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ABSTRACT

CONFIGURATIONS OF FAMILY SUPPORT SERVICES IN MICHIGAN:
ORGANIZATIONAL, CONTEXTUAL, AND ATTITUDINAL INFLUENCES

By

Kelly L. Hazcl

Examined the implementation of family support scrvices in Michigan, and tested the
hypothesis that both characteristics of the organization and its context, as well as attitudes
and belicfs of agency personnel (stakeholders) would be predictive of implementation. A
mail survey, sent to 55 mental health agencies, assessed stakcholders' (N = 339) attitudes
toward family support, their perceptions of forces which encourage or inhibit
implementation, their decision making status, and what family support services were
provided at their agency. Information regarding agency size, and service arca population,
density, wealth and demand for services was obtained from sccondary data sources. A
Michigan Department of Mental Health study provided data concerning the level of
administrative formalization of family support at cach agency and corroborative information
regarding the number of services provided.

First-order correlations, corrected for atienuation, showed that organization and service
arca characteristics (r = .23 (0 .46), and attitudes of stakcholders (aggregated o the agency
level) toward family support (# = .34 to .41) were significantly associated with the number
of services but not formalization. Only stakcholders' pereeptions of forces which inhibit or
encourage family support were significantly associated with both number of services (1 =

.60) and formalization (r = .34 to .49).



Although the decision making status of the stakeholders was correlated with their
attitudes and pereeptions (r = .13 10 .56), contrary 10 expectations, there was no evidence
that status moderated the eftects of individual characteristics on the criteria. Multiple
regression analyses revealed that attitudes/perceptions (R = .69; uniqueness = .27) were
more predictive of the number of services than were context characteristics (R = .48;
uniqueness = .08). Only pereeptions were predictive of formalization (R = .69).

Causal models, bascd on reasoned action and field theories, were tested using ordinary
least squares path analysis. Consistent with expected mediation cffects, attitudes toward
family support predicted preferences for expansion/improvement of services (3 =.76),
which in turn predicted the number of services (f=.21). Also, perceptions of community
support predicted agency commitment (8 = .73), which in turn predicted the number of
scervices (8 = .43). Context characteristics were significant predictors of the number of
services (8 = .42), but not administrative formalization. Stakcholder perceptions of
community (= .62) and administrative support for services (8 =.36) predicted agency

commitment, which in turn predicted formalization (8= .50).
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CHAPTER 1

Introduction

Implementation is the installation of new policies or practices in public and private
organizations (Yin, 1982). Resecarch focusing on implementation has attempted to
document the results of policy changes and determine factors that affect the outcomes of the
implementation process (Hasenfeld & Brock, 1991; Ingram & Mann, 1980; Majone &
Wildavsky, 1978; Mazmanian & Sabaticr, 1981; McLaughlin, 1987; Sabaticr, 19874;
Scheirer, 1981). A common theme in the literature is that the implementation of innovative
policies is often frustrated by individual and organizational resistance and, conscquently,
organizations do not always implement policics as intended (Alexander, 1985; Bardach,
1977; Blakely, Mayer, Gottschalk, ct al., 1987; Elmore, 1979, 1985; Fairwcather &
Tornatzky, 1977; Hasenfeld & Brock, 1991; Johnson & O'Connor, 1979; Kirst & Jung,
1980; McLaughlin, 1987; Sabaticr, 1987b). Rescarch has shown that variations in policy
wording and content, technical requirements ol proposed changes, control and [Tow of
resources, incentives, organizational structures, and burcaucratic politics have produced
wide variations in the implementation of proposed changes (Attewell & Gerstein, 1979;
Downs, 1976; Edwards, 1980; Mazmanian & Sabaticr, 1981, 1983; Van Mecter & Van
Horn, 1975).

Theory and rescarch has stressed the role of individuals responsible for implementing
changes both during the policy's framing (Sabaticr, 1987a) and its implementation at the
local level (Browning, Marshall & Tabb, 1981; McLaughlin, 1987). It has been argued

that a human service agency's 'ideological bent’ has important implications for the type and
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diversity of services it implements (Frank & Davidson, 1983). In effect, it is not the
organizations that innovatc or implement change, it's the individuals in the organizations
(McLaughlin, 1987). Rescarch on policy implementation (Berman & McLaughlin, 1978;
Browning, Marshall & Tabb, 1981; McLaughlin, 1987; Sabaticer, 1987a; Scheirer, 1981)
and on innovation diffusion (Backer, Liberman & Kuchnel, 1986; Fairwcather, Sanders &
Tornatzky, 1974; Glaser, Abelson & Garrison, 1983; Rogers, 1983) has shown that the
results of implementation are to a large extent dependent upon the skills, attitudes, and
behaviors of the individuals responsible at various levels in the implementing system.

Recently, innovative ways have been proposed for providing public support to familics
caring at home for their family member who has a developmental disability. Rescarch has
documented a wide diversity in local agency responses to these proposed changes in public
support services for familics (Agosta, Jennings & Bradley, 1985; Castellani, Downey,
Tausig & Bird, 1986; Herman & Hazel, 1987, 1991; Herman, Thompson, Linklater &
Hazcl, 1992; Ircys, Hauck & Perrin, 1985; Knoll, Covert, Osuch, ct al., 1990); Weiss,
1989). Variations in local responses to family support have been related o resourees,
incentives, and size and administrative structure of implementing organizations (Castellani
¢t al., 1986; Herman & Harel, 1991; Ireys et al., 1985). Yet, none ol the studies have
systematically examined the attitudes and beliels of the individuals responsible for
implementing family support programs at the local level. Nor, has previous rescarch
evaluated the extent to which these individual characteristics explain variations in the
implementation of family support services.

This rescarch was geared toward filling that gap. As part of a larger project evaluating
the implementation of family support services in Michigan (Herman, Thompson ct al.,
1992), attitudes and belief’s of local agency personnel were examined in order to determine
the extent to which these factors explain observed variations in family support scrvices. In

general, this study evaluated the hypothesis that organizational performance is determined
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by structural characteristics of the organization and the context in which it operates, and by
characteristics of organization personnel.
Historical Background

Traditionally, services for persons with developmental disabilities have focused on the
habilitation of the individual with handicaps. Acceptance of the principles of normalization
and the right of people with developmental disabilitics to live and work in the Icast
restrictive environment prompted changes in the service delivery system from institutional
based care to community and family based care (Landesman & Butterficld, 1987;
Sigelman, Roeder & Sigelman, 1981). However, the reduction of institutional placements
and increased discharges to the community which were fostered by policics on
deinstitutionalization were not balanced by a comparable expansion of community
residential settings and support services (Moroney, 1986). In effect, the implementation of
these policy changes challenged families to marshal the stamina, resources, and will to raise
and nurture a family member with a handicap (Agosta & Bradley, 1985; Moroney, 1979,
1986; Seltzer & Krauss, 1984).

Familics caring for members who are developmentally disabled confront challenges and
bear burdens unknown to other familics. Among the challenges that parents of children
with disabilities face are the shock of the initial diagnosis and the conscquent scarch for
understanding and information, the exhausting nature of specialized care and training,
family tensions aggravated by the fatigue of specialized care, and worrics about the well-
being of siblings and the future well-being of the child with a disability (Agosta & Bradley,
1985; Blacher, 1984; Scligman, 1983; Singer & Irvin, 1989). Other challenges include
persistent financial concerns related to the specialized care of the child with disabilitics,
unpredictable crises, and the family's consequent involvement with an often unresponsive,
incfficient, uncoordinated, and dchumanized service system (Agosta & Bradley, 1985;
Blacher, 1984; Bruininks & Krantz, 1979; Gallagher & Vietze, 1986; Singer & Irvin,

1989; Slater & Wikler, 1986). Thesce factors may produce stresses with which many
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families find it difficult to cope. Rescarch suggests that familics with members who have a
developmental disability, comparced with other families, arc likely to experience emotional
and physical stress, social isolation, reduced autonomy, and extraordinary financial, time,
and energy demands (Beckman, 1983; Blacher, 1984; Breslau & Prabucki, 1987;
Cavanagh & Ashman, 1985; Chetwynd, 1985; Gallagher & Vietze, 1986; Gallagher,
Beckman & Cross, 1983; Kazak, 1987; McKinney & Peterson, 1987; Quine & Pahl, 1985;
Seligman, 1983; Sherman & Cocozza, 1984; Wikler, 1986).

Many factors determine the problems individual familics may expericnee and the degree
to which they are able to adjust to their situation. These factors include the seriousness off
the family member's disability, the family's social and cconomic resources, and their
capacity for coping with adversity (Blacher, 1984; Gallagher & Vietze, 1986; Singer &
Irvin, 1989). Rescarch has also shown that formal and informal supports available to
families can increase their capacity to cope with the various demands and stresses (Agosta,
1989; Cohen, Agosta, Cohen & Warren, 1989; Dunst, Trivette & Deal, 1988; Gallagher,
Beckman & Cross, 1983; Perlman & Gicle, 1983; Rowitz, 1985; Sherman & Cocozza,
1984; Singer & Irvin, 1989; Summers, Behr & Turnbull, 1989; Tausig, 1988). Social and
community supports can help normalize the family environment and help to reduce the
stress experienced by families, thereby inereasing their capacity to cope. The support of
relatives, friends, service providers, and the community can further help by cnabling and
empowering familics in their care giving roles (Dunst, Trivette & Deal, 1988; Dunst,
Trivette, Gordon & Pletcher, 1989).

For example, respite care (the provision of periodic, temporary reliel of care giving by
sitters, in-home care workers, or a care agency) is seen as an essential part of the overall
support that familics may need to keep their child with a disability at home (Cernoch, 1989;
Salisbury & Intagliata, 1986). Rescarch has found that respite care often plays a crucial
role in reducing family stress, improving the capacity of the family to care for their member

with a disability, improving the quality of family life, and preventing long term out-of -
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home placements (Botuck & Winsberg, 1991; Cavanagh & Ashman, 1985; Factor, Perry

& Freeman, 1990; Grant & McGrath, 1990; Halpern, 1985; Joyce, Singer & Isralowitz,
1983; Lutzer & Brubaker, 1988; Marc & MacDonald, 1988; Rimmerman, 1989; Upshur,
1982). By providing relief {from the care giving situation, respite care helps reduce fatigue,
stress, and provide time for the family to take care of personal and family needs, such as
recreation and personal growth activities, that would otherwise be difficult, if not
impossiblc to do. Further, research has also found that the absence of community-based
support scrvices for familics, such as respite care, is a significant contributor to a family's
decision 10 seck an out-of-home placement [or their member with a disability (Bromley &
Blacher, 1989; Cole & Meyer, 1989; Sherman, 1988; Sherman & Cocozza, 1984).

However, even though public policy and service practices have led to an increased
prevalence of family-based care, familics have received only sporadic public support
(Krauss, 1986). In many arcas of the country, rather than providing the necessary
resources to support familics in their care giving roles, public resources have been used for
services, such as foster care and community group homes, that serve as substitutes for
family-based care.

Part of the problem lics in the fact that the deinstitutionalization movement has stressed
the development of community based services to support individuals returning to the
community. The emphasis on individualized services has meant that typically only the
child or adult with disabilitics is the clicnt of services and professional support. When
family members are involved in services, they, as care givers, have been viewed as
resources Lo the person with disabilitics, or as resources to the professionals by serving as
members of the care giving team. In some cases, families have been viewed and treated as
the source of the problem, one of the reasons why the pathology exists. Rarcly have
familics been seen as needing supports and resources themselves (Moroney, 1979).

Recently, service protessionals have begun to recognize the role of the family and the

fundamental importance of hcalthy family functioning in providing the individual with a
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disability the best opportunities for personal growth and independence. Further, by
seeking information and control, and challenging authority in order 1o sccure services o
meelt the needs of their family member with a disability, "parental entreprencurs” (Darling,
1988) have advocated not only for the rights of their children but also for the rights of the
family. In effect, support services for parents are increasingly being championed and
implemented through legislative and policy changes. Yet, parents are frequently unaware
ol services that are potentially available to them (Ayer, 1984; Incichen, 1986; Justice,
O'Connor & Warren, 1971; Rubin & Quinn-Curran, 1984; Winton, 1986). Further, thosc
services that are available have often been unable to adequately match family needs.
Services have lacked individualization and flexibility, and have Ieft parents powerless o
modify the services that were offered (Agosta & Bradley, 1985; Herman, Thompson ct al.,
1992; Krauss, 1986).

Familics caring for members with disabilitics at home allirm that support services
should be provided in a way that responds to the dynamic aspects of the family system
(¢.g., changes over the life span, multiple roles of family members), and responds to the
family as a unit rather than just the individual with disabilities. For them, services need to
be flexible and family-focused in order to match their family's needs throughout its life-
cycle (Byrne & Cunningham, 1985; Gallagher & Gallagher, 1985; Herman, Hazel &
Marcenko, 1989; Singer & Irvin, 1989; Turnbull, Summers & Brotherson, 1986). A
growing number of family advocates have articulated a need for programs where the locus
of control rests less with the state and professionals and more with the family; where
"empowerment” (Katz, 1984; Rappaport, 1987) of lamilics is a recognized and aceepted
goal (Dunst, Trivetie & Deal, 1988; Herman, Hazel & Marcenko, 1989; Herman,
Thompson et al., 1992). In order to empower familics, service programs should
encourage familics' active participation in planning the scrvice system, and render them
control over designing and sclecting the services they receive (Agosta, Jennings & Bradley,

1985; Herman, Thompson ct al., 1992).
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The Innovation: Family Support Services

Family support, a rclatively new movement in the broader social services arcna, is a
model of service provision with the goal of providing community resources for parents in
order to enhance their capacity in their child-rearing roles. By building strengths in families
rather than 'curing deficiencies’, family support creates settings in which parents are
empowered o act on their own and their family's behall (Kagan, Powell, Weissbourd &
Zigler, 1987; Weiss, 1988, 1989; Weissbourd & Kagan, 1989; Zigler & Black, 1989).

Family support includes programs and policies which span the human services
network. Relevant community-based programs include carly intervention and parent
education services in schools (Halpern, 1986; Hinckley & Ellis, 1985; Meiscls, 1989;
Roberts, Wasik, Casto & Ramey, 1991; Wicgerink & Comfort, 1987), home health aide
services in public health agencies (Ireys & Eichler, 1988; Ireys et al., 1985; Soyka, 1976),
and respite care services provided by mental health and developmental disability agencics
(Cohen, 1982; Grant & McGrath, 1990; Salisbury & Intagliata, 1986; Starkey & Sarlic,
1989; Upshur, 1982). The diverse practices under the umbrella of "family support” arce
linked by common principles that stress the importance of prevention, an ceological
approach to service delivery, and the univeisal value of social support (Weissbourd &
Kagan, 1989).

The present study focused on family support initiatives within the developmental
disabilitics service system. Here, family support services foster family based care by
providing necessary social, educational, physical, and financial supports to sustain family
structure, maintain healthy family functioning, and reduce daily stress for families caring at
home for their member(s) with a developmental disability (Agosta & Bradley, 1985;
Krauss, 1986). The primary goal is to enhance the care giving capacity of familics, thereby
preventing or delaying out-of-home placement of the family member with a disability

(Krauss, 1986).
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In contrast to child and individual oricnted service provision, family support services
focus on the family as the unit to be supported and maintained. Consistent with family
systems theory (Turnbull, Brotherson & Sommers, 1985), family support services should
be constructed and implemented so as to allow for variation in family structure and
functions over the life cycle of the family. A family-centered approach retlects the premise
that the child is part of a family system, and that effective change for the child cannot be
achieved without concern for the family (Cohen et al., 1989).

Further, based on the ecological premise that factors outside the family affect the
family's capacity to nurture and rear its children (Bronfenbrenner, 1986), family support
services recognize the interdependence of the family and its community (Agosta, 1989;
Weiss, 1989). The ccological orientation requires that services be sensitive to the cultural
and social traditions of the family and its community. It recognizes that building strengths
with onc¢ family will have a "ripple effect that strengthens a community's collective
capacity" (Weisshourd & Kagan, 1989; p. 22). Ecological based approaches to family
support stress the principle that "natural” sources of support, including neighbors,
extended family members, fricnds, and community associations, can he more effective and
responsive to family nceds than most government sponsored programs and professional
services (Taylor, Knoll, Lehr & Walker, 1989). Thus, profcessional support services
should, whenever possible, work to support existing social networks for familics,
strengthen natural resources, and help build connections within existing community
resources (Center on Human Policy, 1987). Yet, in recognition of the isolation of many
familics, profcssional or agency operated support services need to be available when
natural sources of support cannot meet the needs of families.

Barriers to Implementing Family Support. Although the goals and underlying

scrvice philosophy of family support are growing in acceptance, there is a wide diversity in
the extent to which support scrvices have been implemented (Knolf et al., 1990). Agosta

and associates (Agosta, Bradley, Rugg, ct al., 1985) identificd three types of attitudinal
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barriers which have constrained cfforts to implement family support services. First, there
has been a lack of professional consensus as to the role of the family in providing carc and
support. Some professionals discount the family's ability and capacity to make sound
decisions and to care adequately for their family member; often leading to recommendations
for out-of-home placements (Darling, 1983; Moroney, 1979). Other professionals do view
the family as competent care givers and see the positive benefits the family can provide.
They relate to family members as teachers, trainers and casc managers for the individual
with disabilitics, but fail to see family members as needing supports themsclves. This
often results in further expectations placed on the family by professionals to fullill required
roles, with little increase in expectations placed on the service system and professionals (o
support the family's efforts (Rubin & Quinn-Curran, 1983).

Sccond, attitudes favoring family-based care assume a 'traditional’ family system; a
family member, usually the mother, will remain at home to care for the person with a
disability. This assumption is inconsistent with current social and economic trends
(Agosta, Bradicy, Rugg, ct al., 1985). With high divorce rates and births out of wedlock,
the fastest growing family form is the single-parent family headed by a woman (Schroeder,
1989). Thus, family-based care is difficult for many Tamilics' to carry-out without
additional supports. Public support services have not kept pace with these changes and
familics that do not fit the traditional mold have been penalized (Schroeder, 1989).

