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ABSTRACT

THE PROCESS OF ADOPTION OF THE FAMILY-CENTERED
MODEL AMONG SERVICE PROVIDERS

By

Nicole Elizabeth Allen

Currently, a family-centered model of service delivery, requiring a strengths-focus
and the active inclusion of families in the service delivery process, is being applied to
diverse service delivery domains. Although providers have a generally positive attitude
toward the family-centered model (e.g., Roush, Harrison, & Palsha, 1991),
professionally-centered or child-centered service delivery is still predominant in the
traditional human service system (e.g., Mahoney & O’Sullivan, 1990). It is important to
understand which conditions facilitate the adoption of this model since this style of
service delivery leads to improved client outcomes (e.g., Trivette, Dunst, & Hamby,
1996). This study examined the process of adoption of the model, considering predictors
of provider attitude toward the family-centered model, and predictors of providers’
current service delivery practices. Examination of survey data from 121 providers across
32 diverse human service agencies illustrates that providers’ attitudes are influenced by
their professional training, and their perception of the flexibility and autonomy in their
organizational environment, but not by their tenure in their organization. Providers who
had a positive attitude toward the family-centered model and providers who were
members of an interagency team were more likely to employ family-centered practices.

The implications of these findings for facilitating adoption are discussed.



For all human service providers who persevere in providing

empowering services to families.
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OVERVIEW

There is currently a movement in the human service delivery system to a family-
centered, strengths-based model of service delivery' (Flint, 1993; Nelson & Allen, 1995).
This model requires a focus on strengths and unmet needs versus client deficits (Dunst,
Johanson, & Trivette, 1991). The family-centered model also requires that families guide
the services they receive, and that clients’ natural support networks are involved in the
service delivery process (Dunst, Johanson, & Trivette, 1991). Finally, the family-
centered model advocates that interagency partnerships exist in the delivery of services
(Rounds, 1991). Even though this service delivery model can improve client outcomes
(Trivette, Dunst, & Hamby, 1996), and is recognized by professionals as a desired model
for services (Bailey, Buysse, Edmonson, & Smith, 1992; Bailey, Buysse, Smith, & Elam,
1992; Roush, Harrison, & Palsha, 1991), service providers are in various stages of
delivering services according to the tenets of the family-centered model (Cohen &
Lavach, 1995; Krehbiel, Munsick-Bruno, & Lowe, 1991; McBride, Brotherson,

Joanning, Whiddon, & Demmitt, 1993; Mahoney & O’Sullivan, 1990; Mahoney,

"tis important to note that there are several current strengths-focused models of service delivery (e.g.,
strengths-based, person-centered, the Wraparound process) that share the central components of the family-
centered model as operationalized in this study. This study refers to this innovative empowerment model
of service delivery as the family-centered model, but focuses on the tenets of the model that are shared
goals among all of the strengths-focus movements.



2

O’Sullivan, & Fors, 1989). Considering that service providers are the direct link to
families in service delivery (Nelson & Allen, 1995), and can act as system change agents
in diffusing this model (Bailey, Buysse, Edmondson et al., 1992) understanding what
contributes to their adoption of the family-centered model is critical if widespread
application of this model is to occur.

While individual provider attitude toward the family-centered model is generally
positive (e.g., Bailey, Buysse, Edmonson et al., 1992; Roush, Harrison, & Palsha, 1991),
the current literature has not yet established a link between provider attitude and actual
behavior (Cohen & Lavach, 1995). Further, the existing literature has not yet explored
provider attitude with individuals from a diverse array of service domains, and has not
established what variables influence provider attitude toward the family-centered model.
Finally, the literature has not examined what factors may translate positive attitude
toward the model into actual family-centered practice. Given that the history of service
delivery reform is not a promising one, and that many attempts at transforming service
delivery have not been successful (Foster-Fishman & Keys, 1997), the process of
transition to family-centered practice needs to be better understood if the hope is to
facilitate this shift in service delivery philosophy.

In this study, the process of adoption of the family-centered model refers to two
factors involved in the adoption of an innovation (Rogers, 1995): attitude toward the
innovation and actual behavior, or service delivery practice. This study considered three
components that potentially impact the process of adoption of the family-centered model

among service providers: a) characteristics of the service provider (i.e., tenure and
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professional training) which impact attitude, b) the context/ecology in which the change
is expected (i.e., organizational environment) which impacts attitude, and c) the impact of
provider involvement in an alternate ecology (i.e., family-centered interagency teams) on
translating a positive attitude toward the model into actual family-centered practice.

