variable Min Max M SD 
Overall Course Rating: The course… 4 5 4.84 0.37 
  …objectives were clear. 4 5 4.59 0.50 
  …materials were clear and well written. 4 5 4.69 0.47 
  …assignments were appropriate for this class. 4 5 4.78 0.42 
  …increased my interest in the subject. 4 5 4.75 0.44 
  …corresponded to my expectations. 3 5 4.56 0.56 
Weekly Course Content Rating     
  1. Introduction to relationship- and capacity-building practices  3 5 4.56 0.56 
  2. Introduction to the IRM 4 5 4.50 0.51 
  3. Applying the IRM to everyday interactions 4 5 4.63 0.49 
  4. Responding to strong emotions and challenging behaviors  3 5 4.56 0.56 
  5. Applying the IRM to participation-based challenges 4 5 4.69 0.47 
Overall Instructor Rating: The instructor… 4 5 4.94 0.25 
  …demonstrated knowledge of the course content. 4 5 4.97 0.18 
  …was effective in communicating the content of the course. 4 5 4.84 0.37 
  …encouraged feedback from the attendees. 4 5 4.94 0.25 
  …showed genuine concern for the needs of the attendees. 4 5 4.94 0.25 
  …was enthusiastic about the course. 4 5 4.97 0.18 
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Some therapists provided unsolicited feedback that the course exceeded their expectations in 

their final course evaluations and follow-up interviews. While reflecting on their experience of 

the course, one therapist explained: 

I feel like in general in EI; I'm a very family-centered therapist...I’m always looking for 
parent participation. I’m always doing parent education…I’m always doing some sort of 
collaborating with the parent in the session…trying to make it about them and their child. 
And so, I remember thinking I’m not the therapist that needs this…I’m going to take this 
course because it’s free and it’s right by my house…and I need CEU credits. But…I 
didn't realize how valuable the course was going to be…I remember thinking, "I'm not 
the therapist that needs to take the course. The therapist that would never take this course 
was the therapist that needs to take it."…But it was so valuable and just made me think in 
ways that I don’t normally think, and…I realized that there was so much more to the 
course than what I was expecting (Physical Therapist 16). 
 

In addition to overall satisfaction, therapists and parents felt that the course content was relevant 

and immediately applicable to their day-to-day experience: 

I could practically apply it [information] immediately…I feel like now that I’m in 
practice…I'm like constantly problem-solving, and I never have the opportunity just to sit 
down and soak in new information…all of the information I learn is hands-on, [and] 
sometimes I do like a lecture format where…someone just teaches you something that 
you’ve…never heard before… but with that said, I think I got more out of it than I 
expected to…because it was really focused, hands-on investment, and kind of picking 
apart my own practice (Occupational Therapist 9). 

 
It was very practical and applicable to me…I think I was concerned that it was just going 
to be practical for therapists, and I didn’t feel like it was. I feel like it was very applicable 
for all who were present…all of us can really [relate to] just feeling stuck, feeling like we 
can’t…we want to communicate with our children, and yet…there’s…as a barrier, I don't 
know…we keep getting stuck in the same patterns (Parent 1). 

 
b. Research Question 2.2: Course Structure 

 Participants were highly satisfied with the course structure and the 

learning activities selected for the in-person meetings. All participants spoke about being highly 

engaged during in-class activities; the majority felt that the course would benefit from being 

expanded to allow more time for in-class activities and small groups discussions: 
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I like the idea of [expanding the class to] 2.5 hours in-person. The table discussions were 
extremely valuable, but it never felt like there was enough time. I loved the online videos, 
one of the most engaging "online classes" I have ever taken. Also, I loved that for this 
topic, it was spread out over five weeks. It allowed time to process and try to practice in 
between and come back with questions (Anonymous Course Evaluation). 
 
I really liked the last session… when we had the small groups, and each one could share a 
situation that was difficult, and the whole team could try to work through it, it felt like 
that was really helpful…and I feel like almost…wanting more of that after the course, 
feeling like then things were making more sense, I was able to try to apply it more, and 
almost wanting more of that feedback and application…even a month later to check back 
in and have more examples of ways that things could have been handled differently 
(Parent 1). 
 

A majority of therapists reported that this was their first experience with a flipped 

classroom format. Therapists reflected on the benefits and challenges of having to be familiar 

with the course content in preparation for the in-person discussions and activities. One therapist 

explained: 

I liked that it was almost pure application when we came in…That you just had to come 
in, ready to go with the concepts…It did feel more intense and a little bit scary too, 
because…it was hard for me not to feel like I wasn't going to miss something…that was 
it for me…really intense because it puts more responsibility on the student…you really 
have to step it up, and that's a good…I think that's a good thing. You have to engage 
more (Occupational Therapist 5). 

Parents explained that this course was not only their first experience of being a part of a flipped 

classroom but also their very first experience taking a course-specific to EI. Overall, parents 

expressed satisfaction with the flipped classroom structure. One parent explained that although 

she felt “overwhelmed” with the vastness of the course content, the course structure supported 

her ability to stay accountable and engaged with the material: 
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I actually had a very positive experience. It kept me accountable because with online 
courses, when you’re going at your own pace within a certain timeframe, it’s easy to slip 
into the mentality of, “Oh well, I’ll just wing it and see what comes up” and with the 
class structure that you offered you couldn’t do that…because if you did try to wing it 
you wouldn’t make any sense…knowing that you are in a classroom with professionals 
and they can kind of tell if you’re [faking it] or not (Parent 3). 

In fact, the combination of feeling highly satisfied while simultaneously overwhelmed with the 

amount of material covered was reflected in both therapist and parent interviews:  

Maybe then I just got over that hump of being unfamiliar with something and, you know, 
diving, creating and trying to wrestle with it…like that is part of the learning process 
too… so…I don’t know. Is that an area of improvement? Or is that just what had to 
happen? (Physical Therapist 22) 
 
 
I thought that the course ran really well. I remember the first week being a little 
overwhelmed like, “Uh, what did I get myself into?”…because there was so much 
information…but I thought the times that we did not meet in person…the videos were 
definitely thorough with explaining the concepts…the transcripts that were used, the 
verbiage that was used, and the cute little animations…that helped out a lot (Parent 3). 

A combination of these experiences was likely a result of the transformative and 

experiential learning components integrated into the course curricula. The thematic content 

analysis generated three themes related to the participants’ experience of the most memorable 

components of the learning process: 1) social learning, 2) experiential learning, and 3) reflective 

learning. 

i. Social Learning 

The most prominent theme across all interviews encompassed 

participants’ appreciation for the opportunities to engage in social learning, and to be able to talk 

about shared experiences with others. Participants spoke about the perceived benefits of having 

an opportunity to collaborate and learn with a diverse group of therapists and parents: 
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What I enjoyed the most were the stories that, that were shared. So, you're like, "Oh! I 
would have never thought this in a million years!" I felt the stories of the stuff that we 
talked about in the groups. That was a really, helpful, and I enjoyed it. It was really 
good…because I also get to see their point, or you know, see if they have another 
strategy…I felt like it helped (Parent 4). 

 
In addition, many therapists spoke at length about the benefits of having an opportunity for 

interdisciplinary collaboration in a continuing education setting: 

I think that one thing too that I really got from the course, as a new occupational 
therapist, [is that] no matter how long they [therapists] have been practicing, they 
always…have room to grow and areas to improve…and it’s just kind of nice to remember 
that you don’t have to be perfect all the time and…there’s always…learning to be done 
and…there’s therapists that have been doing this forever and that were the same as me. 
They were like, “I always use the instructing mode!” It was like a breath of fresh air to 
hear some of that (Occupational Therapist 13). 
 
We had a lot of really great open discussions in the class…we all had kind of similar 
experiences so if someone else was sharing something that they had in a therapy session, 
it would not be unexpected that I would have something similar (Occupational Therapist 
8). 

Having the opportunity for social learning may have been particularly important to 

therapists due to feelings of isolation as a result of the current structure of the EI system of care. 

One therapist reflected on her discussion of feeling isolated: "I used the word isolating, and this 

therapist said, ‘Yes! That's what it is, it's isolating!' and I think that there's quite a great majority 

of therapists that would feel that way” (Occupational Therapist 7). Another participant echoed 

this sentiment while reflecting on her experience of feeling alone despite being a part of an 

interdisciplinary EI team: 

I think as therapists… especially EI, we sometimes are like on an island, and we feel like 
if we're not doing it then who's going to do it…when there's, you know, at least one other 
person most of the time coming into this house that we could ask them to help carry over 
this strategy (Speech Therapist 6). 
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Parents also described feelings of isolation and limited opportunities to meet other parents that 

were going through the EI process with their children. All parents reflected on the benefits of 

being able to meet and network with other parents and adults in general: 

I actually … liked interacting with other adults…that helped me a lot actually…I really 
enjoyed it. I wished there was a little bit more like programs like that. So I could go and 
learn a little bit more (Parent 4). 

 
I really enjoyed that I got to sit next to the one parent…I loved meeting her, and wish I 
would’ve asked for her number, [laughs] I really enjoyed talking with her (Parent 1). 

 
Reflecting on the small number of parent participants in the course, both therapists and parents 

expressed a hope that future courses would have more parents in attendance to create more 

opportunities for parents and therapists to network and connect with other parents in EI. 

ii. Experiential Learning 

Participants consistently reflected on the benefits of engaging in 

activities that provided opportunities for experiential learning. Parents and therapists reflected 

positively on being able to apply the course content to their everyday experience in and outside 

of EI as part of weekly reflection assignments and in-class activities. The most frequently 

mentioned experiential learning activity was the “IRM dice” game – which required the 

participants to use the IRM communication modes while helping another person find a solution 

to an everyday problem: 

That was really difficult, but also really interesting to see how like you could try and 
solve the problem while staying in that specific mode…I don't remember what mode it 
was, but I had to stick to a mode that I don't use very often, and I kept trying to jump to 
another mode…I remember you came by [and said,] "you’re jumping, you’re moving 
[between modes].”And so…it was just difficult for me to stay in modes that I’m not as 
familiar with and don’t often use…It was very eye-opening…just seeing…when you 
were stuck using one mode the whole time. It was so fascinating trying to come up with a 
solution while staying in that same mode…that really stuck out to me. It was just such an 
interesting activity…I could have done that for an hour (Physical Therapist 16). 
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I enjoyed everyone coming up with a problem and then rolling the dice and having to 
apply it because…we came up with kind of odd problems, and we didn't necessarily react 
well with the mode that was rolled…so it was good to see how people thought of how to 
approach [the problem] with that mode (Occupational Therapist 13). 

 

iii. Reflective Learning 

Participants perceived the benefit of having an opportunity to 

reflect upon their day-to-day experiences through discussion and assignments:  

So I knew going into this, at least a majority of us that were there because we believe in 
these methods…and we want to learn more about how to do it better. So I certainly feel 
like I already started out with having at least the same idea about the philosophies…but 
then learning more specifics about it, more things to consider. It was super helpful…I 
was like…"Oh…this is really cool – analyzing some things about myself that I just 
maybe didn't know, or didn't know how to name it (Developmental Therapist 12). 
 
Being able to review even our own current caseloads…relating some of those roles and 
dissecting some of the things…I haven’t really done that in the past, so that helps 
deconstruct some things…whether what we did in class and through your feedback…it's 
just…cool and eye-opening. To see a different way of thinking…or maybe it wasn't too 
different…it's like everyday stuff…that I didn't really think to pause and think about the 
way that we should (Physical Therapist 22). 
 
I liked the course a lot…sometimes I'm working with my son, and I think…he's doing 
pretty good and I think it's because I'm trying stuff based on things we talked about in the 
course. I was just thinking about the discussion groups at the last session, and we're 
talking about stuff, somebody was talking about social stories, and I read something 
online about using that too, and I was like, "Oh! I heard about that in the course!" And 
you know, I felt like ahead of the game (Parent 2). 

 
 

A reflection activity that was particularly memorable to the course participants was the 

video reflection, which was initially completed during Week 1 and again during Week 5. All 

therapists described the video as “uncomfortable” and difficult to watch; suggesting that, as 

intended, the video was effective in bringing about an emotional response, and thus, setting the 

stage for a disorienting dilemma. The majority of therapists attributed the feelings of discomfort 

to be able to relate to the therapist in the video: 
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No one wants to be a bad therapist, right? But we all have moments when we’re bad 
therapists…that video kind of like threw it in our face…I feel like all of us were watching 
this thing like…oh, man…this is not great therapeutic self, this is not great therapy and 
not great interpersonal relationship building… I think it’s uncomfortable to watch 
because you’re like, “oh, I wonder if I do that, I probably make that same mistake.” I like 
to think of myself as being successful in my goal of being a good therapist, so it’s 
uncomfortable to think of myself in those shoes (Occupational Therapist 9). 
 
I think it puts a mirror up to our own personalities maybe that's why it's uncomfortable. 
So, I think that when we first looked at it, that's what we were seeing…I think we have 
all experienced those [situations]…so yea, it’s kind of like, ugh…it takes me back to 
those experiences!... Let's start again! I am going to go outside and come back in, and we 
are going to start this over [laughs] (Developmental Therapist 12). 
 

Several therapists also attributed the discomfort to the therapist’s lack of awareness of the 

parent’s verbal and non-verbal cues: 

I guess it’s hard to watch…[laughter] [therapist’s] apparent lack of awareness…I’m sure 
there are real-life situations…with any therapist, myself included, where we are just 
missing those cues from parents…it was a real thing that could have happened…so even 
though people realized it wasn’t a real therapy session, the fact that these are things that 
are happening…yeah, it brings up weird feelings (Occupational Therapist 23). 

 
Consistent with the transformative learning theory, the therapists felt that the video was effective 

in supporting their ability to both apply and reflect upon the material covered in the course. 

Some therapists attributed increased reflectivity to the emotions evoked by the video: 

In some ways, it made me uncomfortable. It was just like ooh! [laughing] And so that 
was very, really good! You really evoked emotion! It really pointed out…what some of 
the relationship issues…it was a great springboard for talking (Physical Therapist 10). 
 
It was a great way to reflect on the modes…when a breakdown happens what you should 
do, or what would be more valuable in this situation…I think that whole remembering 
something when you get that emotional response, you know, in order for that to occur, 
and for you to remember something…it certainly…was a way to really reach in and 
impact people rather than just [show] another video (Occupational Therapist 7). 

 
Several therapists also felt that the video raised reflection on their interactions with families in 

EI: 
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Because we had to write down things that we thought were done well and things that 
could be improved on, I think just realizing some stuff that maybe…“Oh, I could 
probably improve on that too in my practice” and…“ooo, I probably should do that 
differently.” I never did the whole videotaping myself, but…sometimes I kind of 
think…“What would you do if you were video tapped?”…One thing I think about a lot 
that I don’t think I was so conscious about before is body language…because…you think 
about what you’re saying and how you’re saying it, but what is my like body language 
telling the child (Occupational Therapist 15)? 
 
It made me think… about my own practice and…how I can better respond to those 
situations…I think that I was thinking like, ‘Oh, I would’ve done that differently’ and I 
was just like, ‘Oh it’s just so clear to me that this parent’s body language, the way that 
her tone of voice, everything, she’s just not happy with how the session is going”…but it 
seemed like the therapist…was just not catching any of those subtle cues, so it was really 
awkward to see…and I was thinking, “Oh my goodness if a parent was responding to me 
that way I would try to…do something” (Speech Therapist 20). 
 
I was able to relate a lot to some of those things, and I kind of paused a couple of times 
even …the past couple weeks…when I felt like I was in those shoes… I think everyone 
was feeling…“oh my gosh, this happens to me!”…It was a lot of it like “whoa”…we’ve 
done all of that…pointing the finger right at me (Physical Therapist 22). 

 
 Parents, on the other hand, tended to remember the video as “comical,” suggesting that 

parents were not just laughing at, but also with, the video. The parents spoke about the video as 

being more relatable than uncomfortable, suggesting that the session was reflective (at least in 

part) to their own experience of working with EI therapists: 

I felt like the parent wasn’t not having it…you know…I remember my first time…when I 
had the…therapist coming in, I felt like that…“What am I suppose to do?”...I just thought 
it was funny. [laughs] I liked the video. I felt like the mom was just not having 
it…especially how she goes up. Like…"No, you need to stop." I just remember….how I 
felt at the very beginning, “Oh well, my kid is tried. So, he's not doing anything. He’s not 
doing well. That’s it.” I felt like she did...wanting just to get up and leave (Parent 4). 
 
I felt like I connected with the most was…it was kind of comical for me…so, it’s hard to 
fully connect with it but…the concepts of the mom kind of stating some things that were 
of concern and of being dismissed…and then her just like struggling with, “Oh, well, I 
don’t even know what this service is, so like how do I even ask questions?” Or, how can 
she even find a way to express her concerns? Because they seemed to be on totally 
different wavelengths, as far as communicating with each other, I felt like I could relate 
to that to a degree (Parent 1). 
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One parent felt that it was painful to watch a disempowered parent in the video, and suggested 

that the example was a good illustration of uneven distribution of power within the parent-

therapist relationship:  

It was painful to see, the mother…not empowered to say anything…to say what she 
really wanted to say…blowing the bubbles you asked, “Oh, is this okay?” and she said, 
“Uh, that's fine.” And you could just kind of tell that she wasn't comfortable with that and 
you made a comment later, “Yeah, it gets everywhere and all over the place” and it's 
almost like the passive aggressiveness of it? Yeah…was a good video, a great 
example...how do you empower a parent…to get them to speak up (Parent 3)? 

 
c. Research Question 2.3: Course Relevance 

Content relevance to therapists and parents in EI was evaluated during the 

final course evaluation and follow-up interviews. In the final course evaluation, participants rated 

the likelihood that they would recommend this course to other therapists and parents in EI 

(Figure 13). 

 

 

 
 
Figure 13. Frequency count of participants that would recommend the course to others. 
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The majority of course participants (n = 31; 96.8%) reported that they would “definitely” 

recommend the course to other therapists. One participant (3.2%) mentioned that they would 

“probably” recommend the course to other therapists; however, they did not provide any 

feedback or explanation that could inform future course development. The course participants 

saw the interpersonal focus of the course as a critical component of effective EI practice and felt 

that the course provided them with a new lens for examining their interactions with others: 

This [course] brought a new light to thinking about my interactions with different 
families. The process, although complex at first glance, makes sense when given the 
opportunity to break it all down (Anonymous Course Evaluation). 
 
I think EI is one of the most difficult settings in regards to having successful 
communication with clients and building rapport (many kids are nonverbal, and you must 
be in constant communication with children and parents). This course really helped me 
realize when I need to take a moment to re-evaluate my communication methods and 
switch modes (Anonymous Course Evaluation). 
 

Twenty-three participants (71.9%) reported that they would “definitely” recommend the 

course to other parents and caregivers; seven participants (21.9%) reported that they would 

“probably” recommend the course. One participant (3.1%) was “not sure,” and explained that 

while they “love the concept, and the ability to collaborate with parents” they felt that “the 

conversations were more geared toward providers” (Anonymous Course Evaluation). Another 

participant (3.1%) felt that they would “probably not” recommend the course to parents in the 

future, explaining: 

I feel like this is too high level for many of the families we work with. It would need to 
be brought down to be more family-friendly - also I feel it may be beneficial to have a 
parent session separate from the provider session, so providers feel more free to discuss 
feelings around challenging cases (Anonymous Course Evaluation). 
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This sentiment was also reflected in one of the four parent interviews. The parent felt that the 

therapists were so focused on instructing during the small group discussions that it made small 

group activities an overwhelming experience: 

Personally, I think parents should be left with parents - leave the therapists out of it 
because the heart of a therapist is to want to help, right? And when I'm struggling with 
this problem, and I'm at a table with three or four other therapists, they all have their two 
cents to say, and it's overwhelming…I think a lot of therapists were stuck in instructional 
mode. And when you have advice coming from three or four different 
people…depending on the size of your group…and …the empathy isn't balanced…and 
only another parent can empathize with you and commiserate and be like, "Yeah, my kid 
does that too, it sucks. But here's what works for me."…I mean, it was nice to be around 
different therapists, but only because of my background (as a coach)…I wanted to know 
what they thought and, you know, just kind of strategically listening for, "Okay, what are 
they saying? How are they viewing this?" But I can see as a mom…if I didn't already 
have a handle on [what's going on with my son]…how I could be overwhelmed. I think 
there was a woman I was sitting with she was a mom, and we were sitting with two other 
therapists, and they were going back-and-forth, back-and-forth, and she looked like she 
wanted to cry. She's just like…"I have tried all of that I don't know what else to do" 
(Parent 3). 

The concerns regarding content accessibility and applicability for parent participants were likely 

due to the imbalance in the parent to therapist ratio in each class:  

I really loved having the parents in the class. I really loved having their input and just 
having their perspective for everything...because a majority of the group was therapists 
and it's over such a long period of time…I felt like we might have lost a few parents… I 
think there just needed to be like a little shift…maybe some of the examples are just a 
parent with their child… even learning like how we can help parents better engage with 
their child (Physical Therapist 75)? 

 
It might be beneficial to have [the parent course] separate from the providers… because 
there were definitely times where…I forgot…I can’t imagine myself saying 
something…too insensitive, but I also like I feel like, as providers, we talk amongst each 
other about families differently than we do with families present… there were probably 
moments where I just forgot and…I’m sure that others did too… it would be nice…to 
make sure we don’t feel like we have to hold back on…frustrations…real challenges that 
we are experiencing (Occupational Therapist 23). 
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I think it would be great to have more parents involved too because I feel like they would 
connect with each other a bit more too rather than with just a couple of parents. If I were 
in the parents’ shoes, I would have felt a little bit overwhelmed, or out of place, probably 
because there were so many therapists compared to parents. But I did definitely value 
them being there and sharing their experiences (Occupational Therapist 13). 

 

Furthermore, content analysis of anonymous course evaluations suggested that there might have 

been confusion related to the role of the parents in the course. Specifically, therapists may not 

have been aware that parents were learning about improving their interactions with their children 

(as opposed to improving their interactions with EI therapists). For example, one participant 

commented, “I'm not sure how it would feel for families - since the therapist is responsible for 

the therapeutic relationship - I'm not sure what the family's responsibility should be that they 

should focus on in the class” (Anonymous Course Evaluation). 

Overall, while there was a consensus that the course would benefit from future revision to 

ensure accessibility and applicability of the course content to parent-child interactions, therapists 

and parents felt that being a part of a diverse group of therapists and parents was an important 

contributor to the learning process: 

I think the other thing that stood out was just the fact of having the parents in the course 
with us. I haven’t taken a course that that was the case and…just having their input there 
was really valuable (Physical Therapist 16). 

 
I found it very helpful to have parents in the room to hear about their experience. I didn't 
really get a chance to personally talk with any of the parents, so I don't know if they 
found it helpful because obviously, the IRM model is something you can use in your day-
to-day relationships…it doesn't have to be anything that is therapy specific…I would 
hope they would find that useful too. But from the therapist perspective, I think, for me, it 
was really nice to have parents involved. The only course I have ever had parents 
involved in everything…it would be great to have more parents involved too because I 
feel like they would connect with each other a bit more too, rather than with just a couple 
of parents. If I were in the parents' shoes, I would have felt a little bit overwhelmed or out 
of place probably because there were so many therapists…but I did definitely value them 
being there and sharing their experiences (Occupational Therapist 13). 
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I think I thought it was good…I think they are different perspectives, naturally, but I 
think it's good for both (therapists and parents) to hear each other…have that context to 
meet and hear those different perspectives…I thought that was really great, and I enjoyed 
the …the opportunity to network more…I enjoyed those getting to know some of the 
people there, and I would have appreciated more time to talk and meet others (Parent 1). 
 

Furthermore, therapists felt that parent engagement in the class promoted their ability to have “a 

better understanding of what it’s like in their [parent’s] shoes” (Occupational Therapist 7): 

I would love for the parents just to have the floor sometimes. Because I think we don’t 
often hear that or…I’ll hear it from other parents talking about other therapists…[for 
example,] "I do not get along with this therapist” and…I don’t know what to do other 
than to tell them to have a conversation with a service coordinator. I don’t want to throw 
this person that I know (or don’t know) under the bus, because I don’t know what’s being 
potentially misinterpreted (Developmental Therapist 12). 

 
Just hearing it from…an outside parent who is familiar with the situation…but isn't 
actually my client. Hearing it from them helps…I feel like they just offer a perspective 
that, I otherwise might, get a miss…In the home with our kids and their parents, we are 
focusing on so many different things that having…the discussion with the parents in this 
course…I wasn’t worried about anything else that I might…[be] worrying about with my 
own clients (Speech Therapist 14). 
 

4. Objective 3 – Research Questions 3.1-3.3: Course Effectiveness – Therapist  

a. Learning Plan 

   Upon enrollment, all therapists identified the family as the key recipient of 

EI services and included at least one of the following core components of family-centered care in 

their definition of family-centered practice: 

• Including the family in the therapy progress therapy 

• Providing parent education 

• Providing intervention within the natural environment and daily routines  

• Identifying family priorities and working with parents toward their goals  

• Empowering parents to carry out therapeutic strategies outside of therapy 

• Working as a team with other therapists and parents  
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While reflecting upon the strengths of the family-centered approach in EI, all therapists 

discussed the benefits of increased parent participation, as well as increased parent confidence 

and ability to carry-over strategies outside of therapy. Several therapists also mentioned that, as a 

result of increased carry-over, there was an expectation of increased parent empowerment and 

improved child outcomes. Conversely, while reflecting on the challenges of family-centered 

care, many therapists described the complexities associated with working with a diverse group of 

families and parents:  

• Differences in family backgrounds 

• Differences in family priorities  

• Lack of family participation 

• Lack of family buy-in 

• Perception on behalf of families of therapists as "experts." 

 
Content analysis of individual learning plans indicated that therapists hoped to expand their 

knowledge related to 1) supporting family engagement, 2) implementing family-centered 

practices, and 3) improving family-therapist relationship and communication. 

b. Pretest Baseline 

Upon enrollment, therapists reported an overall high level of EI self-

efficacy (Table XXVIII). Therapists reported a high frequency of therapeutic communication and 

low frequency of sub-optimal communication (Table XXVIII). Within the individual subscales 

of communication, therapists reported utilizing empathizing and encouraging communication 

most frequently, followed by instructing, collaborating, problem-solving, and advocating (Table 

XXVIII). The therapists reported a high frequency of behaviors on the MPOC-SP domains 
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related to Showing Interpersonal Sensitivity and Treating People with Respect (Table XXVIII). 

Comparatively, Providing Specific Information, and Providing General Information were less 

frequent (Table XXVIII). The therapists reported that parents were “somewhat” engaged in the 

sessions (Table XXVIII). 

c. Pretest and Posttest Survey Comparison 

A paired-samples t-test was conducted to examine whether there was a 

significant degree of change in the participants’ pretest and posttest self-report ratings on the 

selected outcome variables. A statistically significant difference was found in the therapists’ 

EISES scores, indicating a significant increase in therapists’ EI self-efficacy (Table XXVIII). 