Third, Agosta and associates (Agosta, Bradley, Rugg, et al., 1985) point out that
socicty has yet to reach a consensus on the public's role in private family affairs. Much
public opinion holds that the State should assume responsibility to provide the necessary
resources for the care of the individual only after the family is no longer able to care, or
decides to relinquish their responsibilitics by placing their family member in an institution
or other out-of-home care situation. These attitudes are reflected in fiscal patierns which

focus most of the public service dollars on out-of-home care.
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Implementation of comprehensive support services for families would require a
significant re-allocation of existing funds. However, because many policy makers believe
that current fiscal resources are scarce, and because there are significant pressures Lo
maintain current allocation patterns, they are reluctant to support further implementation of
family support programs. In contrast, thosc supporting family-based care argue that the
family should be provided with adequate resources to live a life that is as closc to normal as
possible. Support services that help the family o care for their member at home are more
cost efficient in the long run than out-of-home placements (Agosta, Bradley, Rugg et al.,
1985).

Evidence of the Implementation of Family Support Services

It is clear that, duc to various ideological and attitudinal barricrs surrounding the
interplay of family versus public support, the establishment of an effective state wide
family support program can be a complex political and administrative task. Despite these
barriers, available cvidence indicates that public officials are increasingly meeting the
challenge and are slowly beginning to clarify and implement family support initiatives. In
1984, 22 states had developed family support services (Agosta, Jennings & Bradley,
[985). A more recent national evaluation of state and local efforts indicated that 41 states
had developed programs with a specilic focus on supporting familics who are caring for a
child with a developmental disability (Knoll et al., 1990). Yet, there was a wide diversity
in the extent to which family support was tirmly cstablished in cach state. Only twenty
states had legislation which mandated some type of family support initiative, and at the
other extreme, 10 other states were only running pilot projects.

There also existed a wide diversity in methods and models of providing family support.
The number of different types of support initiatives available in any one state ranged {rom 0
to 27. These initiatives were broadly categorized into three activities: services, scrvice
coordination, and financial assistance. Table 1 shows the dilferent types of initiatives,

within cach category, that were provided by lamily support programs. Within the services
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category were initiatives which were provided to assist and enable the family to care for
their member with a disability such as respite care, behavioral management training,
attendant care services, and transportation. Other services were provided 1o help support
the family in dealing with stresses, such as tamily counseling, support groups, and stress
management training; while others were focused on community integration and
empowerment such as parent to parent networking, and advocacy. Scrvices that focused
on enabling the individual with disabilities to access his/her environment and become more
integrated into the community, such as adaptive cquipment, home renovations, special
therapics, and recreation programs, were also seen as helpful for the family.

The second category of initiatives, family-based case management, aims 1o empower
the family by connecting them with a person in the system who can help them advocate and
access the services in their community (Dunst & Trivette, 1981). Working in partnership
with the family, a family advocate or case worker can also help lamilics coordinate the
multiple services, entitlements, and insurance programs with which they are involved.

The third form of family support is linancial assistance programs. These programs
provide funds to the family so that the family can purchase necded services and supports
available from both private and public service programs. Financial assistance programs
vary in the amount of cash provided, cligibility standards, means of disbursement, and the
degree of control and flexibility a family has in determining how the [unds arc used
(Agosta, 1989). The most empowering programs are those, such as the subsidy program
in Michigan (Arncaud & Herman, 1989; Herman, 1986, 1991; Meyers & Marcenko, 1989;
Parrot & Herman, 1987, 1988), which render to the family total control over the spending
decisions of the financial assistance provided.

Knoll and associates (1990) noted other differences in the way family support had been
implemented. Not only did the number of services vary, but the combinations of services
that had been implemented varied. Comparing across states, four general combinations off

family support initiatives were found: respite care only, other support services, financial
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Table 1: Family Support Activitics Across the Nation.

SERVICES:
Respite and Child Care

Respite and sitler services

Day care services

After school care services
Environmental Adaptations

Adaptive equipment

Home modifications

Transportation vehicle modifications

Counseling and Peer Support

Family counseling

Family support groups
Peer support groups

Parent to parent networking

Parcnt Education and Training

Behavioral management training
Stress management training

Parental skills training

Traditional Developmental Disability Services

In-home Assistance

Homemaker and chore services
Attendant care services

Home health care services

Summer camp programs
Community recreational programs
Companion programs

Extra-ordinary and Ordinary Needs

Transportation

Dictary and clothing assistance
Health and dental insurance
Rent and utility assistance

Systemic Assistance

Information and referral
Advocacy
Legal assistance

Speech, physical and occupational therapics

Individual counseling
Medical and dental care
Skills training

Evaluation and Asscssiment

CASE MANAGEMENT and SERVICES COORDINATION

FINANCIAL ASSISTANCE
Discretionary cash subsidy
Allowances and lines of credit

Reimbursements and vouchers

Adapted from Knoll et al. (1990)
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assistance only, and a combination of financial assistance and support services. Other
differences in implementation found across the Nation included variations in: structural and
administrative patterns, such as centralization of services and state versus local control over
resources; eligibility for services, based on the age of the individual with disabilitics and the
severity of their disability; and the extent to which family support was consistently and
equitably available throughout the state.

In general, Knotl and his associates (1990) concluded that the family support efforts
they discovered were "few and small”. The majority of states were only starting o explore
family support and, as such, had not yet made a full commitment to supporting familics.
Because, family support in most states had been sold to policy makers under the rubric of
'prevention’ and cost effectiveness, the assistance that was provided was usually cnough to
avoid costly out-of-home placements for some familics, but not enough to cstablish a
family- and community-centered service system state-wide. The actual fiscal commitments
to family support were minute portions of the overall budgets allocated for services for
persons with developmental disabilitics. The majority of funds were still largely absorbed
by substitute care programs. The basic values of family support, that ol developmental
disability scrvices as community-based and family centered, were only beginning to be
recognized in a lew states.

Focus of the Study: Implementation of Family Support in Michigan

Michigan has consistently been identified as a national leader in family support services
(Agosta, 1989; Center on Human Policy, 1987; Knoll et al., 1990; Krauss, 1986; Slater &
Wikler, 1986; Taylor et al., 1989). As carly as 1978, Michigan was implementing family
support scrvices. Michigan's family support efforts are the outcome of several forces
including effective parental advocacy, burcaucratic innovativeness, and legislative action.
First, in responsc to parental advocacy, funds were appropriated from the legislature
through the Department of Mcental Health for a pilot project in Lansing. The family support

cffort was subscquently expanded in the next fiscal year to include five additional
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demonstration sites funded by the Services Rescarch Division of the Department of Mental
Health (Herman, 1983; Mowbray & Herman, 1991). Three of these demonstration sites
were able to successfully implement family support services and were continued through
1982 with support funds from Michigan's federally mandated and funded Governor's
Council on Developmental Disabilitics (DD Council). An evaluation (Herman, 1983)
indicated that throughout the implementation of the demonstration projects, none of the
familics who participated placed their children in settings outside of their home (c.g.,
institution, foster care, or group home). Further, familics viewed the services as a positive
sustaining force in their lives.

The positive results of the demonstration sites helped spur efforts to expand family
support across the state. In 1983, through advocacy ol parent groups and key policy
makers in both the legislature and state burcaucracy, the Department of Mental Health
received funding authorization from the legislature to expand family support services. The
three successtul demonstration sites along with the initial pilot site were recommended for
operational status. Further, the remainder of the State's 55 county-based community
mental health boards were encouraged to adopt at least two components of family support
as part of their ongoing services: client services management and respite care. Between
1983 and 1986, the State provided $4.65 million to the boards to establish or expand
family support services (Herman & Hazel, 1991).

In response o the proposed expansion, the DD Council funded a project to disseminate
information regarding family support services in order to encourage the adoption and
expansion of family support services at the boards. The project was implemented by the
Michigan Association of Community Mental Health Boards. The Association provided
descriptive pamphlets and other forms of assistance to the boards in order to aid them in
formulating cxpansion requests, and planning and implementing family support services.
This project also organized monthly meetings of board staf! who were assigned the task of

implementing and providing family support services. These meetings provided a forum for
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information e¢xchange and support and the beginnings of a network of informal technical
assistance that could be drawn upon when implementation difficulties arose. This group
was later formalized into a state-wide "Family Support Coordinator's Council” and has
been instrumental in advocating for and developing new family support initiatives (c.g.
Medicaid policy changes).

Further impetus for family support services came {rom legislative authorization of the
Family Support Subsidy Program. Established as part of the Michigan Mcental Health code
(P.A. 249, 1983), familics with children under age 18 who are severcly mentally impaired,
severely multiply impaired or autistic impaired, and who have a yearly taxable income less
than $60,000, are cligible to receive a uniform monthly stipend to help them care for their
child (Michigan Department of Mental Health [MDMH], 1986). The subsidy program,
administered by the Department of Mental Health, began operation in July 1984 and by
August 1988 had over 3300 familics enrolled (Arncaud & Herman, 1989). Each lamily
received $256.74 per month per child with a disability.

In June 1984, in recognition of the growing demand for and implementation of family
support services across the state, the Department of Mental Health amended its
administrative guidelines to establish policy and standards for the provision of family
support services (MDMH, 1984). Service and administrative components of family
support were detined through the combined clforts of the DD Council and the Department
of Mental Health. Some of the components are similar to national trends (see Table 1)
while others are unique. The components include: consumer input through formal parent
advisory committces, case management and advocacy, respite and sitter services (including
family friend respite services), information and referral services, parent training and
cducation, in- and out-of-home support services (¢.g., chore, medical, nursing, special
therapies), family and sibling counseling services, family peer support groups,

accommodative home improvements and adaptive cquipment, crisis intervention placement,



16

individualized family service plans, and a cash subsidy program (Michigan Developmental
Disabilities Council [MDDC], 1988; MDMH, 1988).

Family support services have continued to evolve in Michigan. A comparison of state-
wide evaluations of family support services pre- (Herman, 1984) and post-dissemination
(Herman & Hazel, 1987) indicated an overall increase in service delivery across the state.
By 1985, all 55 boards had at Icast some family support services available, and over 90%
of the boards provided case management and respite care services (Herman & Hazel, 1987,
1991). However, despite this growth, the mainstay of most programs was a group of
service components characteristic of traditional outpatient services (¢.g., case management,
assessments, counseling, and psychiatric consultations) developed to support
deinstitutionalization and community placement, bolstered by some respite care (Herman &
Hazel, 1987). Few agencies had implemented programs with distinet family orientations.
Support services such as in-home nursing, parent or family support groups, parent training
and education, and home renovations were not widely available. It was concluded that
although resources remained a significant factor in implementing family support services,
this factor did not completely explain the continuing lack of family oricnted programs.
Resource intensive services, such as case management, respite care, and assessments were
widely available. Yet, less intensive components such as support groups, parent advisory
committees, and parent training classes were not widely available. The authors argued that
what was nceded to increase the availability of family support was a shift in the philosophy
of service providers to view services for familics as supportive, rather than as treatment
{Herman & Hazel, 1987).

Although no new mental health funds were specifically targeted for family support
services since the initial expansion funding in 1984-1985, sceveral factors spurred the
continued adoption and implementation of family support across the state. These factors
included changes in Department of Mental Health policy which reflected the growing

demand for family support, the emergence of a state-wide Family Support Coordinator's
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Council, and advocacy, evaluation, and demonstration project activitics of the DD Council.
Results of a recent five year follow-up evaluation of the availability and accessibility of
family support services (Table 2) indicated some expansion in and refocusing of service
components along with the development of programmatic administrative structures
(Herman, Thompson, ctal., 1992). As of 1990, all but one board reported having respite
care services available to familics (Herman, Hazel, Thompson & Linklater, 1992a), and 38
boards (69%) had implemented an identifiable family support program which included a
wide range of service components under the auspices of a family oriented program
administrative unit (Herman, Thompson, et al., 1992). Further, 22 boards (40%) had
added a parent advisory function to the agency's decision making process regarding family
support scrvices (Herman, Hazel, Thompson & Linklater, 1992b).

Nevertheless, despite continued growth, it is clear from this information that family
support is still not a fully implemented scrvice philosophy. Similar to variations across the
nation in family support scrvice implementation, variations exist in local responses o
policy and advocacy incentives to implement family support in Michigan. Although family
support philosophy scems to have increased in aceeptance with the implementation of
family oriented program structures and more parent advisory committees, the overall lack
of family oriented, low resource intensive service components remains.,

Need and Rationale for the Study

What factors account for the variability in the implementation of family support
services? Evaluation rescarch regarding state and national implementation cfforts points to
the role that resources, incentives, and various organizational characteristics play in local
configurations of family support scrvices. Ireys and associates (1985), studying the
variation in states' implementation of 'Crippled Children's Programs', found that the
pereentage of clients served was positively correlated to per capita expenditures (= .40, p

<.02). Relatively wealthier programs served more children. Further, regression analyscs
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Table 2: Family Support Services in Michigan.

Service Component

Family case management

Family friend respite care

In-home respite (not family fricnd)
Out-of-home respite (not family friend)
In-home parent bchavioral management training
Parent education classcs
Parent-to-parent networking

Newsletter

Parent or family support group

Family counscling

In-home nursing

In-home special therapies

In-home behavioral management trainer
Adaptive cquipment

Home renovations

Recreation or campership program

After school or day care program

Administrative Structure

Program Structure
Parent Advisory Committce
Line Budget for Respite Care

# Agencies Providing
(N=55)

45
47
30
41
26
20
17
16
20
36
16
9

22
16
9

21
4

22
31

From Herman, Thompson, ct al. (1992)
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suggested that programs located in wealthier states were likely to provide more coverages
to a wider range of disabling conditions (coefficients not reported).

Castellani and associates (1986), studying the availability and accessibility of family
support services in New York State, found that the greatest availability of family support
services was reported by government agencies. Similar to Ireys and associates, larger
agencies (measured by budget size and number of clients) provided more services,
although not more types of services. Further, overall availability was related to population
density and county wealth; wealthy, urban countics reported more family support service
programs available. Further, a wider range ol support services were available in the less
wealthy and rural countics. However, these results were based on pereentage
comparisons, no probability statistical tests were used to cvaluate the observed dilferences.

Herman and Hazel (1991) evaluated the change in availability of family support
services following a dissemination effort accompanicd by a large influx of incentive
funding to Michigan's public mental health system. They discovered a general increase in
family support scrvices across the state. In regard to the effect of funding on service
availability, agencies that had received lower levels of funding reported a significant
reduction in the varicty of services provided. Agencices that received average to large
amounts of funding had cither increased the number of different services or had remained
stable. However, no statistically significant correlation was found between funding and
change in services implementation.

What is clear from a review of the scant rescarch evidence regarding family support
services 1s that variations in implementation have been most often related to structural
aspects of the organization and community. However, methodological problems exist in
that few rescarchers reported correlation or regression coefticients or used probability
testing to show that observed differences were statistically significant. Rescarch has also
neglected an examination of the characteristics of the individuals involved in implementing

the services, such as their attitudes and beliets. Rescarch regarding the implementation of
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family support scrvices needs to take into account not only the structural and administrative
variables related to program characteristics, but also the role that the implementers play in
the design and delivery of service programs. In particular, rescarch should focus on the
question of what relationships exist between implementers' belief’s and attitudes and the
character of family support service programs they implement.

Michigan has been the focus of a rather intense fongitudinal evaluation effort focused
on the implementation of family support services (Herman, 1983, 1984; Herman & Hazel,
1987, 1991; Herman, Hazel & Marcenko, 1989; Herman, Marcenko & Hazel, 1991,
Herman, Thompson, et al., 1992). Thus, focusing on Michigan's family support scrvice
system provided an opportunity to integrate historical information with current evaluative
data, thus providing ample contextual information for understanding the relative importance

of individual and organizational characteristics for program implementation.

Research Hypotheses

The principle hypothesis explored by this rescarch is that organizational performance is
determined by structural characteristics of the organization and its cnvironment, and
characteristics of the individuals that make up the organization. In regard to family
support, variations in local responses Lo policy initiatives have been primarily related to
various structural characteristics of agencies and the context in which they operate. This
rescarch proposed a new line of investigation which included both structural characteristics
of the organization and its context, along with attitudes and beliefls of service agency
personncl.

The strategy uscd in this rescarch was to examine a number of bivariate relationships
that have been found in previous rescarch to be potential predictors of innovation
implementation, and then to re-examine these relationships within a multivariate
framework. Few phenomena are products of a single cause, including implementation.

Evaluating the effect of one variable without consideration for the effects other variables
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may have on implementation, such as would be the case using bivariate analyses, creates

bias in the research results. Multivariate analysis, on the other hand, allows for the effect
of a particular variable to be made more certain, for the possibility of distorting inllucnces
from the other variables can be accounted for (Lewis-Beck, 1980).

The following discussion presents definitions of the criterion and predictor variables
and the specilic hypotheses explored in this rescarch. Also presented is a review of
relevant literature regarding the hypotheses. The chapter ends with the explication and
discussion of a proposcd cxploratory path model based on Lewin's (1951) field theory and
Ajzen and Fishbein's (1980) theory of reasoned action.

The Criterion: Innovation Configurations

Family support is a rclatively new and innovative service philosophy within the human
services arena, thus the introduction of family support to the developmental disabilitics
service system has necessitated a significant redirection in service philosophy, types of
services offered, and methods for providing those services. The observed varicty of
approaches to family support are similar to the varicty of program adaptations that have
been found by rescarchers evaluating the adoption and implementation of innovations in
organizations (Blakely ct al., 1987; Glaser ct al., 1983; Rice & Rogers, 1980); Rogers,
1983; Roitman, 1984; Scheirer, 1981; Van d¢ Ven & Rogers, 1988). Evaluators have
discovered that during the course of implementation, a multitude of variables interact to
change not only the organization and its people, but also the innovative policy or program
that is being implemented. The term "innovation configurations” (Hall & Loucks, 1978)
was introduced to describe the variety of ways innovations are reinvented or adapted to fit
the needs of the implementing organization. According to Hall and Loucks (1978),
"innovation configurations ar¢ the operational patterns of the innovation that result {rom
sclection and use of different innovation component variations” (p. 9).

Rescarch has shown that there is a tendency for adopters of an innovation to only

implement sclected aspects of the innovation rather than the entire innovation (Hall &
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Loucks, 1978; Rogers, 1983). Rogers (1983) suggested that characteristics of the social

innovation, such as whether it involves a single entity or a cluster of technologies, can
influence the extent to which it may be adapted. A narrowly defined and well integrated
innovation, in which all components are highly interdependent, and which has achicved a
stable and commonly shared conceptualization, is least likely to be adapted (Rice & Rogers,
1980). In contrast, an innovation cluster which is less structured and defined, i.c. "looscly
bundled", allows for more flexibility in designing locally acceptable versions of the
innovation. Adopters can mix and match components of the innovation cluster o match
their needs and interests. Research has shown that modifications which fit the innovation
into preexisting patterns of organizational behavior, can make it seem 1o be a less radical
change than it potentially is, and therefore more acceptable to the local system (Rogers,
1983).