The first component considered characteristics of the provider, for example,
his/her experience in human service. There is evidence to suggest providers’
characteristics, such as tenure (e.g., Foster-Fishman & Keys, 1997) and professional
training background (e.g., Bailey, Palsha, & Simeonsson, 1991), are related to their
attitude toward the family-centered model and their willingness to deviate from the status
quo of human service delivery in their field. Given that implementing the family-
centered model requires change not only in individual providers, but in their service
organizations as well (Bailey, Buysse, Edmonson et al., 1992; Nelson & Allen, 1995), it
is essential to look beyond characteristics of the individual in understanding the
predictors of attitude. The second component considered that providers may be
constrained or supported by their organizations in implementing the family-centered
model, making it imperative to look at providers’ perceptions of the flexibility of their
work settings (Senge, 1990). Finally, the family-centered model requires interagency
cooperation and communication (Rounds, 1991). This has led to the development of
interagency service teams across the country. This is particularly important as the
interagency team may provide an alternate ecology for the implementation of the family-
centered model (Westby & Ford, 1993). This alternate ecology may provide a setting

with norms for service delivery and working with families that differ from the norms in a
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provider’s home organization. Therefore, the third component considered that personal
involvement in interagency teams impacts adoption of family-centered practices by
increasing personal experience and commitment to the change initiative (Rogers, 1995).
The impact of interagency team membership was examined in two ways: First, team
membership was examined as instrumental in translating providers’ positive attitudes
toward the family-centered model into actual family-centered practice. In other words,
being on a team may moderate the relationship between attitude and behavior. Second,
the direct impact of team membership on the adoption of family-centered practices was
examined.

This study addressed the following research questions: a) What predicts provider
attitude toward the family-centered model? b) Is provider attitude toward the family-
centered model related to their service delivery practices? and ¢) What role does
interagency team membership play in influencing the adoption of family-centered
practices?

To answer the proposed research questions, this study utilized an existing data
base from a larger County-wide human service delivery system evaluation. The data for
this study was collected from 121 service providers across 32 organizations which
represent a variety of human service delivery domains (e.g., physical health, mental
health, education). The examination of these research questions has led to a greater
understanding of: a) the relationship of both provider characteristics and organizational
environment to provider attitude and b) the impact of interagency team membership and

attitude on the adoption of family-centered practices.



5

The following literature review will begin by providing background information
regarding the requirements of the family-centered model, and how this model deviates in
ideology and practice from the traditional human service system. This will be followed
by a brief review of the efficacy of this model. Finally, a review of the literature relevant
to the components of adoption detailed above will be presented: First, the predictors of
attitude toward the family-centered model will be discussed. Second, the potential role of
interagency team membership in translating provider attitude toward the model into

actual practice will be explored.



Chapter 1

LITERATURE REVIEW

ist i h ily-

Public Law 99-457, federal legislation passed in 1986, requires that service
providers actively include families in the development and execution of early intervention
family services. While this law was written for cases in which a child or young adult has
a developmental disability, similar movements are seen in the human service sector in
various areas of intervention, including cases of chronic health problems (e.g., Brewer,
McPherson, Magrab, & Hutchins, 1989; Krehbiel, et al., 1991), families “at risk” for
child abuse or neglect (e.g., Nelson & Allen, 1995; Scannapieco, 1994), a range of
emotional and physical disabilities (e.g., Friesen & Koroloff, 1990; Numinen, Haas,
Yaroch, & Fralick, 1992), and in early education efforts (e.g., Pizzo, 1990).

There has been growing recognition that traditional human service approaches
have failed to reduce rates of child abuse, delinquency, and school drop-out (Weissbourd,
1990). Consequently, many initiatives in the human service system are consistently
moving toward utilizing a family-centered model which encompasses the requirements of
P.L. 99-457, and redefines the potential role of families in intervention (Bailey, Buysse,
Edmonson, & Smith, 1992; Nelson & Allen, 1995). As of 1993, sixteen states across the
United States have created policy that requires human service agencies to adopt a family-

6
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centered model, strengths-based model in the delivery of services (Flint, 1993).

The family-centered model includes four central components that significantly
distinguish it from the traditional service delivery paradigm: a) consumer driven
intervention, b) active family involvement, c) a focus on the family’s strengths and needs
rather than its deficits, and d) interprofessional partnerships that include families (Dunst,
Johanson, & Trivette, 1991; Rounds, 1991). In addition, this style of service delivery
challenges providers to see their clients at times and locations that are convenient for
family members (Cohen & Lavach, 1995; Nelson, Landsman, & Deutelbaum, 1990).
This may include going to a client’s home or community at a time outside of the
traditional business day.

Kaiser and Hemmeter (1989) suggest that the adoption of the tenets of Public Law
99-457 (the driving legislation of the family-centered model) can pose significant
challenges for service providers. Among these challenges are the lack of comprehensive
family intervention models in traditional human service, and a lack of training of
providers to work in a family-centered manner with families. To begin to understand
why transition to the family-centered model poses this challenge to providers, the
contrasts between traditional human service and the family-centered model must be
detailed.