Therapists reported an increase across all individual mode subscales of the CAM, with a 

statistically significant difference in the pretest and posttest scores for overall CAM, 

Encouraging subscale, Collaborating subscale, and Problem-Solving subscale (Table XXVIII).  

The change in the Instructing subscale approached but did not meet statistical significance (Table 

XXVIII).  There was no statistically significant change for the Empathizing or the Advocating 

subscales (Table XXVIII). Therapists reported using encouraging and empathizing modes most 

frequently, followed by instructing, collaborating, problem-solving, and advocating. 

There was a statistically significant change in one of the MPOC-SP domains: Treating 

People Respectfully (Table XXVIII). The Showing Interpersonal Sensitivity domain approached 

but did not reach significance (Table XXVIII). There was no significant difference in Providing 

Specific Information and Providing General Information domains (Table XXVIII). There was no 

significant change in the therapists PPEM scores (Table XXVIII).  
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d. Reflection Assignments 

Comparative content analysis of Week 2 and Week 4 assignments 

confirmed that therapists demonstrated richer descriptions of the interpersonal interactions with 

clients and an increased tendency to use interpersonal reasoning in their reflections (Table XXIX 

and Table XXX). Of note, therapists demonstrated an increased tendency to identify: 1) barriers 

to communicating effectively, and 2) actionable steps to addressing those barriers: 

I often find myself in instructing mode in order to get the parent involved in the session 
and to make the information clear to the parent. I find it hard to empathize (not in 
general, but just be in that mode with this parent) because she doesn't disclose much 
about her feelings…I think I need to get more creative in empathizing mode to draw 
more information from the parent about how they are feeling, about the child's 
involvement in EI, as well as the weekly grind of [having] so many therapists come into 
the home (Occupational Therapist 2). 
 
The use of empathizing mode lightened them (parent) up a bit, and I felt like it increased 
our trust more, which overall helped out. I think they (parent) responded well to the 
instructing mode this time because if I told them exactly what to say/how to use a 
strategy, it was less overwhelming. I think I mix my communication modes too much 
still, and I would like to be more organized/intentional about using multiple 
communication modes during these situations (Speech Therapist 14). 
 
Initially, I attempted instructing mode to help the child understand the game. Honestly, 
then I do not remember what happened until we did the activity again, and thankfully, the 
pirate popped out and ended the interpersonal event. He became more agitated as there 
was an empathetic break. As I watch the videos today, I think I should have tried to start 
with empathizing mode to acknowledge why he was upset, and then try to transition to 
collaborating mode to determine how he wanted to proceed with the game (Physical 
Therapist 16). 
 
Two major themes related to commonly experienced communication barriers in EI were 

generated following thematic analyses of the Week 2 and Week 4 assignments: 1) feeling 

“stuck” and experiencing difficulty switching from empathizing (Table XXIX), and 2) feeling 

“stuck” and experiencing difficulty switching from instructing (Table XXX).  
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The same themes were confirmed through a thematic analysis of the follow-up 

interviews. While therapists recognized the importance and the benefits of an empathic approach 

to care, they also recognized the drawbacks: 

I do think that to a certain extent that honest, genuine empathy is a really big, at least, 
strength of mine…parents recognize when you go and do feel invested, and that is a 
genuine tool in therapy…[also] recognizing…the limits and the boundaries and at what 
point it’s not really helpful to get so emotionally invested that you can’t be looking at a 
situation as rationally (Occupational Therapist 13). 
 
I think I’ve always been empathic, [laughing] to a fault. You know…in some respects, so 
it’s difficult to put the boundaries and to try to move forward (Physical Therapist 10). 

 
Similarly, therapists felt that while instruction was necessary to create structure and support 

family education, they found themselves struggling with letting go of control: 

Kind of realizing how often I used the instructing mode. I think it was during our very 
first session, we kind of talked about it … and I just kind of realized, “Oh my gosh, I 
always do that.” I’m always trying to instruct instead of letting kids…figure things out on 
their own. … And then realizing that it’s okay to let go of control when you’re in a 
session. … And just that…I kind of have in my mind, “I’m the therapist, I’m the one that 
needs to be leading the session and making sure we are getting the things done that need 
to get done.” … And kind of realizing that sometimes taking a step back and letting go of 
some of that control helps, not only to build report but also lets kids learn problem-
solving skills and … just kind of lets them take control over what’s important to them 
(Occupational Therapist 15). 
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e. Video Reflections  

Content analysis of pretest and posttest video reflections supported the 

hypothesis that following course completion therapists would: 1) shift from activity to an 

interpersonal focus, 2) demonstrate richer descriptions of interpersonal behaviors through 

increased use of IRM terminology, and 3) provide more targeted and constructive feedback 

aimed at improving the quality of the observed interaction (Table XXXI).  

In the follow-up interviews, therapists described feeling as if they were viewing the video 

through a new lens during Week 5, noting a shift from activity to interpersonal focus: 

As I looked between the two of them, I said a lot of the same things, but, I feel like 
watching [the video] in week five was definitely different than what you get in one., I 
was trying to use some of those… ok…“How could she emphasize?” She’s not 
empathizing. “How could she encourage this mommy?” She's not encouraging. “How can 
she problem solve with this mom?”…It felt different watching it week five because I was 
trying to…observe through some of those strategies (Speech Therapist 6). 

 
Several therapists also felt that they were less “critical” in their reflections at the end of the 

course: 

I almost felt like I was more…critical the first time than I was the second time because 
there was so much other stuff that I was kind of aware of…as opposed to just pure 
observation of what the situation was… I feel like I saw it through different eyes…I had a 
different focus to look at…just more on the, on the interactions, and stuff (Physical 
Therapist 10). 
 
I mostly recognized that I was a lot easier on the therapist the second time I watched it - I 
wasn’t as critical and completely let down by her lack of interpersonal skills the second 
time around, because I recognized more of what she was trying to get at - even when it 
wasn’t working - I was like, “I see what you’re doing there, but it’s not working” and I 
could kind of feel like, yeah, I could see myself doing that and how it’s not working…so 
that was my biggest take away (Occupational Therapist 9). 
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f. Follow-up Interviews 

 Four categories were generated as a result of thematic analysis of the 

follow-up interviews. As therapists reflected on their experience of the course content and it's 

application to their clinical practice, they highlighted a positive change in their interpersonal: 1) 

knowledge, awareness, reflexivity, and behavior. 

i. Interpersonal Knowledge 

   Therapists consistently identified the change in their interpersonal 

knowledge, and ability to integrate the IRM language into their interpersonal reasoning: 

So I wasn't really using many modes…I knew I could empathize and I knew I could 
collaborate…but looking beyond and being more nuanced, I really wasn't. So now I'm at 
least trying to…use a few more of instructing and problem solving. Those, I think I've 
really ramped up. And…So I think in my practice, I always knew that…I was using what 
I had learned…so I have learned to…be an active listener, to be present to…to be 
empathetic, to affirm…that's the kind of language that I had in my head about my 
interactions with people. So I was not thinking about modes. I was not thinking, “I'm 
going into a problem solving mode or instructing mode,” so it was absent (Occupational 
Therapist 5). 

 
This acquisition of new knowledge supported the therapists’ ability to put words to what they 

were already doing in practice: “I think I was more aware of the label of like what I am doing. I 

am a really empathic listener. I am just more aware that that’s actually a thing versus like what I 

was feeling." (Developmental Therapist 11). Additionally, the IRM helped them reflect not only 

on singular interactions but sequences of interactions within interpersonal responding:  

I liked it when we were talking about…the sequence of mode use because that was 
something that I feel…explains what I do a lot…kind of stop and [evaluate] the 
situation…[there] may be a different mode that might help us get out of a situation. Or 
even move him forward in treatment or a situation (Occupational Therapist 23)? 
 

Additionally, therapists felt that they were better at recognizing the difference between feeling 

and doing the actions associated with various family-centered practices: 
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I am just so much more aware that there are differences between the communication 
modes…That I was before maybe putting everything into the basket of collaboration and 
problem-solving… That if problem-solving and collaboration were a goal then I was 
putting, you know, advocating, empathizing, and encouraging as strategies for that goal. 
Rather than kind of and seeing them as separate…I think that that’s how it’s changed me. 
Again, just having this more awareness in the moment and then maybe even thinking in 
the moment…“Okay, I need to switch.” You know? Verses trying to keep going with the 
mode that isn’t working or does not feel like it is working (Developmental Therapist 12). 
 
I do feel like I have used more…collaborating mode. I don’t think I ever fully let go 
before…letting them take control, but I feel I do that more often than I have before. And 
then I try to be mindful of…making sure my facial expression, tone of voice, things like 
that and I think…using a lot of instructing mode and encouraging mode …trying to make 
sure it’s more clean and pure rather than any kind of like mixing…I don’t think I was 
using that very effectively before, so yeah, that was helpful. I think I thought I was 
collaborating more before, but I don't think I was doing it…I don’t think I was fully 
getting it because I still had my own agenda in mind, and it’s like oh look I am 
collaborating with a child when really, I am tricking them into what I want them to 
do…and I was successful at that [laughter] (Occupational Therapist 13). 

 
ii. Interpersonal Awareness  

In their reflections on their responses to pretest and posttest 

surveys, many therapists identified a heightened awareness of their behaviors and 

communication styles at the end of the course: 

I think that, I’m trying to think back to some of the questions…there were definitely 
some that I was like, "Okay if I'm going to answer this honestly it's probably not what I 
would like to say." But at the same time…nobody does everything perfectly, and we're 
still learning and growing…after going through the course, I feel like it was easier to 
answer all of them…it seemed like less like... I don’t know…for the lack of a better 
word, judgmental in a way…when you haven't gone through the course, and you're just 
answering these questions and, you know, you have to be like, "Oh, I really don't do that 
and I probably should." You're probably just a little shamed in a way, but then like after 
the course I guess it was just like learning, "Okay, I don't do this, but I can start doing it 
now that I'm aware." So yeah, and I mean they're obviously like the same exact questions, 
so it’s kind of funny that I did view them in a different light (Occupational Therapist 15). 
 

Two themes were generated related to the therapist's raised awareness: 1) heightened awareness 

of self, and 2) heightened awareness of others.  
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 Therapists described an increased awareness of their interpersonal preferences and 

behaviors, an increased recognition of the challenges associated with effective mode switching, 

and personal tendency to over-rely on their preferred mode: 

So before I would say I was pretty limited, I was really…not just empathizing, but that 
was the go-to…the minute you presented this stuff, [I was] like oh yeah!... I do that all 
the time. And a little bit of you know, advocating, problem-solving, things like that. Here 
and there…But I would say that I feel just having a name…before I was just thinking 
about it very abstractly, I didn’t really have…the labels for it, so just now having these 
labels and thinking about it so clearly it's easier for me to incorporate more of them than I 
was prior to taking the course…Before I would just…not even be able to identify what I 
had been using or trying to do…I'm working on [laughs] more instructing definitely an 
area that I struggle with…[being] more direct with families in particular... so that’s the 
one that I paid the most attention to…so…I’m using that…a lot more than I 
was…probably using the least prior to the class... and then more…collaborating too... I 
was doing a little bit of collaborating but…I feel like it was actually more 
empathizing…like we were just kind of talking out things (Speech Therapist 14). 
 
I'm more aware of, of those other modes…I think beforehand…I was always using, 
probably collaboration and empathy and instruction, and so now I'm aware of the other 
ones, in particular, the advocacy one…which…I probably haven't used as much, and so 
I'm more aware of those, and probably how to move a little bit more between them…and, 
you know, basically… also aware of the fact that it’s more difficult to move between 
them…moving, you know, with the fluidity? I mean obviously you have to know each 
one of those, and where and when to use them, but also just how to be, you know, not to 
get stuck in one, I mean, and how to be more fluid. Flexible (Physical Therapist 10). 
 

  In addition to heightened self-awareness, therapists described a heightened perspective-

taking and awareness of interpersonal behaviors of others. Several therapists described an 

increased tendency to take a step back and ask a question of “how would it feel to be this parent 

in these shoes right now?” (Speech Therapist 6). Other therapists described having a stronger 

capacity to “being and putting myself in the family's shoes with understanding …where I needed 

to shift gears because I needed to shift gears pretty quickly” (Physical Therapist 22). Therapists 

felt that they were paying closer attention to interpersonal cues of others (both verbal and non-

verbal): 
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It’s been a lot easier for me to kind of start to notice when a client, or child, I guess, is 
starting to get frustrated. And instead of, continuing to push on, taking a second to think 
about, “Okay, what can I change right now to help ease their frustration?” … And it’s 
something I think I did before but wasn’t consciously thinking about it as much 
(Occupational Therapist 15). 
 
Being able to…pause and identify…I think I have been better able to re-evaluate…where 
the family is with their…body language, or…with their knowledge of what’s going 
on…every family is so different and really engage where they are in terms of like their 
socio-emotional … state and, you know, how ready they are to receive each intervention 
that we talk about (Physical Therapist 22). 

 
Although less frequent, several therapists went beyond reflecting on their one-on-one 

interactions with others, and brought up an increased awareness of interpersonal dynamics 

between parents and children:  

There was one case where I was really thinking about parent’s mode use with the child 
and what was helpful was thinking about those - in my initial session, I thought through 
those twelve interpersonal characteristics with the child and briefly thought about how 
the parent interacted with them. It was really apparent to me that this child wants all 
control, and then the parent only uses instructing mode, which puts all of the control in 
the parent’s hands. So the child never listens to the parent, it’s always a fight because the 
child wants all of the control but the parent is taking all of the control so, I haven’t yet 
dealt into talking through that with the parent and coaching her on her own mode use 
with her child, and I don’t think I would go into the six modes, I think I would just use 
that concept of like who has the control and sharing that in our communication with kids. 
I don’t know…I would just narrow it down largely (Occupational Therapist 9). 
 

iii. Interpersonal Reflexivity  

Therapists found themselves taking more time to reflect both in 

and on their clinical practice during and after the course: 

I think my go-to strategy is empathizing and problem-solving and what I've been trying 
to do is more collaborating and advocating so that I am not putting so much pressure on 
myself to try and be the only solution to…[the] issues parents have. So I'm constantly 
reminding myself of that, and that's been more in my own reflective practice…I think 
definitely since this course. I've been trying to apply that more in my session or following 
my session (Speech Therapist 6). 
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Thematic content analysis of the interviews generated two themes related to increased 

reflexivity: 1) reflection in action and 2) reflection on action.  

  Therapists described finding themselves more reflective in action, making more 

purposeful pauses during their interactions with parents and children, as well as taking more time 

to reflect on their interpersonal relating and it’s impact: 

Sometimes for the better and sometimes…it is for the worse, because I am more aware 
and then I don't know what to do…I think definitely in that kind of collaborating aspect 
because I am just so much more aware of myself and am I actually trying to instruct or 
problem-solve rather than collaborate?... I just saw [a family] for the last time 
today…[and the child's] mom was talking to me…and was going through the process of 
still getting evaluated by the school district…we were kind of talking about…the 
hypothetical and what she was kind of thinking. And, I took great care in not pushing my 
opinion on her, that I felt that if they did recommend the classroom…I was hoping in my 
mind, as a therapist, that they would take that… even though she home schools [her other 
kids] just because I feel like he could benefit from the change of the environment…And 
so…when we were having the conversation I felt like I was very much in the back of my 
mind, hearing this, “Okay, don’t talk, just listen” you know? Or “Ask questions, don’t...” 
And then I did tell her that, you know, here are some things to consider and so then I was 
able to…kind of switch modes from maybe empathy and encouragement with a little bit 
of instruction of not, here’s specifically what to do, but here is something to consider 
when you are making your decision. So, I felt like in that in that instance, I was just so 
much more hyper-aware of my wording or…the way I encouraged, or instructed, or 
collaborated or, you know, all of that… It was super successful… Because she even said 
this is really great information. This is such a great thing to take into consideration. And 
the wonderful thing, I think, at the end of it she decided, "You know even if he doesn't 
qualify for the classroom I still probably would try to find a little playgroup for him to go 
to once or twice a week." And I was like, "Oh yea, that's such a great compromise!”... 
right (Developmental Therapist 12)? 

 
Therapists also saw themselves as being more reflective on action, and taking more time to 

reflect on the interpersonal events with parents and children after the session: 

I feel like now I'm trying to just be a little bit more reflective in the session versus trying 
to just instantly fix it. And if I can't come to a point of…you know, how I can change it in 
the current session…I take a step back as I'm…reflecting on the session or writing up my 
notes, and just thinking how could that have been done differently, or who could I talk to 
about this…Especially with the challenging situations (Speech Therapist 6). 
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iv. Interpersonal Behavior     

Many therapists felt that they did not perceive a significant 

behavioral change and generally perceived change as challenging:  

Well I’ll say this first…the easy conversations are always easy, right? The harder 
conversations are the ones that I feel I am getting better at…and by that I mean the ones 
that people are going through sorrow, or, are frustrated, you know, those kind of harder 
emotions…I feel like in those [situations] I am really being cognizant of what I’m saying 
versus just you know just responding reflexively (Occupational Therapist 8). 
 
I have a feeling that my habits are die-hard. You know? But I am trying to be more 
mindful and make sure that…I am using that therapeutic use of self…I am a bit more 
reflective in that way like after the fact and trying to be a little more analytical with the 
IRM in mind (Occupational Therapist 13). 
 
I never took the time to really learn IRM…I never really tried to use it. So that has been 
almost life-changing for me to try to begin to use this...not just as a theoretical idea, but 
as something that I do in everyday practice. So, honestly, I mean its every interaction 
almost that I have. And what's interesting though, for me is it's hard. It's still much harder 
for me to do it in practice. I know I'm trying, you know…it's not until I can sit with it and 
reflect and… see how I could've done something differently. So I still feel like, I don't 
know, I still feel frustrated…I feel hopeful; I guess is how I would put it. And that I'll be 
a better practitioner if I just keep trying. But, but yeah, but it's in the moment where like, 
you're not quite comfortable yet (Occupational Therapist 5). 
 
I think you gave us so many, um, wonderful handouts and so much information and it's 
great to read about it. But how do you take that and integrate it into your practice?... It's 
one thing to have that information and spit it back out on a test, and it's another thing to 
actually be able to integrate it and use it (Occupational Therapist 7). 
 
I'm not always good at…following through with it…but I'm at least thinking about 
different modes of communication I would say more than I was and I'm trying to adjust 
what I’m doing, to what they need me to be doing…It was very easy for me to just like 
fall into being an empathizer and kind of doing that piece during visits... so now I’m 
just...when something else would actually be more beneficial is the biggest thing that I 
think I am seeing the most, and seeing things differently than I was before… Yeah so 
being able to shift out to something that is more... directive or instructional with the 
parents (Speech Therapist 14). 
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I think that the particular kids that I wrote about I have continued to kind of think 
about…and, in fact, they continued to…present challenges, you know, I think. And it was 
just like, "So what was it you said again?" [Laughing]…it's really hard to do, you know, 
to incorporate it … it's not automatic yet, at all, for me. And so it, it's difficult…in some 
ways, it feels almost a little more frustrating, because I realize, oh there are other things I 
should be doing, in addition to what I'm doing, you know, for therapy, in terms of the 
relationship (Physical Therapist 10). 

 
 While the therapists recognized that interpersonal change is hard, three themes were 

identified that highlighted the initial stages of change: 1) increased interpersonal intentionality 

through pausing, reflection, and taking the time to cope, 2) expressed interest in increasing 

intentionality and capacity to communicate outside of the empathizing and instructing modes, 

and 3) increased attempts to interact and collaborate with parents and therapists on the EI team.   

All therapists spoke about taking more time to take a pause in an attempt to add 

intentionality in their mode use: 

I think I get a lot less frustrated because…it’s easier for me to take that step back and 
think about, “Okay, what’s going on? What isn’t working? What is working? and instead 
of feeling like “oh, I’m, I’m just like failing,” like I’m doing a bad job, being like, “okay 
maybe it’s not necessarily that you are doing bad job, or being a bad therapist, but like 
something that I’m doing isn’t working, so like how change I change that?” It’s really 
helped in my frustration levels, and instead of being like, “oh, I'm not reaching this 
kid”…just realizing that you can do something to change that (Occupational Therapist 
15). 
 
I would say that before I definitely mixed mode use all the time…And so now I don’t, 
I’m definitely not good at it, but trying to take that like reflective pause for a second… 
Before...before switching modes...Instead of just moving through them… just trying to 
recognize that sooner and then making that switch sooner...I don’t know that I necessarily 
realize when I’m mixing mode use sometimes…I don’t know if I quite recognize all of 
that, but trying to...definitely more aware of it (Physical Therapist 16). 

 
Therapists perceived themselves as being more mindful, and taking more time to cope with 

stressful moments in their practice (in a manner that is consistent with the initial steps of the 

interpersonal reasoning process within the IRM): 
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I think just the reminder…about mindfulness as a therapist, and recognizing the moments 
when I get stressed out even during a therapy session when I'm like, ‘oh my gosh, 
everything is happening, and I can't respond to anything because it's all crashing'…just 
taking kind of a minute to step back and say, "okay, this is what's happening, this is how I 
feel, and take a deep breath and continue." To not get quite so personally bogged down 
and let there be a separation between my therapy…and my…personal life, and having 
kind of a mindful separation there. That was helpful (Occupational Therapist 13). 
 
I think that the way that I’m responding- especially to, challenging situations has been… 
I think a little bit different. I’m just more mindful of…breakdowns and I try to prepare 
them in different ways. And also I think it’s important to keep in mind, you know, other 
people, their need for control and for, the trust and things like that with them. Just more 
mindful of those things (Physical Therapist 22). 

 

Perhaps as a result of this increased intentionality and taking the time to reflect and cope with 

challenging situations, therapists also felt themselves being more flexible in their mode use. 

Therapists most frequently identified themselves as trying to move beyond empathizing and 

instructing: 

I would say, I mean before I was very heavily relied on the instructing mode. … And I 
think empathizing too... You always kind of think, you try to empathize with them, but I 
think that I’ve also realized that that’s a mode that, if I don’t know what else to do, I can 
always fall back on that and just realize “okay, I’m probably not understanding how 
difficult the activity might be, or just maybe the kid is just not in the mood that day.” And 
so kind of falling back on that, and also not just thinking that myself, but speaking it to 
the child and being like, “This is really hard or, you know.”…And then after doing that 
kind of like moving into like either problem-solving or collaborating or … like 
encouraging if that’s what I feel like they kind of need in the moment…I still use the 
instructing mode a lot, definitely, but just kind of being a little bit more aware like, 
“Okay, you are just using instructing. Let’s try to use something else right now because 
it’s not working” (Occupational Therapist 15). 
 
I try to think about the mode that I’m using and if that’s being effective or not, and then I 
try to be more mindful and try to switch modes so I can better interact and help out with 
their problems or, you know, brainstorm ideas so we’re having more effective 
communication during our sessions. I feel like before I would kind of just automatically 
jump into like instructing mode, and I feel like I find myself trying not to do that as 
much…I would say I definitely tried to use, collaborating mode a little bit more, rather 
than just jumping into problem solving or instructing. I try to collaborate with the 
families and the kids a little bit more during my sessions and then I will also- I also try to 
do advocating mode a little more just because I feel like that's an area that I kind of 
struggled [with]…I would kind of prefer to like, ‘Oh! Well, you know…social work can 
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handle that intervention"…whereas that's not necessarily…I could definitely help 
families, especially since I'm a speech therapist so connecting them with resources that 
will help with language development and communication overall…[I've been trying to] 
research more of just those opportunities in that community and…actually, print out 
those resources…and I visited, um, I visited two of those resource centers like there's a 
resource center for Autism (Speech Therapist 20). 
 
Lastly, the therapists described a positive change in their interaction with both parents 

and other therapists on the EI team. In describing their interactions with families, many therapists 

described being more aware and cognizant of the parent as a separate individual: 

 

This mom…she's always physically present, but I don't feel like she's always, 
engaged and participating and, I just try to kind of take the pressure off of myself 
as far as getting her involved and making sure that she sees what I'm doing and 
making sure that she understands what I'm doing and I just kind of let it go, and I 
feel like…because I've kind of backed off that she's opened up a little bit more, I 
feel like she's a little bit more comfortable with me…I think I had tried to just, 
engage, and interact with her more as, a person and not just his mom. I've been 
trying to, you know, share something I did over the weekend and see if she would 
share something back or, talk about the weather or something where I feel like we 
can actually have a conversation and it's not just, how's he been doing with this or 
what is new in his world…I feel like I've had a better connection with her lately. 
So, just kind of recognizing that parents are also not just parents (Speech 
Therapist 6). 
 
I noticed that I was so much more comfortable interacting with a parent in a way 
that helped, um, clarify some issues we had about a little boy in the class and, uh, 
I felt the conversation went really-was really back-and-forth. And, um, and I did 
think afterward, because I was there with two other staff members and, both of 
them were not as communicative as I was during this session which was kind-of 
unusual because one was the teacher. And I thought afterward I- I thought it went 
really well, um, and I wondered if it was partly due to sort-of new- different 
thinking about communicating with parents… Because I tend to not be the one to 
speak up, personally, I’m more introverted and, I am aware of that, so I tend to 
not be the one to take the lead, um, and I didn't really didn't view myself as taking 
the lead so much in the situation yesterday and it- the conversation just flowed, 
um, pretty well…. I do think that I have more confidence in my ability to, um, 
respond, uh, in a way that, um, will be helpful or will fit the mode that's 
important. Not all the time, but I think that, um, it does, um, change my thinking 
and my responses (Occupational Therapist 7). 
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Therapists also found themselves establishing more opportunities to collaborate with other 

therapists on their EI teams:  

Oh, collaboration! I feel like I’ve been also a little bit more collaborative and that 
too! When I had to explain, where I first started a few of the cases, just trying to 
reach out to service plans and ask for contact information to start connecting right 
away with the team instead of waiting later. Because it gets, from my learning 
experience if I wait too late, sometimes it feels like you are in it alone. And that’s 
what my experience with the social worker is that shared that it is never good to 
feel alone. It’s good to be a team. Reach out early and often, and so I think I have 
been doing that more (Physical Therapist 22). 
 