Regarding lamily support, a number of services have been identificd as components of
the innovation (sce Table 1). These components are most characteristic of a 'looscly
bundled' technology cluster, and therefore family support in practice is highly adaptable o
local conditions. In Michigan, Herman (1983) found that the initial family support
demonstration projects represented varied configurations of services. Even though case
management and respite care had been implemented across all projects, the evaluation
identified four distinct models of service delivery that were based primarily on preexisting
organizational and community service practices (Mowbray & Herman, 1991).

Information gathered by the five year follow-up study indicated that the number of
service components (identificd in Table 2) that were implemented at any one board ranged
from 0 to 15 (Herman, Thompson ct al., 1992). Administrative practices also varied. As
was mentioned previously, 69% of the boards had implemented a family support program
structure. Yin (1981) used the term routinization' to describe how innovations become
part of an organization's standard practice, and thus are less likely to suffer cuts during

times of financial exigency. Yin suggested that events such as the establishment of



23

appropriate organizational status for the program, hiring and training stall for the program,
and identification of local funding, among others, were nceded to sustain any
organizational practice over time. As a relatively new service philosophy within the mental
health system, the extent to which tamily support has become routinized through various
administrative practices, such as the identification of a program structure and line item
budget for services, may be indicative of continued utilization.

For this research, the resultant character of family support, i.c., the criterion, was
operationalized by two specilic configurations. The first criterion described the range of
different services provided. The other described the degree of administrative formalization
of the services (similar to routinization), such as whether or not the agency had
implemented a program structure from which family support services were administered,
whether there was a line-item budget for respite care services, and whether the agency had
implemented a parent advisory council for family support services.

Organization and Context Predictors of Innovation Configurations

A varicty of lactors have been proposed and therefore are potentially applicable to the
prediction of innovation configurations. In general, the literature suggests that
organizational adoption and implementation of innovations is inftuenced by characteristics
of the organization, characteristics of the context in which the organization operates, and
characteristics of individual people in the organization (Kimberly & Evanisko, 1981).

Organization size. Various authors studying the diffusion of social and
technological innovations have argued that characteristics of an organization's structure are
related to innovation and program change. Innovation diffusion rescarch has related an
organization's size, centralization, complexity, and formalization to its willingness to
innovate (Davis, 1982; Hage & Dewar, 1973; Havelock, 197 1; Glaser et al., 1983; Moch
& Morse, 1977; Rogers, 1983; Scheirer, 1981; Zaltman, Duncan & Holbek, 1973). The
size of the organization has most consistently been used a predictor of an organization's

willingness to innovate or adopt new programs (Glaser ct al., 1983; Kimberly & Evanisko,
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1981; Rogers, 1983; Moch & Morse, 1977; Nord & Tucker, 1987). In general, larger

organizations often have access o more resources and the capacity to shift internal
resources in order Lo support new programmatic initiatives. The amount of organizational
'slack’ in resources has been found to be positively related to innovation adoption (Rogers,
1983). Since large organizations tend to have more slack, they are in a better position to be
more innovative than smaller ones.

The size of an agency's budget or its expenditures have often been used in research to
operationalize the concept of organizational size. As discussed previously, rescarch
regarding family support services has found that expenditures were related to service
implementation (Castellani et al., 1986; Ircys ct al., 1985). However, the relationship
between size (as measured by budget size) and the breadth of services provided is not clear.
Ireys and associates (1985) found that larger agencies (based on program per capita
expenditures) provided a broader range of services (¢ = .19, n.s.), however, the
relationship was not statistically significant. In contrast, Castellani and associates (1986)
found that size was not related to the number of services provided. The number of services
provided was more related to population density and service arca wealth. Once again, this
finding was based on percentage comparisons, the diftferences were not tested for statistical
significance.

In Michigan, funding patterns for mental health services vary across the organizations
responsible for implementing family support services. Some agencies have larger budgets
than others, allowing for larger stafl sizes and more resources to support service provision
and administration. In this rescarch, the agency budget was used as a measure ol the
overall size of the agency. It was hypothesized that agencics with larger budgets would
have implemented more services and more formal administrative structures.

Context characteristics. The characteristics of the community served by an
organization can alfect its ability to implement innovative policies and procedures (Glaser et

al., 1983; Havelock, 1971). The community can provide pressures and demands that
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either encourage change in the organization or constrain innovative practices. However,
the research to this point is not clear as to the relationship between context characteristics
and implementation configurations. The importance of the context in which an organization
operates for its innovative practices has been acknowledged conceptually, but rarely
examined empirically.

Baldridge and Burnham (1975) examined the relationship between environmental
factors, such as population density (+ = .30), racial mix (r = .25), urbanization (r = .37),
wealth (- = .06), and government expenditures (r = -.26), and innovative behavior of
cducational organizations (statistical significance estimates not reported). They found that
organizations with heterogencous environments (i.c., urbanized, racially mixed, dense
population) were more likely to adopt innovations than organizations with relatively stable,
homogencous environments (# = .27). In comparisons of organization size/complexity (R
=.49), and environmental change (i.c., migration, growth, change in wealth and racial
mix) (R =.57), environmental variables explained 31% of the variance in innovativeness
(R =.56). However, when examined simultancously with organizational variables (i.c.,
size and complexity), environmental variables (RZ change = .08) explained only 8% more
of the variance alrcady explained by the organizational variables (R? change = .24).

Kimberly and Evanisko (1981) studicd the influence of individual, organization, and
context factors on hospital adoption of technological and administrative innovations. They
found that context variables, such as competition and population size, were predictive of
technological innovations (R = .55), but not of administrative innovations (R = .32).
When individual, context and organizational variables were considered simultancously,
context variables were not predictive of innovativeness.

Context characteristics have also been related to the implementation of family support
services (Castellani et al., 1986; Ircys ct al., 1985). Agencies in wealthier and more dense

service arcas provided more services, while those in less dense and wealthy arcas provided
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a broader range of services (Castellani et al., 1986). Once again, comparisons were not
tested for statistical significance.

In Michigan, agency service areas vary in regards to population size and density,
economic vitality, and demand for family support scrvices. These context characteristics
can potentially create a demand for and support the implementation of family support
services. Since the rescarch literature is unclear as to the relative importance of
environmental factors in the determination of innovation configurations, demand for
services, service arca population size and density, and service arca wealth were evaluated in
order to determine the relative explanatory power of these context characteristics to family
support configurations. It was hypothesized that agencies with larger and more dense
populations, higher demand for services, and wealthicr service arcas would have
implemented more services and more formal administrative structures.

Individual Level Predictors of Innovation Configurations

Organizational decision making is in large part a function of individual decision
making, and thus, it is uscful to look at how individuals within an organization ¢valuate the
innovation (Zaltman ct al., 1973). Individuals responsible for implementing change act not
only from internal and external organizational incentives but also {rom professional and
personal motivation (McLaughlin, 1987). Several rescarchers have argued that the
ideology, interests, and agendas of lTocal actors have a major impact on implementation
(Berman & McLaughlin, 1978; Browning ct al., 1981; McLaughlin, 1987; Zaltman ct al.,
1973). Innovations arec more acceptable, and thus, more likely to be implemented if they
appear to be compatible with the user's previously established values, norms, procedures
and resources (Glaser et al., 1983).

However, innovative practices are ficquently in conflict with existing attitudes, customs
and belicls of agency personnel. This situation often discourages adoption and
implementation of innovative programs. For an innovation to be aceepted and thus

implemented, it must be assimilated within the professional ideology and practice of the
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adopting organization's personnel. Innovations which run counter to the ideological
orientation of agency personnel require a change in their attitudes and beliefs before the
innovation can be fully implemented. Therctore, characteristics of people, their social roles
and attitudes toward the innovation, may strongly affect the implementation process and
resultant innovation configurations.

Specilic 1o family support, Knoll and collcagues (1990) and Agosta and colleagues
(Agosta, Bradley, Rugg, ct al., 1985) argued that diversity in family support initiatives
may correspond to the extent to which service providers subscribe to values associated with
family-centered and family empowerment oriented service provision. Taylor and his
associates (1989) argued that the degree to which service providers are committed Lo the
core values of a policy initiative largely determines the quality of the services available to
families. Yet, none of the empirical studics have systematically examined the belicfs and
attitudes of the individuals responsible for implementing family support programs at the
local level.

Stakeholders. The present study tested the general hypothesis that the character of
family support scrvices at the ageney level is influenced by the attitudes and beliefs of the
stakeholders in the implementation process at the local level. Stakceholders have been
defined as those "whose participation and cooperation is needed to operationalize a policy”
(Hasenfeld and Brock, 1991, p. 468). The stakcholders in the implementation of family
support services are those who are in a direct decision making line regarding those
services, from the top of the organizational lcadership to the 'front line' workers. These
stakeholders include individuals directly responsible for the operation of family support
services, such as the family support and respite care coordinators, and those people
involved in the management of developmental disabilitics services in general. Also
included in the stakeholder category are those people responsible for the decision making of

the organization as a whole, such as the agency directors and chairperson of the board.



28

Attitudes toward the innovation. An individual's attitudes regarding a change
program influence that individual's willingness 1o carry out the necessary implementation
tasks (Scheirer, 1981). How individuals within the organization interpret their knowledge
and understanding of family support can greatly influence implementation. Backer and
associates (1986) noted that in mental health organizations, cmotional reactions of
participants to a change program were critical to successful adoption and implementation.
Other rescarchers have noted that attitudinal resistance to the implementation of an
innovation may be so great that it is never fully or properly implemented (Fairweather et
al., 1974; Glascer ct al., 1983; Rogers, 1983).

Zaltman and associates (1973) argued that attitudes affect individuals' exposure to new
information, their perceptions of the innovation and change, and their actions toward the
change. Attitudes provide a cognitive [ramework {rom which a person interprets new
information, screens out unwanted information, and evaluates potential consequences of
the change, thereby helping the individual to determine which actions to take.
Conscquently, attitudes held by organizational personnel can cither build and maintain
support for the status quo and thus lead to resistance to change, or can encourage
innovation and change.

Rescarch and theory of Ajzen and Fishbein (1980) suggests that intentions to perform a
particular behavior (i.c., to implement family support services) are a function of two
constructs: attitudes toward the behavior and the subjective norm for that event. Their
theory of 'reasoned action' hypothesizes that a person forms an attitude toward the
behavior (i.c., the implementation of family support services) by subjectively evaluating the
consequences that are likely to occur if the behavior is carried out. If those consequences
are determined to be salient and positive, the likelihood of the person carrying out the
behavior increases. In general, their theory suggests that a person who belicves that
implementing family support services will lead to mostly positive outcomes will hold a

favorable attitude toward family support, while a person who believes that implementation
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will lead to mostly negative outcomes will hold unfavorable attitudes. As a result, attitudes
held by stakeholders determine their intentions, and thereby their behaviors, to implement
family support services.

The second determinant of the behavioral intention is the person's evaluations of the
subjective norm for the behavior; in this case, their beliefs regarding the social pressures (o
implement or not implement family support services. 1 will discuss this factor, along with
the role of behavioral intentions, in the next section regarding beliel's about driving and
inhibiting forces.

Other rescarch and theory has stressed the fact that people have a limited capacity for
absorbing change and therefore may resist change that seems to occur too fast (Legge,
1984). The degree to which agencics have implemented an innovative program at any
particular point in time is dependent on the amount of time needed for that organization and
its personnel to become comfortable with the necessary changes. Some organizations and
individuals ar¢ more readily accepting of change than others and, therefore, are more likely
to implement the changes at a faster pace. Thus, the resultant variability in family support
configurations, especially agencics which have implemented very few services, can also be
seen as a resistance response to change.

Sabatier and Mazmanian (1981) noted "the greater the amount of behavioral change, the
morc problematic successlul implementation” (p. 9). Innovative policics which require a
rapid change in basic operations will meet more resistance than ones which can be
gradually implemented over time.  In agreement, Rogers (1983) noted that innovations
which can be viewed as "demonstrations” or "trials" arc more likely to be implemented than
innovations which are scen as permanent, unmodifiabie changes. Innovations which can
be implemented in small doses, thus allowing for new skills and procedures to be learned
and implemented gradually, are less threatening.

Thus, implementation ol a new policy or service delivery process, such as family

support, can be marked by the emergence of reactions to the change in the form of
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resistance. The extent of the resistance will be influenced by the amount of perceived
change required of the organization and its personnel and the degree to which personnel are
accepting of the changes (Legge, 1984). Attitudes of agency personnel toward changes
required to implement family support services may, therefore, have an impact on the
resultant configurations of services implemented at the agency. For example, the
implementation of a parent advisory council requires changes in attitudes regarding the role
of parents in the service delivery process and also changes in behavior patterns when
interacting with parents. Parents can no longer be seen as passive recipients of servicees or
treated with indifference, but must be accepted as active partners in service delivery and
incorporated into the decision making process. Also, the creation of a program structure
may require a reorganization of the agency which could potentially shift the power structure
away from more traditional developmental disability services. Conscequently, openness Lo
change by those involved in implementing new policices is critical to the suceess of family
support.

Little rescarch, if any, has dircctly examined the relationship between attitudes and the
resultant implementation of innovative programs. Theories and rescarch regarding attitudes
and rcactions to change suggest that attitudes regarding the innovation and associated
changes may play an important part in the determination of implementation practices.
Therefore, attitudes of stakcholders regarding family support and associated changes, such
as parent involvement in decision making, were evaluated in order to determine their
relative importance to the explanation of family support services conligurations. It was
hypothesized that agencies in which personnel expressed favorable attitudes toward family
support philosophy (c.g. family centered and driven services) and the implementation of
family support at their agency would have implemented more family support services and

more formal administrative structures.



31

Beliefs regarding driving and inhibiting forces. Structural characteristics of

the organization and its cnvironment are not static forces. Within a dynamic ecological
context these forces can directly inhibit or enhance the implementation of new programs by
providing the necessary resources and push to support the implementation of innovative
programs, or not. However, measures of organization and context clements that hinder or
constrain innovation implementation are not always readily available {rom secondary data
sources or casily obtained by direct measurement. Even so, as Kurt Lewin's ficld theory
suggests (Lewin, 1951), behavior is a function, not of the objective environment, but the
subjective. A person's pereeption of their environment primarily directs their behavior.
Therefore, in order to understand how forces in the environment impact family support
services implementation behavior, it is important to understand the perceptions or beliels
agency personnel hold in regard to those forees.

According to Lewin's ficld theory, ageney structure and context forees not only have
direct impacts on implementation but also have indireet effects based on what agency
personnel believe to be the nature of the push and support for the implementation of the
innovative program. If personnel do not pereeive a need for or believe that there are
resources to support the new program, it is unlikely that the organization will carry out the
necessary tasks to implement the program. For example, resources may be available to
develop the new program, but unless people in the organization believe a need exists they
may not scarch for and access thosc resources. In contrast, il people are aware of
resources and recognize that a need exists, they are more likely to implement the new
program.

Therefore, a potentially valuable means of measuring the effects of structural and
context forees is to ask people in the organization what they pereceive to be the forces which
have cither inhibited or encouraged the implementation ol the innovative program in
question. In the five year follow-up study of family support services in Michigan, scrvice

providers and administrators identificd a number of factors which they believed to inhibit or
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encourage the growth of family support scrvices (Herman, Thompson ct al., 1992).
Identified factors included organization structurc and context issucs, such as funding,
demand, community resources, need, and agency resources, and also characteristics of
ageney personnel, such as their attitudes and perceived support from administration.
However, the open-ended question format did not allow for an examination of the extent to
which particular factors explained the variability in family support conligurations.
Comparability across the agencics of the impact of any particular factor was not possible.

As noted carlier, Ajzen and Fishbein's (1980) theory of 'reasoned action’ suggests that
a person's intentions to implement family support services are in part a function of the
person's perception of the social pressures (i.¢., the subjective norm) to implement or not
implement family support services. During the implementation process, individuals scek
reinforcement for their actions by observing the attitudes and behaviors of their clients,
collcagues and supervisors (Rogers, 1983; Zaltman ct al., 1973). This process of
legitimation helps the individual to determine the appropriatencess ol their actions, lending
support and motivation for further actions. For example, a person who pereeives that
clients, colleagues and supervisors think family support services should be implemented
will feel social pressure to do so. Converscly, a person who pereeives that clients,
colleagues and supervisors think family support services should not be implemented will
have a subjective norm that puts pressure on him/her to avoid implementing family support
services. Thus, a person's belief's regarding the degree of support held by other agency
personnel for the implementation of an innovative program determine, in part, his/her
response 1o the situation. Without a beliel that their actions will be supported, agency
personnel may waver and thus not implement family support to its fullest capacity.

Backer and colleagues (1986), in reviewing successful innovation dissemination
efforts, noted that organizational support for the innovation was critical for successtul
adoption and implementation. During the follow-up evaluation of family support scrvices

in Michigan, family support coordinators identified support from agency administration as
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a key factor that cither hindered or enhanced the implementation of family support services
(Herman, Thompson et al., 1992). Although belicls of agency personnel may be
predictive of the outcomes of the implementation process, very few, il any, rescarchers
have systematically evaluated this possibility. Therefore, beliefs regarding the forees that
have inhibited or enhanced agency implementation of family support services, such as
agency capacity, state funding, family and community support, and support [rom
colleagues and supervisors, were explored in order to determine the relative importance of
these variables to the prediction of family support configurations. In general, it was
hypothesized that agencies in which stakeholders' belicved there to be sufficient capacity,
high levels of family and community support, and support from staff and administration
would have implemented more family support services and more formal administrative
structures.

Further, as suggested by reasoned action theory, it was hypothesized that behavioral
intentions would be predictive of family support configurations, and would moderate the
relationship between attitudes/belicts and the criteria. Thus, stakcholders' pereeptions of
their agency's willingness to hire and train stafl for family support and their preferences for
expansion and improvement of family support were measured. It was hypothesized that
agencices in which personnel favored the expansion and improvement of family support,
and in which staft were hired and trained for family support would have implemented more
services and more formal administrative structures. The cffectiveness of behavioral
intentions as a mediator between the relationship of attitudes and beliets with the criteria
was explored in the path model, which I present in the last section of this chapter.

Organizational status and decision _making invelvement as moderator.