Counsidering the Traditional H Service Deli .

The adoption of the family-centered model requires more than a simple

introduction of the model to human service organizations and human service providers.

This model challenges many of the fundamental assumptions made in the traditional
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human service system and represents a philosophical shift in the way services should be
delivered (Bailey, Palsha & Simeonsson, 1991; Brewer et al., 1989; Dunst, 1985). These
include assumptions about professional role, the role of the family, and the appropriate
target of early intervention (Dunst, 1985; Humphry, 1995; Nelson & Allen, 1995).
Challenging such fundamental assumptions can create great difficulty in the diffusion of
an innovation (Bartunek & Moch, 1987; Foster-Fishman & Keys, 1997; Pelton, 1992;
Rogers, 1995). Generally speaking the traditional human service delivery system
contrasts the family-centered model in both ideology and practice.
Contrasts in [deology

Ideologically, the family-centered model emphasizes that families have the
fundamental right to direct the services they receive. This provides the family with a
voice and a role in service delivery that is not present in the traditional system where the
professional is viewed as the sole expert ( Dunst, 1985; Tyler et al., 1983). In this way,
the traditional system can be characterized as professionally-centered. Dunst, Johanson,
and Trivette (1991) compare professional-centered and family-centered service delivery
by indicating that family-centered service delivery is characterized by the professional
being the agent of the client. In the professional-centered model, the role of the family is
to trust the expertise of the professional, and receive what they have to offer often without
a voice in the process. It would be remiss to discount this style of intervention as entirely
unhelpful, but while its aim is to help, it also may lead to a “learned helplessness” in the
receiver or an increased dependence on the helping situation (Dunst & Trivette, 1987,

Tyler et al., 1983). Again, the family-centered model believes families will become
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enabled and empowered through their active participation in the service delivery process
(Andrews & Andrews, 1993; Dunst & Trivette, 1987; McBride et al., 1993; Nelson &
Allen, 1995).

Another distinguishing feature of the family-centered model is that the ecology of
the family/natural support network is often considered an asset. According to the family-
centered model, the family ecology can not be overlooked, nor should it be minimized or
peripheral to the goals of early intervention (Dym, 1988; Garbarino, 1988). In the
family-centered model, the belief is that all family members should be viewed as an asset
in the service delivery process, and as experts on what they need from the intervention.
This is often not the case in the traditional human service delivery system.

Finally, the family-centered model calls for a focus on strengths and needs versus
client deficits. This represents a significant departure from the traditional human service
system where the identification of client/family dysfunction informs the development of a
service plan (Tyler et al., 1983). By focusing on strengths, the provider views the
family’s capabilities and potentialities, and works with the family to design an
intervention that capitalizes on these strengths.

. in Practi

In practice, the family-centered model emphasizes the families active involvement
in service delivery, and stresses that the priorities, strengths, and goals of the consumer
guide the service provided (Dunst et al., 199; Krehbiel et al., 1991; Scannapieco, 1994).
In family-centered practice, the family should be involved in all phases of the

intervention including assessment and planning for services (e.g., determining the goals
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of service delivery). Further, partnerships should be developed between human service
professionals and clients/families. This is not the case in traditional service delivery
where the services provided are typically directed solely by the professional. The
inclusion of the entire family in the design and implementation of services empowers the
family, enabling the family to self-advocate and have control over the helping
relationship (Trivette et al., 1996; Weissbourd & Kagan, 1989).

In addition, the family-centered model challenges the provider to focus not only
on the client, but on the whole family unit (Weissbourd, 1990). For example, when
considering early intervention, a child-centered model focuses on the child in need.
Typically, the service provider completes an assessment of the child, develops a treatment
strategy for the child, and then intervenes with the child as the primary focus of
intervention (Dunst, 1985; Friesen & Koroloff, 1990). The family may be involved
periodically, but most likely only as it relates to the child as the target of the intervention
or as the “cause” of the child’s problems. In the latter case, the family is thought of as
patient rather than partner in the development and implementation of services (Friesen &
Koroloff, 1990). In contrast, the family-centered model calls on service providers to
recognize that a child is embedded in the context of his/her family (Bronfenbrenner,
1986), and that the strengths and needs of the entire unit must be considered in the design
of services.

In summary, there are three major departures of the family-centered model from
the traditional human service system that involve contrasts in both ideology and practice:

a) the active and central role of the family in guiding service delivery, b) the shift to a
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focus on the family unit and the natural support network from a focus on only the child,
and c) a focus on strengths and unmet needs rather than deficits. The inclusion and
pivotal role of families in this model may be one of the greatest areas of difficulty for
providers who are asked to shift to this model. For example, Roush, Harrison and Palsha
(1991) found that while providers generally support all other components of the family-
centered model, they disagree that a parent’s priority should be given more weight when
there is a discrepancy between the priority of the parent and the priority of the
professional.