I do have some kiddos that have, multiple therapists, so what I've been trying to 
do is to reach out more to them, either in a phone call or in email to try and 
collaborate more. So that I'm really working on, you know, some of the kids that I 
see have physical, occupational, speech, and developmental therapy…So I feel if I 
can collaborate with those other therapists and hear, what are you doing in your 
sessions? And I can be one of the people to carry over those strategies in my 
session; then it's a little bit less pressure on the parent to carry over four different 
therapists strategies. So, I've been trying to collaborate a little bit more. I 
mean…keeping in touch with them has always been something that I've tried to 
do. But more recently I've been trying to hear, what are you doing in your 
session? How can I help support these goals? Yeah, that, that type of thing…And 
actually…there was a six-month meeting that I had that was a phone conference 
with a parent, occupational therapist and a service coordinator and I asked the 
occupational therapist what are some of the things that she mentioned that his 
tolerance really decreased and his frustration was increased. And I was, you 
know, not really seeing the same thing in our sessions. So I'm, maybe I'm not 
challenging him enough. Give me, can I have some examples? And the service 
coordinator at the end was just. I've never been involved in a meeting where a 
therapist have been asking other therapists what have they been doing…And 
maybe it's because I'm more mindful of that now since this course or maybe I'm 
just, yeah, I'm not sure exactly why, but, yeah, this course is definitely made me 
think a little bit more about, outside of just me, my therapy (Speech Therapist 6). 

 
5. Objective 4 – Research Questions 4.1-4.3: Course Effectiveness – Parents  

  Upon enrollment, all parents defined family-centered care as services that are 

aimed at helping both children and their families and equipping families to care for the specific 

needs of the child. Parents felt that the strengths of family-centered care include involvement of 

the whole family and increased carry-over of therapeutic recommendations outside of therapy. 
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When asked about the challenges, one parent described family-centered care as “distracting” for 

the child, two parents were not able to identify a challenge, and three described challenges 

related to the diverse needs of families. When asked to describe their learning goals for the class, 

all parents expressed wanting to learn new approaches to support 1) their ability to respond to 

challenges of parenting, and 2) their child’s learning and development.  Throughout the course, 

qualitative data suggested that parents found themselves reflecting upon the IRM as it related to 

the interpersonal challenges they experienced in their day-to-day interactions with their children. 

a. Interpersonal Challenges in Day-To-Day Interactions 

 While describing challenging day-to-day interactions with their children, 

all six parents described their children as displaying three distinct interpersonal characteristics: 1) 

limited capacity to effectively assert their needs through screaming and crying, 2) high need for 

control and self-direction, and 3) tendency to respond to change and challenge with expression of 

anger or fear.  

Content analysis of weekly reflection assignments suggested that throughout the course 

parents struggled with one of the two interpersonal events: 1) child’s expression of strong 

emotion (“tantrums” or “meltdowns”) that was coupled with a power dilemma, or 2) child’s 

expression of strong emotion (“tantrums” or “meltdowns”) that was coupled with a resistance 

and reluctance. In their description of power dilemmas, parents wrote about everyday events in 

which they controlled access to an activity or an object (such as a snack or a toy) desired by the 

child: 

This week, we shopped at Home Depot. Before going to the store, I explained why and 
what we are going to buy; two planters for our new trees. He even helped me pick out the 
planters and participated in the shopping experience. Then, it's time to check out, and he 
sees the impulse end-cap stocked with candy. He asked for candy, and I said no because 
it's too early for candy, and we have treats at home. Immediately, he collapses onto the 
floor and starts to scream (Parent 3). 
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One day he was playing with his car, and it accidentally went underneath our sofa 
bed…He started to grunt and scream. At that moment, I was washing dishes, and I turned 
around to look at him and see what was going on. When I told him to give me one second 
to finish, he began to scream and ran towards me. Eventually, he started to pull on my 
pants and cry. I continued to give him eye contact and tell him to please give me one 
more second so that I could wash my hands. As I was doing so, his screaming, frustration 
and crying began to increase (Parent 5). 
 

Alternatively, while describing resistance and reluctance, parents wrote about everyday events in 

which their child resisted or was reluctant to participate in an everyday routine or a task: 

Yesterday we went down to the car (3rd floor), and when we got there I realized I had 
forgotten to grab the big bag of library books to take it to the library, so we had to turn 
around and go all the way back up to the 20th floor to grab the bag. This was not well 
received! He got super mad that we had to turn around after getting to the car and having 
me realize that I did not grab the bag. He yelled and screamed the entire time we had to 
walk back to the elevator (Parent 2). 

 
One issue that I have been having with my toddler is that he doesn't want to wear his 
jacket (in the winter). He cries (tantrums) until he manages to take off the jacket. Luckily 
he will let us put on a sweater on him. This happens every single time that we're going to 
go out, and it's cold, and he needs a jacket (Parent 4). 

 
While describing their response to these challenging events, parents initially described 

themselves as either: 1) letting go of control and unintentionally becoming passive in their 

communication, or 2) attempting to regain full control of the situation by giving directions. 

b. Applying the Intentional Relationship Model in Day-To-Day 

Interactions 

 Reflecting on their experience in the course, parents described the benefits 

of having a “new perspective” on their interactions with their children through the IRM lens. One 

parent expressly referred to this new perspective as the most memorable aspect of the course: 
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When we worked through the [doctor’s] office visits with my son, and all the different 
things that were at play, I feel like that really stood out as far as being very practical, 
giving me a completely different perspective in having a little more compassion for 
myself and how hard it was…. I liked that. Also…I think the understanding of the 
mismatched mode…I think being able to see that from a different perspective where as 
continue to try to use a certain mode thinking like, well, "this is the right way to do it", 
but it's not connecting with my child. It just seem like it might not necessarily be a bad 
approach; it's more it's not the right one at that time with the kid (Parent 1). 

 
Thematic analysis of the reflection assignments and follow-up interviews indicated five possible 

components related to the process of interpersonal perspective transformation: 1) taking baby 

steps toward change, 2) taking time to cope through purposeful pauses, 3) striving for empathic 

understanding, 4) striving for flexible and multimodal communication, and 5) wresting with the 

grey area of being a therapist versus parent. 

i. Taking Baby Steps Toward Change 

 Parents that completed the follow-up interview agreed that while 

they were striving for change, it was a slow process: 

Today we went to the store together and when we got home…I had to grab the grocery 
cart to bring down to the car to get the rest of the groceries…He got mad again, and once 
we got down to the car, he was calmer, but boy did he give me an earful...During this 
entire time of crying, I tried to be cool, and calm, and say what we were doing…Today 
went marginally better than yesterday. Baby steps? [I tried] empathizing, encouraging, 
and instructing modes. Seeing this here makes me want to try other modes too, but these 
were the big three in these interactions with my son. I think he was able to calm down 
faster than if I…said nothing at all…I mean...it's a work in progress, right (Parent 2) ? 
 
I feel like we've grown a lot. My son got really sick, so we had to go [to the doctor] 
multiple times…and I feel like just even looking at those visits. There is an improvement 
in how we have problem-solved with him and collaborated with him more as well as 
using empathy – I feel like we're moving in a new direction which is very hopeful. I 
dread it…but it's, much, much better. I mean…it's still hard, but not nearly as hard 
(Parent 1). 

 
ii. Taking Time to Cope Through Purposeful Pauses 

While responding to a challenging interpersonal event with their 

child, parents expressed feeling “flustered” and needing to react quickly to resolve the situation 
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using the instructing mode. While reflecting on these experiences, parents spoke about the 

perceived benefit of taking a pause and coping with the situation prior to responding: 

 
I feel like I pause more and I feel like that as well is really helpful…I've been much too 
quick to fill the space with words rather than pause and try to fully hear…I feel like 
[taking a pause] slows down our communication, which has been really good…I'd say [it 
allows for] much more empathy, much more collaborating, and problem-solving. I think 
those have grown for sure. I definitely have more growth to continue (Parent 1). 
 
Take a breather and think before acting. If I can think of different therapeutic modes prior 
to responding so fast to any situation, I may be able to solve the situation a lot better 
(Parent 5). 
 

iii. Striving for Empathic Understanding 

Content analysis of reflection assignments and follow-up 

interviews suggested that striving for an empathic understanding might be one of the initial steps 

toward interpersonal change that moves the person beyond the instructing mode. Consistently, 

parents referred to wanting to better understand their child’s behavior through empathy: 

I would like to empathize with him. Maybe let him understand that I know he is 
frustrated because he can not verbally explain what he needs and that I understand he is 
upset because he could not reach his toy. I am not sure if his frustration was due to him 
not being able to verbally tell me what’s wrong, because his car was under the sofa and 
he wanted it right away, or both (Parent 5). 

 
In the follow-up interviews, all four parents described increased intentionality and shifting from 

instructing to the empathizing modes: 

I don't know if I was meeting him where he needs to be as much as I do now… When he 
gets mad its kind of hard for him to figure out what it is that he wants, its something that 
he's frustrated about that he can't say. And I kind of catch him before he gets to that point 
of total frustration lately...I mean I can't always catch it, and there are times when…you 
are just guessing almost…and I don't know if I'm meeting him where he is [laughs] but at 
the same time…it's more organized…we were at a therapy session recently, and they had 
these big crescent-shaped mats that he likes playing on, and he started to get mad about 
something, and it was like me guessing about the stuff around the room that he likes to do 
already…he couldn't say "I want to put both these crescents together, so they make a 
circle and then put a beanbag chair in the middle of that" [laughs]. And it helped that I 
saw him to do this before…but yeah I mean a lot of it is looking around, knowing what 
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he's done in the room before it wasn't like a new room or a new place or experience. Just 
context clues (Parent 2). 
 
My son came back, crying from the bathroom with my husband and…I asked him what 
happened? What is wrong? He said, ‘the dryers scare me' and I said, ‘Oh, I'm sorry the 
dryers scare you, did you have to wash your hands?...I'm sorry, I know the dryer can be 
scary.' You know, that whole empathizing and, ‘It's going to be okay.' Prior to class, I 
think I would have reacted, ‘Oh, it's fine, get over it.' You know?... I think before it was 
more instructional…And now, it would be more, empathy and collaborating (Parent 3). 
When my son has his little meltdowns, and I'm trying to comprehend what's going on, 
you know, and…I can connect and try to comprehend him a little more… Back then, I 
would of just [said], "come on hurry up, hurry up." You know? I wouldn't have 
explained, "we are going to go over here, we are going to do this, and we are going to 
have a good time, and then I don't know we'll see, okay."…I wouldn't have explained the 
process that we were going to go, or what we were going to do. It was just "hurry up; 
we're going to go here" (Parent 4). 
 

iv. Striving for Flexible and Multimodal Communication 

In their reflection assignments, parents frequently reflected on the 

modes that they should have tried but were not able to at the moment: 

I think I was using the instructing mode the most and the least, or not at all, was 
advocating. The one I should have used but did not was collaborating… I could have 
tried to collaborate with him by asking him what he would have preferred to eat. I could 
have also empathized with him by stating, "oh, I'm sorry you do not like this food," then 
problem-solving by saying "ok, this is what we have available in the refrigerator, we can 
make this or that, or both. What would you like me to make so that you won't be 
hungry?" (Parent 5). 
 

One parent illustrated the complexity of trying to respond in a flexible and multimodal manner: 

My son was fully engaged [in cooking] until I mentioned the blender. He started to repeat 
himself over and over, "blender, loud!!" he covered his ears and told me, "no blender." I 
held him and agreed that it would be loud, that he could cover his ears and I would tell 
him before I turned it on. I also told him it would only be for a little bit. He continued to 
repeat himself talking about the blender in a more rapid and scared manner; he jumped 
off his chair and ran to the living room. He stayed with my husband and covered his ears 
while I turned it on. After we reassured him many times that it was all over, he returned 
and re-engaged in the activity. At first, he was a bit more tentative, but then (after 
multiple times of asking if we were going to use it again) he forgot about it and enjoyed 
the task. A few other times in the night he brought up the blender and that we had turned 
it on. We would agree with him, and then say it was all done. [I used] empathy, 
encouragement, collaboration, and instruction. I validated his fear, held him close. 
Encouraged him that it would only be a little while, and I would let him know before I 
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started it. We also encouraged him after it was used, that we would not have to use it 
again tonight. He received the physical touch and was calmer than the other instances 
when he is afraid. He was able to take steps to meet his needs, covering his ears, leaving 
the room, and receiving verbal input throughout the process. He was able to re-engage in 
the activity soon after and re-establish trust after a brief amount of time where he was 
again relaxed and laughing…I think using more collaboration would be helpful. Giving 
him more control in a fearful situation would help build his confidence in facing future 
fearful situations. I am not sure that the encouragement was very effective (Parent 1).  
 

v. Wrestling With the Grey Area of Being a Therapist Versus 

Parent 

Lastly, throughout the course, all parents brought up the struggle of 

wresting between knowing what falls under the therapeutic and the parenting roles. As one 

parent eloquently explained: 

I caught myself constantly evaluating myself like okay…you’re using too much 
instruction, too much collaborative, too much empathy, too much this, this- not enough of 
that, like. I had to remind myself that I’m not his therapist…I did have to wrestle with 
that grey area of…there's a time and a place for everything, and my job is not to be his 
therapist… cause after a while it was like a game to me, and that wasn’t fun anymore, 
and it’s like, okay, I do really need you to go to bed right now. [laughter] No 
collaborative, no, just do it! Just do it! [laughter]. I guess I felt like learning IRM 
definitely up-levels parenting, but I had to be very careful with not becoming his 
therapist…or like this isn't a way to redefine your parenting style. It's just…there's more 
tools to help so you can get through the day-to-day (Parent 3). 

 
This parent felt that her capacity to remain intentional in her communication was influenced 

heavily by her own mental space and feeling overwhelmed with day-to-day challenges of 

parenting: 

If I’m not overwhelmed with the day, or if I have taken proper steps for “self-care” and I 
have positioned myself where I can handle the normal mental load and the mental load of 
“I can’t find my Polar Express train…” Yes, I can do that, I know the proper steps to do 
that, and how to empathize and instruct and move things along but again, you know, 
when it comes to managing my own behaviors when I’m in the middle of my own 
internal tantrum (Parent 3). 

 
Another parent echoed the same sentiment as she explained feeling the pressure from therapists 

to use instructing beyond her what she felt comfortable doing at home: 
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I want to do instructing…yesterday I was speaking with one of his therapists, and they 
were like, "I thought you were still doing stuff at home with him"…and it was like, I 
mean kind of…it's just been busy and it's been more of a hangout time when we come 
home. And at the time, I was like, "Oh yeah!"…Well, this is what I should say and 
what…she wants to hear. But in reality, it's just stuff that you can fit in when you're not 
too tired, or he's tired or…you know…We tried playing with play dough the other day 
and everybody was just done and, you know…(Parent 2). 

 
c. Pretest and Posttest Comparisons 

i. Application of the Intentional Relationship Model in Video 

Reflections 

Across pretest and posttest video reflections, all six parents 

demonstrated a strong focus on the interpersonal dynamics between the therapist and the parent, 

identified therapists’ behavior as dismissive of parent’s and child’s concerns, and emphasized 

wanting the therapist to better utilize the instructing mode in their communication with the 

parent. Common examples of communication strategies that are encompassed in the instructing 

mode included:   

• Descriptive terms were used that not understood by the mother. When the mother stated 

she was overwhelmed, the therapist missed the opportunity to explain more (Parent 1). 

• I'm a visual learner so seeing things written down rather than talked about…I kept 

thinking how much I would have liked seeing things written down (Parent 2). 

• As a parent, I would have wanted a clear plan of action and goals that could help support 

my concerns about the child (Parent 3). 

• I would like for it to try to do some activities. If it doesn't work, then call it a day. But for 

sure try to be ready for next (Parent 4). 
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• Examples of therapy the parent can do with a baby at home on her own and why it's 

important (Parent 5). 

• As a parent, more actual hands-on activities for the child's progress (Parent 6). 

Comparative content analysis of the pretest and posttest reflections indicated that in addition, 

increased utilization of IRM terminology, all six parents placed a heavier emphasis on the 

importance of responding to the child’s and the mother’s needs through increased shifting to the 

empathizing and collaborating modes: 

Not validating the mother's concerns or reading non-verbal cues that mom does not want 
to have bubbles in the house…Mom says the baby is tired and hungry, but the therapist 
says 20-30 minutes more, demonstrating a lack of validation, not collaborating or 
problem-solving with mother…Used encouraging mode when mother was already 
disengaged (Parent 1). 
 
The mom had an issue with it, and the therapist seemed to ignore it and continue instead 
of perhaps trying something else (Parent 6). 

 
In addition, two parents also specifically highlighted the therapist’s inability to effectively 

identify and respond to parents’ non-verbal cues in their posttest reflections: 

Empathizing to open up mom's capacity to communicate. Mom's non-verbal 
communication mismatched her verbal communication. The therapist could be prepared 
with additional ideas to use for the child that are agreeable with mom, baby's schedule, 
and what works within the limitations of the home (Parent 3). 
 
The mom was upset that the therapist was late and that the baby was sleepy. I think the 
communication between the therapist and mom could have improved to make the 
session better/comfortable. The therapist did apologize, but it seemed like mom didn't 
find it truthful (Parent 5). 

 
ii. Parental Self-Efficacy and Participation in Early Intervention 

 There was no evidence suggesting any change related to parent’s 

EI self-efficacy or participation in the assignments or the follow-up interviews. Visual 

comparison of parent’s self-reported EI self-efficacy indicated that three parents showed a trend 

toward increased EIPSES scores, and three parents showed a trend toward decreased EIPSES 
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scores. Visual comparison of parent’s self-reported participation and engagement in EI, indicated 

that three parents showed a trend toward increased PPEM scores, two showed the same PPEM 

scores, and one showed a trend toward decreased PPEM scores.  
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V.       DISCUSSION 

This dissertation aims to expand the existing knowledge base on the role of therapists’ 

communication in the delivery of family-centered care and parent engagement in EI. Two studies 

were conducted to achieve this aim. Study I was an exploratory, descriptive study of:  

• Study I: An exploratory, descriptive study of therapists’ and parents’: 

a) EI self-efficacy and previous EI experience and training; 

b) Perspectives on parents’ participation, therapists’ use of family-centered 

practices, and therapists’ therapeutic communication and sub-optimal interaction 

(as defined by the IRM). 

• Study II: A pilot descriptive study of the feasibility, acceptability, and preliminary 

effectiveness of an IRM-based curriculum for a combined audience of therapists and 

parents in EI. 

A. Therapists’ and Parents’ Self-Efficacy, Experience, and Training in Early 

Intervention 

Therapists’ and parents’ EI self-efficacy (EISES and EIPSES), experience (demographic 

questionnaire), and training (demographic questionnaire) were evaluated to gain a better 

understanding of the participants' background characteristics that were directly applicable to their 

EI experience. The strength of associations between these variables was examined to gain a 

better understanding of how these variables may be connected in practice. 

1. Therapists’ Early Intervention Experience and Training 

Therapists reported high levels of exposure to training specific to family-centered 

care. Therapists’ exposure to training in the use of therapeutic communication was mixed, and 

the majority of therapists were not familiar with the IRM. The majority of therapists reported 
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receiving pre-professional training in family-centered care and therapeutic communication 

during their graduate education. A smaller number of therapists reported post-professional 

training through one-on-one supervision and training from an employer or continuing education. 

The length of time a therapist spent practicing in EI had a stronger association with the amount 

of training in family-centered care as compared to the amount of training in therapeutic 

communication. Compared to developmental, physical, and speech therapists, occupational 

therapists reported greater exposure to training in therapeutic communication and familiarity 

with the IRM.   

Based on these findings, it can be speculated that professional development in EI places a 

stronger emphasis on describing the core constructs of family-centered practice, as opposed to 

offering therapists an opportunity to expand the interpersonal skill base necessary for effectively 

implementing family-centered approaches in practice. Furthermore, while the topics of family-

centeredness and therapeutic communication span across professional disciplines, this topic may 

not gain equal attention across all professions and may be more prominent in pre-professional 

education as opposed to post-professional education. 

High frequency of training in family-centered care is anticipated and expected in EI, 

provided that the EI system: 1) places a strong emphasis on family-centeredness in its policies 

and recommended practices, and 2) requires continuing education that is EI specific and goes 

beyond the requirements for continuing education established by the professional licensing 

standards in Illinois.  

Given the importance of therapist-parent communication for successful implementation 

of relationship- and capacity-building practices encompassed in family-centered care, it would 

also be expected that the topic of maintaining effective and therapeutic communication would be 
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prominent. The findings from this study suggest that continuing education on family-

centeredness may not be addressing the role of interpersonal variables that are integral for 

establishing a therapeutic relationship and have the power to enable to inhibit the families' 

capacity to remain actively engaged in the therapeutic process. To the author’s knowledge, 

empirical evidence on the frequency and quality of continuing education opportunities available 

in EI has not been published to date. Given the author’s general knowledge, anecdotal evidence, 

and personal experience with EI continuing education, it is speculated that continuing education 

specific to promoting family-centered practices in EI: 1) remains limited to describing general 

theoretical underpinnings of family-centeredness, and 2) may not directly cover practical 

strategies necessary for effective knowledge translation of family-centered theory into practice.  

2. Therapists’ Early Intervention Self-Efficacy 

Across the four disciplines, therapists reported feeling confident in their 

competence as an EI provider. As such, therapists identified feeling comfortable with their 

knowledge of child development, professional ability to make informed clinical decisions, and 

utilize strategies for responding to challenging clinical situations. The therapists’ EI self-efficacy 

(EISES) had a weak association with the number of years a therapist spent practicing and the 

amount of training in family-centered care; there was no association between therapists’ EI self-

efficacy and training in therapeutic communication. It can be speculated that the present training, 

although ample in quantity, may not offer sufficient skill-building to support the translation of 

family-centered theory into everyday clinical practice. 

The limited quantity and quality of existing training opportunities specific to clinical 

application of recommended EI practices may make it less likely that the therapists' EI 

experience and training has a positive impact on therapists' EI self-efficacy. Previous studies 
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found that therapists’ may be more confident than competent in their ability to deliver 

recommended EI practices and family-centered care (Bruder & Dunst, 2015; Bruder, Dunst, & 

Mogro-Wilson, 2011). In light of this finding, it is possible that the therapists’ high EI self-

efficacy may not be an accurate predictor of the therapists’ clinical competence as an EI 

provider. A growing body of evidence highlights a lack of sufficient pre-professional (Bruder & 

Dunst, 2005) and post-professional (Campbell, Chiarello, Wilcox, & Milbourne, 2009) training 

that targets explicitly recommended EI practices (Bamm & Rosenbaum, 2008; Bruder, 2010; 

Espe-Sherwindt, 2008). Furthermore, evidence on the efficacy of these training is rarely 

investigated, and it remains unclear whether these professional development opportunities lead to 

behavioral change or raise the therapist's confidence in the topic.  

Self-report is heavily influenced by the therapists’ capacity to be aware and accurately 

reflect on their practice. One of the best ways to support critical reflexivity within a learning 

environment is through the integration of social (with an emphasis on cognitive apprenticeship) 

and transformative (with an emphasis on critical assessment of assumptions) learning 

opportunities. However, to the authors’ knowledge, these strategies are inconsistently integrated 

into continuing education at this time. Existing limitations in the quality of professional 

development curricula may exacerbate the challenges in gathering accurate self-report. Due to 

methodological limitations, this assumption could not be tested within the scope of this study. 

Existing evidence increasingly suggests a gap in the quality and effectiveness of continuing 

education for promoting best practices in EI, and additional research examining the contributors 

to therapists’ EI self-efficacy is warranted in the future. 

 

 



!

!

168 

3. Parents’ Early Intervention Experience and Training 

The majority of parents reported zero hours of training specific to the EI process 

of care; a small proportion reported that they received some training from an EI therapist or a 

service coordinator. This is particularly concerning given that parents reported receiving services 

from multiple providers, and all families had a dedicated service coordinator whose principal 

responsibility is to support the parent’s ability to navigate the EI system. Given the data 

collection methods selected for this study, it is unclear whether the training was not provided or 

if it was delivered in a manner that was inaccessible to the families.  

While these findings should be interpreted in light of the methodological limitations, they 

are consistent with a previously published perception that: 1) parents may not be adequately 

informed of the full scope of services they are eligible to receive in EI (James & Chard, 2010; 

Turnbull et al., 2007) and 2) there remains a dearth of support and services that are strictly 

dedicated to promoting family outcomes outside of one-on-one, direct intervention from an EI 

provider (G. King, Williams, & Hahn Goldberg, 2017; Turnbull et al., 2007). This begs the 

question of whether or not the system is designed in a way that prevents parents and caregivers 

from accessing professional development opportunities that could benefit them and their child. 

4. Parents’ Early Intervention Self-Efficacy 

While parents reported feeling confident in their parenting, parents’ EI self-

efficacy (EIPSES) was not associated with the length of their participation in EI or any previous 

training specific to the EI process of care. This finding is concerning given that EI policies 

specifically stress the importance of enabling parents’ capacity to support the child’s 

development and growth. The combination of this finding and the finding that therapists showed 

the lowest frequency of communication modes that intentionally shifted power to the family 
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(advocating, problem-solving, and collaborating), begs the question of whether or not therapists 

integrate opportunities for capacity-building in their interactions with parents in EI.  Given the 

sampling limitations, however, this finding may also be due to methodological limitations of this 

study.  

5. Summary of Findings: Supporting Therapists and Parents Through 

Continuing Education 

While EI policies and guidelines have embraced family-centered values, 

professional training may not be sufficient enough to help therapists translate their professional 

values into clinical practice. Existing training opportunities specific to EI in Illinois may not 

sufficiently target therapists’ interpersonal competencies necessary for supporting therapeutic 

communication in practice. Findings from this study suggest that 1) therapists experience higher 

frequency and exposure to training in family-centered care as opposed to training in therapeutic 

communication, and 2) parents experience limited frequency and exposure to training specific to 

EI outside of direct, one-on-one, treatment sessions with EI providers. For both participant 

samples, there was a lack of a strong association between EI self-efficacy, experience, and 

training.  

While therapists' interpersonal competence and ability to communicate effectively with 

children and families in pediatrics have been consistently established as drivers of client 

engagement (D’Arrigo, Copley, Poulsen, & Ziviani, 2019; King, 2009) and positive 

outcomes (Karver et al., 2006; King, 2017); efforts to operationalize and evaluate the impact of 

therapists' interpersonal competence on the process and outcomes of family-centered care remain 

scarce (Di Rezze et al., 2014; King, 2017).  
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Present research findings offer evidence in support of a growing need to integrate 

additional opportunities specific to translating family-centered theory into clinical practice. In 

addition, evidence supports the ongoing need to increase parents’ and caregivers’ access to 

educational supports and resources outside of direct, one-on-one intervention in EI (G. King et 

al., 2017; Turnbull et al., 2007). Parents and caregivers have been argued to play a role as both 

the providers and the recipients of professional education opportunities in EI (Buysse & 

Hollingsworth, 2009). Future studies investigating continuing education in EI should evaluate 

ways of expanding existing educational opportunities in a manner that supports both therapists 

and parents as critical stakeholders and recipients of training specific to EI process and outcomes 

and care.  