Onc of the most {requently cited generalizations regarding resistance to innovation is that it
occurs when those aftected by a change pereeive it as threatening (Glaser et al., 1983).
Legge (1984) suggested, based on an exchange-theory approach, that individuals calculate

the balance of costs and benefits to themselves, and (o the organization, and decide whether
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to accept or resist the proposed change. Individuals who view the innovation as providing
morc benefits to themselves and the organization will be more supportive of the
implementation process; while those who view the innovation as less than beneficial may
choose to resist, cither passively or actively, ctforts to implement the innovation. Pcople
who have benefited the most from an existing order are unlikely to welcome a major
change. Fear of loss of status, prestige and power is often cited as a major reason for
resistance to change (Glaser et al., 1983).

Power holders in the organization may resist required changes of an innovative policy
because of their "vested interest” in the existing order. Innovations which are perceived 0
devalue a person's acquired knowledge and skills are threatening and theretore, less likely
to be fully implemented (Glaser et al., 1983).  Fairwcather and his collcagues (1974), in
disseminating the Lodge program for people with mental illness, noted that innovations
which involved social status and role changes were less likely to be adopted or fully
implemented. This "top-down" (Sabatier, 1987b) perspective suggests that innovations
which threaten the established power hicrarchy are not likely to be implemented without the
power hicrarchy's acceptance and cooperation. Hasenfeld and Brock (1991) noted that
when the group that controls the key resources in the organization is in conflict with the
proposcd changes, the agency is more likely to undertake symbolic rather than substantive
implementation. The organization may comply with the formal requirements of the policy
but with minimal commitment of organizational resources. Backer and associates (1986) in
their study of the dissemination and adoption of three innovative psychosocial
interventions, concurred that organizational support for the innovation, particularly (rom
top management, was critical for successtul implementation.

However, from the "bottom-up” perspective, social innovation diffusion rescarchers
(Fairweather et al., 1974; Berman & McLaughlin, 1977, 1978) and program
implementation analysts (Scheirer, 1981) have noted that participation of dircct service

providers in the decision making surrounding the implementation of innovative programs is
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essential to effective implementation. The fundamental flaw in top-down models of policy
implementation is that they assume that the framers of the policy decision are the key actors
and that others arc basically impediments (Sabatier, 1987b). Initiatives of local
implementing officials and other community resources are neglected in policy decisions,
often resulting in less than cffective program implementation. Hjern and colleagues (as
reviewed by Sabaticr, 1987b) in evaluating policy arcas involving many public and private
organizations, concluded that program success was more dependent upon the skills of the
individuals in local agencies than upon the efforts of central government officials.

This same 'bottom up' perspective can be applied to individual organizations.
Although organizational rescarch has traditionally assumed organizations to be heavily
influenced by their leaders, Hage and Dewar (1973) found that the beliefs of individuals
who reported high levels of participation in strategic decisions were more predictive of
innovative performance than the beliefs of the organization's formal leadership.
Fairwcather and colleagues (1974), in disseminating the Lodge program for pcople with
mental illness, discovered that high social-organizational status of the person who is
contacted by the change agent was relatively unrelated to whether or not actual change
occurred. In actuality, contact with lower status agency personnel was related to greater
implementation. In other words, the person at the top of the authority structure in an
organization docs not necessarily have omnipotent power in determining program
innovation and implementation. Beliefs of all those in decision making roles are more
important in determining an organization's performance than the formal leadership alone.

Therefore, both the formal status of stakcholders and their pereeived level off
involvement in decision-making regarding the implementation and provision of family
support services was determined. Analyses were conducted to determine the extent to
which attitudes, beliefs and intentions were correlated with stakcholders' status and levels
of decision making involvement. Further, analyses were conducted in order to determine

whether the predictive value of attitudes, beliefs and intentions to observed variations in
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family support configurations was moderated by status and levels of decision making. As
would be hypothesized by the "top down' perspective, a significant moderator effect would
be indicative of the higher importance of the attitudes and beliefs of administrators and
highly involved decision makers to the implementation of family support services.
Relative Importance of Organization, Context and Individual Characteristics

The arguments and literature thus far presented suggest that organizational performance
is determined by characteristics of the organization and it's environment, and characteristics
of people in the organization, their attitudes and beliefs and their relative status in the
organization. A number of variables within cach of these categorics (organization, context,
and individual factors) have been empirically evaluated and found to be related to
innovation adoption and/or implementation. There is little evidence, however, which
suggests which variables are most relevant in the prediction of implementation
configurations. Few studies have included variables within all three categorics.

Baldridge and Burnham's (1975) rescarch regarding organizational innovation included
measures of all three categories. However, although individual characteristics, such as
age, sex, cosmopolitanism and education were measured, they were not included in
comparison analyses. Also, administrative positions and roles, which were argued to have
an impact on perceptions of innovativeness, were not evaluated in regards to actual
implementation practices. The methodology and analysis strategy did not allow for a
determination of the relative importance of the three categories, as only organizational and
environmental characteristics were used as predictors of innovation.  Also, individual
attitudes and beliefs regarding change or the innovation were not evaluated.

Kimberly & Evanisko (1981) also evaluated the influence of individual, organizational
and environmental factors on adoption of innovations. Their rescarch concluded that
organizational level variables were the best predictors of innovation (correlation coceflicients
ranged from .15 10 .39). Their rescarch also suggested that different innovation

configurations, i.¢., tcchnological and administrative, were influenced by difterent sets of
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variables. However, similar to Baldridge and Burnham (1975), the individual level
variables evaluated did not include attitudes and beliefs of organizational personnel in
regard to change or the particular innovations studied.

In contrast, Hage and Dewar's (1973) research, which focused on individual and
organizational variables, did include individual evaluations of change. Their rescarch
suggested that individual values (partial corrclation coeflicients ranged from .70 10 .75)
were more predictive of innovation implementation than organizational structure (partial
correlation coefticients ranged from .32 10 .58). They concluded that the values of decision
makers "represent a guiding foree in the organization, which can change its direction, sct
policy, and introduce change irrespective of the structural constraints built into the
opcrations of the organization” (p. 286).

In order to add to the literature regarding the relative role of individual versus setting
influences in the implementation process, the final hypothesis explored by this rescarch
was that beliefs and attitudes of stakcholders would be more predictive of family support
configurations than agency and scrvice arca characteristics. However, this debate does not
take into account the possible joint influence of individual and setting influences on
implementation. Rescarch and theory regarding the adoption and implementation of
innovative services has suggested that both context and individual characteristics are
predictive of implementation.  As discussed previously, Lewin's (1951) field theory
suggests that behavior, in this case implementation, is a function of both the person and the
environment, and, more specifically, the person's pereeptions of driving and inhibiting
forces within the environment. Arising out of ficld theory, Ajzen and Fishbein's (1980))
theory of reasoned action suggests that behavior is a function of attitudes toward the
behavior and the subjective norm for that event (c.g., pereeptions of the social pressures
for the behavior) which lead to intentions, when then lead to practice. In other words, an
individual's attitudes and perceptions ol the amount of support in the environment for the

behavior informs their decisions regarding whether or not to carry out a particular behavior,
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which in turn determines their actions. These two theories help to explain the ecological
context in which the implementation of innovations in mental health policy and service
delivery occur. When we combine these two theories we can view implementation as a
function of three primary forces: driving forces external to the organization, organizational
personnel's attitudes toward the innovation, and their pereeptions of the internal and
external norms for implementation. As suggested by reasoned action theory, the impact of
the individual attitudes and perceptions/belicfs on innovation implementation will be
mediated by expressed intentions regarding implementation.

Path model. In cffect, a path model depicting the implementation of family support
services would have three primary paths: agency personnel's pereeptions of support from
community and peers, their attitudes toward family support, and agency/service arca
demand characteristics. Further, it is expected that attitudes and beliels, on average will be
correlated in agencices which have more fully implemented family support, since the norm
for the behavior will be positive, which in wrn helps to facilitate positive attitudes, and vice
versa. Likewise, actual demand characteristics and perceptions of demand will be
corrclated. As shown in Figure 1, the path model which was developed and examined in
this research depicted tamily support configurations (i.c., the number of services and
administrative formalization) as a function of agency and context characteristics and agency
personnel’s attitudes toward family support and their belicfs/perceptions of the subjective
norm. Further, the relationship between family support configurations and attitudes and
belicls was hypothesized o be mediated by expressed behavioral intentions regarding the
implementation of family support services. The model also depicts expected correlations
between attitudes and beliefs, and agency/context characteristics and perceptions regarding

the demand for services.
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Figure 1

General hypothesized path model of predictors of family support configurations.

Summary

To summarize, family support scrvices are a relatively new and innovative service
philosophy and practice within the human services arcna. Documented evidence regarding
the implementation of family support initiatives within developmental disabilitics services
has illustrated the wide diversity in service provider practices. Variations in local responscs
to family support policy have been related to various internal and external organizational
characteristics. Little rescarch to date has evaluated the impact of individual characteristics
on implementation. By studying the implementation of family support services in
Michigan, this rescarch evaluated the hypothesis that both structural characteristics of the
organization and its context, and characteristics of organizational personnel are predictive of
organizational performance. Specifically, it was hypothesized that larger agency budgets
and greater service arca population size, density, wealth, and demand would be positively

related to more services and greater formalization. Also, positive attitudes toward family
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support philosophy and implementation, and perceptions of stakcholders of sufficient
agency capacity, and high levels of family and community support, and support from staff’
and administration would be positively related to higher levels of implementation (i.c.,
number of services and formalization). Organizational status of stakcholders and their
relative levels of participation in decision making regarding family support scrvices were
hypothesized to moderate the predictive value of stakcholders' attitudes and beliefs 1o
obscrved variations in implementation, such that the attitudes and beliefs of stakeholders
with a high level of administrative status and decision making involvement would be
predictive ol more services and greater formalization. It was also hypothesized that
stakeholder characteristics would be more predictive of configurations than agency and
service arca characteristics. And, finally, a theoretically driven path model was developed
to describe the hypothesized relationship between innovative behavior and structural
characteristics of the organization and its context along with characteristics of organizational

personnel.



CHAPTER 2

Method

Organization and Design of the Study

The primary purpose of this study was to evaluate the general hypothesis that
organizational performance is determined by structural characteristics of the organization
and the context in which it operates, and by characteristics of organizational personnel. In
doing so, this rescarch explored the relative importance of stakeholder attitudes toward
family support implementation and their beliefs regarding driving and inhibiting forces, and
characteristics of agencices and service arcas as predictors of observed variations in the
implcmentation family support services in Michigan. The design of this study was cross-
sectional and multivariate. The hypotheses were evaluated using correlational and multiple
regression analyses.

The criterion variables were two configurations of family support services: the number
of different family support services implemented and the number of administrative
components implemented (i.c., formalization). Data were collected from a five year
follow-up to a longitudinal evaluation of the implementation of family support services in
Michigan's community mental health system (Herman, Thompson et al., 1992) and from a
mail survey conducted specifically for this study.

Explanatory variables hypothesized to be predictive of the criteria included individual,
organization and scrvice area characteristics. Individual level data consisted of measures,
developed for this study, of stakcholders' attitudes toward tamily support philosophy and
implementation, beliefs/perceptions regarding driving and inhibiting forces, their expressed

intentions related to the implementation of family support, and their perceived role in

41
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agency decision making. Organization level data included a measure of the organization's
size based on the agencey's total authorized budget. Service arca data were obtained from
secondary data sources and included measures of the arca’s population size, density,
wealth, and potential demand for services.

Research Setting

Michigan's community mental health system is comprised ol 55 county-based mental
health agencics. Each agencey is responsible for serving the community in their service arca
which can range from | to 4 of Michigan's 83 countics. Thirty-nine of the agencies serve
singlc countics.

Family support scrvices are those services which are provided o support familics who
arc caring at home for a family member with a developmental disability.  Although the state
has issucd policy guidcelines regarding family support services (MDMH, 1988), cach
agency is ultimately responsible for determining which of the family support services, it
any, they provide and how those services are implemented.

Participants

The participants were the stakcholders in family support services at the 55 community
mental health agencies. As stated in the introduction, stakeholders were defined as those
staff’ and administrative personnel who were in a direet decision making line regarding
family support services at the agency. They included individuals directly responsible for
the delivery and operation of family support services, such as the family support and
respite care coordinators, and family support case managers; and those people involved in
the management of developmental disabilities services in general (¢.g., the developmental
disabilitics services director and/or life consultation services director). Also included in the
stakcholder category were people responsible for decision making for the ageney as a
whole, such as the exceutive administration and board committce members.

Dirccted phone interviewing with family support services personnel, guided by

preliminary information gathered by the five year follow-up study, was used to generate a
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pool of potential participants for the study. At least one person at each board was identified
for each of the following stakeholder categories: family support services personnel,
developmental disabilitics services administration, agency administration, and board
chairperson. In larger agencies, the family support services personnel category may have
included more than one individual, such as a family support services coordinator, a respite
care coordinator, and/or a family support case manager. The developmental disabilitics
services administration and agency administration categories also may have included more
than one individual depending upon the hicrarchical nature and line of decision making at
the agency. The resulting pool of participants included 442 individuals: 237
administrators, and 205 staft.

Response Rate. Of the 442 surveys sent out, 347 (79%) were returned, 8 of which

were returned unanswered or were otherwise not usable. As shown in Table 3, a higher
percentage of staff than administrators returned the survey. Of the administrators,
developmental disabilities services directors had the highest pereentage response, {ollowed

by agency exceutive level administrators. Board chairpersons had the lowest response rate.

Table 3: Response rale.

Stakeholders Recruited Responded
N 9
Board chair or member 55 51
Exccutive level administration 78 64
Services level administration 104 77
Total administration 237 67
Total services level staff 205 87

Total overall 442 79
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Response rates also varied across agencies (see Table 4). Overall, 78% of the agencies

had more than 60% of their potential participants respond to the survey. Comparisons

(two-tailed r-tests) between agencies with 60% or more and less responsc rates were made

to determinc if there was any potential bias associated with the variability in response rates.

Agency response rates were compared based on agency size (budget) and demand for

services (subsidy cases), and service arca size (population and density) and wealth (average

personal income and government spending per capita). As shown in Table 4, analyses

failed to detect any significant bias associated with agency characteristics.

Table 4: Agency level response rates and comparisons based on agency characteristics.

Agency Level Response Rates

Percentage of

Participants Responded

Percent of
Agencies (N=55)

0-59 % 22
60-79 % 31
80-100 % 47
Stakeholder response rate at agency was:
60% or less — More than 60%

N=13 N=42 2-tail
Characteristics Mean (SD) Mean (SD) t probability
Budget ($ mil.) 5.2 (4.2) 13.3 (38) -.76 n.s
Demand (subsidy cascs) 45.5 (65) 77.4 (136) -.81 n.s
Service area population (per 1000) 117 (188) 185 (357) -.65 n.s
Service arca density 193 (394) 247 (552) -.33 n.s
Average personal income ($ 1000) 13.6 (2) 14 (3) -.51 n.s
Per capita government spending ($) 1831 (378) 1642 (316) 1.80 n.s
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Respondent characteristics. As shown in Table 5, 29.7% of the participants

indicated that they were directly involved in family support services provision or
administration. A minority of participants (20.1%) identified themselves as services staft,
but, in their view, were not directly involved with "family support”. Most of the
participants (50.1%) identified themselves as program or agency administration (board

members included).

Table 5: Participants' current position at agency.

Participants
Position (N=339)
Board committee chairperson or member 8.4%
Community mental health agencey or aftiliate administration 19.5%
Service Program administration 22.2%
Family Support Scrvices administration 6.3%
Family Support Services staff 23.4%
Services stafl (not family support) 20.1%

Most (80%) of the participants had been employed with the agency for more than three
ycars (scc Table 6), and most (61%) had been in their current position within the agency
for more than three years (see Table 7). Slightly more than half of the participants (51%,
N=174) indicated that they had a cascload of clients or families for which they were

responsible. Of these, 77% indicated that their cascloads consisted entirely of individuals
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Table 6: Participants' length of time at agency.

Participants
(N=339)
Length of time at agency %
Less than one year 5
| to 2 years 14
3 to 5 years 25
6 to 10 years 24
More than 10 years 31
Table 7: Participants' length of time in current position.
Participants
(N=339)
Length of time in position %
Less than one year 10
I to 2 years 27
3 to 5 years 33
6 to 10 ycars 17
More than 10 years 11
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with developmental disabilitics or their families. A small percentage of participants (13%)
indicated that members of their immediate family had a developmental disability.
Procedures

A mail survey was developed to measure attitudes, beliefs, and other characteristics of
family support stakcholders (see Appendix A). The survey, a cover letter introducing the
study, and support letiers from MDMH were sent to identified stakcholders in March 1992.
A follow-up reminder letter was sent one week later. A second reminder letter was sent
two weeks following the initial survey to those participants who had not returned their
survey. A third follow-up letter and a sccond copy of the survey were sent approximately
four weeks following the initial survey mailing to non-respondents.

Code numbers were used o keep track of survey returns. Only the study dircctor had
access to the coding system which was destroyed at the completion of the data collection
phase. In accordance with the American Psychological Association’s cthical guidelines
(APA, 1992) regarding the involvement of humans in social science rescarch, participants
were assured in the survey cover letter that their answers were confidential. The cover
letter also explained that their participation was strictly voluntary. The study was approved
by the University's Committee on Rescarch Involving Human Subjects (UCRIHS) prior o
data collection (sce letter in Appendix B).

Measurement

In the survey, participants were asked to indicate what services and activities their
agency provided to support families (sce question 1 of survey in Appendix A). Participants
were also asked to answer questions about themselves, such as the length of time they had
worked for the organization, their current position, whether or not they had a cascload of
families for which they were responsible, and if they had a family member with a
developmental disability (questions 10 through 14).

The majority of the questions on the survey measured attitudes, beliefs/perceptions and

behavioral intentions of participants. Items for the beliel/perception questions were
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generated by a review of responses to open-cnded questions regarding the growth
promoting and inhibiting factors of family support services {rom the five year follow-up
study (Herman, Thompson, et al., 1992). Experts in the ficld and the literature regarding
family support were consulted for service principles and philosophical themes for the
attitude measurements. In general, question items assessed five attitude/belict/intention
domains: belicfs/perceptions regarding the forces which inhibit or encourage the
implementation of family support services (question 4), perceptions of others' acceptance
of family support (question 3), preferences for change, such as expansion and
improvement of services (question 2 and 4), attitudes toward family support (question 2),
and perceived degree ol involvement in agency decision making regarding family support
services (questions 6 through 9). All autitude/beliel/intention questions were written in a
Likert-type format (Likert, 1932) with five response categorics. This allowed for the items
10 be further combined into summalted scales (Ghisclli, Campbell & Zedeck, 1981).