A focus on strengths and unmet needs is also a challenge for providers given that
reimbursement for services often demands a diagnosis and identification of dysfunction
(Adams & Nelson, 1995). Thus, it is a significant challenge for providers to have a
family-centered focus when their environment demands the opposite. Foster-Fishman,
Salem, Allen, and Farhbach (under review) found that a provider’s perception of the
external environment (e.g., funders, policy makers, other organizations’ leaders) being
supportive of a strengths-based model of service delivery was the greatest predictor of
whether they thought that the strengths-based/family-centered model would have a
positive impact for themselves and their clients.

There may be many areas of relearning and retraining that are necessary for
providers who are attempting to integrate the tenets of the family-centered model into
their practice (Weissbourd, 1990). Considering the incompatibility of the norms and
practices of the traditional human service environment and the family-centered model the

adoption of this innovation is not an easy process for providers. The movement to a
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family-centered model of service delivery requires a great deal of flexibility on the part of
individual families, service providers, and state and local human service systems (Nelson
& Allen, 1995; Pelton, 1992).

The Importance of Collaboration, In addition to the changes in individual
practice, service providers are increasingly called to work cooperatively with other
providers in delivering services. In its implementation, family-centered intervention
involves two important practices regarding partnerships (Rounds, 1991). First, service
delivery must include family/professional relationships. This requires not only that the
family is an integral part of a partnership with the professional, but that the family’s voice
guides the intervention. Second, service delivery must include interprofessional and
interagency partnerships. This requirement of the family-centered model has led to the
development of early intervention interagency teams that attempt to implement family-
centered interventions and facilitate communication between both service providers and
families.

Concurrently, the need for interagency cooperation is being increasingly called for
in diverse areas of intervention (Brassard & Gelardo, 1987; Nelson & Allen, 1995; Skaff,
1988). In response to the increasing needs of children and families, especially those with
economic needs, interagency coordination has become a central component to effective
intervention (Paavola, 1996). Brassard and Gelardo (1987) suggest that when community
agencies function as a network in providing preventive and supportive services they may
reduce negative stress on families “at risk”. In a nationwide study of 15 programs

concerning service delivery to seriously emotionally disturbed youth, MacFarquhar
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(1993) found that interagency collaboration was most often cited by providers as
contributing to the success of individualizing services for these youth. This study also
found that reeducating providers to consider each youth’s situation individually and to
respond creatively was the greatest challenge. This finding is relevant to family-centered
service delivery given that the individualized planning for families is a central component
of this model (Deal, Dunst, & Trivette, 1989).

The use of interagency teams provides a setting where individuals can have a
diversity of needs met, and providers can exchange information and work collectively to
provide services to clients. Pandiani and Maynard (1993) found that the existence of
interagency teams has a positive impact on interagency collaboration, on the service
system, and on the actual services provided to children. However, they did not find
significant improvement in family involvement in the service delivery process, in stable
relationships between children and care givers, and in the quality of staff. This study
highlights some of the areas of positive impact of the existence of teams, and some
potential areas for improvement in interagency team interventions. Garshelis (1993)
found that Individualized Plans (IP) created by interagency teams matched mother’s plans
better than individual providers’ IP’s, indicating that teams may more effectively
implement this practice than individual providers acting alone. Both of these studies
suggest that interagency teams have a positive impact on consumers, but further
investigation on the role of team membership on individual provider practices needs to be

done.
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Effi f the Family-C | Model of Service Del;

The efficacy of the family-centered model, and the positive implications for
consumers served from a family-centered paradigm have begun to be established across
different service domains (Bradley, 1983; Marcenko & Smith, 1992; Scannapieco, 1994;
Trivette et al., 1996; Weiss & Jacobs, 1988; Weissbourd & Kagan, 1989). For example,
Trivette et al. (1996) found that consumers who were receiving services from a family-
centered organization compared to a traditional professional-centered organization were
more likely to feel empowered by the service delivery process, indicating greater control
over accessing needed resources. In the field of child abuse and neglect, Scannapieco
(1994) found that home-based family-centered services had a positive impact on family
functioning, and were effective in reducing out of home placement of children with both
low and high risk families.

Given increasing evidence of the efficacy of this model and the benefits to
consumers, it is essential to better understand the factors that influence and/or facilitate
the adoption of the family-centered model by human service providers. A first step in
understanding the process of adoption of this innovative model is to attend to provider’s

attitude toward the model.