B. State of Parent Participation, Family-Centered Care, and Therapists’ 

Communication in Early Intervention  

Findings from this study suggest that while parents are engaging in EI sessions by 

participating in therapeutic activities and asking questions, there remain opportunities to 

maximize parent engagement beyond what is being reported by therapists and parents in EI. 

Therapists and parents reported that therapists generally exhibited behaviors that were consistent 

with family-centered care; however, therapists more heavily relied on strategies that were 

specific to relationship building (showing interpersonal sensitivity and treating people 

respectfully) than capacity building (providing specific and general information). Consistent with 

these findings, therapists most frequently used communication strategies that were most 

consistent with encouraging and empathizing modes, followed by instructing, collaborating, 

problem-solving, and advocating. 
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1. Perceptions of Therapists’ Communication 

Only a small fraction of therapists reported feeling completely satisfied with their 

communication across the six IRM modes. Therapists most frequently identified room for 

improvement in their use of collaborating (letting go off control), problem-solving (guiding 

parent’s ability to come up with a solution to a challenging situation or a problem), instructing 

(parent education and creating structure within the session), and advocating (empowering 

parent’s access to people and resources in the community) modes. Conversely, the majority of 

parents reported that they were generally satisfied with the therapists’ mode use. When areas for 

improvement were identified, parents’ wanted to experience more instructing and problem-

solving modes while working with therapists in EI. As such, parents may have been most 

consistently concerned with a limited amount of capacity building and information sharing (as 

opposed to relationship-building) during their one-on-one interactions with therapists.  

a. Frequency of Therapeutic and Sub-Optimal Interaction  

From therapist and parent perspectives, therapists in EI most frequently 

used the empathizing and encouraging modes, followed by instructing, collaborating, problem-

solving, and advocating. Both participant groups reported that sub-optimal interaction was 

infrequent. These trends in therapists’ mode use are consistent with previous research that 

suggests that therapists may: 1) inconsistently incorporate parent teaching into EI sessions 

(Sawyer & Campbell, 2012) and, 2) over-utilize direct instruction in their interactions with 

parents while underutilizing problem-solving approaches that shift power to the family (Barton 

& Fettig, 2013; Colyvas, Sawyer, & Campbell, 2010; Friedman, Woods, & Salisbury, 2012; 

Salisbury, Woods, & Copeland, 2010). 
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The findings from this study expand the existing evidence-base on therapist-parent 

interaction in EI by going beyond the examination of instruction and problem-solving 

approaches and highlighting the frequency of communication across the continuum of 

communication strategies defined by the IRM. These findings highlight potential strengths and 

opportunities for growth related to therapists’ competency to remain flexible, intentional, and 

multimodal in their communication while working with parents in EI. Therapists and parents 

agreed that therapists demonstrated high frequency of empathizing (gaining an empathic 

understanding of the parent’s experience and needs) and encouraging (offering positive 

reinforcement and fostering hope) mode use, which is consistent with the strengths-based 

approach that is encompassed in family-centered care. Although less frequent, frequency of 

instructing (creating clear structure, direction, and providing parent education) communication 

offers evidence that therapists are incorporating information sharing into their sessions, however, 

these interactions may not have the full capacity-building potential necessary for family 

empowerment.   

Based on the finding that collaborating, problem-solving, and advocating modes were 

least frequently used, it can be speculated that within a therapeutic relationship there is a stronger 

emphasis on therapist-driven decision-making as compared to parent-driven decision making. It 

is possible that these missed opportunities to shift power from the therapist to the parent using 

collaborating (supporting parents’ autonomy within the decision-making process), problem-

solving (supporting the parents’ capacity to make informed decisions through Socratic 

questioning and by outlining options), and advocating (supporting the parents’ awareness and 

access to people and resources in the community) modes are contributing to the gap in the 

therapists’ capacity to translate family-centered theory into EI clinical practice. 
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One of the objectives of this research was to examine potential contributors to therapists’ 

mode use; however, findings from regression analyses were inconclusive. Although significant, 

results from the multiple linear regressions indicated that accounting for the therapists’ length of 

practice and EI self-efficacy predicted only a small fraction of variance in the therapists’ 

frequency of therapeutic communication (CAM) and sub-optimal interaction (CASI-SF). The 

number of years practicing was the only significant predictor of therapists’ CAM ratings; 

therapists with greater clinical experience in EI also reported a higher frequency of overall and 

individual mode use. Therapists’ EI self-efficacy (EISES) was the only significant predictor of 

sub-optimal interaction; therapists with higher EI self-efficacy reported a lower frequency of 

sub-optimal interaction.  

There was no significant association between therapists’ exposure to training in family-

centered care, training in therapeutic communication, and self-reported mode use. This finding is 

likely a result of the previously discussed limitations in the quantity and quality of available 

professional development opportunities in EI. Training specific to promoting therapists 

interpersonal competencies remain rare and are under-investigated in the research. Furthermore, 

training that has attempted to promote therapists' capacity to implement family-centered 

principles in practice have not been successful at increasing therapists interpersonal sensitivity 

and skills (Gillian King et al., 2011), and were inconsistent in leading to behavioral change 

(Campbell & Sawyer, 2009). Additional research is necessary to uncover the factors that 

positively contribute to the therapists’ interpersonal capacity to communicate in a multimodal 

and flexible manner in EI. Increasing the quality and specificity of training available by targeting 

communication and interpersonal aspects of the therapeutic relationship may shift the 

associations between these variables in the future. 
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2. Perceptions of Therapists’ Use of Family-Centered Practices 

Therapists (MPOC-SP) and parents (MPOC-20) reported frequent use of family-

centered practices in EI; however, both participant groups reported higher frequency of 

behaviors associated with the relationship-building aspects of care (Treating People Respectfully 

and Showing Interpersonal Sensitivity domains on the MPOC-SP; Respectful and Supportive 

Care and Enabling and Partnership domains on the MPOC-20) than behaviors associated with 

the information-sharing aspects of care (Providing Specific Information and 

Communicating/Providing General Information on the MPOC-SP and MPOC-20). These 

findings are consistent with the trends reported in previous studies that used the MPOC to 

evaluate the frequency of family-centered behaviors in pediatrics (Cunningham & Rosenbaum, 

2014).  

a. Association Between Therapists’ Use of Therapeutic Communication 

and Family-Centered Practices 

While controlling for therapists’ EI experience, training, and self-efficacy 

(EISES), therapists’ use of therapeutic communication (CAM) was found to be the most 

significant predictor of the frequency of family-centered practices. Therapist-parent interactions 

are critical for ultimate effectiveness of family-centered care, and several interpersonal barriers 

to family participation have been identified in EI (Bamm & Rosenbaum, 2008; Bruder, 2010; 

Kuo et al., 2012; Turnbull et al., 2007). This supports recent findings on the importance of 

therapists capacity to remain responsive (D’Arrigo, Copley, Poulsen, & Ziviani, 2019) and 

adaptable to the parents’ needs in order to support parents’ autonomy, relatedness, and 

competence (D’Arrigo et al., 2017).  
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The Instructing mode (CAM) was the only significant predictor of the therapists’ ratings 

on the Showing Interpersonal Sensitivity and Providing Specific Information domains on the 

MPOC-SP. These findings suggest that therapists that demonstrate a strong capacity to use the 

instructing mode in their interactions with parents are more likely offer parent education and 

demonstrate behaviors that confirm their sensitivity to the parents’ needs and preferences. The 

Encouraging mode \ (CAM) and sub-optimal interaction ratings (CASI-SF) were the most 

significant predictors of the therapists’ ratings on the Treating People Respectfully domain of the 

MPOC-SP. As such, therapists that used high levels of positive reinforcement and 

encouragement, and low levels of sub-optimal interaction, were more likely to demonstrate 

behaviors that respected families’ needs, preferences, and situations. The Advocating and 

Collaborating modes (CAM) were the most significant predictors of the therapists’ ratings on the 

Providing General Information domain of the MPOC-SP. This finding suggests that therapists 

capacity offer families general information that goes beyond the child’s individual and 

developmental needs requires the therapist to utilize more approaches that 1) facilitate families’ 

access to supports and resources in the community (advocating mode), and 2) let go of control 

and shift power within the therapeutic relationship to the family (collaborating mode).  

In light of limited training opportunities specific to promoting therapists’ capacity to use 

therapeutic communication in practice, the findings mentioned above should be interpreted with 

caution. It is possible that the findings are limited by the frequency of mode use, and the strength 

of associations reported in this study may change as therapists incorporate higher levels of 

collaborating, problem-solving, and advocating mode use into their communication with parents 

and caregivers in EI. Given the fundamental difference in the theoretical underpinning behind the 

MPOC (measure of family-centered behaviors), the CAM (measure of therapeutic 
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communication), and the CASI-SF (measure of sub-optimal interaction), there was no existing 

hypothesis related to how the family-centered behaviors included in the MPOC should and could 

be mapped on to the different communication modes.  

Of interest, however, is whether intervening on the therapists’ capacity to communicate 

in a more multimodal and flexible manner could positively impact the frequency of family-

centered practices in EI (and more generally in pediatrics). While this speculation could not be 

tested within the scope of the present study, the influence of mode use on therapists’ capacity to 

adhere to family-centered practices should be investigated in the future.  

3. Perceptions of Parents’ Engagement 

While measure used for capturing parent engagement in EI (PPEM) did not 

measure the degree of passive and active parent engagement in the sessions, neither parents nor 

therapists reported maximal levels of parent engagement in this study. From both perspectives, 

parents were “quite a bit” to “somewhat” engaged in EI sessions. These results support the 

previously reported findings that while families are participating in EI services, they may be 

more passive than active in their role (Dunst, Bruder, & Espe-Sherwindt, 2014).  

While there is a definite shift toward supporting greater family involvement in EI 

treatment planning and implementation, there remains room for improvement in how actively 

and frequently parents are involved in the process of EI treatment planning and intervention. 

Existing research suggests that therapist-parent interactions are most frequent during initial goal 

setting and treatment planning, and tend to decrease during treatment implementation stages (An 

et al., 2018). Future research should examine both the frequency of therapist-parent interaction as 

well as a possible change in therapists’ mode use across time.  
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From the therapists’ perspective, therapist experience and training in EI, utilization of 

family-centered practices (MPOC-SP), and frequency of therapeutic communication (CAM) 

accounted for a large proportion of variance in the levels of parent engagement (PPEM). In the 

model that accounted for therapists’ overall frequency of mode use (average CAM score), parent 

engagement was most significantly associated with training in family-centered care, training in 

therapeutic communication, and the average rating on Treating People Respectfully domain of 

the MPOC-SP. In the model that accounted for therapists’ use of each of the six modes 

(Advocating, Collaborating, Empathizing, Encouraging, Instructing, and Problem-solving 

subscales of the CAM), parent engagement was most significantly associated with therapist’s 

training in family-centered care and EI self-efficacy (EISES).  

Several factors could have contributed to the lack of stability across the two models, 

including sampling and data collection approaches selected for this study. With this limitation in 

mind, across the two models, the amount of training in family-centered care was the most stable 

predictor of parent engagement. Although this finding highlights the importance of ongoing 

training opportunities specific to promoting therapists competency in delivering family-centered 

care in practice, it remains unclear precisely what within this training is leading to a positive 

association. It is possible, for example, that this association may be due to the course content 

covered in the training or the preferences and values of the therapists that seek out more training 

in this area of practice.  

The strength of association between parent engagement, and: 1) therapists’ training in 

therapeutic communication, 2) therapists’ family-centered behaviors captured in the Treating 

People Respectfully domain on the MPOC-SP, and 3) therapists’ EI self-efficacy (EISES) 

approached but did not consistently meet significance. Given the theoretical and empirical 



!

!

178 

backing behind this association, the link between these variables should be investigated in future 

studies with more robust sample size. 

From the parents’ perspective, parent’s self-reported engagement in EI (PPEM) was only 

significantly associated with parent’s EI self-efficacy (EIPSES). Parent’s self-reported 

engagement in EI and EI self-efficacy were not associated with parent’ perception of therapists’ 

utilization of family-centered practices (MPOC-20) or communication (CAM or CASI-SF). 

Provided the small sample size and convenience sampling of parent participants, conclusions 

related to this finding cannot be drawn at this time. However, it can be speculated that this 

finding may be highlighting potential ineffectiveness in existing EI intervention approaches in 

supporting parent’s EI self-efficacy. This finding is consistent with the growing evidence-base 

on the limited amount and frequency of therapist-parent interactions and the tendency for parents 

to take on a role of a passive observer (as opposed to active participant) in the EI process of 

care.   

4. Summary of Findings: The Role of Therapists' Communication in the 

Delivery of Family-Centered Care and Parent Participation in Early Intervention 

Therapists and parents reported a high frequency of family-centered practices and 

therapeutic communication approaches in EI. Both groups also reported a low frequency of sub-

optimal interaction. However, potential gaps in effective implementation of family-centered 

practices were identified. Expressly, therapists' were noted to rely more heavily on empathizing, 

encouraging, and instructing modes (as opposed to collaborating, problem-solving, and 

advocating) of communication and demonstrate more behaviors within the relationship-building 

domain (as opposed to the information-sharing domains). Taken together, these findings suggest 
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that therapists may be inconsistently integrating the full breadth of family-centered strategies 

designed to support family autonomy and empowerment within the EI process of care.  

Coaching is one of the most prominently recognized strategies for family capacity 

building in EI (Schwellnus, King, & Thompson, 2015) and requires the therapist to intentionally 

shift the power dynamic within a therapeutic relationship from the therapist to the parent. 

Therapists’ over-reliance on empathizing, encouraging, and instructing modes may limit 

therapists’ capacity to effectively integrate coaching methodologies into their treatment sessions. 

Provided that the present research study did not aim to investigate coaching practices in EI, this 

assumption cannot be tested within the scope of this study. However, future studies should 

examine the benefits of providing targeted training on the use of intentional communication 

(such as through an IRM-based curriculum) in supporting therapists' capacity to adhere and 

implement intervention-focused approaches such as coaching. 

From the therapists’ perspective, parent engagement was found to be most significantly 

associated with therapists’ training in family-centered care, EI self-efficacy, and use of family-

centered practices. Controlling for therapists’ background characteristics, therapists’ use of 

family-centered practices was only significantly predicted by their use of therapeutic and sub-

optimal interaction. Thus, suggesting that while therapeutic and sub-optimal interaction does not 

have a direct influence on parent engagement, it does have the potential to enable and inhibit the 

therapists’ capacity to practice in a family-centered manner. Therapists’ use of therapeutic 

communication strategies was only associated with therapists’ length of clinical practice (greater 

length of practice associated with greater therapeutic mode use); while the frequency of sub-

optimal interaction was only negatively associated with therapists’ EI self-efficacy (higher EI 

self-efficacy associated with lower sub-optimal interaction).  
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Previous qualitative research confirmed that therapist-parent relationship and therapists’ 

responsiveness are critical contributors to parent engagement in pediatric rehabilitation 

(D’Arrigo, Copley, Poulsen, & Ziviani, 2019). Furthermore, the interpersonal aspects of the 

therapist-parent-child relationship have been recognized to play an essential role in the therapist's 

capacity to offer parents and caregivers: autonomy support, relatedness support, and competence 

support (D’Arrigo, Ziviani, Poulsen, Copley, & King, 2017). Empirical evidence examining 

ways in which interpersonal aspects of care support or inhibit parent engagement remain scarce. 

The present study expands the existing evidence base by identifying both strengths and 

opportunities for growth in relationship to therapist-parent interaction in EI. Additionally, the 

study offers preliminary evidence of the associations between the therapists’ use of 

communication, family-centered practices, and parent engagement. While the sample size was 

not large enough to investigate mediation and moderation effects, the hypothesized relationship 

between the variables of interest examined in this study is depicted in Figure 14. The strength of 

associations between these variables should be further investigated in future research with a 

larger sample of therapist and parent participants. 
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C. Feasibility and Acceptability of the Intentional Relationship Model Curriculum  

 Provided the growing emphasis on the importance of therapists' interpersonal competence in 

promoting family-centered practices, family participation, and positive treatment outcomes, 

Study II aimed to explore the feasibility and acceptability of a five-week IRM-based course that 

specifically aimed at improving therapists and parents interpersonal competency in EI.  

 Course feasibility and acceptability was evaluated according to the criteria established by 

Orsmond & Cohn (2015) using a combination of quantitative and qualitative approaches, 

including observations and field-notes, final course evaluation, and semi-structured follow-up 

interviews.  

1. Feasibility 

Feasibility of curriculum delivery was evaluated through field notes, percent of 

participant enrollment and retention, percent of online and in-person session completion, and 

observed level of participation during the small and large group activities integrated into the 

course. 

a. Participant Recruitment 

Course feasibility was supported by evidence of good participant 

enrollment and retention in the study. However, participant enrollment and retention was much 

stronger for therapists, as compared to parents. Therapist enrollment and retention in the study 

provides evidence that therapists are interested in and actively seek out opportunities for 

professional development specific to expanding their interpersonal competence. Thus, therapists 

do not only value the importance of therapist-parent interaction in EI but also take actionable 

steps in developing their capacity to communicate with parents and caregivers more effectively. 
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Unlike therapists, parent enrollment presented a significant challenge during the 

recruitment stage. One of the primary barriers to participant enrollment was the PI’s inability to 

disseminate the information about the course to parents and families receiving EI services in 

Illinois. Lack of access to EI parent networks and support groups presented a significant barrier 

to parent enrollment. Parent participant enrollment was heavily dependent on the snowball 

sampling approach, and the limited access to parent networks narrowed the reach of research 

enrollment materials.  

It is also possible that the recruitment materials did not accurately target parent needs, 

which may have negatively impacted the parents’ interest and motivation to participate. Since 

training opportunities are not widely available to parents and caregivers in EI, therapists and 

parents may have been reluctant to pass on the information about the course to other families. 

Furthermore, the novelty of this training opportunity may have increased parent reluctance to get 

involved and see potential benefits in attending the course. Lastly, the lack of childcare created a 

barrier to parents’ capacity to take time off for an EI training opportunity outside of the home. It 

is possible that while parents are interested and could benefit from more opportunities for 

continuing education, the system is set up in such a way that creates both physical (e.g., lack of 

support and resources that are required for parents to be able to attend community-based 

opportunities and continuing education) and social (e.g., attitudes of other therapists and parents) 

barriers to parents’ access to continuing education.  

Future research efforts should consider and address the novelty of continuing education 

opportunities for parents and caregivers, and incorporate recruitment supports that would 

facilitate parent interest such as parent testimonials or learning objectives that specifically target 

common parenting concerns. The recruitment materials used for this study should be reviewed 
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and revised in light of parent and therapist testimonials to better target the needs of parents and 

caregivers of young children in EI. Furthermore, additional avenues for participant recruitment 

should be explored in order to maximize the reach of snowball sampling and lower the need for 

strong commitment and assistance from other EI professionals during the participant 

recruitments stages of the study. 

b. Participant Retention  

All participants completed the pretest-posttest questionnaires, and the data 

collection methods selected for this study did not present a significant barrier to participant 

retention. The five-week, hybrid course structure did not appear to present a significant challenge 

to participant retention. All participants completed the required assignments in preparation for 

classroom activities and demonstrated active participation in small and large group discussions. 

However, a substantial number of participants required make-ups for missed sessions.  

Future research efforts should account for the need for one-on-one make-ups and ensure 

that sufficient resources are available to support participants who are not able to attend all in-

person sessions. As part of this study, one-on-one make-ups were offered via Skype, which was 

well received by the participants. The possibility of integrating one-on-one, telecoaching 

sessions should be considered in the future as an active teaching component that would be 

available to course attendees upon registration. One-on-one telecoaching from a subject matter 

expert can support learners’ knowledge retention by providing additional opportunities to clarify 

areas of uncertainty and help connect the material covered to the learners' day-to-day experience. 

2. Acceptability of the Intentional Relationship Model Curriculum  

Curriculum acceptability was evaluated using a combination of quantitative and 

qualitative approaches that encompassed data from field notes, final course evaluation, and one-
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month follow-up interview. The therapist and parent participants reported high satisfaction with 

the course content and the course instructor. Both groups reported that the course exceeded their 

expectations overall, as well as the applicability and utility of the course content (specifically, the 

IRM framework and terminology) outside of the classroom. Although continuing education 

opportunities are widely available in EI, therapists expressed that this course was unique in its 

emphasis on the IRM. Parents were not aware of any other continuing education opportunities 

specific to EI and expressed a high level of satisfaction from being able to attend a course 

specific to EI.   

a. Course Content 

Therapists and parents expressed a high level of satisfaction with the 

course and reflected the benefits of having to “wrestle” with the course content. Thus, while 

many participants expressed “feeling overwhelmed,” they agreed that the course structure 

supported their ability to remain engaged and accountable for understanding the content covered.  

There were few concerns raised related to the accessibility of the content covered, 

suggesting that the content was delivered in a manner that supported a diverse group of learners. 

While several therapists were uncertain regarding parents’ ability to fully benefit from the course 

content and integrate the material covered into their day-to-day experience; this assumption was 

disconfirmed during the parent interviews. In fact, both participants groups reported similar 

feelings of being challenged and likely experienced the content as overwhelming due to the 

novelty of examining day-to-day interactions through an interpersonal lens within a flipped 

classroom environment (which heavily utilized social and transformative learning approaches).  

Furthermore, the majority of therapist participants and all parent participants had limited 

knowledge of the IRM before the course. Strong emphasis on the IRM as a theoretical backdrop 
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behind everything that was discussed in the course required all participants to acquire and utilize 

a new framework and language that is not often used in everyday interactions (either by 

therapists and parents). While therapists and parents enjoyed the new perspective, being able to 

learn and apply the new terminology (modes, interpersonal characteristics, inevitable 

interpersonal events, etc.) proved to be challenging to all participants in the course. The use of 

IRM-specific terminology was something that was echoed as overwhelming even by those 

participants that were previously exposed to the IRM as part of their graduate or work 

experience.  

Provided that the course development was heavily grounded in social and transformative 

learning theories, participant's report of feeling challenged was anticipated and offers evidence in 

support of the transformative learning process. The feelings of discomfort and having to 

"wrestle" with new information were likely the active ingredient that contributed to positive 

outcomes related to participants’ knowledge acquisition and outcomes. This notion of discomfort 

as a starting point for perspective transformation is consistent with the critical assumption of 

transformative learning that states that transformation begins with a disorienting dilemma 

(Mezirow, 1991). 

With that in mind, future studies should examine additional ways to support learners in 

and outside of the classroom. As previously mentioned, the use of telecoaching may be an 

effective way of supporting learners by offering them direct access to a subject matter expert and 

one-on-one instruction on the topic outside of class. Furthermore, future efforts of curriculum 

dissemination should account for potential challenges with knowledge acquisition, and 

incorporate additional supports and resources to support participants’ ability to reference and use 

IRM-based terminology without having to rely on memory and recall. For example, the course 



!

!

187 

attendees can be encouraged to purchase or borrow an IRM text as a reference or be provided 

with a comprehensive glossary of all IRM-based terminology covered in the course during the 

first class meeting. Furthermore, future courses should consider incorporating a web-based 

assignment that participants complete in preparation for week one. For example, all participants 

could be asked to view an introductory video to the IRM as a preparatory assignment for the first 

in-person meeting. 

b. Course Structure 

Participants expressed high levels of satisfaction with the course structure 

and delivery. In the follow-up interviews, therapists and parents spoke at length about their 

positive experience of adult learning elements incorporated into the course structure and the 

ability to learn from a mixed audience of therapists and parents in the course.    

i. Experiencing the Principles of Adult Learning in Continuing 

Education  

For therapists and parents, this course was the first experience of a 

flipped classroom continuing education course that incorporated a mixed group of therapist and 

parent learners. Furthermore, all parents reported that this course was their first experience of 

attending a course-specific to EI and only opportunity to learn with (rather than from) EI 

therapists. While continuing education opportunities for EI therapists are widely available in 

Illinois, the majority of therapists felt that continuing education was generally didactic, and the 

courses did not utilize the flipped classroom structure. Therapists with previous experience with 

learning within a flipped class environment reported that this experience took place as part of 

their graduate education as opposed to post-professional continuing education. Taken together, 

these findings confirm the ongoing need to expand the: 1) educational opportunities available to 
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families in EI outside of one-on-one direct interactions with the therapists (Buysse & 

Hollingsworth, 2009; G. King et al., 2017), and 2) continuing education opportunities for 

therapists to better adhere with best practice recommendations for adult learners (Odom, 2009). 

Therapists and parents were highly satisfied with the course structure and the learning 

activities selected for in-class and online sessions. While the amount of information covered, 

paired with the requirement for independent learning, was experienced as overwhelming, 

participants felt that the course structure facilitated their ability to remain accountable and 

engaged with the course content. Provided that participants reported limited exposure to flipped-

classroom environments in the past, this finding is likely due to the limited experience with such 

classroom set up and the novelty of social and transformative learning experience. There was no 

evidence of participants’ disengagement with the course content, and all participants 

demonstrated active engagement in and outside of the in-person sessions. The majority felt that 

the length of the course could benefit from being expanded to support more opportunities for 

large and small group activities. While the finding that the course was both enjoyable and 

overwhelming may seem to contradict, it is consistent with the adult learning assumption that 

adult learners enjoy the experience of being a challenged as long as the learning is situated 

within their immediate experience. Furthermore, this finding is consistent with the assumptions 

of transformative learning, and the need to challenge learners existing assumptions to provoke 

change (Kitchenham, 2008; Mezirow, 1991; Phillippi, 2010). 

Consistent with the existing empirical and theoretical assumptions in the adult and 

transformative learning literature (Kitchenham, 2008; Mezirow, 1991); three contributors to the 

transformative learning process emerged from the therapist and parent interviews: 1) social 

learning, 2) experiential learning, and 3) reflective learning (Figure 15).   
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Figure 15. Key components of transformative learning during the course. 
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The most prominent theme across all interviews encompassed participant's appreciation 

of ample opportunities for social learning. Participants appreciated the opportunity to learn with 

and from others during large and small groups discussions, as well as weekly reflection feedback 

provided by the course instructor. Participants felt that conversations with others both validated 

their individual experiences and provided them with opportunities to collaborate and problem-

solve while tackling a personally relevant problem. This finding supported the expectation that 

the course would promote opportunities for a cognitive apprenticeship, by offering opportunities 

for situated learning, legitimate peripheral participation, and guided participation (Dennen & 

Burner, 2008). 

The need for social learning may have been particularly crucial to course participants' due 

to the experience of feeling "isolated" as therapists and parents in EI. Therapists spoke about the 

benefit of being able to learn from others from different disciplines and embraced the 

opportunity to learn more about the parents' experience and "being in parents’ shoes." Similarly, 

parents felt the benefit of meeting and learning from other parents, as well as therapists that were 

not a part of their EI team. Due to a low number of parent participants in the present study, 

therapists and parents expressed a hope that future courses would have more parents in 

attendance and there would be more opportunities for parents to network and connect with other 

parents.  