Criterion variables. Two criterion variables were used. The first was the number

of administrative components implemented which provided a measure of the degree off
formalization ol family support services at the agency. Data tor this variable were obtained
dircctly from results ol the five year follow-up study (Herman, Thompson, et al., 1992).
This 'bascline’ survey was completed by the person at cach board who was most familiar
with the board's implementation of family support services. In most casces, the respondent
was the family support coordinator.

Three administrative components were used to measure the extent to which the agencics
had formalized/routinized family support services: the presence of a "formally recognized
family support program", the presence of a "single line item budget” for respite care, and
the existence of a "formatized commitiee which served as a link between the agency and
familics of persons with a developmental disability” (i.c., a parent advisory committee).

Agencies were given one point for cach component, for a range of scores from ) to 3.
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The sccond criterion was a measure of the number of family support services the
agencies had implemented. Data for this criterion were obtained from the attitude survey.
Specifically, in the first open-cnded question of the survey, participants were asked to
indicate "what scrvices and activitics their board/agency currently provided o support
families who are caring at home for their member(s) who have a developmental disability?”
Answers were coded into 45 categories of service provision. See Table C-1 in Appendix C
for results of this question.

Often, staff and administrative personnel who were not directly involved in family
support services identificd non-family support scrvices. Therefore, many of the services
listed had not been previously listed as 'family support' in Department policy or by
advocates of family support. In order to maintain content validity, only those services
which had been previously identificd as family support and thus included in evaluations of
family support services were uatilized in the 'services' eriterion variable. Serviees included
in the measure were case management, respite care, family friend respite, parent education,
family support newsletter, family support groups, family networking, family counscling,
in-home nursing, behavior management training, specialized therapics, adaptive equipment,
home renovations, recreation or campership programs, day care, and shared parenting. A
service was counted if at least one family support services staft or administrative person
identified it as provided at their agency. Agencics were given one point for cach service
identificd, for a range in scores ftom O to 16.

In order to assess the validity of the services criterion measure, results were compared
with information provided by the bascline survey conducted one year carlier. It must be
noted that these reports differed not only in time of asscssment, but also in the procedures
used to collect the data. The attitude survey used a single question open-ended format,
while the bascline survey used a closed-ended, multiple question format to obtain yes or no
answers on specific services provided by the agencies. Responses to the present attitude

survey were coded, when possible, to be comparable to categorices cstablished by the carlier
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bascline survey. The results from cach survey were summed as a frequency count of the
number of family support service components, from 0 to 16, implemented at cach of the
agencies. The correlation between the scores was .64 (p < .001). Given the differences in
data collection and timing, the remarkable similarity in responscs supports the validity of
the criterion measure uscd for this study.

Agency and service area descriptors. Data pertaining to the characteristics of the

agency and its service arca (i.c., context) were obtained from several sources. First,
measures of agency size were based on the agencices' overall budget. Budget allocation
information for fiscal year 1989-1990 was obtained from the Michigan Department of
Mental Health for cach of the agencics.

Sccond, the number of familics receiving the family support subsidy was used 1o
determine the potential demand for family support services at cach of the agencies. The
subsidy enrollment data for fiscal year '89-90 were obtained from the Department of Mental
Health's Family Support Subsidy office. These data are highly reliable and are an exact
count of the numbers of familics who received the family support subsidy. At a minimum,
these are the familics who are most cligible for family support services. Familics who do
not qualify for the subsidy, such as familics with adult members who are disabled or
whose member has a non-qualifying school assessment (other than SXI, SMI, Al), are
also cligible for family support services. However, accurate and comparable data regarding
these tamilics are not available (e.g., school district service arcas do not coincide with
mental health agency service arcas). Conscequently, the subsidy data were utilized as a
proxy mcasure of the demand for family support services, with a realization that the
demand is most likely much greater. The amount of underestimation should be similar
ACTOSS AECNCy SCrvice arcas.

Third, data pertaining o service arca population size, density and wealth were obtained
from both the United States' Department of Commerce, Burcau of the Census, and from

the Michigan Department of Commerce. All context descriptive data were based on county
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statistics aggregated to the agencey service area level. Population and square mileage data
were obtained from the 1990 census figures. The average personal income of county
residents in 1988 and government spending per capita in 1987 were obtained from the
Michigan Department of Commeree's (1990) compilation of county descriptive statistics.
These data were used to determine the average wealth and government resources of the
service arca countics. As these data are primarily based on U.S. Census Burcau statistics
(according to citations noted in the data book), the reliability of the data is satisfactory (as
suggested by Stewart, 1984). Table 8 displays descriptive statistics regarding agency and
service arca characteristics obtained from sccondary data sources.

Attitudes, beliefs/perceptions _and behavioral intentions. Stakcholder

beliefs/perceptions regarding the forces which inhibit or encourage the implementation off
family support scrvices, others' acceptance of family support, their behavioral intentions,
and their attitudes toward family support philosophy and implementation were measured by
the mail survey. In order to reduce the overall number of variables, responscs to 27

attitude and 31 belief/perception items (see Table C-2 through C-4 in Appendix C for ilem

Table 8: Agency and service arca descriptive statistics.

Distributions

Characteristics Mecan SD low high

Agency budget ($ mil.) 11.33 33.38 4.82 248.68
Demand (subsidy cases) 70 123 2 805
Service arca population (per 1000) 169 325 5.76 2111
Arca population density 234 516 6.37 3433
Arca avg. personal income ($) 13,930 2663 9196 24,448
Arca government spending per capita ($) 1686 338 971 2485
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descriptive statistics) were aggregated into a smaller number of scales utilizing standard
scale development techniques (as suggested by DeVellis, 1991). First, all items were
submitted to an exploratory factor analysis (i.c., principal axis factoring with varimax
rotation) in order to identity common factors underlying the individual items. The resuits
yiclded 13 factors with eigenvalues greater than 1 which accounted for 61% of the
variance. These results also indicated that the attitude items formed 6 factors and the
belict/perception items formed 7 separate factors. Therefore, in further analyses the attitude
items were submitied independently of the beliel/perception items.

Varimax rotated factor loadings from principal axis factoring were used to identity
potential items for cach scale. Items which loaded .4 or higher on cach factor were
grouped together. Items which did not load highly on a single factor were deleted and the
factor analysis was repeated. In the course of two analysis runs, 4 attitude items and 4
belief/pereeption items were deleted for these reasons (as indicated in Tables C-5 and C-6
in Appendix C). Tables 9 and 10 display the final results of the exploratory factor
analyses. The five attitude factors accounted for 57% of the variance prior to rotation. All
items loaded singly on one factor except for two items in the first attitude factor that also
loaded highly on the second factor. The six beliet/perception factors accounted for 61% of
the variance prior to rotation. However, since no items loaded highly on the sixth
belief/perception factor, this lactor was disregarded.

Confirmatory factor analytic techniques (as suggested by Hunter, 1980) were utilized to
further determinge the factor structure of the two sets ol items. Item-factor and inter-item
correlation analyses were utilized to determine the best item to factor inclusion (item
homogencity) and, thereby, scale content validity (as suggested by Ghiselli, Campbell &
Zedeck, 1981). Examination of inter-item and item-factor correlations suggested that the
two attitude items which had double loadings in the exploratory analysis were highly
intercorrelated with and thus, better placed with two items of the sccond factor (items

identified with an ~ in Table 9) to form a sixth aititude factor (sce Table 11). Further, two
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Table 9: Final principal axis factoring of attitude items after varimax rotation.

Factors

Factor statistics 1 11 ar_ 1v_ v
Eigenvalue (before rotation) 7.3 1.9 1.4 1.3 1.2
Percent of variance (after rotation) 295 6.0 3.5 31 2.6
Items (abbreviated)
Don't think there is a need for FSS J1 -25 -.14 .05 .13
Not convinced FSS is effective or appropriate 67 -31 -.05 12 .20
Like to sce agency discontinue FSS S7 -17 -.09 .07 .10
Familics have help from others, mental health

should not be using resources too 52 -03 -28 .24 .32
Not strong cnough need to warrant further

development of FSS S22 -26 -39 11 .10
AParents views are important to services planning -49 .45 12 -.09 -.03
AParents should be actively involved in services planning -46 42 .14 -.17 .04
Family support takes up too much staft time

better devoted to other services A1 -37 -27 .25 .26
AParents are knowledgeable and competent resources -19 .57 .08 .02 -.03
Family support concepts should be ageney's way of

doing business -32 .50 .21 -.19 -.12
Supporting familics should be top priority at agency =23 .48 .29 -.29 -.10
Services more cffective when family centered and driven -.16 .48 .12 -.12 -.07
Personally committed to FSS =20 47 .38 .08 -.19
AFamilics not capable care givers (R) =19 46 .05 -.26 -.18
Like to help others implement FSS -09 40 .24 -.09 -.08
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Table 9 (cont'd).

Factors

Items (abbreviated) I I_n v _ Vv
Agency should redirect resources to provide more FSS -.08 .07 15 -.17 .0l
FSS should be greater percentage of agency budget =23 19 66 -.13 .04
Staff resources should be redirected,

more emphasis on FSS -08 .27 61 -.18 .00
Would like to see agency expand or improve FSS -36 .28 46 .16 .09
Focus on person with disability, not family 1 -12 -19 .62 -.07
Services lor individuals priority over services for family 09 -2 -07 49 .15
FSS require too much change 09 -21 .09 -03 .68
Agency should find out more about FSS before

going further A5 -.03 -.02 (10 -48

(R) identifics items which were reverse scored for factor analysis

A identifies items which formed a sixth factor in confirmatory analyses.
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Table 10: Final principal axis factoring of belicf/perception items after varimax rotation.

Eigenvalue (before rotation)
Percent of variance (after rotation)

Items (abbreviated)

Board committee members are supportive

Board committece members committed o
develop/expand FSS

Agency's administration is committed to
devclop/expand FSS

Board chairperson is supportive

Agency's executive director is supportive

Agencey's top administration is supportive

Pcople at agency are not interested in providing FSS (R) .

Providing FSS is a top budget priority
People at agency lack clear understanding of FSS (R)
Self is supportive of FSS
Agency's developmental disabilities staft is supportive
FSS staff is supportive
Professional peers are supportive
Staff supervised are supportive
Developmental disabilitics administration is supportive
Immediate supervisor is supportive
Agency lacks funding capacity (R)
Agency has sufticient capacity
Agency lacks sufficient staff (R)
Agency not able to keep up with demand,
families wait (R)

Factors

I "l v VvV Vi
7.7 2.6 22 1.6 1.3 1.0
269 7.8 6.0 4.0 2.7 1.8
A7 .22 .07 -.06 .21 .24
g4 .03 .06 22 .06-.13
J4 11 .02 21 09 -.12
J4 .24 .03 .03 .11 .30
A3 .33 .11 .05 .08 .09
J2 .39 .08 -.01 .06 .12
63019 -03 .13 19 .02
S8 -.00 14 31 .09 -.12
A5 110 .03 19 .27 -.12
g1 724 06 11 -.12 .06
22 .74 .06 -.02 .19 -.17
A3 73 -.03 11 .05-.09
A4 .68 -.07 14 .16 .06
A8 .64 05 14 17 .22
46 .59 16 -.15 .09 -.07
28 .47 .07 .21 -.09 .29
04 11 .67 .09 .01-.03
07 -.02 .65 -.07 .09 .10
Jd20 .02 .59 -.03 .06-.11
-04 -.02 .44 -38 .02 .09
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Table 10 (cont'd).

Items (abbreviated)

Community agencies refer familics to agency
for services

Families reluctant to take advantage of services
available (R)

Families active in advocating tor FSS

Familics don't want FSS (R)

Atitudes and practices in community support individual
services, not family services (R)

System doces not recognize family as client (R)

Lack of community interest in supporting individuals and

familics (R)

!.

Factors
I I I IVv. VvV VI
A7 .09 -.07 .52 -.07 .13
05 15 -08 .48 .13 .01
21 .01 .09 43 .14-.10
01 38 -.01 .41 .21 .06

-.16 -.14 -.03 -/13 -.61-.22
.05 -.44 .05

=27 -.00 -.15

-~ 12 -13 -.05 -.17 -.44 .13

(R) identifies items which were reverse scored for factor analysis.
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of the belief/perception items which were originally deleted were found to be highly inter-
correlated. These two items were thus combined to form one of two behavioral intention
factors (sce Table 12). The other behavioral intention factor was formed by items in factor
MI of the attitude item analysis (sce Table 13). And last, after examining inter-item and
item-factor correlations, one item which was originally deleted (rom the fourth
belief/perception factor was returned (sce item 5 in Table 14). Confirmatory analysis
indicated that all other item-factor and inter-item correlations were consistent with expected
patterns (high item-factor and inter-item correlations, and low item to other factor
correlations), thus no other changes were made to the factors obtained during the
exploratory stage.

The resulting 12 factors (4 attitude, 5 belict/perception, 3 intentions) were then
submitted to internal consistency reliability analysis using Cronbach's alpha (Cronbach,
1951). Three factors (1 cach of attitude, beliet/perception, and intention) failed to achicve
reliability estimates greater than .60 and were thus deleted (see Table C-7 in Appendix C
for results of internal reliability and confirmatory analyses of deleted factors). Tables 11
through 19 present inter-item correlations and item-total correlations (i.c., results of
confirmatory analyses) for cach of the nine remaining scales. Table 20 and 21 present
summarics of the reasons for dropping items from the factor analyses and resultant scales
(see Table C-8 for correlations between these items/factors and the criterion variables).

Scale scores were computed as the average rating of the items in the factor, and ranged
from 1 to 5. Table 22 presents means, standard deviations and internal reliability for cach
of the scales. Three attitude scales measured participants' attitudes toward tamily support
services and philosophical themes. Specitically, the support for parent involvement in
service/agency decision making scale (sce Table 1) measured attitudes toward the core
philosophy of family support of parents as competent resources and parent cmpowerment
in decision making. Items in the positive attitudes toward family support scale (sce Table

16) measured personal commitment to implementing family support along with attitudes
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Table 11: Parent involvement in services planning attitude scale.

Inter-item correlations Corrected

Items (abbreviated) 1 2 3 Item-total »
1. Parents vicws are important to services

planning .52
2. Parents should be actively involved in

services planning .55 48
3. Parents arc knowledgeable and competent

resources and should be involved 39 34 .48
4. (R) Families not capable care givers 29 29 38 42

(R) indicates items in this scalc which were reverse scored.

Table 12: Agency commitment to hiring and training staff for family support scrvices (FSS)

behavioral intention scale.

Inter-item

correlation Corrected
Items (abbreviated) 1 Item-total r
1. Agency provided FSS staff training opportunitics .55

2. Agencey hired staft with FSS expertise .55 .55
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Table 13: Expansion and improvement of family support services (FSS) behavioral

intention scale.

Inter-item correlations Corrected

Items (abbreviated) 1 2 3 Item-total »
1. Agency should redirect resources to

provide more FSS .65
2. FSS should be greater percentage of

agency budget .58 .65
3. Staff resources should be redirected o

put more emphasis on FSS .59 42 .57
4. Would like 1o scc agency expand or

improve FSS 31 52 .32 46

Table 14: Family and community support for family support services (FSS) belict scale.

Inter-item correlations Corrected

Items (abbreviated) 1 2 3 4 Item-total r
1. Families active in advocating for

expansion/development of FSS .34
2. (R) Familics reluctant to take

advantage of scrvices available 17 42
3. Community agencies refer familics

to agency for services 21 .38 .36
4. (R) Familics don't want FSS 22 .42 .27 46
5. Sufficient resources in community

to support agency's efforts to

provide FSS A .20 A4 .30 .35

(R) indicates items in this scale which werce reverse scored.
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Table 15: Agency capacity to provide family support services (FSS) belief scale.

Inter-item correlations

Corrected

Iiecms (abbreviated) ] 2 3 ltem-total »
1. Agency has sulticicnt capacity .53
2. (R) Agency lacks funding capacity 46 49
3. (R) Agency lacks sufficient staff .36 .44 .43
4. (R) Agency not able to keep up with

demand, familics have to wait .32 .18 18 .28
(R) indicates items in this scale which were reverse scored.
Table 16: Positive attitude toward family support services (FSS) scale.

Inter-item correlations  Corrected

Items (abbreviated) | 2 3 4

Item-total r

I. Family support concepts should be
agency's way of doing business

2. Supporting familics should be top

priority at agency 47
3. Like to help others implement FSS .35 .36
4. Personally committed to FSS 39 38 .33
5. Services more effective when family
centered and driven .39 35 .21 33

.56
.55
43
.50

.46
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Table 17: Negative attitude toward family support services (FSS) scale.

Inter-item correlations Corrected

Items (abbreviated) 12 3 4 5 Item-total »
1. Don't think there is a nced for FSS .69
2. Not convinced FSS is effective or

appropriate .63 .66
3. Like to see agencey discontinue FSS .50 .43 .54
4. Familics have help from others, mental

health should not be using resources too .45 .49 .39 .60
5. Do not see strong enough need to warrant

further development of FSS .52 .48 .44 .45 .62
6. Family support takes up too much statl’

time better devoted to other services 49 .48 .35 .52 .40 .61

Table 18: Perception of staff support for family support services (FSS) scale.

Inter-item correlations Corrected

Itcms (abbreviated) 1 2 3 4 5 6 Item-total r
1. Sclf is supportive of FSS .67
2. FSS staff if supportive .61 .63
3. Agency's developmental

disabilitics staff is supportive 54 .59 .72
4. Profcssional peers are supportive 46 .46 .62 .65
5. Staff supervised are supportive 47 48 .46 .46 .59
6. Developmental disabilities

administration is supportive AT .46 .62 44 40 .59

7. Immediate supervisor is supportive .38 .23 29 39 35 .28 .42
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Table 19: Perception of administrative support for family support services (FSS) scale.