Understanding attitude change is a necessary component of and a precursor to the

adoption of an innovation (Meyer, 1996; Pecora, Delewski, Booth, Haapala, & Kinney,
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1985; Rogers, 1995) 2. In fact, both Meyer (1996) and Rogers (1995) suggest that a

positive attitude toward an innovation is an essential factor in the successful
implementation of the innovation. This assertion is evidenced in research in a variety of
domains. For example, in their study of providers beliefs about the family-centered
model, Humphry and Geissinger (1993) suggest that the degree to which occupational
therapists’ attitudes are consistent with the family-centered model will influence their
ability to implement this approach. In work with teachers, Fuller (1969) (as cited in
Bailey et al., 1991) asserts that the concerns that a teacher might have about a practice or
procedure can be influential in their desire to learn about it or to implement it. In
addition, Armenakis, Harris and Mossholder (1993) suggest that the perceived
desirability of a change is an important predictor of a change being adopted. Further,
they advise that a critical first step in facilitating readiness for a change is the creation of
the appropriate attitudes and beliefs in organizational members.

Examining provider attitude toward the family-centered model is an important
component when considering the process of adoption. It may be that having a positive
attitude toward the family-centered model precedes integrating the tenets of the model
into practice. The existing literature on the family-centered model has begun to assess
providers’ attitudes toward the family-centered model in certain service delivery

domains.

2 In the proposed study provider attitude refers to beliefs, concerns, and values that providers have
regarding the family-centered model.
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Provider Attitude Toward the Family-C | Model

Current research indicates that service providers working in early intervention in
the field of developmental disabilities support the family-centered model, and generally
have a positive attitude toward the model (Bailey, Buysse, Edmondson et al., 1992;
Bailey, Palsha & Simeonsson, 1991; Humphry, 1993; McBridge et al., 1993; Pecora,
1985; Roush, Harrison & Palsha, 1991). For example, Roush et al. (1991) found that
over 95% of their 203 preschool professional respondents indicated that they agreed or
strongly agreed with statements indicating that families require individualized service
approaches, that families should be equal partners in designing service delivery, and that
effective interdisciplinary collaboration is an essential part of effective service delivery.
Similarly, Bailey, Buysse, Edmondson et al. (1992) found that on a continuum, providers
preferred family-centered practices to more traditional practices. These “ideal” practice
ratings did not differ significantly from family’s ratings of ideal practices. In addition,
Bailey, Buysse, Edmondson et al. (1992) found that providers recognized that traditional
service delivery needed to shift to meet these desired practices. Pecora et al. (1985)
demonstrated that in a fairly short training period providers’ attitudes shifted significantly
to agreement with a family-centered philosophy. Although this does not demonstrate a
lasting attitudinal change, it does illustrate providers’ responsiveness to this philosophy
of service delivery.

While the existing literature reports generally positive attitudes toward the family-
centered model among service providers, these studies (e.g., Bailey, Buysse, Edmonson

et al., 1992; Bailey, Buysse, Smith et al., 1992; Roush et al., 1991) were generally
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conducted with a subset of providers who were part of organizations or service delivery
programs that were directly impacted by Public Law 99-457, and mandated to provide
services in accordance with the family-centered model (e.g., they were part of an
organization that provided services primarily to individuals with developmental
disabilities). The generalizability of these attitude findings to service providers from a
variety of service domains must be applied cautiously. Currently, providers from a
diversity of service domains (e.g., child protective services, mental health) with a variety
of professional training backgrounds (e.g., social worker, educator, health professional)
are asked to use family-centered philosophy and practice. This diverse array of providers
is likely to exhibit more variability in attitudes toward the family-centered model given
that the model is very newly applied to these domains of service delivery. This is
important to attend to given that providers’ professional training backgrounds (e.g., social
work, education, health professions) are related to their attitude toward the family-
centered model (Bailey, Buysse, Edmondson et al., 1992; Bailey, Simeonsson, Yoder, &
Huntington, 1990; Bailey, Smith et al., 1992).

Given that attitude change is a necessary precursor in the adoption of an
innovation (Armenakis, Harris & Mossholder, 1993; Meyer, 1996; Rogers, 1995), it is
important to better understand the predictors of provider attitude toward the family-
centered model. Attending to those factors that predict provider attitude toward the
family-centered model may indicate how a positive attitude toward the family-centered
model can be facilitated. In the existing literature on the family-centered model and on

human service delivery reform a few variables have been identified that may impact
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provider attitude toward the family-centered model. These include the provider’s tenure,
professional training background and their perceived flexibility and autonomy in their
organizational environment.
Predi £ Provider Attitud