The above-mentioned social learning opportunities likely supported and translated to the 

behavioral changes noted related to increased therapists’ reports of increased collaboration with 

families and other therapists in EI as a result of the course. The critical role of social learning 

highlights the benefits and importance of integrating the face-to-face components, which made 

interdisciplinary and social learning opportunities possible in the classroom. With that said, 
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future courses should also consider exploring the benefits of online interactions and telecoaching 

mentioned above. These additional online discussions could improve the accessibility of course 

content and offer an opportunity for more in-depth, one-on-one interaction and relationship 

building outside of the in-person meetings. Furthermore, while this was not evaluated within the 

scope of this research, formal opportunities for establishing a Community of Practice as part of 

the course should be investigated in the future.  

In addition to social learning, participants expressed appreciation for hands-on and 

experiential learning in and outside of the classroom. Therapist and parent participants reflected 

positively on being able to apply the course content (specifically the IRM framework) to their 

everyday life and felt that the course material extended beyond their day-to-day experience in EI. 

Participants also perceived the benefit of having an opportunity to reflect upon their day-to-day 

experiences through in-class discussions and online assignments. These reflective components 

appeared prominently in the participants' reflections on their increased knowledge and awareness 

of their behaviors as a result of the course.  

The components mentioned above of adult learning contributed positively to the 

participants’ perspective transformation, and the ability to view their day-to-day interactions in a 

new and previously unexplored way using the IRM lens. When reflecting on the most significant 

course components, participants consistently spoke about learning opportunities that 

encompassed all three elements of learning and resulted in self-discovery (for example, the dice 

activity). Interviews confirmed that the course was effective in integrating moments of 

discomfort (for example, the pretest/posttest video of therapist-parent interaction) that likely 

acted as a disorienting dilemma and prompted increased self-examination and critical re-

evaluation of learners past experiences and assumptions.  
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Previous research suggests that firmly held attitudes may be a pivotal barrier to 

facilitating change in clinical practice (Campbell & Sawyer, 2009), and transformative learning 

opportunities can support perspective transformation in professional development (Cahil & 

Bulanda, 2009). The findings from the present study further support the importance of 

integrating transformative learning approaches to challenge learner's existing beliefs and 

promote critical reflection and discourse that can support behavioral change. 

ii. Learning from a Mixed Audience of Therapists and Parents  

 Combining therapists and parents in the same classroom was a new 

experience for both therapists and parents enrolled in the course. Although both groups were 

generally satisfied with this approach, nuanced differences in perspectives on delivering the 

course to the mixed group of therapists and parents were noted.  

The majority of therapists and parents felt that learning in a mixed group was a positive 

and beneficial experience for both participant groups. However, many also expressed concerns 

related to the power dynamics between therapists and parents in the room. Many parents 

reflected on therapists' being "stuck in instructing" during the course; which shifted the focus 

from collaboration and learning with each other, to therapists attempting to tell the parents what 

to do and attempts to “fix” the parents’ problems. While speculative, these dynamics may be 

reflective of what happens within the therapist-parent interaction in EI. Furthermore, these 

findings may highlight potential complexities within a working relationship between the 

therapist and the parent that is not consistently acknowledged or discussed in EI.  

Future efforts to deliver material to a mixed audience of therapists and parents should 

heavily examine ways to address these power dynamics in order to ensure that both participant 

groups can actively and fully participate in the critical reflection process through discourse with 
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others. According to the adult learning theory, true critical discourse can only take place when 

two people hold equal power (Phillippi, 2010). As such, the "teacher" (or in the instance of EI, a 

therapist) must be actively aware of any hierarchical power dynamics that could potentially 

impact the relationship between them and the learner (the parent) (Phillippi, 2010). Overall, the 

findings from this study support the benefits and the necessity of continuing to offer courses to 

both therapists and parents in the future. However, alternative classroom structure and 

composition methods should be considered to ensure that the group dynamics between therapists 

and parents are acknowledged and balanced. Some examples of potential adjustments to 

classroom structure include:  

• Ensuring that each small group has the same number of therapists and parents, with at 

least two parents present; 

• Offering opportunities for small group work that separates therapist and parent 

participants into individual workgroups (without the other group present), or; 

• Shifting the conversation in the course to only focus on parent-child interactions to 

ensure that the conversation is consistently geared toward parents and opportunities for 

therapists to support parents needs in EI. 

c. Advancing the State of Early Intervention Continuing Education 

Theoretically grounded and evidence-informed professional development 

can support the utilization of recommended practices and improve implementation to family-

centered care in EI. The curriculum evaluated in the present study is unique in that it uses best-

practice recommendations for adult learning in continuing education and is theoretically 

grounded in a comprehensive model for examining and developing the therapeutic use of self 

using the Taylor’s IRM (2008).  
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Odom (2009) called for a push toward “enlightened professional development,” which 

encompasses teaming and team building, coaching and consultation, participation in 

communities of practice (CoP), online instruction, and access to web-based curricula. To the 

author’s knowledge, this study is one of the first to examine the impact of delivering a course to 

a mixed audience of therapists and parents and in EI. Present findings suggest that the course 

was experienced as beneficial to all participants; however, several potential challenges should be 

considered and addressed in future course development. Concerns were raised regarding the 1) 

power-dynamics between the therapist and parents in the room (therapists were perceived to 

dominate the discussions and over-instruct in their interactions with parents in the group), and 2) 

accessibility of course content to parent participants that may not have a therapeutic background. 

These elements need to be carefully considered in future curriculum development or future 

studies that consider a mixed audience of therapists and parents. 

E. Effectiveness of the Intentional Relationship Model Curriculum 

Effectiveness of the five-week, IRM-based curriculum developed for this study was 

evaluated using a combination of quantitative and qualitative approaches. Separate analyses were 

conducted for therapist and parent samples of participants.  

1. Therapists’ Perspective 

Based on the participants’ responses to open-ended enrollment questions, all 

therapists enrolled in the course demonstrated a baseline understanding of family-centered 

theory, buy-in to the family-centered approach, and recognition of the importance of family 

participation for carrying over of therapeutic recommendations outside of treatment sessions. 

Individual learning plans indicated that therapists hoped to expand their knowledge related to 1) 

supporting family engagement, 2) implementing family-centered practices, and 3) improving 
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family-therapist relationship and communication. This finding suggests that despite a strong 

knowledge base and previous exposure to family-centered theory, therapists may continue to 

seek out additional skills and resources that would promote their competence in practicing in a 

family-centered manner. This further supports the previously mentioned speculation that while 

more general professional development specific to family-centeredness may be prevalent in EI, 

courses that specifically target clinical implementation of family-centered care may be limited. 

While reflecting on the challenges of family-centered care many therapists described the 

complexities associated with working with families, including differences in backgrounds and 

priorities, lack of participation and buy-in, and perception of therapists as “experts.” The 

challenges described were consistent with previously published findings that families may expect 

a more traditional, or expert, approach to care (Hebbeler & Gerlach-Downie, 2002; Leiter, 2004). 

a. Perception of Change in Interpersonal Knowledge, Awareness, 

Reflexivity, and Behavior   

Therapists’ perspective on the impact of the course was evaluated using a 

qualitative methods approach, which encompassed content analysis of follow-up interviews. In 

their reflections on the course, therapists described a change in their interpersonal: 1) knowledge, 

2) awareness, 3) reflexivity, and 4) behavior. The proposed interaction between changes in 

interpersonal knowledge, awareness, reflectivity, and behavior is depicted in Figure 16.  
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Figure 16. Interaction between knowledge, awareness, reflexivity, and behavioral change. 

 

Therapists described an improved ability to integrate the IRM framework and language 

into their interpersonal reasoning. This acquisition of new knowledge supported the therapists’ 

ability to put words to what they were already doing in practice, as well as recognize the 

difference between feeling and doing the actions associated with various family-centered 

practices (such as empathy, collaboration, and problem-solving). Additionally, the newly 

acquired IRM lens helped therapists’ apply the interpersonal reasoning process as they reflected 

not only on their use of individual modes of communication but also the impact of mode 

sequences on their ability to remain intentional and effective in their communication. 
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Therapists identified a heightened sense of awareness of their interpersonal behavior as 

well as the interpersonal behavior of others. Therapists described an increased awareness of their 

interpersonal preferences and behaviors, an increased recognition of the challenges associated 

with effective mode switching, and a tendency to over-rely on their preferred mode. 

Additionally, therapists described heightened perspective-taking and awareness of the 

interpersonal behaviors of others (both parents and children in EI). Consistently, therapists 

described themselves as paying closer attention to interpersonal cues of others (both verbal and 

non-verbal). Although less prominent, the course also appeared to be effective in promoting 

therapists' reflexivity on the interpersonal dynamics within the therapist-parent-child triad; 

several therapists reflected upon their role in promoting positive parent-child interactions using 

the IRM.  

In addition to being more interpersonally aware, therapists described themselves as taking 

more time to reflect, suggesting increased reflexivity both in and on their clinical practice. 

Therapists' specified being more mindful in their interactions, and an increased capacity to cope 

with interpersonal challenges by taking a step back, reflecting on the other person's experience, 

and being able to put themselves into the other person's shoes. Therapists described this process 

of increased reflexivity both during and outside of the treatment sessions. As such, the course 

appeared to support therapists’ ability to reflect on interpersonal challenges as they are unfolding 

in the session, as well as take time to utilize interpersonal reasoning to plan for their interactions 

in the future.  

Therapists unanimously described the process of changing their interpersonal approach as 

a time-intensive and challenging process. Although therapists felt that they did not perceive a 

significant change in their interactions before and after the course, they noted several positive 
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behavioral changes that suggest that course might have been more effective than what was 

experienced by the participants.  As a result of the course, all therapists described making the 

first step toward behavioral change by taking the time to pause in an attempt to add intentionality 

in their mode use. The therapists also experienced themselves be more: flexible in their mode 

use, fluid in their capacity to shift their communication beyond instructing and empathizing 

modes, and better integrate collaborating and problem-solving modes into their interactions with 

parents and children in EI. Therapists found themselves using more mindful empathy in their 

interactions and taking more time to cope with stressful moments in their practice (in a manner 

that is consistent with the initial steps of the interpersonal reasoning process within the IRM). 

Future research should explore the therapists’ capacity to translate the content covered in the 

curriculum to clinical practice through matched-pairs design or by integrating opportunities to 

observe and rate therapists’ interactions with parents and caregivers through video.   

b. Evidence of Change in Interpersonal Reasoning   

The theme of increased capacity to integrate and use interpersonal 

reasoning in clinical interactions was further confirmed through content analysis of the pretest-

posttest reflection assignments. At the end of the course, therapists demonstrated: 1) richer 

descriptions of the interpersonal interactions with their clients (suggesting a shift from activity to 

interpersonal focus), 2) increased capacity for interpersonal reasoning specific to barriers to 

effective communication, and 3) increased capacity to identify solution-focused and actionable 

steps to addressing communication barriers in practice.  

When responding to challenging interpersonal events, therapists initially described 

themselves as “stuck” and unable to switch from empathizing or instructing. As the course 

progressed, therapists described an increased capacity to reflect upon actionable steps that would 
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support their ability to switch to collaborating or problem-solving modes. Therapists described 

themselves as gaining a “new lens” in their practice, supporting the hypothesis that the IRM 

would provide increased clarity and understanding of interpersonal elements of the therapeutic 

relationship. Several therapists also felt that they were less “critical” in their reflections at the 

end of the course, highlighting the possibility of increased empathic understanding and ability to 

reason through what happened rather than overlying on their emotional response. As such, these 

findings offer support for the IRM training in promoting the therapists’ interpersonal capacity to 

1) remain intentional, mindful, and empathic toward themselves and others in their social 

interactions, and 2) use interpersonal reasoning to guide their responding to inevitable 

interpersonal events that may pose a barrier to the development and maintenance of the 

therapeutic relationship in EI. 

c. Evidence of Change in Communication Practices 

 Pretest-posttest survey comparison indicated that there was a significant 

increase in overall communication (CAM). Specifically, therapists’ reported an increased 

frequency of communication within the Encouraging, Collaborating, and Problem-Solving 

subscales of the CAM as a result of the course. The change in the Instructing subscale 

approached but did not meet significance. The course was heavily focused on the importance of 

becoming more interpersonally mindful, flexible, and being able to let go of control during 

inevitable interpersonal events.  

The pattern in the frequency of mode use did not change, and therapists continued to 

relay on encouraging, empathizing, and instructing more frequently than collaborating, problem-

solving, and advocating. As such, while the course was effective in promoting therapists’ 

confidence as an EI provider and the ability to communicate in a more diverse manner, it did not 
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change therapists’ pattern of communication. This finding is not surprising, given that patterns of 

interaction may be a result of therapists’ long-standing preferences and habits that may require 

additional time and reflection to change in practice. Future research should consider integrating 

observational methods into the research design to support the investigation of both the overall 

frequency and the quality of interaction within the child-therapist-parent triad. 

d. Change in Early Intervention Self-Efficacy, Delivery of Family-

Centered Practices, and Perceived Parent Engagement 

Pretest-posttest survey comparison indicated that there was a significant 

increase in the therapists’ self-reported EI self-efficacy (EISES), suggesting that therapists felt 

more confident in their role as an EI provider. In addition, there was a statistically significant 

change in one of the MPOC-SP domains, Treating People Respectfully; however, the Showing 

Interpersonal Sensitivity domain approached but did not reach significance. There was no 

significant change in the therapists PPEM scores. Examining these findings in light of Study I, 

suggests that while the course was not effective in promoting robust change in therapists’ 

perception of their ability to use family-centered practices and support parent engagement in the 

sessions, it did have an impact on the elements that are likely to influence these variables in the 

long term.   

Furthermore, these findings suggest that the course was most effective in promoting 

therapists overall confidence and capacity to utilize relationship-building practices in the short 

term. Provided the course length and the interpersonal focus of the IRM, this finding is not 

surprising. The IRM views the therapeutic relationship as a process that: 1) supports the client’s 

engagement, and 2) provides a space where the client’s emotional reactions in response to the 

therapeutic process can be addressed (Taylor, 2008).  As such, the IRM views client- and family-
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centeredness as an outcome in it of itself, and increasing client engagement is not seen as an 

ultimate goal of the IRM. Consistently, Taylor (2008) emphasizes that “if a therapist used only 

this model, the essential work of…therapy would not occur” (p. 47) and the IRM should be used 

to complement other strategies that are directly targeted at facilitating positive client outcomes 

and active engagement in rehabilitation.  

With this in mind, improved communication and relationship-building practices can be 

assumed to have an indirect impact on the therapists’ ability to utilize capacity-building practices 

and as such promote increased parent engagement; however, this type of change would likely be 

anticipated in the long-term. Future research should integrate follow-up using the surveys or 

more in-depth interviews to explore the possibility of long-term behavioral change. However, a 

more intensive course structure that encompasses multiple follow-ups may also be necessary to 

result in a greater impact. Furthermore, course content may need to be revised to go more 

specifically into intervention methods that can complement IRM from the clinical intervention 

and practice perspective. Doing so would support therapists’ immediate capacity to intervene on 

the participation level directly.  

e. Perceived Change in Teaming and Collaboration with Parents and 

Therapists in Early Intervention  

Therapists perceived that they were better able to collaborate and work 

with not only parents but also other professionals on the EI team. There are two likely 

contributors to this finding. First, the course specifically targeted therapists’ capacity to be able 

to interact and work well with others, even during emotionally charged or otherwise unexpected 

interpersonal events. Second, the course structure deliberately combined an interdisciplinary 

team of professionals and parents in EI.  The opportunity to work and learn with others in and 
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outside of the participants’ discipline, likely increased both interest and comfort with working 

with others. Given the growing emphasis on interprofessional teaming in EI, the benefits of 

interdisciplinary professional development opportunities (that indirectly target interdisciplinary 

collaboration) should be investigated in the future. As such, while combining a mixed audience 

of therapists and parents in EI continuing education may present a novel set of challenges and 

require additional considerations for ensuring a supportive dynamic between participants, these 

opportunities may be critical in supporting change beyond what has been accomplished in the 

past.  

f. Promoting Therapist's Interpersonal Competence Through 

Continuing Education in Early Intervention  

The present findings expand the existing knowledge base on the 

effectiveness and benefits of integrating the IRM into professional education in order to support 

therapists’ interpersonal competence in utilizing the interpersonal reasoning, remain critically 

aware of and reflective on the interpersonal dynamics within clinical interactions, and promote 

positive interpersonal behaviors that can enable and support the therapeutic relationship.  This 

study builds on the previously published research that looked at the benefits of the IRM in entry-

level curricula (Hussain et al., 2018) and professional development (Gorenberg, 2013), by 

offering a manualized curriculum that can be used with an interprofessional audience of EI 

therapists. The existing curriculum should be further evaluated and expanded to target a wider 

audience for therapists and healthcare professionals in other settings in the future. 

2. Parent Perspective 

Participants’ perceptive on the impact of the course was evaluated using a mixed-

methods approach, which combined: 1) content analysis of weekly reflections, 2) content 
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analysis of follow-up interviews, 3) pretest-posttest analysis of participant’s responses to an EI 

self-efficacy assessment (EIPSES), and 4) pretest-posttest analysis of participant’s responses to 

an EI engagement assessment (PPEM). 

Participants responses to the open-ended enrollment questions, suggested that parents’ 

key learning objective was to learn new approaches to support: 1) their ability to respond to 

challenges of parenting, and 2) their child’s learning and development. This finding suggests that 

parents were going into the course with clear expectation related to the knowledge gained, and 

were interested in generally expanding their parenting skills and ability to support their child’s 

learning and development beyond the strategies that were already presented to them in EI.  

Findings related to parents self-efficacy (EIPSES) and engagement (PPEM) were mixed. 

Provided that only six parents completed the course, this finding is likely due to the small sample 

size, and further research with a more robust sample of parents is necessary in order to examine 

the benefits of the course from a quantitative perspective. However, this finding may have also 

been due to the additional variables that impact parents self-efficacy and participation including 

1) the child’s developmental and intervention needs, 2) social support available in and outside of 

EI, and 3) the capacity of EI therapist’s to support the parent as part of the EI process. It is 

possible that even if the parents did feel more efficacious and interested in being more actively 

engaged, extraneous variables could have presented a significant barrier to change.  

Despite the limitations in quantitative findings, qualitative analysis suggested that the 

course supported the parents’ ability to examine their everyday interactions through an 

interpersonal lens, and helped parents establish new ways of responding to interpersonal events. 
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a. Examining Everyday Challenges Through an Interpersonal Lens 

All parents enrolled in the course described their children as 

demonstrating three distinct interpersonal characteristics during challenging interpersonal events: 

1) limited capacity to effectively assert their needs through expression of strong emotion 

(screaming and crying), 2) high need for control and self-direction, and 3) tendency to respond to 

change and challenge with expression of anger or fear. Several factors could be contributing to 

this finding. First and foremost, this behavior is developmentally appropriate and expected for 

children between two and three years old, which was the age demographic of the children in the 

study. Furthermore, per the parents’ report, the children in this study were referred and receiving 

EI services due to global developmental and speech delays, thus further stressing existing 

challenges with self-expression. Lastly, the course description specifically identified that the 

course objective was to support the development of strong relationships, and as such the parents 

interested in the course likely experienced challenges in communicating and responding to their 

child’s needs at home. 

The key challenges that parents experienced in their day-to-day interactions with their 

children included responding to their expression of strong emotion (“tantrums” or “meltdowns”) 

that were coupled with either a: power dilemma (power struggle over decision making or a 

control an activity), or 2) resistance and reluctance (resistance or reluctance to participate in an 

everyday routine or a task). While responding to these inevitable interpersonal events, parents 

initially described themselves as either: 1) letting go of control and unintentionally disengaging 

from the interaction, or 2) attempting to regain full control of the situation by over-relying on 

instruction. These behaviors likely led to sub-optimal interaction of passivity (dismissing child’s 

needs, physically or emotionally distancing self from the child) or over-instruction (talking of the 
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child, focusing too much on the child’s problems rather than their emotional experience of the 

interaction, or having expectations that were too high for the child’s developmental capacity).  

b. Experiencing New Ways of Responding to Everyday Interactions 

At the end of the course, parents described having a "new perspective" on 

their interactions with their children. As parents reflected on this perspective transformation, they 

described four key components: 1) taking baby steps toward change, 2) taking time to cope 

through purposeful pauses, 3) striving for empathic understanding, and 4) striving for flexible 

and multimodal communication. 

 All parents agreed that change was a slow process, however, as a result of the course, they found 

themselves taking more time to cope with challenging events by taking time to cope and 

empathize with their child's experience. Rather than defaulting to passive non-responsiveness or 

instruction, parents found themselves taking more time to come up with new response patterns, 

and build their capacity to be more flexible and multimodal in their interaction. Specifically, 

parents showed an increased interest in being able to respond to their child's needs using the 

empathizing and the collaborating modes.   

c. Wrestling with the Grey Area of Being a Child’s Parent Versus 

Therapist 

 While parents felt the benefits of this new perspective, this perspective 

transformation also came with a cost. Parents described themselves as struggling with balancing 

their role identification as a parent, and a unique skill set that is often perceived as something 

that is held by a therapist. Despite the evidence that this course was well-received by parents, this 

type of training may create role confusion, and require parents to do frequent mental switching 

related to their role within a single EI session. This is something that may also be inherent in 
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one-on-one therapeutic interactions as therapists shift toward incorporating more opportunities 

for parent coaching on therapeutic interventions. As such, therapists need to be intimately aware 

of potential role confusion and address this matter directly in their interactions with sessions. 

The lack of EI specific training may be further contributing to this finding. Specifically, 

parents and caregivers may find themselves in a situation where they are placed in a system that 

expects high levels of parent participation without clear direction or clarification on the 

expectations related to their role on the EI team. Adding additional parent training opportunities 

may support parents by clarifying their role and expectations within the EI system and the EI 

interprofessional team. 

d. Supporting Parents’ Through Early Intervention Continuing 

Education  

The preliminary findings gathered in this study suggest that parents in EI 

are interested and motivated to participate in continuing education opportunities and do benefit 

from access to supports and resources outside of direct one-on-one interaction with EI providers. 

A number of research studies have been examining the need for additional family-centered 

supports and services that go beyond direct, one-on-one, service provision from an EI therapist 

(G. King et al., 2017; Turnbull et al., 2007), however, to the authors knowledge this is the first 

study to trial this approach in EI. The course was delivered in a manner that is consistent with the 

framework provided by King, Williams, and Goldberg (2017), and integrated specific 

components to: 

• Address parent-specific needs related to remaining intentional in addressing their child’s 

interpersonal needs; 
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• Support parents in their ability to deliver therapeutic recommendations outside of session 

through specific training and education that is grounded in a theoretical framework, and; 

• Support parent’s ongoing information and education needs by offering parents an 

opportunity to participate in a structured learning environment.  

Families have been identified as critical partners in EI and can play a vital role as both recipients 

and providers of professional development training (Buysse & Hollingsworth, 2009). This study 

expands on this assumption by providing evidence that continuing education can promote parents 

ability to support their child’s growth and development by targeting parent-child interactions.  

F. Limitations 

The sampling strategies selected for Study I and Study II pose a limitation to study 

findings, and the sample size was not sufficient to test more complex models examining the 

possibility of moderation and mediation effects between different variables of interest. 

Additionally, convenience and snowball sampling likely contributed to the self-selection of 

participants who are interested and willing to devote their time to participate in research on 

improving family-centered care in EI. Social desirability may have further biased participant’s 

responses to be more positive. Furthermore, sampling was limited to only therapists and families 

in EI to control for the confounding factor of individual differences in EI program 

implementation across states. As such, the findings reported in this study may not be 

generalizable to all EI therapists and parents in the US.  

While the instruments selected of this study have been validated and evaluated for their 

reliability, they have not been previously utilized or psychometrically evaluated within an EI 

setting. As such, several threats to reliability related to instrumentation should be considered, 

including regression toward the mean for the pre- and post-testing, carryover and testing effects, 
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and individual respondent bias. Given the sensitivity of the topic covered, it is highly likely that 

individual responses to the survey questions will be influenced by social desirability bias, and the 

Hawthorne effect (i.e., desire to perform better due to being observed). This would lead to over-

reporting of positive behaviors (CAM and MPOC and PPEM) and under-reporting of sub-

optimal behaviors (CASI). Furthermore, participants self-report are considerably limited to the 

degree of self-awareness and critical reflexivity of the respondent. As such, present findings are 

limited by the degree to which participants were able to accurately self-report on their practices 

and interactions with families and therapists in EI. 

Potential limitations of using non-experimental research design, selected for this research, 

should also be considered. Confounding factors that could not be controlled for in this study 

include existing participant biases, previous training and knowledge related to EI, Participants 

past experiences, and participant’s general self-efficacy. Given the pretest-posttest design of 

Study II, additional threats to validity include the lack of a control group. Furthermore, a 

significant number of therapists that qualified to participate in the study did not complete their 

enrollment, and information related to why they did not choose to participate was not collected.  

Furthermore, qualitative findings should be interpreted with potential participant and 

researcher bias in mind. Acquiescence and social desirability biases may have let to participants 

to provide a much more positive review of their experience in the course than they would have if 

someone external to the course completed the interviews. While interview questions were framed 

in an open-ended manner, participants may have had the pressure to respond in the more positive 

light given that they had an established relationship with the principal investigator as a result of 

their participation in the course.  
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Since the principal investigator conducted all data collection and coding, there is also a 

risk of wording and confirmation bias. Despite the author’s best attempt to phrase interview 

questions in a neutral manner while avoiding any words or statements that could introduce bias, 

it is possible that the wording of the interview questions and interview probes may have 

prompted to respond in a manner that was more favorable of the authors’ stance of the course 

success. Furthermore, since the author conducted all coding, it is possible that the authors’ 

previous assumptions, knowledge of the IRM, and transformative learning process influenced the 

emergent themes gathered from the content and thematic analyses.  

G. Recommendations for Future Research 

With the above-mentioned limitations in mind, the robustness of participant samples in 

Study I and Study II (mainly related to the therapist sample) coupled with a previously 

unexplored area of research, offers support for the strength of the present findings as contributors 

to the existing body of research on the role of therapist-parent communication in EI. There are 

several opportunities for future research to investigate:  

• Quality and quantity of interactions within the therapist-parent-child triad, and the 

impact of these interactions of the process and outcomes of EI.  

• Relationship- and capacity-building practices that contribute to active parent 

engagement and the role of communication as a mediator or a moderator within this 

process.  

• Background characteristics that contribute to therapists’ and parents’ EI self-efficacy, 

including previous life and EI experience and training. 
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• Continuing education and training that support therapists’ and parents’ interpersonal 

competence in being able to remain intentional and effective in their communication 

while responding to challenging interpersonal events.  