Inter-item correlations Corrected

Items (abbreviated) 1 2 3 4 5 6 7 8 Item-totalr
1. Board committce members are supportive .78
2. Board committee members commitied

to develop/expand FSS .58 .71
3. Board chairperson is supportive .84 .55 .76
4. Agency's administration is committed

to develop/expand FSS .55 .68 .58 72
5. Agency's executive director

is supportive .68 .52 .68 .52 .74
6. Agency's top administration

is supportive 73 .52 .71 .55 .83 76
7. (R) People at agency not interested

in providing FSS .57 .46 .58 .52 .56 .55 .66
8. Providing FSS is a top budget priority .46 .62 .44 .61 .42 .45 .51 .62
9. (R) Pcople at agency lack

clear understanding of FSS 39 .44 39 39 40 .37 .39 37 49

(R) indicates items in this scale which were reverse scored.
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Table 20: Attitude items dropped {rom scalcs.

Attitude item

I feel that programs and services [or people
with disabilitics should take priority over

support services for familics

Family support services require oo much
change in the way my board/agency

provides services o our clients

There are needs in our community that are
much more pressing which should be
addressed first, betore we develop lamily

support services any lurther.

1 feel that the focus of services should be on

the person with disabilitics, not the family

Many activitics and services related to

family support are not within the domain of

mental health responsibility, other service
providers should be providing these

supports

I think my agency should lind out more
about family support services before we go

any {urther

I would like to know what other agencics
are doing in regard to family support

services

Since most familics with children with
disabilitics are supported by the school
system, it is not necessary for mental health

to also provide services for them.

Reason for dropping

Internal reliability (alpha) of attitude factor
IV which contained item was .55, below

criteria of .60 {or scale construction.

Internal reliability (alpha) of attitude factor
V which contained item was .54, below

criteria of .60 for scale construction.

Formed separate factor in initial factor
analysis, did not load strongly on other

factors, deleted from final factor analysis.

Intcrnal reliability (alpha) of attitude factor
IV which contained item was .55, below

criteria of .60 for scale construction.

Item failed to load highly on any factors in
initial factor analysis, deleted from final

factor analysis.

Internal reliability (alpha) of attitude factor
V which contained item was .54, below

criteria of .60 for scale construction.

[tem failed to load highly on any factors in
initial factor analysis, deleted from final

factor analysis.

Item failed to load highly on any factors in
initial factor analysis, deleted from final

factor analysis.
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Table 21: Belief/perception items dropped from scales.

Belief/perception item

State Department funding allocations have
helped my agency's ability to provide
family support scrviccs.

There is a general lack of community
interest and involvement in supporting
individuals with disabilitics and their

families

The system does not recognize the family as
the client, only the individual with
disabilitics, which hinders our efforts to

implement support services for familics

The attitudes and practices of most service
providers in our community arc that support
services should be provided only to the
individual with disabilitics, they do not

involve or support the family

Reason for dropping

[tem failed to load highly on any factors in
initial factor analysis, deleted from final

factor analysis.

Internal reliability (alpha) of belief factor V
which contained item was .47, below

criteria of .60 for scale construction.

Internal reliability (alpha) of beliel factor V
which contained item was .47, below

criteria of .60 for scale construction.

Internal reliability (alpha) of beliel factor V
which contained item was .47, below

criteria of .60 for scale construction.
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Table 22: Attitude, belief/perception and behavior intention scale statistics.

Mcan
#llems  Alpha Mean(SD) Inter-item r

Attitude scales

Negative attitudes toward FSS 6 .84 1.60(.48) 47
Parent involvement in planning 4 .70 4.21(.55) .37
Positive attitudes toward FSS 5 74 4.03(.58) .36
Behavioral intention scales

Expansion and improvement of FSS 4 17 3.76(.66) 46
Agency commitment 2 1 3.63(.96) .55
Belief/perception scales

Administrative support 9 91 3.69(.72) .54
Stafl support 7 .85 4.52(.52) 45
Agency capacily 4 .65 2.26(.85) .32
Family/community support 5 .64 3.45(.66) 26

Table 23: Attitude, beliel/pereeption and behavior intention inter-scale correlations corrected

for attcnuation.

Corrected zero-order correlations
Attitude scales: ] 2 3 4 5 0 7 8
1. Negative attitudes to FSS

2. Parent involvement -.78

3. Positive attitudes to FSS -76 .85

Behavioral intention scales:

4. Expansion and improvement  -.58 .53 .69

5. Agency commitment =28 .20 40 -20

Belief/perception scales:

6. Administrative support -4 10 21 =240 .62

7. Staff support -54 36 43 19 40 .55

8. Agency capacity 03 -04 -10 -30 26 .14 .11

9. Family/community support  -.31 A2 42 10 .65 47 34 -.02

N=339
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favoring core family support concepts such as family centered and driven services. Items
in the negative attitudes toward family support scale (sce Table 17) focused on the extent to
which participants disapproved of family support implementation, possibly because they
did not see a need for services, or were not convineed that family support was cttective, or
that resources would be better used tor other services. The means of the attitude scales
suggested that the distribution of scores was somewhat skewed to the positive end of the
scale.

Two measures of behavioral intentions were developed, one associated with attitude
items and one associated with beliet/perception items. The support for expansion and
improvement of family support services scale (see Table 13) measured preferences for
redirecting resources to provide more family support services. The second behavioral
intention scale measured perceptions of activitics which have been carried out by the agency
which support the implementation of family support, such as hiring and training staff for
family support services (sce Table 12).

The four beliet/perception scales measured stakcholders' awareness of the internal and
external forces which drive or inhibit family support services implementation.
Belicts/pereeptions regarding external forees were measured by the family and community
support for family support services scale (sce Table 14). Beliel/perceptions regarding
internal forces were measured by three scales, one which dealt with capacity issucs (see
Table 15), and two which dealt with the subjective norm in the agency, i.c., support {rom
staff (sce Table 18) and support from administration (sce Table 19). Similar to the attitude
scales, the distribution of one of the belicf/perception scales, staff support, was somewhat
skewed toward the highly supportive end of the scale.

Table 23 presents zero-order correlations corrected for attenuation between the nine
scales. In general, corrected correlations among the scales ranged from .02 to a high of
.78. The attitude scales were more highly inter-correlated than the belief scales. The two

behavioral intention scales were negatively correlated.



67
Role and decision making status. Survey participants identificd their role within

the agency (question 11 of the survey). Responses to this question were condensed into an
index of role status which included three levels: staff (50%), direct services administration
(22%), and agency level administration (28%). This variable was treated as an ordinal
scale measuring participants' role status from lowest (stafl = 1) to highest (agency
administration = 3).

Participants were also asked a series of four questions concerning their perceived
involvement in decision making at the agency. Two questions concerned the participants'
perceptions of their impact on, and frequency of participation in "overall planning and
implementation of scrvices” at their ageney. The other two questions explored their
perceived impact on, and frequency of participation in decisions regarding "services and
supports to individuals with disabilitics and their families" at the agency. Table 24 displays
the results concerning respondents’ reported role in decision making at the agencey.

The four impact and frequency items were highly inter-correlated and, thus, were
combined into on¢ 'Decision Making Status' scale score. The items were summed and the
mean calculated for the scale score. The alpha for this scale was .88, the mean inter-item
correlation was .64, and the corrected item-total correlations ranged from .59 to .80. The

overall scale mean was 3.25 (SD = 1.14).
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Table 24: Participants' perceptions of their role in agency decision making.

Impact on;

overall services
planning

DD services planning

Frequency of

participation in:

overall services
planning

DD services planning

% Response

Very litle Litdle Some Much Very much

Mean (SD) | 2 3 4 5
2.99 (1.47) 25 14 21 20 21
3.34 (1.29) 12 13 26 26 23

Never Seldom  Sometimes Olften  Always

Mean (SD) | 2 3 4 5
3.09 (1.37) 16 23 17 25 20
3.59 (1.16) 7 12 19 39 23




CHAPTER 3

Resulits

The percent of agencics where at least one respondent reported family support services
is shown in Table 25. Similar to previous findings (Herman, Thompson ct al., 1992),
respite care and case management were provided by almost all agencics, and daycare and
shared parenting were least often provided. The number of services provided at the
agencies ranged between | and 14, the mean and mode was 7 with a standard deviation of
3.

In regard to the level of formalization of services, 20% of the agencies had implemented
all three indicators (i.c., program structure, respite budget, parent advisory council), 38%
had implemented two indicators, 29% had implemented one indicator, and 13% had not
implemented any of the indicators of administrative formalization. The average level of
formalization was .66 with a standard deviation ol .95.
Hypotheses 1 and 2: Agency and Service Area Predictors

The first hypothesis stated that organizational size would be positively correlated with
higher levels of family support services implementation. Pearson correlational analyses
were used to test this hypothesis with agency budget used as an indicator of agencey size.
As can be scen in Table 26, agency budget was signilicantly positively correlated with the
number of family support scrvices provided, but not with the degree of formalization of
family support within the agency. Thus, larger budgets were related to more services, but
not necessarily with a higher level of formalization. It should be noted that the number of

different services was positively correlated with formalization (r = .36, p < .01),

69
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Table 25: Percent of agencies where respondents indicated provision of scrvices.

Percent of agencies

Service (N=55)
Case management 96
Respite Care 100
Family Friend Respite 53
Parent Education 55
Family Support Groups 38
Parent-parent Network 35
Newsletter 26
Family Counscling o 67
In-home Nursing 24
Behavior Management Training 69
Special Therapics 22
Adaptive Equipment |
Home Renovations 33
Recreation or Campership 44
Daycare 9
Shared Parenting 2

suggesting that agencics with more services had implemented more formal administrative
structures.

The sccond hypothesis stated that service arca characteristics (i.¢., population, demand,
density, average personal income, and average government spending per capita) would be
positively correlated with higher levels of family support services implementation. Pearson
correlational analyses were used to test this hypothesis. These results are presented in
Table 26. As predicted, three service arca characteristics (i.c., population size, demand,
and density) were significantly positively correlated with the number of family support

services provided. Larger service area populations, higher levels of population density,
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Table 26: Zero-order correlations between agency and service arca characteristics and the

criteria.
Zcro-order Correlations
Variables | 2 3 4 5 6 7
1. Agency budget
2. Demand (subsidy enrollment) 90**
3. Service Area Population BOFE - QRE*
4. Scrvice Arca Density 90** 96%*  98**
5. Arca Avg. Personal Income 24%  48FF 53%F ARH*
6. Scrvice Arca Government 20% 0 28% 0 26%  .23*% (13

Spending Per capita
. # Family Support Services .37** .46** .39%* 36** ,23* .06
8. Degree of Formalization A0 .19 15 .09 .03 .07 .36%*

~3

N=55
* p < .05, % p < .01, onc-tail.

higher demand for services were associated with agencics implementing more family
support components. Average personal income and average government spending per
capita were not significantly correlated with number of services. Further, none of the
service arca characteristics were significantly correlated with the degree of formalization.
Therefore, hypotheses | and 2 were upheld for the services criterion, but not for the
administrative formalization criterion. Service arca characteristics were significantly
correlated with the number of services, but not formalization,
Hypotheses 3 and 4: Attitude and Belief Predictors

The third and fourth hypotheses stated that positive attitudes toward family support
philosophy and implementation, and pereeptions of stakcholders of sufficient agency
capacity, and high levels of family and community support, and support {rom stafl and

administration would be positively correlated with family support services configurations.
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For these analyses, the scale scores of all stakcholders of an agency were aggregated and
the mean computed to establish the agency scale score. Pearson correlational analyses were
used to determine correlations between the aggregated attitude, belief/perception and
behavioral intention scales and the criteria. Correlation coctticients were then corrected for
attenuation and statistical significance determined based on 95% confidence interval
estimates. As shown in Table 27, two attitude measures (negative attitudes toward FSS
and positive attitudes toward family support) were significantly correlated (i.c., confidence
interval did not include 0) in the expected direction with the number of family support
services implemented. Higher levels of positive attitudes toward services, and lower levels
of negative attitudes toward services were related o greater numbers of services. No
attitude measures were significantly correlated with administrative formalization. Thus, the
hypothesis that attitudes would be positively correlated with family support configurations
was upheld for the services criterion, but not for the formalization criterion.

Regarding beliels/perceptions, the results presented in Table 27 indicated one
beliel/perception measure, family and community support, was significantly correlated in
the expected direction with the number of family support services provided. This measure,
together with pereeptions of administrative support for services, was also correlated
positively with degree of formalization. Thus, beliefs/perceptions were positively
correlated with both of the family support configurations, upholding the third and fourth
hypotheses.

Behavioral intentions. As shown in Table 27, preference for expansion and

improvement of family support scrvices was positively correlated with number of services.
Further, pereeption of agency commitment was significantly correlated, in the expected
dircction, with both criteria. Perceptions of the agency's willingness to hire and train stalf
for family support was rclated to both a greater number of services provided and more

formal administrative structures.
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Table 27: Corrected zero-order correlations between attitude, belicf/perception, and

behavioral intention scales and the criteria.

Corrected zero-order Correlations

(£ 95% confidence interval)

9

Attitude scales | 2 3 4 5 6 7 8
1. Negative attitudes to FSS
2. Parent involvement =72
(.26)
3. Positive attitudes to FSS -74 .93
(.22) (.20)
Behavioral intention scales
4. Expansion/improvement =700 .54 .76
(.22) (.30) (.24)
5. Agency commitment -61 .45 .69 .05

(.28) (.34) (.28) (.38)

Belief/perception scales

6. Administrative suppoit -1 .04 .09 -44 55
(.30) (.36) (.34) (.28) (.28)

7. Staff support -64 45 47 Il .68 .53
(-24) (.32) (.30) (32) (.26) (.26)

8. Agency capacity -04 10 .04 -08 .32 -.16 .1l

(.38) (.42) (.40) (.40) (.38) (.34) (.38)

9. Family/community support -.57 .16 .71 48 .73 .30 42 -22
(.:30) (38) (.30) (34) (.30) (.34) (.32) (40)

Criterion

#Family Support Services -.34 .30 .41 .32 .44 .21 .23 -.19 .60

(.28) (.32) (.28) (.30) (.28) (.28) (.28) (.32)(.26)

Degree of Formalization -.20 .12 .21 -.11 .50 .34 .24 .16 .49
(.28) (.32) (.30) (.30) (.26) (.26) (.28) (.32)(.30)

N=55
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Attitudes., beliefs/perceptions and behavioral intentions related to role

and decision making status. Pcarson corrclations were calculated between attitudes,

beliefs/perceptions and behavioral intentions and the status variables. Correlations were
then corrected for attenuation and statistical significance was determined based on 95%
probability confidence interval estimates. As shown in Table 28, scveral of the scales were
significantly correlated (i.c., confidence intervals did not contain 0) with decision making
status and role status. Individuals who indicated greater involvement in decision making
were more likely to report positive attitudes toward family support services and parent
involvement in scrvices planning, perceptions of greater agency commitment, greater
capacity, greater administrative and staff support for services, and greater family advocacy
and community support for services. Decision making was negatively correlated with
intentions toward expansion and improvement in family support services, suggesting that
people who were more involved in agency decision making were less likely to affirm
desires to expand or improve services. This was corroborated by a negative correlation
between role status and expansion intentions, suggesting that people who were in higher
levels in the agency expressed less positive intentions toward expansion and improvement
of scrvices.

Role status was also positively correlated with negative attitudes, suggesting that higher
levels of administration expressed more negative attitudes toward family support.
However, keep in mind that attitude scales were somewhat skewed in the positive direction
and therefore relatively negative attitudes may still in fact be positive in an absolute sensce.
Role status was also positively correlated with perceptions of greater agency commitment
and administrative support. Thus, higher level administrators, although less favorable
toward family support philosophy and ¢xpansion, expressed perceptions of greater agency
commitment to implementing family support services and greater administrative support for

services. On the other hand, the same correlations indicate that stafl were Iess likely o
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Table 28: Corrected zero-order correlations between decision making status and role status,

and attitudes, beliefs/perceptions and behavioral intentions.

Corrected Zero-order Correlations
(F 95% confidence interval)

Decision Making Role
Adtitude scales
1. Negative attitudes to FSS -.06 A7
(.12) (.10)
2. Parent involvement in planning A3 -.11
(.12) (.12)
3. Positive attitudes to FSS 21 -.03
(.12) (.12)
Behavioral intention scales
4. Expansion/improvement of FSS -.24 -.42
(.12) (.12)
5. Agency commitment .56 .27
(.12) (.12)
Belicf/perception scales
6. Administrative support .53 .34
(.08) (.10)
7. Staff support 22 01
(.12) (.10)
8. Agency capacity 19 01
(.14) (.12)
9. Family and community support .25 1
(.14) (.12)
believe that their agency had hired and trained staff for family support, and were less likely

to indicate that administrators were supportive, possibly recognizing administrative
reluctance to expand scrvices.
Hypothesis 5: Decision Making and Role Status as Moderator

The fifth hypothesis stated that decision-making status and role status of stakeholders

would moderate the prediction of family support configurations from stakcholder attitudes,
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beliefs/perceptions and behavioral intentions. A series of multiple regression analyses were
conducted in order to test this hypothesis. All analyses for this hypothesis were conducted
at the individual level of analysis (as compared with previous analyses which were at the
agency level). Pearson correlations, corrected for aticnuation, were used to determine the
relationship between decision-making status and role status.  As would be expected, a
higher level of decision making status was highly correlated with a higher administrative
role in the agency (corrected » =.70). Decision making status and role status were, thus,
standardized and the mean of the two scores was used as a single index of status. The
status scores were then standardized for the regression analyses. Further, all scales and
criteria were standardized.

A scries of hierarchical multiple regresston analyses were used to test the hypothesis
that status moderated the cffect of attitudes, beliefs/perceptions and behavioral intentions on
the criteria. At the first step in cach regression, a variable which identified the person's
agency was cntered in order to control for any potential effects of similar agency
membership. Then the main effects of the attitude, belief/perception or behavioral intention
score and the status score were asscssed by entering these variables into the equation.
Next, inferaction terms were calculated by computing the cross-products of the status score
with cach of the attitude, beliet/perception, and behavioral intention scores. These cross-
product terms were entered into the regression equations at the third step. Cross-products
with significant partial correlations with the criteria, after controlling for all main effects,
would be evidence of significant interactions and indicative of moderator effects. As
shown in Table 29, only main cffects were found to be significantly correlated with the
criteria. Main cffects of attitudes, beliefs/perception, and intentions were previously
discussed. Main effects of status are not interpretable. No significant interactions were
found. Thus, the fifth hypothesis, which predicted a moderator effect of status with

attitudes, beliefs/perceptions and intentions, was not upheld.
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Table 29: Status as moderator: results of regression analyses for hypothesis 5.