Providers’ Tenure in Their Human Service Organizations. Research has shown
that provider’s tenure is negatively correlated with adoption of innovation in the human
service system (Ban, 1995; Foster-Fishman, 1994). More tenured employees are more
likely to defend the status quo than to embrace innovative approaches in service delivery
that challenge the traditional system (Foster-Fishman & Keys, 1997). Roush et al. (1991)
found that the service providers they surveyed all indicated that less emphasis was placed
on family-centered issues than they felt was ideal. However, providers with more tenure
in their service organization rated the current practice of the organization to be more
family-centered than did providers with fewer years of experience. One explanation
suggests that among the providers with more years of experience in human service, the
status quo of family involvement in their organization may be closer to what they
consider “ideal” while providers with less tenure are rating the same levels of family
involvement as inadequate. Subsequently, those providers with more experience in the
human service delivery system are likely to be more resistant to the changes involved in
shifting to the family-centered model. They are not likely to have a positive attitude
toward the change as it deviates from the norms in practice they have engaged in for

years (Bailey, Buysse, Edmonson et al., 1992).
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Provider’s Professional Training Background, Another important variable

influencing provider attitude toward the family-centered model is the provider’s
professional training background (Bailey et al., 1990). Nelson and Allen (1995) state that
movement to a family-centered model of service delivery requires a redefinition of
professional roles so that providers are more responsive to family needs, and more
respectful of family’s strengths. This need for this redefinition is likely to be different
depending on the field in which a provider has been trained. Certain disciplines are better
prepared to engage in work with families. For example, Bailey et al. (1990) found that
nurses and social workers receive the greatest amount of professional training in working
with families. Bailey et al. (1991) similarly found that social workers and nurses
perceived themselves as more competent in working with families than educators and
allied health professionals. Further, they found that providers’ self-ratings of their skill in
working with families and the discipline they were trained in were significantly correlated
with the degree to which they valued roles that involved working with families. It
appears that individuals are more likely to value that which they feel prepared to do.
Considering the diversity of professional training for different roles in human service
delivery (Bailey, Buysse, Edmonson et al., 1992; Mahoney, O’Sullivan, & Fors, 1989), it
is important to examine provider’s professional training history in relationship to provider
attitude toward the family-centered model.

In a similar fashion, another aspect of provider professional training that may
impact provider attitude toward the family-centered model is the degree to which family-

centered practice requires behaviors that are inconsistent with the practice norms of a
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given discipline (Bailey, Buysse, Edmonson et al., 1992). In being asked to implement
the family-centered model, professionals are asked to incorporate new behaviors into
their practice that may contrast their current service delivery practices (Dunst, 1985), or
what is traditionally expected by their professional role. For example, Brown, Pearl and
Carrasco (1991) report that one of the main barriers to the implementation of family-
centered care in Neonatal Intensive Care Units (NICU) is perceived professional role.
Therefore, the developmentalists on staff in the NICU are more likely than the physicians
to have a positive attitude toward the family-centered model. It is possible that the
physicians do not perceive collaboration with families as normative in their field while
developmentalists may.

In summary, professional training background is likely to impact provider attitude
toward the family-centered model because of differences in training (e.g., the amount of
training provided to work with families), and because of differences in the degree to
which the tenets of the family-centered model are divergent from the practice norms of a
given field. It is important to note that very little research has examined this relationship.
Building upon the work of Bailey et al. (1990), and Bailey et al. (1991) who found that
social workers and nurses had a more positive attitude toward tenets of the family-
centered model than other professionals this study examined this relationship, and
explored some other professional training background differences.

Organizational Environment. The context in which the shift to the family-
centered model is expected must also be examined in understanding what factors

influence provider attitude toward the family-centered model (Bailey, Buysse, Edmonson
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etal., 1992; Cohen & Lavach, 1995; Pelton, 1992). One central component of a

provider’s context is the environment of his/her service organization. Nelson and Allen
(1995) conjecture that the greatest threat to family-centered family preservation initiatives
are the inhospitable environments of large bureaucratic service delivery organizations.
This punctuates the need to attend to the organizational environment when considering
providers’ attitudes toward the family-centered model.

Schneider, Brief, and Guzzo (1996) suggest that organizational culture, the
prominent attitudes and beliefs of an organization (Louis, 1981), can be impacted by
manipulating the aspects of employees environment that they can describe, including
practices and procedures. The notion is that tangible elements of the organizational
environment (e.g., rules, regulations, policies) will impact the belief system of the
members of an organization. When considering provider attitude toward the family-
centered model, two aspects of the organizational environment are especially important:
a) providers perceiving flexible policies and practices of the organization and b) providers
perceiving themselves as autonomous.

A flexible organizational environment is essential in facilitating members
adoption of a new behavior (Senge, 1990). A lack of administrative support
demonstrated by rigidity in policies and practices is thought to be one of the main barriers
to the implementation of family-centered practice (Bailey, Buysse, Edmonson et al.,
1992). Nelson and Allen (1995) suggest that “changes in agency practice and procedures
are needed to support new professional roles and relationships with families” (p. 112).