Much remains unknown related to the quantity and quality of therapist-parent interaction 

in EI. The findings from this study suggest that therapists may rely on empathizing, encouraging, 

and instructing modes of communication much more frequently than collaborating, problem-

solving, and advocating modes. However, due to the self-report nature of this study, it is unclear 

if the frequency of communication reported by the therapists and parents accurately represents 

clinical practices, and if the interactions described are of high or low quality. Future research 

should utilize a matched therapist-parent pair design to investigate both the quantity and the 

quality of the interaction and examine the potential discrepancy between therapist, parent, and 

observer report. Findings from such research could further inform our current understanding of 

the gaps in the delivery of family-centered practices in EI and potential areas in need of future 

intervention through professional development and training opportunities. 

This type of research design could also investigate the potential role of therapist-parent 

communication in supporting parent’s active engagement in the sessions from both relationship- 

and capacity-building perspectives. From therapist and parent perspectives, parents were found 

to be consistently participating and engaged in EI. However, the frequency of participation 

suggests that parent participation may be passive, and there is room for improvement. Future 

studies could further explore the dynamic interaction between therapist-parent communication, 

family-centered practices, and parent participation in the EI process. Examining data from 

surveys, interviews, and clinical observations could further inform our understanding of how the 
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level parent engagement evolves as well as potential enablers and barriers to this process from 

the interpersonal perspective.  

Additional research is also warranted on the contributors to therapists’ and parents’ EI 

self-efficacy. Study I found that there was a consistent lack of association between the variables 

collected for this research and therapist’s and parents’ EI self-efficacy. While therapists and 

parents reported high levels of EI self-efficacy, factors associated with increased EI self-efficacy 

from therapist and parent perspectives remain unclear. However, findings from Study II 

suggested that the five-week curriculum was effective in promoting EI self-efficacy for 

therapists. Provided the existing evidence on the importance of self-efficacy in promoting 

positive clinical outcomes, it is imperative that future research explores potential contributors to 

the process of EI self-efficacy development. Increased clarity related to these contributing factors 

would enable better targeting of educational training and intervention in the future. 

While educational opportunities for parents were found to be limited in EI, the IRM-

based curriculum was found to be well-received and beneficial for participating parents. Future 

research should explore both: 1) the benefits of IRM-based curriculum for parents and caregivers 

in EI and other rehabilitation settings, and 2) additional opportunities for parent education 

outside of direct, one-on-one, treatment sessions with rehabilitation professionals.  

Additionally, coupled with the previous evidence on this topic, findings from Study I and 

Study II highlight the need for increased opportunities and access to high quality continuing 

education that targets therapist-parent communication. Provided the breadth of impact that 

therapist-parent interactions can have on parent participation and clinical outcomes, evidence-

based strategies for supporting therapists’ confidence and competence in communicating in a 
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manner that is consistent with relational- and capacity-building practices in EI is critical for 

ensuring quality care in EI.  

Educational opportunities for therapists lacked the training that is specific to the use of 

therapeutic communication in practice. Provided the positive findings related to the feasibility, 

acceptability, and effectiveness of an IRM-based curriculum for therapists and parents in EI, 

future research should examine additional opportunities for delivering this content to therapists 

in EI and other rehabilitation settings. Additionally, given the growing emphasis on 

incorporating of coaching into rehabilitation practices, future research can explore the benefits of 

delivering a two-part course that targets therapist's interpersonal competence through IRM-based 

approaches and capacity building through coaching. 

H. Conclusion 

The findings from the present study suggest that a discrepancy may exist between how 

academics and clinicians perceive family-centered practices. Literature suggests that while 

clinicians have embodied the values of family-centered practice, clinical translation of these 

practices continues to present a challenge in EI. Anecdotally therapists’ consistently identify 

themselves as family-centered, and do not perceive themselves as not upholding family-centered 

values in their clinical practice and interactions with families.  

Findings from this research highlight a potential reason for this discrepancy. Therapists 

and parents reported that while therapists frequently used encouraging, empathizing, and 

instructing modes of communication, collaborating, problem-solving and advocating modes were 

much less frequent. As such, there is a possibility that therapists may be over-relying on 

communication modes that maintain the power within the therapeutic relationship in the hands of 

the therapist, and therapists may be reluctant to let go of control and shift power to the family.  
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While the empathizing, encouraging, and instructing modes are consistent with certain aspects of 

relationship- and capacity-building practices in family-centered care, they are not exhaustive of 

the breadth of communication that could benefit families. Therapists and academics may be 

viewing the same phenomenon from two different lenses. Clinicians may perceive themselves as 

family-centered due to frequent use of empathy, encouragement, and instruction, while 

academics may perceive clinicians as non-family-centered due to the low frequency of 

collaborating, problem-solving, and advocating. Creating a common language and operational 

definitions around different types of communication, and theoretically grounded strategies for 

implementing and evaluating family-centered behaviors will help bridge this gap in 

understanding in the future.  

Based on the findings from Study II, it is clear that therapists are actively seeking new 

ways of addressing challenging interpersonal events in EI, and benefit from theoretically 

grounded training that specifically targets the interpersonal components of the therapeutic 

relationship. Furthermore, while parent enrollment posed a challenge, both therapists and parents 

expressed a high level of satisfaction for an opportunity to learn together. 

Training opportunities remain limited (and possibly nonexistent) for parents in EI. 

Furthermore, for therapists, the training available do not appear to sufficiently impact the 

therapist’s capacity to practice in a family-centered manner. It is likely that the training currently 

available are not inadequate in promoting therapists’ competency due to the general nature and 

lack of adherence to best-practice recommendations for adult-learning and perspective 

transformation that is necessary to shift well-established practice patterns in clinicians.    
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APPENDIX A (continued) 
 

 
 
The curriculum is delivered as a blended online and in-person five-week course. The in-person 
meetings are delivered in an accessible classroom at University of Illinois at Chicago (UIC). 
Tables are arranged in small groups, and placed at a diagonal to facilitate both large and small 
group discussion. Online components are delivered via Google Sites. All assignments are 
submitted through REDCap. 
 
Registration & Pretest Surveys 
 
Week 1 - Introduction to relationship- and capacity-building practices in EI 
 
Week 2 - Implementing relationship-building practices in EI 
 
Week 3 - Solution-based approaches for resolving interpersonal challenges in EI 
 
Week 4 - Implementing capacity-building practices in EI 
 
Week 5 - Solution-based approaches for resolving participation-based challenges in EI 
 
Pretest Surveys 
 
  



!

!

227 

APPENDIX A (continued) 
 

 
 

This course is developed as part of a PhD project that examines the feasibility and 
preliminary effectiveness of a curriculum-based short-course aimed at promoting the use of 
evidence-based, relationship- and capacity-building approaches in Early Intervention (EI). This 
course is guided by: 
 

• The Intentional Relationship Model (IRM) (Taylor, 2008), which provides a theoretical 
framework for understanding and operationally defining specific components of the 
patient-provider relationship. 
 

• The social constructivist theory (Vygostky, 1978), which defines the process of learning 
as a dynamic interaction between the learner and their social environment. 
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APPENDIX A (continued) 
 

 
 

Early Intervention (EI) is a widely utilized program that offers multidisciplinary services 
to families with young children between zero and three years of age. To qualify for EI, the child 
must have a diagnosed disability or be otherwise at risk for a significant developmental delay. 
Family-centered care is considered to be a best-practice standard of care for all pediatric services 
including EI. Family-centered care recognizes that parent-child interactions are an important 
contributor to child outcomes and the Division for Early Childhood (DEC) (2014) defines 
family-centered care as:  

 
Practices that treat families with dignity and respect; are individualized, flexible, and 
responsive to each family’s unique circumstances; provide family members complete and 
unbiased information to make informed decisions; and involve family members in acting 
on choices to strengthen child, caregiver, and family functioning. (p. 10) 

 
 
To learn more about EI in Illinois visit: 

• The "Introduction to Early Intervention" video was published by the Early Intervention 
Training Program (EITP): https://youtu.be/aQ_TUd5TEEM 

o For more videos go to: http://go.illinois.edu/EITPvideos 
 
 
 
 
 
 
 
 
 
 
 



!

!

229 

APPENDIX A (continued) 
 

 
• American Academy of Pediatrics - Illinois Chapter: http://illinoisaap.org/early-

intervention-ei/  
• Early Childhood Technical Assistance Center (ECTA): 

https://www.healthychildren.org/English/health-issues/conditions/developmental-
disabilities/Pages/Early-Intervention.aspx  

• Early Intervention Training Program (EITP): https://eitp.education.illinois.edu/ 
• HealthyChildren.org: https://www.healthychildren.org/English/health-

issues/conditions/developmental-disabilities/Pages/Early-Intervention.aspx 
• Illinois Department of Human Services (DHS): 

http://www.dhs.state.il.us/page.aspx?item=31889  
• Illinois Early Intervention Clearinghouse: http://eiclearinghouse.org/ 
• Zero to Three: https://www.zerotothree.org/  

 
REFERENCES 
Division for Early Childhood. (2014). DEC recommended practices in early intervention/early 

childhood special education 2014. Retrieved May 7, 2017, from 
https://divisionearlychildhood.egnyte.com/dl/tgv6GUXhVo 
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FORMAT 

• 2 hours - In-person 
DESCRIPTION 

• Session begins with an introduction to the course instructor and course participants. Time 
is dedicated to orient the participants to the course format and content. The content 
presented aims to reinforce the vision and mission of EI by offering participants an 
overview of relationship- and capacity-building practices encompassing family-centered 
care.  

OBJECTIVES 

• Review the main objectives and structure of the course 
• Introduce core concepts behind relationship- and capacity-building practices in EI 
• Evaluate the strengths and challenges of using relationship- and capacity-building 

practices in EI 

REMINDERS 

• Complete the pretest questionnaire prior to Week 1 
AGENDA 
1. Lecture and Discussion  

• Introductions - Introduction to the course, the course leader, and the course participants. 
Course leader and course participants introduce themselves in a round-robin manner; 
everyone shares one childhood memory and how long they have been receiving or 
providing services in the EI system. (15 min) 
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• Activity - The participants complete a visual thinking activity that focuses on promoting 
increased observation skills and awareness of different perspectives awareness. 
Participants will have 1 minute to examine the picture “The Family” by Gustav Klimt. 
The participants are asked to respond to the question “What do you see in this picture?” 
with an additional probe “What makes you say that?” Emphasis will be placed on variety 
of perspectives and validity of different perspectives and subjective (and perceived 
objective) experiences. (10 min) 

• Course Overview - Course content overview and introduction to course format and action 
planning activities integrated into the course curriculum. (15 min) 

2. Video Reflection - Participants review a video case scenario (Video 1) and complete a 
corresponding reflection worksheet. (20 min) 

• What went well during this interaction? Why? 
• What could be improved during this interaction? Why? 
• If you were the parent/caregiver OR therapist in the scenario, what would you want to 

happen next? 
3. Lecture and Discussion - The facilitator provides an overview of key concepts covered in the 
course (60 min): 

• Family and Child Engagement in Rehabilitation 
• Principles of Learning: The Just Right Challenge 
• Mindfulness & Empathy 
• The Intentional Relationship Model  

o Six Therapeutic Communication Modes 
o Interpersonal Reasoning Process 

• Research Overview: Therapist-Child Communication and Child’s Participation  
4. Final Reflection:  

• What is your biggest takeaway from this session? 
• Based on what we discussed today, what do you want to learn more about? 

VIDEOS 

• Brené Brown On Empathy 
O YouTube: https://www.youtube.com/watch?v=1Evwgu369Jw 

• It's Not About The Nail 
O YouTube: https://www.youtube.com/watch?v=-4EDhdAHrOg  

MATERIALS 

• Week 1 PowerPoint - Course Overview 
• Week 1 PowerPoint - Introduction to Relationship- and Capacity-building 

RESOURCES 

• The Intentional Relationship Model Clearinghouse: http://irm.ahslabs.uic.edu/ 
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APPENDIX A (continued) 
• Intentional Relationships & Child Development: 

o Video: "Brain Development" 
• Flipped Classroom: 

o Video "What is a flipped class?"  
o Article "Flipping the Classroom" 
o Video "Speed Learning: How To Learn Anything In Half The Time" 

 
• Appreciative Inquiry: 

o Article "What is appreciative inquiry?" 
o Article "Appreciative Inquiry: 4 Steps To Creating Your Dream Future" 

• Social Learning & "Zone of Proximal Development" by Lev Vygotsky 
o Video "Vygotsky's Zone of Proximal Development" 
o Article "Constructivism" 

• Flow Theory by Mihaly Csikszentmihalyi 
o Video "Flow by Mihaly Csikszentmihalyi" 
o Article "Mihaly Csikszentmihalyi: All About Flow & Positive Psychology" 

• “The Goldilocks Rule” by James Clear 
o Article "The Goldilocks Rule: How to Stay Motivated in Life and Business" 
o Article "How to Stay Motivated by Using Goldilocks Rule" 

• Mindfulness 
o Article "Mindfulness in Early Childhood" 
o Article "Executive Summary: How Can Mindfulness Support Parenting and 

Caregiving?" 
o Article "How Can Mindfulness Support Parenting and Caregiving? A Literature 

Review" 
o Article "Mindfulness for Parents" 
o Article "Mindfulness for Early Childhood Professionals" 
o Video(s) "How to Help Kids Develop Mindfulness" 

REFERENCES & RESEARCH 
King, G. (2015). The roles of effective communication and client engagement in delivering 

culturally sensitive care to immigrant parents of children with disabilities. Disability and 
Rehabilitation, 37(15), 1372-1381. https://doi.org/10.3109/09638288.2014.972580  

King, G. (2017). The role of the therapist in therapeutic change: How knowledge from mental 
health can inform pediatric rehabilitation. Physical & Occupational Therapy In Pediatrics, 
37:2, 121-138, https://doi.org/10.1080/01942638.2016.1185508 

Solman, B., & Clouston, T. (2016). Occupational therapy and the therapeutic use of self. British 
Journal of Occupational Therapy, 79(8), 514–516. 
https://doi.org/10.1177/0308022616638675 

Taylor, R. R. (2008). The intentional relationship: Occupational therapy and use of self. 
Philadelphia: F.A. Davis Co. 
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FORMAT 

• 2 hours - Online 
DESCRIPTION 

• The session aims to provide participants with an overview of the Intentional Relationship 
Model (IRM) (Taylor, 2008). Participants watch a four animated videos that offer a 
general overview of the model, including: 

o Interpersonal characteristics 
o Inevitable interpersonal events 
o Therapeutic communication modes 

OBJECTIVES 

• Apply the three core components of the Intentional Relationship Model (IRM) 
• Evaluate personal strengths and challenges related the use of relationship-building 

practices in everyday life 
REMINDERS 

• Bring this week's reflection assignment to the in-person meeting during Week 3 
AGENDA 
1. Assignment - Introduction to the Intentional Relationship Model (IRM) 

• Video 1 - Introducing the IRM (22 min)  
• Video 2 - Interpersonal Characteristics (24 min)  
• Video 3 - Inevitable Interpersonal Events (25 min)  
• Video 4 - Therapeutic Communication Modes (25 min)  

2. Reflection Assignment 
3. Optional Activity - Video record yourself during an activity or task where you are interacting 
with another person. The videos will only serve the purpose of helping you reflect on your 
communication style. You will NOT be asked to share the videos with anyone in class. As you 
watch the video, evaluate your interaction using the Intentional Relationship Model: 
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• Describe 1) the interpersonal characteristics of the other person, 2) the inevitable 
interpersonal events that occurred (if any), and 3) the therapeutic communication modes 
attempted by you. 

• How did the other person respond to the different modes used by you? Were some modes 
more effective than others? How could you tell? 

• What, if anything, would you do differently in the future? 
4. Final Reflection:  

• What is your biggest takeaway from this session? 
• Based on what we discussed today, what do you want to learn more about? 

IRM ASSESSMENTS 
You may use the IRM assessments below to guide your interpersonal reasoning during the 
"Week 2 Reflection" assignment: 

• Client Characteristics Checklist - for evaluating another person's interpersonal 
characteristics  

• Clinical Assessment of Modes (CAM) - for evaluating your therapeutic mode use with 
another adult  

• Pediatric Clinical Assessment of Modes (PCAM) - for evaluating your therapeutic 
mode use with a child 

RESOURCES 

• The Intentional Relationship Model Clearinghouse: http://irm.ahslabs.uic.edu/ 
• Active Listening 

o Article + Video "Active Listening: The Art of Empathetic Conversation" 
o Article + Video "Active Listening" 
o Article "Become a Better Listener: Active Listening" 

• Empathy 
o Video "The Importance of Empathy" 
o Article "Understanding Empathy: What is it and Why is it Important in 

Counseling" 
o Article "How Empathy Can Help Empower Patients" 

• Empathy, Engagement, and Intentionality while Communicating with Children 
o Article "How you talk to your child changes their brain" 
o Article "Was That Intentional? Helping Young Children with Communication 

Delays Send Purposeful Messages" 
o Article "How to Build a Positive Relationship With Your Child" 

REFERENCES & RESEARCH 
Taylor, R. R. (2008). The intentional relationship: Occupational therapy and use of self. 

Philadelphia, PA: F.A. Davis. 
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FORMAT 

• 2 hours - In-person 
DESCRIPTION 

• The session aims to provide participants with an opportunity to engage in a collaborative 
discussion about ongoing challenges in providing/receiving EI. Participants review and 
discuss case examples developed in preparation for the class in small and large group. 
The group collectively brainstorms strategies for resolving the conflicts or challenges 
described.  

OBJECTIVES 

• Apply the three core components of the Intentional Relationship Model (IRM) while 
analyzing everyday interactions in: 

• Video case scenarios 
• Real life examples 
• Evaluate personal strengths and challenges related the use of relationship-building 

practices in everyday life 
REMINDERS 

• Bring reflection and action plan activities completed during Week 2 to the in-person 
meeting 

AGENDA 
1. Activity - Strengths, Opportunities, Aspirations, and Results (SOAR) (15 min) - In large 
group, participants discuss the strengths and challenges of adhering to key principles of EI and 
family-centered care. In pairs, participants complete the “Learning Plan” worksheet. In large 
group, the participants share their reflections as they collaboratively develop the “Strengths, 
Opportunities, Aspirations, and Results (SOAR)” worksheet with guidance from the facilitator.  
2. Discussion and Activities - Applying the Intentional Relationship Model (IRM) (105 min) 

• Review of the Intentional Relationship Model (15 min) 
• Interpersonal Characteristics (15 min)  
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• Interpersonal Events (15 min)  
• Evaluating Successful and Unsuccessful Communication (15 min) 

o Activity: Therapeutic Communication Dice 
• Applying the Interpersonal Reasoning Process (15 min)  

o Activity: Video Reflection of Inside Out Video Clips 
• Week 2 Reflection Assignments (15 min) 
• Research Overview: Therapist-Child Communication and Child’s Participation (15 min) 

3. Final Reflection:  

• What is your biggest takeaway from this session? 
• Based on what we discussed today, what do you want to learn more about? 

MATERIALS 

• Week 3 - Applying the Intentional Relationship Model to Everyday Interactions 
• Soar Worksheet 
• Interpersonal Characteristics Grid 
• Interpersonal Events Grid 
• IRM Observation Cheat Sheet 

RESOURCES 

• The Intentional Relationship Model Clearinghouse: http://irm.ahslabs.uic.edu/ 
• Communication Strategies 101 

o Article "The Words and Phrases to Use — and to Avoid — When Talking to 
Customers" 

• Communication Lessons from Improv 
o Video "A Lesson on Improv Technique, with Chris Gethard" 
o Video "Improv lesson from Tina Fey" 

REFERENCES 
Taylor, R. R. (2008). The intentional relationship: Occupational therapy and use of self. 

Philadelphia: F.A. Davis Co. 
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FORMAT 

• 2 hours - Online 

DESCRIPTION 

• The session aims to provide participants with opportunities to apply the IRM by learning 
about IRM-based interpersonal strategies for managing strong emotions, challenging 
behaviors, and interpersonal events. Participants are invited to evaluate their personal 
strengths and challenges of applying these strategies while addressing a participation 
challenge. 

OBJECTIVES 

• Apply the three core components of the Intentional Relationship Model (IRM) to guide 
your interpersonal reasoning while responding to: 

o Strong emotions 
o Challenging behaviors 
o Interpersonal events 

• Evaluate personal strengths and challenges related the use of relationship-building 
strategies to support participation and engagement in others 

REMINDERS 

• Bring this week's reflection and action plan activities to the in-person meeting during 
Week 5 

AGENDA 
1. Assignment - Applying the Intentional Relationship Model (IRM) 

• Video 5 - Responding to Strong Emotions (30 min)  
• Video 6 - Responding to Challenging Behaviors (32 min)  
• Video 7 - Interpersonal Reasoning Process (29 min) 

2. Assignment - "Week 4 Reflection." Consider using the following resources to guide your 
reflection: 
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! The Intentional Relationship Model Cheat Sheet: Summary of IRM terminology  
! The Interpersonal Characteristics Cheat Sheet: Summary and definitions of interpersonal 

characteristics as defined by the IRM. You may use this worksheet to help you identify 
which modes you are most successful with when responding to different interpersonal 
characteristics, and which modes you would like to further strengthen in the future.  

! The Interpersonal Events Cheat Sheet: Summary and definitions of interpersonal events 
as defined by the IRM. You may use this worksheet to help you identify which modes 
you are most successful with when responding to different interpersonal events, and 
which modes you would like to further strengthen in the future. 

3. Optional Activity - Watch "Inside Out" and think about the different interactions between 
characters in the movie from the Intentional Relationship Model perspective. Look for successful 
and unsuccessful mode use as you watch the character's respond to different: 

! Interpersonal characteristics 
! Interpersonal events 
! Strong emotions 
! Challenging behaviors 

Based on my search, the movie is not available for free streaming anywhere. You can rent 
"Inside Out" here: 

! iTunes and Google Play 
! YouTube 
! Amazon 

4. Optional Activity - Video record yourself during an activity or task where you are helping 
another person. The videos will only serve the purpose of helping you reflect on your 
communication style. You will NOT be asked to share the videos with anyone in class. As you 
watch the video, evaluate your interaction using the Intentional Relationship Model: 

! Evaluate 1) the interpersonal characteristics of the other person, 2) the inevitable 
interpersonal events that occurred (if any), and 3) the therapeutic communication modes 
attempted by you. 

! How did the other person respond to the different modes used by you? Were some modes 
more effective than others? How could you tell? 

! Were all modes successful? If not, did you see any mode incongruence, mixed mode use, 
or mode mismatch? 

! What, if anything, would you do differently in the future? 
5. Final Reflection:  

• What is your biggest takeaway from this session? 
• Based on what we discussed today, what do you want to learn more about? 

IRM ASSESSMENTS 
You may use the IRM assessments below to guide your interpersonal reasoning during the 
"Week 2 Reflection" assignment: 
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• Client Characteristics Checklist - for evaluating another person's interpersonal 
characteristics  

• Clinical Assessment of Modes (CAM) - for evaluating your therapeutic mode use with 
another adult  

• Pediatric Clinical Assessment of Modes (PCAM) - for evaluating your therapeutic 
mode use with a child 

MATERIALS 

• N/A 
RESOURCES 

• The Intentional Relationship Model Clearinghouse: http://irm.ahslabs.uic.edu/ 
• Mindfulness During Challenging Times: 

o Video "Mindfulness is a Super Power" 
o Article "Mindfulness and Being Present in the Moment" 
o Article "Mindfulness for Children" 

• Intentional Communication During Challenging Times 
o Video "Brené Brown on Blame" 
o Video "Four Horsemen of the Apocalypse" 

• Positive Parenting 
o Article "Nine Elements That Power Positive Parenting" 
o Article "Why You Should Stop Yelling at Your Kids" 

• Challenging Behaviors in Young Children 0-3 
o Video "Challenging Behaviors" 
o Article "Don’t Expect Toddlers To Behave Consistently — They Literally Can’t" 

• Challenging Behaviors & Transitions 
o Article "Why Do Kids Have Trouble With Transitions?" 
o Article "Reducing Challenging Behaviors during Transitions: Strategies for Early 

Childhood Educators to Share with Parents" 
o Article "How Can We Help Kids with Transitions" 
o Article "Easing a Toddler's Daily Transitions" 
o Handbook "Supporting Transitions: Using Child Development as a Guide" 

REFERENCES & RESEARCH 
Taylor, R. R. (2008). The intentional relationship: Occupational therapy and use of self. 

Philadelphia, PA: F.A. Davis. 
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APPENDIX A (continued) 
 

 
FORMAT 

• 2 hours - Online 
DESCRIPTION 

• The session aims to provide space for final discussion, action planning and development 
of a community of practice based on what has been discussed in the curriculum. The 
week begins with a reflection of participant’s individual learning objectives developed 
upon course enrollment. The facilitator address any outstanding questions or concerns 
related to the course material. This provides an opportunity for participants to reflect on 
what they have learned as well as what they still hope to learn more about during the final 
in-person meeting. The session concludes with a mini lecture related to evaluation of 
participation from a motivation component.  

OBJECTIVES 

• Evaluate personal strengths and challenges related the use of relationship-building 
practices while responding to strong emotions and challenging behaviors 

REMINDERS 

• Bring reflection and action plan activities completed during Week 4 to the in-person 
meeting 

• Complete the posttest questionnaires in REDCap as soon as possible after the in-person 
meeting. 