Main Effects

Predictors of Number of Scale Status
Family Support Services B B
Attitude scales

Negative attitudes to FSS - 22%* - 13%*
Parent involvement in planning A3* - I5%*
Positive attitudes to FSS 26%* -17
Behavioral intention scales

Expansion/improvement of FSS AT7EE -.09
Agency commitment 28%* -.24%*
Belicf/perception scales

Administrative support 20%* - 23%*
Staftf support 4k - 1 5%*
Agency capacity -.10 - 13%*
Family and community support J1E* - J9x*
Predictors of Administrative Formalization

Attitude scales

Negative attitudes to FSS - 18** -.03
Parent involvement in planning 10 -.05
Positive attitudes to FSS 20%* -.06
Bcehavioral intention scales

Expansion/improvement of FSS -.00 -.05
Agency commitment 34x* - 16%*
Belief/perception scales

Administrative support 21%* - 14%*
Staff support 9** -.06
Agency capacity .03 -.03
Family and community support 30%* -.09

Interaction
Effccts

B R
-.02 .30
.04 .24
.05 .32
.04 .26
.01 32
-.02 .26
- 11 .26
.02 22
07 .37
-.06 .20
.04 .14
.02 22
-.02 .10
10 .32
.00 22
.00 .20
.09 .14
-.02 .32

*p < .05 %p< 0L
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Overall Predictors of Family Support Configurations

Hypothesis 6: The sixth hypothesis stated that beliefs/perceptions and attitudes
would be more predictive of family support configurations than agency and context
characteristics. A scries of simultancous entry multiple regression analyses, using a
correlation matrix which had been corrected for attenuation, were used to test the
hypothesis. First, in order to reduce the number of variables with high inter-correlations in
the regression analyses, the demand variable was chosen to reflect the overall population
size, density, and demand for services. As was shown in Table 26, demand had the
strongest correlations with the criteria and was cqually highly corrclated with population
size (corrected + = .98) and density (corrected r=.96). Demand was used along with
agency budget and scervice arca wealth indicators as agency and context characteristic
predictors of the criteria.

Second, separate multiple regression analyses (at the agencey level of analysis) were
used 1o determine the most significant predictors from the sets of attitude and
belief/perception variables and from the set of agency and context predictors. In
conducting the analyses, it became evident that one of the attitude scales, positive attitudes
toward family support, although the most highly correlated of the attitude scales with the
criteria, was 100 highly intercorrelated with the other attitude and beliet/pereeption
variables. This multi-collinearity resulted in unacceptably small (Iess than .01) tolerance
estimates for this variable. Thus, the item was deleted from the multiple regression
analyscs.

Regarding the number of different services, Table 30 indicates that beliefs/perceptions
regarding family advocacy and community support for services (8 =.78, p <.01) and
attitudes toward parent involvement in services planning (§ = .53, p <.01) were the only
two attitude and belief/perception variables with significant Beta coctlicients. In regard to
agency and context predictors of number of services, demand for services (f=.75, p <

.05) was the only significant agency/context characteristic predictor.
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Table 30: Predictors of number of family support services. Results of multiple regression

analyses.
Separate Analyses Combined Analysis
B R B R2 Change
Negative attitudes to FSS 44
Parent involvement in planning 53%* 23%*
Positive attitudes to FSS (tolerance
too small for procedure)
Belief/perception scales: 27E*
Administrative support .03
Staff support -.06
Agency capacity -.04
Family/community support J8*F* .69 AG**
Agency/context characteristics:
Agency budget -.28
Demand (subsidy enrollment) J15% .48 3(H* 8**
Avg. personal income .06
Government spending per capita -.06

*p <05, ** p< .0l

In order to determine the relative predictive value between attitude/belief and
agency/context variables to the number of scrvices criterion, significant predictor variables
were submitted to a sccond multiple regression analysis. The results of this analysis are
shown in the right hand columns of Table 30. This second analysis revealed that both of
the attitude and belief/perception variables as well as demand remained as a signiticant
predictors of the number of family support services. The extent to which cach construct

(i.e., individual versus agency/context variables) uniquely contributed to the prediction was
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calculated by determining the increase in R2 as cach sct of variables (i.c., the attitude and
belief/perception variables combined compared with the demand variable) entered last into
the cquation. A significant change in R2 indicates that a variable provides unique
information about the criterion that is not available from other independent variables in the
equation (Norusis, 1988). Results, as shown in Table 30, indicated that both variables
provided significant unique contributions to the regression model. The sixth hypothesis
predicted that attitudes/beliefs would be more predictive of the number of different services
provided. Because the change in R? indicated that attitudes/beliefs independently
contributed more to the prediction of the number of services, the sixth hypothesis was
supported.

Similar analyses were used to determine predictors of the degree of formalization. As
shown in Table 31, perceptions of family and community support for scrvices (=75, p
<.01) and beliels regarding agency capacity (8= .33, p <.01) were significant predictors
of administrative formalization. Demand was also a significant predictor (8= .85, p <
.05). No other ageney or service arca characteristics were significant predictors. Once
again, in order to determine the relative predictive value of attitude/belief and
agency/context variables to administrative formalization, significant predictor variables
were submitted to a second multiple regression analysis. The results of this analysis are
shown in the right hand columns of Table 31. This sccond analysis revealed that only the
attitude and belicl/perception variables remained as significant predictors of formalization.
Thus, the sixth hypothesis, which predicted that attitudes/belicts would be more predictive
of formalization, was supported.

Summary of hypotheses tests. Tablc 32 presents a summary of the results of the

hypotheses tests. In general, results indicated that variability in the two criteria was

explained by different models of prediction. Utilizing first-order correlations, organization
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Table 31: Predictors of administrative formalization. Results of stepwise multiple

regression analyses.

Attitude scales:
Negative attitudes to FSS

Parent involvement in planning

Positive attitudes to FSS (tolerance

too small for procedure)

Belief/pereeption scales:

Administrative support
Staff support

Agency capacity
Family/community support

Agency/context charactleristics:

Agency budget
Demand (subsidy cnrollment)
Avg. personal income

Government spending per capita

First Analyses

B

46
.30

11
-.01

33H*

JI5**

-.62
.85%

-.23
.04

R

.62

.30

Second Analysis
B R2 Change

30%*
S2x* 20%%
.09 01

*p<.05, ** p< 0l
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Table 32: Review of hypotheses results.

Hypothesis:

I: Organization size will be positively correlated with

family support services (FSS) configurations.

2. Service area population size, density, wealth and
demand will be positively correlated with

FSS configurations.

3. Attitudes of stakcholders regarding FSS will be
positively correlated with FSS configurations.

4: Belicfs of stakeholders regarding factors which
encourage or discourage the implementation of FSS
will be positively correlated with family support

configurations.

5: Organization status and level of decision-making
participation of stakcholders will moderate the
predictive value of stakcholder attitudes and beliefs

to FSS configurations.

6: Bcliefls and attitudes of stakcholders will be more
predictive of FSS configurations than agency and

service arca characteristics.

Configuration Criteria

Services

Supported
Table 26

Supported
Table 26
Supported

Tablc 27

Supported
Table 27

Not supported
Table 29

Supported
Table 30

Formalization

Not supported

Not supported

Not supported

Supported
Table 27

Not supported
Table 29

Supported
Table 31
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and scrvice arca characteristics, and attitudes of stakcholders toward family support were
predictive of variability in the number of services but not the degree of formalization. Only
beliefs/perceptions regarding factors which inhibit or encourage family support, and
behavioral intentions were predictive of both services and formalization criteria.

Although organizational and decision-making status of the stakcholders correlated with
their attitudes, beliefs/perceptions, and behavioral intentions, the interaction between status
and attitudes/beliefs/intentions did not moderate the predictive value of these variables to the
criterion. A serics of simultancous entry regression analyses revealed that attitudes/beliefs
of stakcholders were more predictive of both the services criterion and the formalization
criterion.

Beyond the Hypotheses: Exploratory Path Model of Predictors

Rescarch and theory regarding the adoption and implementation of innovative services
have suggested that organization and context characteristics, as well as individual
characteristics, are predictive of implementation. The hypotheses tested in this study so far
support this general theory. As a further exploration of this theory, the path modcel which
was described in chapter one was examined for cach criteria using ordinary lcast squares
path analysis (Hunter & Hamilton, 1992). This analysis was conducted as an exploration
of the relevance ol Lewin's (1951) field theory and Ajzen and Fishbein's (1980) theory of
reasoned action to the implementation of family support services, thereby testing the
mediating effect of behavioral intentions to the relationship between attitude/belict
predictors and the criteria. In path analysis, when a mediating variable is entered as an
explanatory variable, a non-significant path coeflicient for the direct effect indicates that the
variance is explained as hypothesized. However, a significant path coefTicient after
accounting for effects of mediating variables would indicate a direct effect that was not
accounted for by the mediating variables.

In testing the path model, only those variables with significant correlations with the

respective criterion variables (sce Tables 26 and 27) were entered. Variables used in the
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Figure 2

Hypothesized path model of predictors of number of different services

evaluation of the model also needed to be significantly correlated with antecedent and
consequent path variables. Further, item and scale measures which were highly inter-
correlated and similarly correlated with the criterion variable were combined into more
general constructs, the variable with the strongest correlation with the criterion was used in
the path analyses.

Path model of predictors of number of services. As shown in Figure 2, the

number of services implemented was hypothesized to be a function of demand/resources,
perceptions of family and community support for services, and attitudes toward family
support. Previous correlational analyses indicated that both positive attitudes and negative
attitudes toward family support (FSS) were significantly correlated with the criterion and
were highly intercorrelated. In order to climinate problems of multi-collinearity, positive

attitudes toward family support, which had the strongest correlation with the criterion, was
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entered in the path analysis. The relation of the criteria to family and community support
was hypothesized to be mediated by the behavioral intention, agency commitment to hiring
and training staff for family support. The relation of the criteria to family support attitudes
was hypothesized to be mediated by preference for expansion and improvement of
services. Further, as hypothesized/modeled, beliefs and attitudes were correlated.

In regard to demand for services and agency resources, as was shown in Table 26,
demand, population, population density, and agency budget were highly inter-correlated.
Thus, the four variables were modeled as a four part demand/resources construct. The
assumption was that arcas which have a larger population base create a higher demand for
services which agencies then use to justily and argue for larger budgets. As demand for
services was the strongest predictor of the number of services agencics implemented, it was
uscd in the path analysis. The model also depicts the hypothesized correlation between
demand and stakcholders' pereeptions of family and community support for services.

Path cocfficients are presented in Figure 3, along with respective 95% confidence
interval estimates. As hypothesized, attitude toward family support was signilicantly
corrclated with perception of family and community support (corrected r = .71, £.30).
Demand was also significantly correlated with perception of family and community support
for services (corrected r = .35, £.32).

As hypothesized, the number of different services provided by agencics was explained
by a pattern of relationships which included demand/resource characteristics, and attitudes
and beliefs/perceptions of stakeholders mediated by behavioral intentions. When number
of services was regressed onto agency commitment, expansion preferences, and
demand/resources (R = .67; = .20), demand (f = .42; £ .24) and agency commitment (ff =
A43; £.28) remained as significant predictors (i.c., the confidence interval did not include
0) of the number of services implemented, while expansion preferences approached

significance (8 =.21; £ .30). Analysis of the model as a whole (XZ (df=7)=4.34;n.s.)
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Examined path model of predictors of family support services

indicated that the hypothesized path adequately explained all of the direct effects of the
exogenous variables (i.¢., all departures could be explained by sampling error). Therefore,
the hypothesis that behavioral intentions would mediate the effect of attitudes and
beliefs/perceptions on the criteria was supported. The paths as modeled accounted for 42%
of the variance (R = .65; = .20).

Path model of predictors of formalization. Rescarch regarding innovation

implementation suggests that different models of prediction will be found for different
types of configurations, such as an innovation in practice/technology or administration.

For example, rescarch by Kimberly and Evanisko (1981) found predictors of technological
innovations to be different from predictors of administrative innovations. Also, hypotheses

tested for this rescarch suggest differing models of prediction for services implementation
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Hypothesized path model of predictors of administrative formalization

and administrative formalization. While variation in scrvices was a function of both
attitudes and beliefs/perceptions, variation in administrative formalization was primarily a
function of beliefs/perceptions, since no attitude variables were significantly correlated with
this criterion (sce Table 27). Thus, the hypothesized model which was examined included
only two primary paths: onc associated with beliet/perception variables, the other
associated with agency/context characteristics.

As shown in the hypothesized path model in Figure 4, the predictive value of
perceptions of family and community support and administrative support to the criterion
was mediated by agency commitment (behavioral intention). Further, demand was
modeled as a direct predictor of the criterion, and also as a correlate of pereeptions of

family and community support. However, given the results of zero-order correlational
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analyses and the multiple regression tests of hypothesis 6 for this criterion (sce Table 31),
demand will most likely not remain as a significant predictor ol administrative
formalization.

As shown in Figure 5, the direct link of formalization on agency commitment (i.c., the
behavioral intention) was significant (8 =.50; £ .26). The links of agency commitment on
perceptions of family and community support (8 =.62; £ .34) and administrative support
(B =.36; £ .34) were also significant and accounted for 66% of the variance (R = .81; +
.18). Demand/resources, as predicted, was significantly correlated with family and
community support (corrected r = .35; +.32), however, demand/resources was not
significantly associated with formalization (8= .19, £.28). Analysis of thc modcl as a
whole (x2 (df = 3) = 1.28; n.s.) indicated that the hypothesized path adequately explained

all of the dircet etfects of the exogenous variables (i.c., all departures could be explained by
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sampling error). Therefore, the hypothesis that behavioral intentions would mediate the
effect of beliefs on the criteria was supported. The paths as modeled accounted for 28% of

the variance (R = .53; £.22).



CHAPTER 4

Discussion

The purpose of this research was to improve upon three limitations in previous work on
innovation implementation: the scarcity of studics examining the ccology of implementing
innovative scrvices, including the combined effects of individual, organizational, and
contextual factors; the lack of rescarch focusing on attitudes and beliefs/perceptions as
individual predictors of implementation; and the limited statistical sophistication. This
research was focused on family support services in order to better understand the factors
which account {or the wide diversity in implementation of this innovative practice initiative
so that potential avenucs for enabling further implementation may be determined. These
issues were addressed in the context of testing the general hypothesis that implementation is
determined by characteristics of the agency and its service arca together with characteristics
of individuals in the organization.

In general, the findings support previous rescarch (Baldridge & Burnham, 1975;
Castellani et al., 1986; Ireys ct al., 1985; Kimberly & Evanisko, 1981; Rogers, 1983) and
theory (Havelock, 19715 Rogers, 1983) which suggested that characteristics of the
organization and its context are predictive of innovation implementation. For the number of
different services implemented, relatively moderate correlations were found with agency
and scrvice arca characteristics, specifically budget, demand, service population and
density. These findings are similar to previous findings (Castellani et al., 1986; Ireys et

al., 1985) which suggested that agencies with larger budgets and higher service arca

90
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population densitics provided more services. Apparently, arcas which have a larger
population basc create a higher demand for services. Agencies most likely utilize this
perceived demand to justify increased budget requests, and then use the expanded
resources to provide more diverse services. It is also possible, as discussed in the literature
review, that larger agencies potentially have more capacity to shift resources to support the
implementation of new services. Therefore, agencies with larger population bases, and
larger budgets may be able to provide a greater diversity in services from existing resources
rather than merely obtaining new resources to fund the services. Both of these
explanations arc possible within any given system.  Yet. in recognition that the relationship
between demand/resources and number of different services implemented was only
moderate, in some cases pereeived demand and funding may be used to expand a particular
service instead of expanding the diversity of services offered. This explanation may help to
understand why longitudinal research of Herman and Hazel (1991) failed to find a
statistically significant relationship between increases in funding over time and the resultant
diversity in scrvices implementation. However, other explanations are possible.

As has been suggested by advocates of family support (Agosta, Bradley, Rugg ct al.,
1985; Knoll ¢t al., 1990); Taylor, 1989), attitudes which arc in harmony with the innovative
practice, such as those favoring the innovative philosophy and encouraging of expansion,
arc important to the adoption and implementation of more diverse aspects of a 'looscly
bundled' innovation such as family support. This rescarch supports previous rescarch
(Backer ct al., 1986; Fairweather ct al., 1974; Hage & Dewar, 1973; Rogers, 1983) and
theory (Agosta, Bradley, Rugg ct al., 1985; Rogers, 1983; Sabatier & Mazmanian, 1981;
Scheirer, 1981; Taylor, ct al., 1989) which suggested that characteristics of individuals,
their attitudes and beliefs/perceptions, would be predictive of innovation implementation.
Relationships between attitude and beliel/pereeption scales and the number of services
implemented were moderate and sometimes stronger in comparison with relationships with

demand/resources. In regard to attitudes, reasoned action theory (Ajzen & Fishbein, 1980)
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suggested that attitudes toward family support philosophy and implementation would be

predictive of behavior, i.c., implementation. Results supported this theory.

Reasoned action theory also suggested that perceptions of support from peers,
administration, and the wider community, i.c., the subjective norm, would be predictive of
behavior. This research also supported this aspect of the theory. Perceptions of greater
family advocacy and community support for scrvices were significantly related to more
services being implemented. Further, beliefs regarding the subjective norm, such as
perceptions of family, community, and administrative support were related to the
implementation of more formal administrative structures.

In regard to the relative importance of agency, context and individual predictors,
individual characteristics were more important than agency and service arca characteristics
for the prediction of services implementation. This [inding is in contrast to previous
research (Baldridge & Burnham, 1975; Kimberly & Evanisko, 1981) which found agency
and context characteristics to be more important. The discrepancy can be accounted for by
the fact that previous rescarch focused on individual characteristics such as age, education,
gender, ete., and failed to measure attitudes and beliets/perceptions ol organization
personnel. Thus, individual characteristics were not found to be relevant. In general,
results pertaining to both criteria support theoretical arguments (Agosta, Bradley, Rugg ct
al., 1985; Berman & McLaughlin, 1978; Browning ct al., 1981; Glascr ¢t al., 1983; Knoll
et al., 1990; McLaughlin, 1987; Zaltman ct al., 1973) and Hage & Dewar's (1973)
findings that individual valucs/belicts are more predictive of diversity in implementation
than agency characteristics.  Also contrary to previous rescarch (Kimberly & Evanisko,
1981), factors related to organizational structure and context were not significant predictors
of administrative changes. Instead, what scemed to be important in understanding
implementation of administrative practices for family support services were factors
associated with agency personnel, their perceptions of the need and community support for

services, and perceptions of agency capacity for providing scrvices.
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As was indicated in the background literature review, previous rescarch focused
primarily on univariate analyses. Multivariate analyses, when utilized, were geared at
defining the relative importance of agency and context characteristics. This approach, as
this research has shown, limits our understanding by neglecting to account for the various
multiple correlates of the criterion. In order to extend our understanding of innovation
implementation beyond a discussion of relative importance ol agency/context versus
individual characteristics, path models were hypothesized and tested based on theoretical
considerations. Theorics which emphasize the role of people's perceptions of their
cnvironment and their attitudes toward the innovation (i.c., ficld theory and reasoned action
theory) were used to formulate causal models for multiple predictors of the criteria.