Mahoney, O’Sullivan and Fors (1989) assert that administrators need to modify their
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rules and regulations to enable providers to spend more time working directly with
families. In their study, thirty percent of the 344 direct service providers they surveyed
reported that they spent no time with families in a typical week. Organizational
constraints, such as a lack of time to spend directly with families, do not allow for family-
centered practice to be implemented by providers. These constraints may limit providers
flexibility to see clients in alternate settings (e.g., in their home or community) or to see
clients outside of the traditional business day.

If flexible policies and practices that allow family-centered practice to ensue do
not exist, this may indicate to providers that this model of service delivery is not valued
in their organizational system. Given that organizational members are impacted by their
organizational context (e.g., Louis, 1981; Schneider, Brief, & Guzzo, 1996) the devaluing
of family-centered practice may directly impact providers’ attitudes toward the family-
centered model, and their perception of this model as a desirable change.

In addition, a provider’s sense of autonomy in their organization is essential when
introducing a change (Senge, 1990). This element of the organizational environment
speaks to the extent to which employees feel they have control and influence within their
work environment. Cohen and Lavach (1995) suggest that reform of the service delivery
system requires organizational strategies that include democratic management principles
that empower staff to engage in collaborative relationships with families and with other
providers. This sense of autonomy in staff regarding the provision of services to families
is essential as providers who feel more autonomous are also more likely to feel open to

change and to support a change initiative (Hage & Aiken, 1966; Senge, 1990).



23

Subsequently, the degree to which provider’s feel empowered to work with families in
ways that deviate from the traditional system of service delivery may also impact their
adoption of a positive attitude toward this change.

Addressing providers’ perceptions of the flexibility and autonomy in their
organizational environment is essential in understanding the process of adoption of the
family-centered model. The examination of the relationship between these perceptions
and providers’ attitudes toward the family-centered model may provide evidence that the
organizational environment must provide support, flexibility and autonomy to service
providers if they are expected to integrate the tenets of the family-centered model into
their work with families.

Summary of the Predictors of Attitude. In summary, provider tenure, professional
training background and organizational environment may impact provider attitude toward
the family-centered model. Given that tenure within human service is generally
associated with a stronger adherence to the status quo, and a greater resistance to change,
providers’ tenure is likely to impact attitude toward the family-centered model (Ban,
1995; Foster-Fishman, 1994). Considering that there is a great deal of variability in the
ideology and practice in different fields, and differential preparation to work with
families, provider’s professional training background may also impact attitude (Bailey, et
al. 1991; Bailey, Buysse, Smith et al., 1992). Finally, the providers’ perceptions of the
degree of flexibility and autonomy in their organizational environment may predict
providers’ attitudes toward the family-centered model. Although it is important to

understand the predictors of attitude, it is also necessary to address and explore the lack
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of connection between attitude and behavior in the current literature on the family-
centered model.
lati . vi . vi

The current literature on the family-centered model has not yet established a link
between provider attitude toward the family-centered model, and their actual service
delivery practice. While some service providers appear to recognize the value of the
family-centered model of service delivery for clients, and endorse the application of this
model to early intervention work (e.g., Bailey, Buysse, Edmonson et al., 1992; Bailey,
Buysse, Smith et al., 1992; Roush et al., 1991), they do not necessarily implement this
philosophy into their practice (Bailey, Buysse, Edmonson et al., 1992; Mahoney &
O’Sullivan, 1990; McBride et al., 1993). In fact, there is evidence to support that the
majority of early intervention programs continue to use a child-centered clinical
intervention model with a fairly limited inclusion of families (Mahoney et al., 1989;
Mahoney & O’Sullivan, 1990). In addition, research has demonstrated that there is a
discrepancy between providers’ beliefs and attitudes regarding ideal family-centered
practice, and their actual practice (Bailey, Buysse, Smith et al., 1992; Balcazar, Keys, &
Henry, 1991; Mahoney & O’Sullivan, 1990; McBride et al., 1993). In their qualitative
study, McBride et al. (1993) found that only five of 14 professionals that participated in
their study made statements that illustrated that their first priority was to the child. They
interviewed both professionals and parents, and found that although professionals
understood and endorsed the family-centered model, they were less likely to put it into

practice. McWilliam and Snyder (1995) found similar evidence that service provider
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practice is not yet consistent with the tenets of the family-centered model. They
distributed a survey to families, and found that families were not included in the service
delivery process to the extent that they wanted to be. Together, these studies indicate that
current practice is not yet consistent with the family-centered model as desired by
families or by service providers, however, this literature does not examine if there is a
functional relationship between attitude and behavior.