AGENDA 
1. Activity & Discussion - Responding to Strong Emotions and Challenging Behaviors  

• Interpersonal Reasoning Process and Responding to Challenging Emotions (15 min) 
o Activity: Video Reflection of Inside Out Video Clips 
o The Intentional Relationship Model Cheat Sheet 

• Interpersonal Reasoning Process and Responding to Challenging Behaviors (15 min) 
o Discussion: Strong Emotions and Challenging Behaviors Grid 
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APPENDIX A (continued) 
 
2. Posttest Questionnaires  
3. Activity - Video Reflection 

4. Final Discussion  - Promoting Participation  
5. Course Evaluation 

MATERIALS 

• Week 5 - Applying the Intentional Relationship Model to Everyday Interactions Part II 
• The Intentional Relationship Model Cheat Sheet 
• Strong Emotions And Challenging Behaviors Grid 

RESOURCES 

• The Intentional Relationship Model Clearinghouse: http://irm.ahslabs.uic.edu/ 
• Self-compassion 

o Article + Video "Why We Need to Practice a Little Self-Compassion" 
o Article "Why Self-Compassion Works Better Than Self-Esteem" 
o Article "Why Self-Compassion Beats Self-Confidence" 
o Article "How to Cultivate More Self-Compassion" 
o Article "5 Steps to Develop Self-Compassion & Overcome Your Inner Critic" 

• Vulnerability 
o Video "The Power of Vulnerability" 
o Article "Brene Brown: How Vulnerability Can Make Our Lives Better" 

• Motivation 
o Article "How to Motivate People: 4 Steps Backed by Science" 
o Article "How to Motivate Children Through Purpose" 

• Responding to Challenging Behaviors 
o Article "The Discipline Dilemma: Guiding Principles for Finding an Approach 

that Works for Your Individual Child and Family" 
o Article "5 Tantrum-Taming Secrets from a Family Therapist" 
o Article "A Quick Time In Tutorial to Transform Toddler Misbehavior" 

• Medical Perspective on Challenging Behaviors 
o Article "Understanding Autism, Aggression, and Self-Injury: Medical Approaches 

and Best Support Practices" 
REFERENCES & RESEARCH 
Dunleavy, L. (2017). Behavior modification and the intentional relationship: Combining 

perspectives for managing challenging behaviors. SIS Quarterly Practice Connections, 
2(4), 7–9. Retrieved from: https://www.aota.org/Publications-
News/SISQuarterly/Developmental-Disabilities/11-17-behavioral-change.aspx 

Taylor, R. R. (2008). The intentional relationship: Occupational therapy and use of self. 
Philadelphia, PA: F.A. Davis. 
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APPENDIX B 
 

Demographic Questionnaire – Therapist 

Please tell us about yourself: 
1. Age: ________ 

 
2. Gender:  

" Male 
" Female 
" Other 

 
3. Race/Ethnicity 

" American Indian or Alaska Native 
" Asian 
" Black or African American 
" Native Hawaiian or Pacific Islander 
" Hispanic or Latino 
" White or Caucasian 
" Other: ____________________________________ 

 
4. Annual household income: 

" Less than $20,000 
" $21,000-$40,000 
" $41,000-$60,000 
" $61,000-$80,000 
" $81,000-100,000 
" More than $100,000 

 
5. Professional discipline 

" Developmental Therapist (DT) 
" Occupational Therapist (OT) 
" Physical Therapist (PT) 
" Speech and Language Pathologist (SLP) 
" Other: ____________________________________ 

 
6. Employment in your professional discipline: 

" Full-time 
" Part-time 
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APPENDIX B (continued) 
 

7. Indicate the degree that you earned in order to become a DT, OT, PT, SLP, etc.? 
" Certificate 
" Associates 
" Bachelors 
" Masters 
" Professional Doctorate (e.g., DPT or OTD) 
" Other: ____________________________________ 

 
8. Indicate the highest degree you have earned in any field: 

" Certificate 
" Associates 
" Bachelors 
" Masters 
" Professional Doctorate (e.g., DPT or OTD) 
" PhD or other academic doctorate (e.g., EdD, DrPH) 
" Other: ____________________________________ 

 
9. How long have you been practicing in your professional role? 

" Less than 1 year 
" 1 to 5 years  
" 6 to 10 years 
" 11 to 20 years 
" More than 20 years 

 
10. How long have you been practicing as a therapist in Early Intervention?  

" Less than 1 year 
" 1 to 5 years  
" 6 to 10 years 
" 11 to 20 years 
" More than 20 years 

 
11. Do you hold an EI initial evaluator credential? 

" No 
" Yes 
 

12. How many families to you currently provide direct services to through EI? ________ 
 
13. In which state do you provide EI services? ________ 
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APPENDIX B (continued) 
 

14. In which settings do you provide EI services: (select all that apply) 
" Home 
" Daycare 
" Community 
" Early Intervention clinic or a center 
" Other: ____________________________________ 

 
15. How much training have you had related to providing family-centered care? 

" None (if none, skip to question 14) 
" 1 to 5 hours 
" 6 to 10 hours 
" 11 to 15 hours 
" 16 to 20 hours 
" 21 to 25 hours 
" More than 25 hours 

 
16. In which settings have you been exposed to and received training related to 

providing family-centered care? (select all that apply) 
" Undergraduate coursework 
" Graduate coursework  
" Continuing education 
" Structured onsite (workplace) training 
" One-on-one supervision or consultation through your employer 
" Group supervision or consultation through your employer  

 
17. How much training have you had related to family capacity-building? 

" None (if none, skip to question 16) 
" 1 to 5 hours 
" 6 to 10 hours 
" 11 to 15 hours 
" 16 to 20 hours 
" 21 to 25 hours 
" More than 25 hours 

 
18. In which settings have you been exposed to and received training related to 

family capacity-building? (select all that apply) 
" Undergraduate coursework 
" Graduate coursework  
" Continuing education 
" Structured onsite (workplace) training 
" One-on-one supervision or consultation through your employer 
" Group supervision or consultation through your employer  
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APPENDIX B (continued) 
 

19. How much training have you had related to therapeutic use of self or therapeutic 
communication? 
" None (if none, skip questions 18 and 19) 
" 1 to 5 hours 
" 6 to 10 hours 
" 11 to 15 hours 
" 16 to 20 hours 
" 21 to 25 hours 
" More than 25 hours 
 

20. In which settings have you been exposed to and received training related to 
therapeutic use of self or therapeutic communication? (select all that apply) 
" Undergraduate coursework 
" Graduate coursework 
" Continuing education 
" Structured onsite (workplace) training 
" One-on-one supervision or consultation through your employer 
" Group supervision or consultation through your employer  

 
21. What is your level of familiarity with, or knowledge of, Taylor’s Intentional Relationship 

Model (IRM)? (select all that apply) 
" I am not familiar with IRM 
" I have read Taylor’s book on IRM 
" I have visited Taylor’s IRM website 
" I took a course on IRM 
" I attended a seminar or workshop on IRM 
" Other: ___________________________________
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APPENDIX C 
 

Demographic Questionnaire – Parent 

Please tell us about yourself: 
1. Age: ________ 

 
2. Gender:  

" Male 
" Female 
" Other 

 
3. Race/Ethnicity 

" American Indian or Alaska Native 
" Asian 
" Black or African American 
" Native Hawaiian or Pacific Islander 
" Hispanic or Latino 
" White or Caucasian 
" Other: ____________________________________ 

 
4. Annual household income: 

" Less than $20,000 
" $21,000-$40,000 
" $41,000-$60,000 
" $61,000-$80,000 
" $81,000-100,000 
" More than $100,000 

 
5. Employment: 

" Full-time 
" Part-time 
" Unemployed 
" Retired 
" Other: ____________________________________ 

 
6. Indicate the highest degree you have earned: 

" Certificate 
" Associates 
" Bachelors 
" Masters 
" Professional Doctorate (e.g., DPT or OTD) 
" PhD or other academic doctorate (e.g., EdD, DrPH) 
" Other: ____________________________________ 
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APPENDIX C (continued) 

 
7. How much training have you received related to Early Intervention and the various roles 

of therapist’s on your Early Intervention team? 
" None (if none, skip to question 9) 
" 1 to 5 hours 
" 6 to 10 hours 
" 11 to 15 hours 
" 16 to 20 hours 
" 21 to 25 hours 
" More than 25 hours 
 

8. In which settings have you been exposed to and received training related to 
Early Intervention? 
" Self-taught (e.g., brochures, books, websites, webinars, social media) 
" Received support from other parents that have gone through Early 

Intervention 
" Group training or workshop 
" One-on-one training from the service coordinator on the Early 

Intervention team 
" One-on-one training from one or more therapists on the Early Intervention 

team 
" Other: ____________________________________ 

 
Please tell us about your child: 
 
9. How old is your child (in months)? ________ 

 
10. What is your child’s gender? 

" Male 
" Female 
" Other 

 
11. What is the reason for your child’s referral to the Early Intervention system? 

____________________________________ 
 

12. In which state does your child receive EI services? ________ 
 

13. How long has your child been receiving services through the Early Intervention system? 
________ 
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APPENDIX C (continued) 
 

14. Which services does your child currently receive: (select all that apply) 
" Service coordination 
" Developmental therapy (DT) 
" Occupational therapy (OT) 
" Physical therapy (PT) 
" Speech therapy (ST) 
" Other: ____________________________________ 

 
 
15. Where do you receive Early Intervention services: (select all that apply) 

" Home 
" Daycare 
" Early Intervention clinic or a center 

Other: ___________________________________ 
 
  



!

!

249 

APPENDIX D 
 

Weekly Course Reflection 

Week # 
 
1. Reflecting on today's class, what was your biggest take away? 

 

2. Reflecting on today's class, what topic(s) do you still wish to learn more about? 

 

3. Reflecting on today's class, what suggestions and comments do you have that could help us 

make this course better? 
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APPENDIX E 
 

Course Evaluation 

1. What overall rating would you give the course? 
!

Poor Fair Good Very Good Excellent 
 
2. Indicate your level of agreement with the following statements related to this course: 
 

 
Strongly 
Disagree Disagree Neutral Agree Strongly 

Agree 

The course objectives were clear � � � � � 

The course materials were clear 
and well written � � � � � 

The assignments were appropriate 
for this class � � � � � 

The course increased my interest in 
the subject � � � � � 

The course corresponded to my 
expectations � � � � � 

 
3. Indicate your level of satisfaction with the following topics covered in this course: 
 

 
Strongly 
Disagree Disagree Neutral Agree Strongly 

Agree 

Week 1 – Introduction to 
relationship- and capacity-building 
practices in EI 

� � � � � 

Week 2 – Introduction to the 
Intentional Relationship Model 
(IRM) 

� � � � � 

Week 3 – Applying the IRM to 
everyday interactions � � � � � 

Week 4 – Responding to strong 
emotions and challenging behaviors 
using the IRM 

� � � � � 

Week 5 – Applying the IRM to 
participation-based challenges in EI � � � � � 
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APPENDIX E (continued) 
 
Add any notes or suggestions related to the topics covered in this course below: 
 
4. What overall rating would you give the instructor? 
 

Poor Fair Good Very Good Excellent 
 
5. Indicate your level of agreement with the following statements related to the course 
instructor: 
 

 
Strongly 
Disagree Disagree Neutral Agree  Strongly 

Agree 

The instructor demonstrated 
knowledge of the course content � � � � � 

The instructor was effective in 
communicating the content of the 
course 

� � � � � 

The instructor encouraged 
feedback from the attendees � � � � � 

The instructor showed genuine 
concern for the needs of the 
attendees 

� � � � � 

The instructor was enthusiastic 
about the course � � � � � 

 
6. Would you recommend this course to other Early Intervention providers? 
 

Definitely Not Probably Not Not Sure Probably Definitely 
  
Please describe: 
 
7. Would you recommend this course to other families receiving Early Intervention? 
 

Definitely Not Probably Not Not Sure Probably Definitely 
 
Please describe: 
 
8. Please provide any comments or suggestions that might help improve this course in the future 
below. 
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APPENDIX F 
 

Study Feasibility Checklist 

Reference: 
Orsmond, G. I., & Cohn, E. S. (2015). The distinctive features of a feasibility study: Objectives 

and guiding questions. OTJR: Occupation, Participation and Health, 35(3), 169–177. 

1. Sampling and Participant Recruitment Feasibility 
A. Number of potential eligible members of the targeted population are accessible for 

recruitment purposes: 
a. Length of the recruitment period: 
b. Number of potential participants invited to participate in the study: 
c. Number of participants enrolled in the study: 
d. Number of participants dropped-out from the study: 
e. Number of participants withdrawn from the study: 

 
B. Feasibility and suitability of the eligibility criteria: 

a. Barriers to recruitment: 
b. Reasons for refusal or ineligibility: 

 
C. Relevance of the curriculum to the intended population? 

a. Do potential study participants show evidence of need for the intervention? 
b. Are the characteristics of the study participants consistent with the range of expected 

characteristics as informed by the research literature? 
c.  

2. Appropriateness of Data Collection Methods and Outcome Measures 

A. Feasibility and suitability of the data collection procedures? 
a. Is there evidence that participants understand the questions and other data collection 

procedures? 
b. Ceiling effects: 
c. Floor effects: 
d. Frequency of missing or incomplete responses: 
e. Frequency and description of otherwise unusable data: 

 
B. Feasibility and suitability of the amount of data collection? 

a. Length of time required to complete the pre- and post-test surveys: 
b. Perception of participant burden required to complete the pre- and post-test surveys: 

 
C. Do the measures appear to be performing in a consistent way with the intended population as 

compared to measurement information available in the research literature? 
a. Evidence for reliability and validity of existing assessment instruments: 
b. Evidence for potential need to remove, add, or revise existing data collection 

instruments: 
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APPENDIX F (continued) 
 

3. Acceptability and Suitability of The Curriculum 

A. Retention rates of participants successfully enrolled in the study: 
 

B. Adherence rates to study procedures, intervention attendance, and engagement? 
a. Does the intervention fit with the daily life activities of study participants? 
b. Do the participants have enough time and capacity to complete the intervention? 
c. Does the intervention involve a reasonable amount of time or does it create a burden 

for the participants? 
d. To what extent is the intervention acceptable and appealing to participants? 

 
C. What is the level of safety of the procedures in the intervention? 

a. Are there any unexpected adverse events? 
 
4. Appropriateness and Practicality of Study Implementation  

A. Does the research team have the administrative capacity, expertise, skills, space and time to 
conduct the study and intervention? 

a. Number and level of training of people required to carry-out to offer the curriculum: 
i. One facilitator: trained in EI, family-centered care, IRM, and adult learning 

principles 
ii. One aide/observer: familiar with the material and structure of the curriculum 

iii. Two volunteers: trained in supervising young children with disabilities  
 

B. Can we conduct the study procedures and intervention in an ethical manner? 
a. To what extent does staff comply with the approved human participants’ protocol? 
b. How effectively are adverse events during implementation identified, documented, 

and reported? 
 

C. What is the study budget? 
 

D. What technology, equipment, and software are necessary to conduct the study (including 
collection, management, and analysis of data): REDCap, SPSS 
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APPENDIX G 
 

Global Fidelity Checklist 

1. The facilitator consistently adhered to the curriculum scope and sequence 
" Yes 
" No – describe: 

 
2. The curriculum was consistently delivered according to the specified frequency and 

duration 
" Yes 
" No – describe: 

 
3. The facilitator systematically collected and addressed any ongoing concerns of the course 

participants 
" Yes 
" No – describe: 

 
4. The facilitator consistently followed key principles and teaching practices of the 

curriculum 
" Yes 
" No – describe: 
 

5. The facilitator focused on the specific goals identified in the lesson plan 
" Yes 
" No – describe: 

 
6. The facilitator used the teaching strategies identified in the lesson plan 

" Yes 
" No – describe: 

 
7. The facilitator used the recommended materials identified in the lesson plan 

" Yes 
" No – describe: 

 
8. The facilitator followed all the steps or activities identified in the lesson plans 

" Yes 
" No – describe: 
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APPENDIX H 
 

Individual Fidelity Checklist 

Facilitator Observation: 
1. The facilitator consistently followed key principles and teaching practices of the 

curriculum 
" Yes 
" No – describe: 
 

2. The facilitator focused on the specific goals identified in the lesson plan 
" Yes 
" No – describe: 

 
3. The facilitator used the teaching strategies identified in the lesson plan 

" Yes 
" No – describe: 

 
4. The facilitator used the recommended materials identified in the lesson plan 

" Yes 
" No – describe: 

 
5. The facilitator followed all the steps or activities identified in the lesson plans 

" Yes 
" No – describe: 

6. The facilitator used the recommended materials identified in the lesson plan 
" Yes 
" No – describe: 

 
7. The facilitator followed all the steps or activities identified in the lesson plans 

" Yes 
" No – describe: 

 
Facilitator/Participant Interactions  

8. Evidence of supportive facilitator to participant interactions 
" Yes 
" No – describe: 
 

9. Evidence of supportive participant to participant interactions 
" Yes 
" No – describe: 
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APPENDIX I 
 

Enrollment Survey and Learning Plan 

Please rate your preferred session date and time below. Session placement will be determined on 
a 'first come first served' basis. We will do our best to ensure that your first choice is 
accommodated in this process. 
 
After completing the course registration and the demographic questionnaire, you will receive a 
link to the course pretest questionnaires along with the final confirmation of the course date, 
time, and location. You will receive an email containing course portal login closer to Week 1 of 
the course. 
 
Please direct any questions to epopov3@uic.edu. 
 
 
1) Confirm your participant type: 

" Parent/caregiver 
" Therapist 

 
2) Requesting Continuing Education Units: 

" Yes 
" No 
REMINDER: If you choose to receive a continuing education certificate, your first 
name, last name, and email address may have to be reported to the Early Intervention 
Training Program (EITP) and the Provider Connections offices for monitoring purposes. 

 
3) Please rate your preferred date and time: 
 
 Thursday  

6:00 PM - 8:00 PM 
10/4, 10/18, 11/1 

Saturday  
10:00 AM - 12:00 

PM 10/6, 10/20, 11/3 

Saturday  
1:00 PM - 3:00 PM 
10/6, 10/20, 11/3 

1st choice � � � 
2nd choice � � � 
3rd choice � � � 

 
4) Where did you learn about this course? 
 
5) How do you define family-centered practice in Early Intervention? 
 
6) What are the strengths of using a family-centered approach in Early Intervention? 
 
7) What are the challenges of using a family-centered approach in Early Intervention? 
 
8) What do you hope to learn while attending this course?  
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APPENDIX J 
 

Video Reflection Assignment 

1. What went well during this interaction? Why? 

2. What could be improved during this interaction? Why? 

3. If you were the [parent/caregiver OR provider] in this scenario, what would you want to 
happen next?  
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APPENDIX N 
 

Follow-up Interview Script - Therapist 

Demystifying Family-Centered Care: 
Relationship- and Capacity-Building Approaches in Early Intervention 

Follow-up Interview Script 
Introduction (5 minutes) 
Hello! Thank you for agreeing to participate in this follow-up interview. The purpose of this 
interview is to help me gain insight about your experience as a participant in the course and the 
research study. The information gained from this interview will help me improve the quality of 
the course and the research in the future. By the end of this interview, I hope to learn more about:  

1. Your overall experience of the course content; 
2. Your overall experience of the course structure, and; 
3. Your thoughts on ways that this course could be improved in the future.  

My role here today is that of an interviewer. I will ask questions, listen, and help clarify any 
questions that you may have for me. I promise to be respectful of your time and keep the 
interview to a total of 30 minutes. If we are talking in detail about one question, I may stop the 
conversation short in order to ensure that we do not run over time.  
I will be audio-recording our discussion today because, of course, I cannot memorize everything 
covered. Parts of our conversation may be used for research. The information published could 
include general themes gained from the interviews, and quotes that apply to those themes.  
To ensure anonymity and privacy of everyone involved in this study, I ask that you refrain from 
using any names, dates, or locations. This interview will be de-identified, coded, and transcribed 
for research purposes. If you do mention any names, dates, or locations they will be removed 
from the audio-file and the final interview transcript.  
What questions do you have for me before I begin recording?  
If you are ready, I am going to begin recording now. 
Remember: There are no right or wrong answers. I have provided you with a list of my 
questions that you can use as guide during our conversation.  
Course Content (10 minutes) 
We will begin by talking about the course content. 

1. What are the three most memorable moments for you from the course? 
2. Since we last spoke, has anything happened in your practice that reminded you of 

something that you learned in the course? 
3. Do you find that you see any of the interactions with your clients (children or parents) in 

a different light than you did prior to attending the course? Can you provide an example? 
4. When you are experiencing a challenging situation while working with a client (children 

or parents), do you find that you view, or respond, to the situation in a different way than 
you did prior to attending the course? Can you provide an example? 

5. A large portion of the course focused on different interpersonal communication modes, 
how would you describe your mode use before and after taking the course? 
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APPENDIX N (continued) 
 
Course Structure (10 minutes) 
Now, let’s shift our conversation to course structure.  
 

1. This course was delivered as a flipped classroom experience. Have you taken a similar 
course in the past? What was it like taking a flipped course? 

2. I realize that some of the survey questions were personal in nature, what was the 
experience of filing out the survey questionnaires like for you? Did you notice a 
difference before, and after the course? 

3. During Week 1 and Week 5 you saw a video of me interacting with a client, what do you 
remember about that video? What was the experience of watching that video like for 
you?  

 
Suggestions for Improving the Course (5 minutes) 
We are at the end of the interview. To wrap up, I want to know more about what suggestions you 
have for improving this course in the future.   
 

1. The following question has two parts. If you were to improve the course, what would you 
change about the course: 

a. Content (for example, topics and information covered) 
b. Structure (for example, length and duration of the course) 

 
Thank you! 
Thank you so much for your time and your participation in this interview! Is there anything else 
that you would like to add or feel that we missed? 
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APPENDIX O 
 

Follow-up Interview Script - Parent 

Introduction (5 minutes) 
Hello! Thank you for agreeing to participate in this follow-up interview. The purpose of this 
interview is to help me gain insight about your experience as a participant in the course and the 
research study. The information gained from this interview will help me improve the quality of 
the course and the research in the future. By the end of this interview, I hope to learn more about:  

4. Your overall experience of the course content; 
5. Your overall experience of the course structure, and; 
6. Your thoughts on ways that this course could be improved in the future.  

My role here today is that of an interviewer. I will ask questions, listen, and help clarify any 
questions that you may have for me. I promise to be respectful of your time and keep the 
interview to a total of 30 minutes. If we are talking in detail about one question, I may stop the 
conversation short in order to ensure that we do not run over time.  
I will be audio-recording our discussion today because, of course, I cannot memorize everything 
covered. Parts of our conversation may be used for research. The information published could 
include general themes gained from the interviews, and quotes that apply to those themes.  
To ensure anonymity and privacy of everyone involved in this study, I ask that you refrain from 
using any names, dates, or locations. This interview will be de-identified, coded, and transcribed 
for research purposes. If you do mention any names, dates, or locations they will be removed 
from the audio-file and the final interview transcript.  
What questions do you have for me before I begin recording?  
If you are ready, I am going to begin recording now. 
Remember: There are no right or wrong answers. I have provided you with a list of my 
questions that you can use as guide during our conversation.  
Course Content (10 minutes) 
We will begin by talking about the course content. 

6. What are the three most memorable moments for you from the course? 
7. Since we last spoke, has anything happened in your everyday life that reminded you of 

something that you learned in the course? 
8. Do you find that you see any of the interactions with your child (or others) in a different 

light than you did prior to attending the course? Can you provide an example? 
9. When you are experiencing a challenging situation while interacting with your child (or 

others), do you find that you view, or respond, to the situation in a different way than you 
did prior to attending the course? Can you provide an example? 

10. A large portion of the course focused on different interpersonal communication modes, 
how would you describe your mode use before and after taking the course? 
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APPENDIX O (continued) 
 
Course Structure (10 minutes) 
Now, let’s shift our conversation to course structure.  
 

4. This course was delivered as a flipped classroom experience. Have you taken a similar 
course in the past? What was it like taking a flipped course? 

5. During Week 1 and Week 5, I asked everyone to complete a series of questionnaires, 
what was the experience of filing out the survey questionnaires like for you? Did you 
notice a difference before, and after the course? 

6. During Week 1 and Week 5 you saw a video of me interacting with a client, what do you 
remember about that video? What was the experience of watching that video like for 
you?  

 
Suggestions for Improving the Course (5 minutes) 
We are at the end of the interview. To wrap up, I want to know more about what suggestions you 
have for improving this course in the future.   
 

2. The following question has two parts. If you were to improve the course, what would you 
change about the course: 

a. Content (for example, topics and information covered) 
b. Structure (for example, length and duration of the course) 

 
Thank you! 
Thank you so much for your time and your participation in this interview! Is there anything else 
that you would like to add or feel that we missed? 
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APPENDIX P 
 

Institutional Review Board at University of Illinois at Chicago – Approved Documents 

The research study titled Demystifying Family-Centered Care: Relationship- and 

Capacity-Building Approaches (Protocol # 2018-0380) was approved by Institutional Review 

Board at University of Illinois at Chicago: 

• Initial Review Application (Expedited) – Request for Modifications – April 6, 2018 
• Initial Review Application (Expedited) – Response to Modifications – Approved – May 

25, 2018 
• Amendment # 1 (Expedited) – Approved – August 13, 2018 
• Amendment # 2 (Expedited) – Approved – October 4, 2018 
• Amendment # 3 (Expedited) – Approved – February 19, 2019 

 

The following documents have been approved for participant recruitment and enrollment for 

Study I: 

• Phase II – Recruitment Flyer, Version 3 – Approved – August 13, 2018 
• Phase II – Recruitment Script, Version 2  – Approved – May 25, 2018 
• Phase II – Screening Questionnaire, Version 3 – Approved – August 13, 2018 
• Phase II – Consent Form, Version 2 – Approved – May 25, 2018 – May 24, 2021 

 

The following documents have been approved for participant recruitment and enrollment for 

Study II: 

• Phase I – Recruitment Flyer, Version 4 – September 27, 2018 
• Phase I – Recruitment Script, Version 2 – Approved – May 25, 2018 
• Phase I – Invitation to Participate in Research, Version 2  – Approved – May 25, 2018 
• Phase I – Screening Questionnaire, Version 3 – Approved – August 13, 2018 
• Phase I – Consent Form, Version 4 – Approved – September 27, 2018 – May 24, 2021 
• Phase I – Follow-up Recruitment Script, Version 1 – Approved – September 27, 2018 
• Phase I – Follow-up Consent Form, Version 1 – Approved – September 27, 2018 – May 

24, 2021 
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!

!

279 

APPENDIX P (continued)

 



!

!

280 

 
APPENDIX P (continued) 

 



!

!

281 

APPENDIX P (continued) 
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VITA 
 

LICENSURE 
• Licensed Occupational Therapist, State of Illinois, September 2015 – Current 

o Early Intervention Credential – May 2016 – Current 
 
EDUCATION 
• PhD Candidate, Rehabilitation Sciences, University of Illinois at Chicago, expected 

December 2019 
• Master of Science, Occupational Therapy, University of Illinois at Chicago, July 2015 
• Bachelor of Arts, Psychology, with a Minor in Education, University of California, Berkeley, 

May 2010 
 
PUBLICATIONS 
 
Taylor, R. R. & Popova, E. S. (in-press). Evaluating Client-Provider Communication in Acute 

Care and Acute Inpatient Rehabilitation: Clinical Assessment of Modes-Therapist. 
American Journal of Occupational Therapy.  

Popova, E. S., & Taylor, R. R. (in-press). Evaluating Students’ Therapeutic Use of Self: 
Structural Validity of the Clinical Assessment of Modes. American Journal of 
Occupational Therapy. 

Popova, E. S., & Taylor, R. R. (2019). Reliability and validity of the Clinical Assessment of Sub-
optimal Interaction in outpatient pediatric rehabilitation. Occupational Therapy in Mental 
Health. https://doi.org/10.1080/0164212X.2019.1666771 

Popova, E. S., Ostrowski, R. K., Wong S. R., & Taylor, R. R. (2019). Reliability and validity of 
the Clinical Assessment of Modes in outpatient pediatric rehabilitation. British Journal of 
Occupational Therapy, 0(0), 1–9. https://doi.org/10.1177/0308022619868091 

Popova, E. S., Ostrowski, R. K., Wescott, J., & Taylor, R. R. (2019). Development and 
validation of occupational self assessment – short form (OSA-SF). American Journal of 
Occupational Therapy. 73(3). 7303205020p1-7303205020p10. 
https://doi.org/10.5014/ajot.2019.030288 

Popova, E. S., & Wescott, J. (2019). Art as occupation: Promoting the occupational therapy role 
in evaluating community-based programs. SIS Quarterly: Practice Connections, 4(1), 5-7. 
Retrieved from https://www.aota.org/  

Fan, C. W., Keponen, R., Piikki, S., Popova, E.S., & Taylor R. R. (2019). Volitional 
questionnaire: Psychometric evaluation of the Finnish translation. Scandinavian Journal 
of Occupational Therapy. https://doi.org/10.1080/11038128.2019.1572786 
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Fan, C. W., Keponen, R., Piikki, S., Tsang, H., Popova, E.S., & Taylor R. R. (2018). 
Psychometric evaluation of the Finnish translation of the assessment of communication 
and interaction skills (ACIS-FI). Scandinavian Journal of Occupational Therapy. 
https://doi.org/10.1080/11038128.2018.1483425 

Bonder, B.R., Taylor, R.R., & Popova, E.S. (2018). Theories of aging: A multidisciplinary 
review for occupational and physical therapists. In B.R. Bonder & V. Dal Bello-Haas 
(Eds.), Functional Performance in Older Adults (4th edition). Philadelphia, PA: F.A. 
Davis. 

RESEARCH EXPERIENCE 
 
PhD Candidate – University of Illinois at Chicago, Chicago, IL 
PhD Program in Rehabilitation Sciences, August 2015 – Current 
• Under the mentorship and supervision of doctoral advisor Dr. Renee Taylor, and committee 

chairs (Dr. Joy Hammel, Dr. Jane O’Brien, Dr. Mary Khetani, and Dr. Michelle Bulanda) 
developed and conducted a two-phase study.  

• In phase one, examined therapists' communication and interpersonal approaches to family-
centered care, and its impact on family participation from the perspectives of therapists and 
families in Early Intervention. 

• In phase two, developed, delivered, and evaluated a five-week continuing education course 
for an interdisciplinary team of therapists and families in Early Intervention. Taylor’s 
Intentional Relationship Model (IRM) and transformative learning theory guided the 
curriculum development. The course consisted of in-person and online components, 
including a seven-part video curriculum developed specifically for the course.  
 

Graduate Research Assistant – University of Illinois at Chicago, Chicago, IL 
Model of Human Occupation Clearinghouse, January 2014 – Current 
• Lab manager under the supervision of primary investigator Dr. Renee Taylor: 

o Contribute to all stages of research design and implementation including literature 
review, protocol development, maintenance of institutional review board approval, 
data collection, data coding, data analysis, and manuscript writing.  

o Provide supervision and mentorship to a team of undergraduate and graduate research 
assistants. 

• Provide customer support for Model of Human Occupation (MOHO) Clearinghouse 
customers; collaborated with international team of MOHO researchers and practitioners on 
updating MOHO assessment and intervention tools. 

• Serve as a MOHO representative at the American Occupational Therapy Association 
(AOTA) national conference. 

• Serve on the institute planning community during the 4th, 5th, and 6th International Institute on 
Kielhofner’s MOHO. 
 

Research Assistant Level III - University of California Berkeley, Berkeley, CA 
Joseph J. Campos Infancy Lab, February 2009 – May 2010 
• As a research assistant under the supervision of primary investigator Dr. Irena Keller: 

o Assisted with the Infant Sleep and Parental Attitudes project that culminated in a 
senior honors thesis examining a relationship between father involvement during 
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early infancy and parental attitudes, parental self-efficacy, infant locomotion, and 
infant emotional reactivity. 

o Conducted, transcribed, and coded interviews exploring child development and 
parenting experiences. 

o Prepared data, assisted with data reconciliation, and performed data analysis using 
SPSS. 

o Provided mentorship and training for incoming undergraduate research assistants. 
 
TEACHING EXPERIENCE – GRADUATE LEVEL 
 
Co-Instructor – University of Illinois at Chicago, Chicago, IL 
Master of Science in Occupational Therapy Program - Fall 2016 – Current 
• Contribute to curriculum development and student evaluation for a semester-long course 

titled Development of a Therapeutic Self. Content topics include: Taylor’s Intentional 
Relationship Model, motivational interviewing, and group planning and leadership.  

• Deliver three, two-hour lectures on the role of client-therapist relationship in delivery of 
client-centered care. Evaluate evidence-based strategies and interpersonal reasoning process 
for: developing and maintaining the therapeutic relationship, responding to challenging 
interpersonal events, managing challenging interpersonal behaviors, and responding to 
interpersonal conflict. 

• Facilitate weekly two-hour lab groups designed to promote students’ knowledge related to 
therapeutic use of self through small and large group discussion, role-play, and guided self-
reflection. 
 

Facilitator – University of Illinois at Chicago, Chicago, IL 
Interprofessional Education (IPE) Immersion Program, College of Applied Health Sciences 
Program – Spring 2018 – 2019 
• Facilitated a discussion between an interdisciplinary group of graduate students in the 

College of Applied Health Sciences regarding the promise and challenges of 
interprofessional collaboration and communication. 

 
Guest Lecturer – University of Illinois at Chicago, Chicago, IL 
Post-professional Occupational Therapy Doctorate Program 
• Popova, E. S. (2018, October 31). Development and evaluation of community-based 

programs for young adults with developmental disabilities. One-hour lecture in the course 
titled Program Evaluation. 
 

Master of Science in Occupational Therapy Program 
• Popova, E. S. (2019, February 1). Behavioral Management and Intervention Strategies. Two-

hour lecture in the course titled Psychosocial Aspects of Occupational Performance. 

• Popova, E. S. (2018, November 2). Sensory Integration: Interventions and Strategies for 
Sensory Behaviors. Two-hour lecture in the course titled Cognition and Perception in Action. 

• Popova, E. S. (2018, February 1). Behavioral Management and Intervention Strategies. Two-
hour lecture in the course titled Psychosocial Aspects of Occupational Performance. 
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• Popova, E. S. (2017, November 6). Sensory Integration: Interventions and Strategies for 
Sensory Behaviors. Two-hour lecture in the course titled Cognition and Perception in Action. 

• Popova, E. S. (2017, February 7). Behavioral Management and Intervention Strategies. Two-
hour lecture in the course titled Psychosocial Aspects of Occupational Performance.  

• Popova, E. S. (2016, December 2). Supporting Families in Management of Challenging 
Behaviors. Guest lab facilitator in the course titled Cognition and Perception in Action.  

Guest Panelist – Rush University, Chicago, IL 
Occupational Therapy Doctorate Program 
• Popova, E. S. (2019, March 28). The Culture of Pediatric Occupational Therapy. Guest 

presenter on a clinical panel in the course titled Sociocultural Aspects of Care.  

• Popova, E. S. (2018, March 13). The Culture of Pediatric Occupational Therapy. Guest 
presenter on a clinical panel in the course titled Sociocultural Aspects of Care.  

Guest Lecturer – Midwestern University, Chicago, IL 
Occupational Therapy Doctorate Program 
• Popova, E. S. (2018, October 3). Establishing and Maintaining the Therapeutic Relationship. 

Three-hour lecture in a course titled Therapeutic Communication. 

• Popova, E. S. (2017, October 6). Establishing and Maintaining the Therapeutic Relationship. 
Three-hour lecture in a course titled Therapeutic Communication. 

TEACHING EXPERIENCE – UNDERGRADUTE LEVEL 
 
Guest Lecturer – University of Illinois at Chicago, Chicago, IL 
Bachelor of Rehabilitation Sciences Program 
• Popova, E. S. (2019, March 22). Occupational Therapy Role in Research and Community 

Practice. One-hour lecture in a course titled Introduction to Occupational Therapy: 
Occupation and Participation Across the Life Span. 

• Popova, E. S. (2018, November 16). Introduction to Sensory and Behavioral Interventions. 
Three-hour lecture in a course titled Pediatric Rehabilitation. 

• Popova, E. S. (2018, November 9). Introduction to Therapeutic Use of Self: The Intentional 
Relationship Model. Two-hour lecture in a course titled Pediatric Rehabilitation.  

• Popova, E. S. (2018, September 21). Occupational Therapy Role in Research and 
Community Practice. One-hour lecture in a course titled Introduction to Occupational 
Therapy: Occupation and Participation Across the Life Span. 

• Popova, E. S. (2018, April 6). Occupational Therapy Role in Research and Community 
Practice. One-hour lecture in a course titled Introduction to Occupational Therapy: 
Occupation and Participation Across the Life Span. 
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• Popova, E. S. (2017, November 17). Introduction to Sensory and Behavioral Interventions. 
Two-hour lecture in a course titled Pediatric Rehabilitation. 

• Popova, E. S. (2017, October 20). Introduction to Therapeutic Use of Self: The Intentional 
Relationship Model. One-hour lecture in a course titled Pediatric Rehabilitation.  

• Popova, E. S. (2016, June 6). Occupational Therapy Role in Research and Community 
Practice. One-hour lecture in a course titled Introduction to Occupational Therapy: 
Occupation and Participation Across the Life Span. 

PRESENTATIONS 
• Januszewski, C., Popova, E. S., & Taylor, R. R. (2019, September 14). Preventing Burnout: 

Successfully Responding to Challenging Behaviors and Interpersonal Events in Practice. 
Short course presentation at the American Occupational Therapy Association Mental Health 
and Opioids Specialty Conference, Chicago, IL. 

• Popova, E. S., & Taylor, R. R. (2019, July 28). Maximizing Child Participation Through 
Parent-Child Interaction: Empowering Parents’ Use of Self. Short course at American 
Occupational Therapy Association Specialty Conference: Children and Youth, Orlando, FL. 

• Popova, E. S., & Taylor, R. R. (2019, April 4). Supporting child engagement in outpatient 
pediatrics: The intentional relationship model. Poster presentation at American Occupational 
Therapy Association Annual National Conference, New Orleans, LA. 

• Popova, E. S. (2018, November 23). Advanced application of the Intentional Relationship 
Model in outpatient pediatrics. As an invited trainer, facilitated a two-hour professional 
development training at Eyas Landing, Inc., Chicago IL. 

• Popova, E. S., Ostrowski, R. K., Wescott, J., & Taylor, R. R. (2018, November 30). 
Development and validation of the occupational self assessment-short form. Poster 
presentation at the American Occupational Therapy Association Adult Specialty Conference, 
Los Angeles, CA. 

• Popova, E. S., Januszewski, C., & Taylor, R. R. (2018, November 30). Promoting positive 
client outcomes through interpersonal reasoning using the intentional relationship model 
(IRM). Short course presentation at the American Occupational Therapy Association Adult 
Specialty Conference, Los Angeles, CA. 

• Wescott, J., & Popova, E. S. (2018, September 29). Development and evaluation of 
community-based programs for young adults with developmental disabilities. Short course 
presentation at the American Occupational Therapy Association Pediatric Specialty 
Conference, Milwaukee, WI. 

• Boyer, S., & Popova, E. S. (2018, September 22). MOHO and martial arts: Informing OT 
practice through karate practice. Short course presentation at the Illinois Occupational 
Therapy Association Annual State Conference, Lisle/Naperville, IL. 
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• Duffy, L., Rosen, A., Popova, E. S., & Wescott, J. (2018, September 22). Promoting self-
determination and community integration in young adults with intellectual and 
developmental disabilities. Short course presentation at the Illinois Occupational Therapy 
Association Annual State Conference, Lisle/Naperville, IL. 

• Januszewski, C., Popova, E. S., Lee, J., & Taylor, R. R. (2018, September 22). Promoting 
positive client outcomes through interpersonal reasoning using the intentional relationship 
model (IRM). Short course presentation at the Illinois Occupational Therapy Association 
Annual State Conference, Lisle/Naperville, IL. 

• Popova, E. S., Ostrowski, R. K., & Taylor, R. R. (2018, September 21). Supporting child and 
family engagement in outpatient pediatrics using the intentional relationship model (IRM). 
Short course presentation at the Illinois Occupational Therapy Association Annual State 
Conference, Lisle/Naperville, IL. 

• Januszewski, C., Popova, E. S., & Taylor, R. R. (2018, June 16). Promoting active patient 
participation in rehabilitation. Poster presentation at the Psychiatric Rehabilitation 
Association 41st Annual Wellness and Recovery Summit, Denver, CO.  

• Januszewski, C., & Popova, E. S. (2018, May 22). Supporting client-centered practice 
through critical self-reflection: the intentional relationship model. World Federation of 
Occupational Therapy, Cape Town, South Africa. 

• Januszewski, C., Popova, E. S., Lee, J., & Taylor, R.R. (2018, April 21). Supporting client 
engagement in rehabilitation through critical self-reflection: The intentional relationship 
model. Short course presentation at American Occupational Therapy Association Annual 
National Conference, Salt Lake City, UT. 

• Popova, E. S., Wescott, J., Ostrowski, R. K. (2018, April 20). Development and evaluation of 
community-based programs for young adults with developmental disabilities. Short course 
presentation at American Occupational Therapy Association Annual National Conference, 
Salt Lake City, UT. 

• Popova, E. S., Melling, A., Win, M., & Colangelo, J. (2018, April 19). Interdisciplinary, 
community-based group for families with young children with Down syndrome. Poster 
presentation at American Occupational Therapy Association Annual National Conference, 
Salt Lake City, UT. 

• Popova, E. S., Ostrowski, R. K., Wescott, J., & Taylor, R. R.  (2018, April 19) Development 
and validation of the occupational self assessment-short form. Poster presentation at 
American Occupational Therapy Association Annual National Conference, Salt Lake City, 
UT. [The poster was selected for Young Scientist Theater presentation.] 

• Popova, E. S., Ostrowski, R. K., Wescott, J., & Taylor, R. R. (2017, November 11). 
Development and validation of the occupational self assessment – short form. Poster 
presentation at Illinois Occupational Therapy Association Annual State Conference, 
Bloomington/Normal, IL. 
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• Popova, E. S., Melling, A., Win, M., & Colangelo, J. (2017, November 11). 
Interdisciplinary, community-based group for families with young children with Down 
syndrome. Short course at the Illinois Occupational Therapy Association Annual State 
Conference, Bloomington/Normal, IL. 

• Wescott., J., Ostrowski, R. K. McNamara, N., Brumm, S., & Popova, E. S. (2017, November 
9). Program evaluation and development of community based groups for adolescents and 
young adults with Down syndrome. Short course at the Illinois Occupational Therapy 
Association Annual State Conference, Bloomington/Normal, IL. 

• Popova, E. S., Januszewski, C., & Lee, J. (2017, October 27). Evaluation of students’ 
therapeutic use of self using the clinical assessment of modes (CAM). Research panel 
presentation at the American Occupational Therapy Association Education Summit, Fort 
Worth, TX. 

• Popova, E. S., & Januszewski, C. (2017, October 21). The intentional relationship model: 
From classroom to practice. Invited speaker at the Consortium of Psychiatric Rehabilitation 
Educators (CPRE) Symposium, Rush University & University of Illinois, Chicago, IL. 

• Popova, E. S., Ostrowski, R. K., Wescott, J., & Taylor, R. R. (2017, October 13). Guiding 
client-centered goal setting using the occupational self assessment. Presentation at the 5th 
International Institute on Kielhofner’s Model of Human Occupation, MD Anderson Cancer 
Center, Houston, TX. 

• Popova, E. S., Ostrowski, R. K., Wescott, J., & Taylor, R. R. (2017, October 13). 
Development and validation of the occupational self assessment – short form. Poster 
presentation at the 5th International Institute on Kielhofner’s Model of Human Occupation, 
MD Anderson Cancer Center, Houston, TX. 

• Popova, E. S., & Taylor, R. R. (2016, October 28). The role of patient-provider interpersonal 
communication in facilitating patient participation in inpatient rehabilitation. Short course 
presentation at the Illinois Occupational Therapy Association Annual State Conference, 
Lisle/Naperville, IL. 

• Popova, E. S. (2015, February 16). Maximizing client engagement and treatment adherence 
in acute care. In-service presentation to multidisciplinary team of professionals on evidenced 
based approach to supporting active client engagement in acute care, University of Chicago 
Medical Center, Chicago, IL. 

• Chan, S. Oldenberg, J., & Popova, E. S. (2014, November 5). Constraint-induced movement 
therapy and intensive bimanual training therapy approaches to treatment of unilateral 
hemiplegia in children with cerebral palsy. Poster presentation at College of Applied Health 
Sciences Research Day, Chicago, IL. 

• Chan, S. Oldenberg, J., & Popova, E. S. (2014, October 25). Constraint-induced movement 
therapy and intensive bimanual training therapy approaches to treatment of unilateral 
hemiplegia in children with cerebral palsy. Poster presentation at Illinois Occupational 
Therapy Association Annual State Conference, St. Charles, IL. 
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• Chan, S. Oldenberg, J., & Popova, E. S. (2014, September 18). Constraint-induced movement 
therapy and intensive bimanual training therapy approaches to treatment of unilateral 
hemiplegia in children with cerebral palsy. Poster presentation at Aspire Kids, Hillside, IL. 

CLINICAL EXPERIENCE 
 
Occupational Therapist - Early Intervention 
Child and Family Development Clinic, Chicago, IL, February 2017 – Current 
Purposeful Play, Inc., Chicago, IL, May 2016 – Current 
• Collaborate with families of children with developmental disabilities (0-3 years) and the 

interdisciplinary team of early childhood providers on development and implementation of 
the occupational therapy treatment plan. 

• Assess and evaluate progress using standardized assessments (Peabody Developmental 
Motor Scales, Sensory Profile, Short Child Occupational Profile, Pediatric Volitional 
Questionnaire, etc.), observation, and parent interview to ensure evidence-informed treatment 
planning and tracking of therapeutic outcomes.  

• Supervise and mentor graduate and undergraduate students and volunteers.  
 
Fieldwork 2B Student - Inpatient Pediatric Rehabilitation 
Rehabilitation Institute of Chicago, Chicago, IL, April–June 2015 
• Evaluated and treated a diverse population of pediatric patients (0-18 years); commonly 

treated diagnoses included cerebral palsy, traumatic brain injury, spinal cord injury, and 
failure to thrive; collaborated with families and multidisciplinary rehabilitation teams during 
discharge planning; implemented intervention strategies to support patient participation 
during self-care and play activities through aquatic therapy. 

• Contributed to The Battery of Rehabilitation Assessments and Interventions (BRAIN) by 
conducting a literature review of validity, reliability and clinical utility of Motor-Free Visual 
Perception Test – 3 (MVPT-3) within inpatient pediatric settings. 

 
Fieldwork 2A Student - Acute Care 
University of Chicago Medical Center, Chicago, IL, January–March 2015 
• Evaluated and treated patients (21-98 years) admitted to hematology/oncology and 

neurology/neurosurgery acute care units; provided patient education to support participation 
and independence during self-care activities; fabricated protective splints; provided patient 
and caregiver training in home-exercise programs to support rehabilitation and safety upon 
discharge; contributed to discharge planning within a multidisciplinary team of healthcare 
providers. 

• Conducted a literature review, developed a case study, and delivered an in-service 
presentation for a multidisciplinary rehabilitation team on maximizing patient engagement 
and treatment adherence in acute care.  

 
Fieldwork 1B/C Student - Community Mental Health 
Thresholds, Chicago, IL, July 2014  
• In collaboration with an interdisciplinary Assertive Community Treatment (ACT) team, 

provided community-based, mental health services to individuals with mental health 
diagnoses transitioning out of a nursing home and towards independent living in the 
community; provided individual treatment targeted at increasing individuals self-efficacy and 
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independence during Activities of Daily Living (ADL) and Instrumental Activities of Daily 
Living (IADL). 

• Designed and implemented community-based IADL groups for individuals at Thresholds 
New Freedom Center; groups focused on development of self-management, self-advocacy 
and action planning. 
 

Fieldwork 1A Student - Intermediate Care Facility Mental Health 
Margaret Manor North, Chicago, IL, March – April 2014 
• Designed and implemented IADL groups for individuals with mental health diagnoses 

transitioning from the Intermediate Care Facility (ICF) to independent community living; 
groups targeted increasing self awareness of individual strengths and barriers during the 
transition process and improved action planning skills to support independence and 
participation in IADL. 

 
OTHER WORK EXPERIENCE 
 
Content Marketing – BlackBerry World 
BlackBerry Limited, Sunnyvale, CA, February 2012 – December 2013 
• Led and managed a team of content merchandizers to ensure consistent marketing and 

merchandizing of content on North American and global storefronts. 
• Collaborated with North American and global business development teams to ensure 

consistent featuring of strategic partner content; developed and implemented weekly and 
seasonal promotions of partner content on North American mobile storefronts; performed 
analysis of marketing strategy and performance.  

 
In-home Support for Children on the Autism Spectrum 
Self-employed, San Jose, CA, October 2011 – July 2013 
• Provided in-home support to children (5-9 years) diagnosed with autism spectrum disorder; 

supported participation in age-appropriate play and school preparatory activities. 
 
Executive Assistant 
Cellmania Inc., acquired by Research In Motion, Sunnyvale, CA, August 2005 – February 2012 
• Organized and prepared legal documents; proposed and implemented processes to increase 

efficiency during contract filing and retrieval; prepared quarterly reports and documentations 
for auditors, investors and partners. 

 
Therapist - Applied Behavioral Analysis (ABA) 
I Can Too! Learning Center, San Jose, CA, May 2010 – September 2011 
• Provided ABA services to children (2-9 years) diagnosed with the autism spectrum disorder. 
• Intervention methods included play-based approaches and naturalistic teaching strategies, 

relationship development intervention (RDI) based games, discrete trial teaching (DTT), 
picture exchange communication systems (PECS), pivotal response training (PRT), and other 
social skills training techniques. 
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COMMUNITY SERVICE 
 
Board of Managers – GiGi’s Playhouse - Chicago 
Vice President - Chicago, IL, January 2019 – Current 
• Supervise and mentor the Director of the GiGi’s Playhouse – Chicago; conduct organization 

and program level needs assessment and program evaluation to identify and address gaps in 
programing and organizational structure.  

Chair of Programs - Chicago, Chicago, IL, November 2015 – Current 
• Establish an interdisciplinary therapeutic programs committee. 
• Establish partnerships with community-based (North Centre Chamber of Commerce) and 

academic organizations (University of Illinois at Chicago, Rush University, Northwestern 
University, Chicago State University). 

• Establish and monitor long-term and short-term goals for educational and therapeutic 
programs; conduct program level evaluation to ensure sustainability and quality of 
programming.  

 
Volunteer – Therapeutic Programs 
GiGi’s Playhouse - Chicago, Chicago, IL, January 2014 – Current 
• Collaborated with an interdisciplinary team of volunteers (occupational, physical, and speech 

therapists and students) to establish 11 therapeutic programs for young children, adolescents, 
and adults with Down syndrome.  

• Supervised and mentored undergraduate and graduate student volunteers to ensure 
evidenced-based and purposeful therapeutic programing across the age-span, including: 

o Leadership Education in Neurodevelopmental and Related Disabilities (LEND) 
Program at University of Illinois at Chicago 

o Health and Diversity and Academy Fellows at University of Illinois at Chicago 
o Doctoral students in occupational therapy during an advanced clinical practicum 
o Masters students in occupational therapy during Fieldwork Level 1A 

• Supervised and mentored graduate students in program evaluation and knowledge 
dissemination through presentation of existing efforts at state and national conferences.   

 
Volunteer – Program Evaluation Consultant 
New Focus – Anixter Center, Chicago, IL, September – December 2015 
• In collaboration with a multidisciplinary leadership team, developed a program evaluation 

plan for the New Focus – Traumatic Brain Injury day-rehabilitation program.  
 
Volunteer – Pediatric Transitional Care 
Almost Home Kids, Chicago, IL, October 2013 – December 2015 
• Developed and implement play-based activities for young children and adolescents with 

complex medical needs. 
 
Volunteer – Outpatient Occupation Therapy 
Trumpet Behavioral Health, San Jose, CA, October 2011 – March 2013 
• Assisted the primary occupational therapist with activity setup during fine and gross motor 

tasks. 
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Volunteer – Pediatric Rehabilitation Center 
Oakland Children’s Hospital, Oakland, CA, September 2009 – May 2010 
• Assisted occupational and physical therapists during inpatient and outpatient therapy sessions 

with a wide age-range of clients (premature infants to adolescents); prepared and set up 
equipment, filed medical records. 

 
Volunteer – Classroom Assistant/Tutor 
Saint Martin de Porres Elementary, Oakland, CA, September 2009 – May 2010 
• Worked with 3rd grade students during class time activities in language arts, mathematics, 

and social studies; assisted students (K-5) with homework completion and participation in 
extracurricular activities. 

 
Volunteer – Kids Club Facilitator 
Next Door Solutions to Domestic Violence, San Jose, CA, August 2008 – February 2010 
• Developed and implemented recreational activities for preschool and school-aged children 

(2-15 years); provided childcare services at a safe-home site for young children and 
adolescents (2-18 years). 

 
EXTERNAL SERVICE 
• Invited Reviewer – British Journal of Occupational Therapy, April 2019 - Current 
 
AWARDS, HONORS and ACHIEVEMENTS 
• “Raise the Baar “Service Award, GiGi’s Playhouse – Chicago, December 2019 
• Applied Health Sciences Community Partner Award on behalf of GiGi’s Playhouse Chicago, 

University of Illinois at Chicago, May 2018 
• Urban Allied Health Academy Fellow, University of Illinois at Chicago, July 2015 
• Dean’s Honor List, University of California, Berkeley, Fall 2008 through May 2010 
• Highest Distinction Honors in Psychology, University of California, Berkeley, May 2010 
• Highest Distinction Honors in General Scholarship, University of California, Berkeley, May 

2010 
 

CERTIFICATION and TRAINING 
• Autism Diagnostics Schedule, 2nd Education (ADOS-2) training, April 2019 
• Certified Leader of Stanford's Chronic Disease Self Management Program (CDSMP), 

January 2014 
• Professional Assault Crisis Training (Pro-ACT), August 2011 
• Level I Certificate: Introduction to Pivotal Response Treatment (PRT), August 2011 
 
PROFESSIONAL AFFILIATIONS 
• Illinois Occupational Therapy Association (ILOTA), August 2013 – Current  
• American Occupational Therapy Association (AOTA), August 2013 – Current  