The current literature on the family-centered model has only begun to illuminate
the factors involved in influencing service provider adoption of family-centered practice.
Although attitude change is one component necessary for this transformation in service
delivery to take place ( Pecora, et al., 1985; Rogers, 1995), the lack of connection
between attitude and behavior indicates the need for a closer look at the adoption process
among providers, and at the relationship of provider attitude and behavior. Questions
remain regarding whether there is a relationship between attitude and behavior, and
further, what facilitates the transformation of a positive attitude toward this model into
actual family-centered practice. In an attempt to more closely examine the relationship
between attitude and behavior, this study examined both the direct effect of attitude on
behavior, and the impact of a particular alternate setting, the “family-centered”
interagency team on the adoption of family-centered practices.

Provider Involvement on Interagency Teams

The literature on the family-centered model does not yet investigate if a provider’s

membership on a family-centered interagency team influences his/her implementation of

the family-centered model. Since the interagency team is one of the primary components
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of putting the family-centered ideology into practice (Rounds, 1991), it seems the
potential impact of team membership on provider implementation of the family-centered
model should be investigated.

There are two potential explanations for the role team involvement plays in
facilitating the adoption of family-centered practices: First, it may be that team members
are simply more likely to implement family-centered practices than non-team members.
This may occur for a number of reasons: First, seeing the family-centered model put into
practice may create a forum for learning by example. In the interagency team setting, less
experienced service providers can learn from those who are more experienced in
implementing the family-centered model (Bailey et al., 1991). This is consistent with
social-learning theory which suggests that individuals learn new behavior by modeling
the behavior of others (Bandura, 1977). In addition, Sagie and Koslowsky (1996) suggest
that personal involvement is one necessary component in the adoption of an
organizational change. Service providers’ personal involvement and exposure to the
successful outcomes of the family-centered model may lead them to implement the tenets
of the model in their own practice. Similarly, Rogers (1995) suggests that the
observability of an innovation or the degree to which individuals can view the results of
an innovation impacts their likelihood of adopting it. This visibility also inspires peer
communication, and speeds the process of adoption (Rogers, 1995).

Finally, staff involvement in interagency teams may enhance the adoption of an
innovation in human service because of the opportunities for shared work and

responsibility that emerge when staff are directly involved in an initiative that includes
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partnerships with other providers. These opportunities may be harder to achieve in the
absence of team membership. Nelson and Allen (1995) suggest that “increased
involvement of service providers in treatment teams leads to a sharing of clinical skills,
innovations, and successes and of responsibility of the risks inherent in family
preservation” (p.118). This process of shared work and decision making is thought to
lead to greater “ownership” of a change, leading to an increased likelihood that the
change will occur (Fullan, 1982). As staff become increasingly involved in initiatives
they may discover the reciprocity of interacting with other service providers, and may
become more invested in the change process incorporating the tenets of the family-
centered model into their everyday practice.

The first explanation for the role of team membership in the implementation of
family-centered practices suggests that being a team member has a direct effect on the
adoption of family-centered practices. However, a second explanation is also plausible.
While this study hypothesizes that providers having a positive attitude toward the family-
centered model (i.e., a belief the model will result in positive consequences) may directly
impact behavior, the translation from attitudes to behavior is likely to be a challenging
one given the deviation of this model from the status quo of service delivery and the
incompatibility of the traditional service delivery environment. Given the complexity of
implementing family-centered practices, it may be the interaction of providers' attitudes
toward the model and team membership that leads to the implementation of family-
centered practices. This explanation suggests that having a positive attitude toward the

family-centered model may not be enough to lead to changes in practice in the absence of
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team involvement. This implies it is when providers are members of a team that having a
positive attitude toward the model influences the adoption of family-centered practices.
Thus, being a team member may moderate the relationship between attitude and
behavior.

The reasons explaining a direct relationship between team membership and
implementing family-centered practices could also explain how interagency team
membership could moderate the relationship between attitude and behavior. For
example, a positive attitude toward the family-centered model in the absence of the
opportunity for shared work and "ownership" or an opportunity to model the behavior of
others may not result in providers' adoption of family-centered practices. However,
another reason why team membership could lead to behavior change as a moderator
between attitude and behavior is that the team setting may provide an alternate ecology
and forum for the implementation of the family-centered model that is not present in
other settings in which providers work. Considering that the team has been formed
specifically to put this model of service delivery into practice, this setting is likely to have
its own set of norms for behavior. Given that individuals are influenced by the dominant
norms and practices of the organizations they are a part of (Louis, 1981), the interagency
team may provide a social setting where providers’ adoption of family-centered practices
is facilitated. This is particularly important considering that providers’ home
organizations may not provide a viable context for the adoption of family-centered
practices while the team setting may. Thus, the relationship between having a positive
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