Implementation was modeled as a function of agency/context forees, and individual
attitudes and perceptions of the social norms for implementation which were mediated by
their behavioral intentions to implement the innovation. As proposed, the number of
different services implemented was predicted by attitudes toward family support, mediated
by intentions to expand services. Diversity in services implementation was also predicted
by perceptions of family and community support for scrvices mediated by the behavioral
intention to hire and train staff for family support. Further, structural characteristics of the
agency and service arca were also predictive of the number of services. Agencics with
larger budgets, more populated service arcas, and higher demand for services implemented
more scrvices. Since demand for services was correlated with pereeptions of support from
familics and the community for scrvices, and these perceptions were highly correlated with
attitudes, it is difficult to separate out the relative importance of attitudes/beliefs and
structural characteristics.

Consistent with ficld theory and reasoned action theory, individuals evaluate the
pressures Lo implement or not implement family support services in forming their attitudes
toward the innovation and behavioral intentions. These pressures include the actual

demand for services and the agencey's capacity to implement services, along with perceived
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support from others for implementation. The important point is that belicts/pereeptions and
attitudes are just as important as fiscal resources and demand to the prediction of scrvices
implementation. Demand and resources may be necessary, but are not sufficient o
encourage diversity in family support services implementation.

The predictive value of individual characteristics, 1.c., belicls/perceptions, was even
stronger in regard to administrative formalization of services. Formalization was best
understood as primarily a function of beliefs/perceptions. In the path model, formalization
was a function of stakcholders’ pereeptions of family and community support along with
perceptions of administrative support mediated by agency commitment to hire and train
stalf for family support (i.c., the behavioral intention). No attitude or agency/context
characteristics were found to be important to the prediction of formalization.

Thus, the findings support previous rescarch (Kimberly & Evanisko, 1981) which
suggested that the variability in the two criteria, number of services and administrative
formalization, would be explained by different models of prediction. Results suggest that
antecedent conditions for the implementation of formal administrative structures, and thus
the routinization of the program, differ from conditions to implement more diverse
services, in that formalization was not predicted by demand/resource explanations or
attitudes toward family support philosophy and implementation. Perhaps,
formalization/routinization is based on attitudinal resistance theorics which suggest that
people resist innovations that appear to require too much change or are perceived to devalue
their knowledge and skills (Glaser et al., 1983; Legge, 1984). The formalization measure
included practices that require new views of the role of the professional-parent relationship
(parent advisory committees) and a restructuring of standard operating procedures
(program structure for family support). Those whose support is required for such changes
in administrative structures, i.c., the administration, expressed less favorable attitudes
toward parent involvement in services planning. Stakcholders' perceptions of

administrative support was an important predictor ot the formalization criterion.
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Yet, correlations between services and formalization suggest that as more family
support services are implemented, more formal administrative procedures are also
implemented. Perhaps, as more services are implemented, people in the organization may
become familiar with family support and thereby more supportive of the innovation. As the
subjcctive norm for the behavior becomes supportive, people may then be more inclined to
explore possibilitics of routinizing their efforts. Conversely, routinization may also
facilitate implementation of more diverse services.

These considerations suggest that a betier conceptualization of the role of attitudes,
beliefs/pereeptions and structural characteristics may be found in system dynamic models
and the concept of feedback loops (cf. Levine, Van Sell & Rubin, 1992). In this case,
attitudes and belicts/perceptions not only affect services implementation, but services
implementation may also change attitudes and beliefs/perceptions which then further impact
services implementation and routinization. Also, as demand increases, pereeptions of
demand may increase, encouraging the implementation of services, which then fosters
recruitment of clients, which then can increase demand for services as more familics
become aware of the services that are being provided. Longitudinal rescarch which focuses
on change over time may help in the determination of whether a system dynamic model, as
compared to lincar regression models, presents a better understanding of the process of
innovation implementation and routinization.

Despite predictions suggested by contlict of interest theories that organizational status
will moderate the predictive value of attitudes to implementation (Hasenfeld & Brock,
1991; Sabaticr, 1987b; Scheirer, 1981), no significant attitude/belict by status interaction
effects were found for either criteria. This finding suggests that for family support
services, contrary to the 'top down' approach to implementation, attitudes and
beliels/perceptions of all those in decision making roles are important in determining
performance. However, attitudes and beliefs/pereeptions were correlated with role and

decision making status. Stafl expressed more positive attitudes toward family support
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philosophy and implementation, and perceptions of lesser agency commitment, lesser
family and community support for scrvices, and lesser administrative support for services.
Those more involved in decision making and of higher organizational status expressed less
favorable attitudes toward expansion and improvement of services. This, in combination
with staff’s more positive attitudes toward family support philosophy, may help to explain
why staff saw administration as less supportive of family support and their agency as less
committed to implementing support services than administrators did.  Staff may pereeive a
conflict between what administrators say they support, and administrators' behavioral
intentions as identificd by their greater hesitancy to expand and improve services.

Certain constraints on the generalizability of the findings should be noted. First,
because family support services are widely aceepted and implemented across Michigan's
mental health services system, the findings may only be generalizable to other similar
scrvice systems and to points in time beyond the initial stages of policy and scrvices
implementation. Initial implementation may be more or less dependent on individual
characteristics. For example, the conflict of interests model, which suggests that
organizational status will moderate the predictive value of attitudes to implementation, may
be more important to understanding initial stages of implementation. Once an innovative
service or policy has been widely aceepted and routinized, there may be more similarity in
attitudes of staft and administration, thus the conflicts of interests model may no longer be
operative. Once again, longitudinal asscssments may be necessary to address this issue.
Specifically, do attitudes and belicfs change over time, and if so, arc these changes
reflected in changes in implementation behavior?  Also, does the relative importance off
individual, organizational and context characteristics change over time, and if so, how? At
what point in time, if any, is the conflict of interests model important to understanding
implementation behavior?

The widespread implementation of family support services in Michigan may also have

produced a situation where agency personnel attitudes and beliefs/perceptions, in general,
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were positive towards the implementation of family support services. Results of the scale
development analyses suggested that attitudes were skewed toward the supportive end of
the scale. Many recognized the need for family support and would like to see services
expanded or improved. Participants in this study also pereeived a general sense of support
from administration, staf’ and the community for the implementation of family support
services. Although they identified several barriers to implementing services, including lack
of resources within the agency and the surrounding community, and capacity to provide
services, they also identified several factors which have enhanced their ageney's ability to
provide scrvices. These factors included support from agency personnel, state fevel
funding allocations, training opportunitics and hiring ol stalt with relevant expertise.

The skewed results of the attitude measures suggested people may have responded to
item wording and content in a 'politically correct’ manner. In the months just prior to and
during the time this rescarch was being conducted, advocacy ctforts both by parent groups
and state level administration o improve the availability and accessibility of family support
services may have generated a sense that attitudes disfavoring family support were not
acceptable. The skewed results of the attitude measures may have limited this rescarch's
ability to adequately determine the relative predictive value of attitudes on the criteria.

A further difficulty related to the scale development analyses was the common content
of the items which were deleted. First, an often discussed theme in the family support
literature is the importance of recognizing the value of family oriented services over
individual oriented services. Family support advocates argue that deinstitutionalization and
the resultant focus on providing individuals with support services has created a barrier to
the implementation of family support services (Agosta, Bradley, Rugg et al., 1985;
Herman et al., 1992; Moroney, 1979). They argue that although a focus on supporting
natural networks, such as the family, will ultimately beuer serve the individual, many
service agencices continue to focus on the individual as the service recipient rather than the

family. Several attitude and belief items were written (o tap into this philosophy. Most of
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these items were deleted during the analyses. Comments from participants suggest that the
argument of individual versus family based services may be too simplistic, that both are
nceessary and, therefore, important. For example, individualized services may be best for
adults with developmental disabilitics, while family oricnted services may be best for
children. Participants who were drawn from cither child or adult oriented services may
hold differing viewpoints. Since age based distinctions were not made in the items
pertaining to this debate, answers may have been unstable, resulting in low internal
reliability and inter-item commonality.

A sccond theme among the items deleted from the scales was related to change.
Literature on innovation implementation suggested that attitudes toward change would be
related to behavior (Legge, 1984). Items which attempted to measure this construct were
also deleted during the scale development analyses. Comments {rom participants suggest
that the items may have been confusing or unclear, resulting in unreliable responses.
Another explanation may be that, once again, given the widespread implementation of
family support scrvices, attitudes retlecting a resistance to change may no longer be
consistently evident, thereby resulting in low inter-item commonality. Other than these two
exceptions, results of the scale development analyses were consistent with expected
domains of measurcment. Resultant scales measured attitudes toward family support
philosophy and implementation, pereeptions of the external and internal subjective norm for
implementation, and behavioral intentions to expand and improve services.

In regard to the criteria, a wide diversity of implementation was found within the
configurations studicd. Apparently the "loose bundling” of family support has allowed for
this diversity in implementation, with some agencics providing several different services
and routinizing their efforts with the adoption of several administrative components, while
others have implemented very few services and no administrative components. This
observed varicty in implementation and factors which potentially explain the variations

were the focus of this rescarch. However, a limitation on the generalizability of the
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findings related to the services criterion measure should be noted. Respondents’
definitions of what constitutes tamily support varied, with several services identified as
family support that had not been formally recognized by state policy or in the literature. It
appears that although family support is gaining acceptance, people may still be unclear as o
what "family support” means. Perceptions of respondents support this linding; 41%
indicated that people at their agency lacked a clear understanding of what family support
scrvices are. Clearly, advocacy and policy efforts to clarify what is meant by tamily
support services are still needed and should be encouraged.

Overall, the results of this rescarch suggest that Lewin's ficld theory and Ajzen and
Fishbein's theory of reasoned action can guide our understanding of innovation
implementation in public mental health scttings, as well as the implementation of family
support scrvices in other states.  In regard to 'loosely bundled’ mental health services
innovations, such as family support, context demand forces and availability of sufficient
resources may be necessary for implementation, but not sufficicnt. Organizations may
have the resources, the demand may be evident in the service area, but without the support
from agency personnel, as evident by their attitudes and beliefs/perceptions, few it any
components of the innovation will be implemented. Conversely, attitudes and
belief/perceptions may support services implementation, but if the resources are not
available, nor the demand cvident to justify implementation, agencies are not likely to
implement more diverse services.

Further, it is important to recognize that antecedent conditions for routinization (Yin,
198 1) will differ from conditions for initial implementation. As suggested by this rescarch,
formalization/routinization, which appcars to be correlated with an increase in the number
of innovation components implemented, is more a function of perceptions of agency
personnel of the need and community support for the innovation along with administrative
commitment, than of actual demand characteristics of the service arca. Therefore, in public

mental health service arcas, the stability and continued implementation of innovative
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policies and procedures will be dependent upon support from agency personnel, especially
administrative support, and their pereeptions of community support. In other words,
widespread community recognition and advocacy for the implementation of an innovative
mental health service philosophy, such as family support, will spur mental health agencies
to move towards full implementation and routinization of the innovative practice.

Both of the path models predicting number of services and formalization point to the
importance of family advocacy and community support for scrvices, mediated by agency
commitment to implementing family support. Several policy and advocacy implications can
be suggested based on these [indings. First, as more familics inquire about and enroll in
the family support subsidy, perceptions regarding the demand for family support will
change, potentially leading to further implementation and routinization of family support
services 10 match the pereeived demand. Also, efforts to directly alfect these pereeptions,
such as advocacy campaigns directed at agency personnel o heighten their awareness of the
need for services and Tamilies' desire to receive services, can also help to spur the
implementation and routinization of family support services. Sccond, pereeptions off
community agency referrals for services and the availability of suflicient community
resources were included in the measurement of family and community support for services.
Therctore, policies and practices which encourage collaboration and coordination of
services among community agencies that serve people with developmental disabilitics and
their families may help to spur implementation and routinization by impacting the agency
personnel's perception of community support for services. Services coordination etforts
may also incrcase the visibility of services provided by mental health agencices which then
could increase referrals, thus potentially affecting pereeptions of demand for services.

Finally, it is clear from the literature and this rescarch that attitudes toward family
support and attitudes regarding parental involvement in services planning (which were
highly corrclated, r = .93, with attitudes toward family support) arc important to the

implementation of family support scrvices. Policy and advocacy cfforts which are geared
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toward encouraging parents to get involved, and also encouraging service providers o
work with parents as co-planners should be promoted. Programs should encourage
families’ active participation in planning the service system, empowering them (o design
and select the services they receive. In Michigan, family support services policy requires
that agencies utilize parent advisory commitices in services planning. However, this policy
has not been widely implemented. Efforts by the state to enforce this policy should be
directed at administration, since their attitudes were found to be Iess favorable toward
parent involvement. These efforts would not only benelit parents by encouraging their
involvement, but may also help to increase the number of family support scrvices
components being implemented across the state. Michigan's family support services'
evolution began with parent advocacy, the continued success can also rely on parental
advocacy and involvement. Efforts to encourage parent groups to advocate for their rights
and involvement in services planning locally, can have a ripple ctfect, increasing positive
attitudes toward family support and parental involvement and thereby, increasing efforts to
meet perceived demands by further developing and enriching current ctforts to implement

family support scrvices.
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2

Instructions and Clarifications

*  This survey concerns issues surrounding support services provided to families who are caring at home for a

member who has a developmental disability. These services are often referred to as "family support
services”, and may include:

respite care (in- or out-of home care, and the family friend modei)

family service 3 coordination (family centered case management services)
parent, family, or sibling support groups

family counseling

behavioral management training

parenting skiils training and other parent education activities

family support oricnted newsletters

parent-to-parent networking

special in-home services (nursing, special therapies, behavioral trainer, etc.)
home renovations and adaptive equipment

summer or after school recreation programs

family support subsidy and other forms ot financial assistance

other services ¢ r activities provided to families unique to your board/agency

Your board/agency may provide a full range of "{amily support services”, a few select services (such as
respite care and family services coordination), or none at all. Whatever the case may be for your
board/agency, we are interested in what yoy have to say.

All questions should be answered based on your own opinions and knowledge. Please do not give this
survey to someone else o answer, You were selected to answer this survey based on your position with
your local community mental health center or contracted agency. Because we want opinions from a variety
of community mental health protessionals, including administrators, board committee members, and direct
services stalff, your answers are important. Your personal response will ensure representativeness.

We use the term board/agency to indicate activities of the local community mental health center and it's
contracted agencies. You may be an employee or volunteer of the center or a contracted agency. Whichever
the case, references to activitics provided by your board/agency include both directly operated programs of
the center and programs provided through contract agencies. If you are an employee of a contracted agency
of a community mental health center, please give gng answer to each question which best reflects your
opinions regarding both your agency angd your community mental health center.

Please answer ail questions as best as you can. Do not skip questions unless directed to do so. For

questions in which a range of answers is provided, unless otherwise indicated, please cirgle only one answer
to each question.

Do not write your name on the survey.

After you have completed the survey, please retumn it using the addressed return envelope provided to:
Kelly L. Hazel, M.A.
Department of Psychology
Michigan State University
East Lansing, M1 48824-1117

If you have any questions or need clarification, please call Kelly L. Hazel at (517)394-6428, or leave a
message at the Psychotogy Department at Michigan State University, (517)355-9561, and she will
return your call as soon as possible.

Thank:you for your cooperation
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1. Before we get to your opinions, we would like you to think about the services your
board/agency (i.e., the community mental health center and its contracted agencies)
provides. In your view, what services and activities does your board/agency currently
provide to support families who are caring at home for their member(s) who have a
developmental disability?

2. The following items are designed to determine what community mental health service
professionals, such as yourself, feel about support services for families caring at home for
their member(s) with a developmental disability, commonly referred to as "family support
services". Please respond to the items in terms of your own perceptions, or how you feel
about your board/agency's implementation of support services for families. Circle the
response that most closely indicates how you feel about each statement.

7Smongly Strongly ]
Disagree Disagree Neutral Agree Agree

I feel that programs and services for people SD D N A SA
with disabilities should take priority over
support services for families.

I would like to see my board/agency expand SD D N A SA
or improve its family support services.

Since most families with children with SD D N A SA
disabilities are supported by the school system,

it is not necessary for mental health to also

provide services for them.

I am personally committed to the development  SD D N A SA
and/or expansion of family support services at

my board/agency.

Family support services require too much SD D N A SA

change in the way my board/agency provides
services to our clients.
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Strongly Strongly
Disagree Disagree Neutral Agree Agree
What do you think?

Parents are very knowledgeable and competent SD D N A SA
resources and should be involved in all services

planning for their family member who has a

developmental disability.

There are needs in our community that are SD D N A SA
much more pressing which should be

addressed first, before we develop family

support services any further.

Family support services take up too much SD D N A SA
staff ime that would be better devoted to
other, more needed services.

[ think that family support should be a greater SD D N A SA
percentage of my board's overall budget.

[ feel that the focus of services should be on SD D N A SA
the person with disabilities, not the family.

[ would like to encourage and help other service SD D N A SA
providers implement or improve tamily support

services.

[ would like to see my board/agency SD D N A SA

discontinue providing family support services.

I personally do not see a strong enoughneedin SD D N A SA
our community to warrant any further

development of family support services at our

board/agency.

[ feel that all support services to people witha  SD D N A SA
developmental disability who are living at home

are more effective when they are tamily

centered and family driven.

I think that my board/agency should redirect SD D N A SA
current resources to provide more support
services tor families.

Too many families are not capable of SD D N A SA
functioning as care givers for their family
member who has a developmental disability.

I feel that supporting families should beatop  SD D N A SA
priority at my board/agency.
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Strongly

Strongly ]

Disagree Disagree Neutral Agree Agree

What do you think?

Many acuvities and services related to family
support are not within the domain of mental
health responsibility, other service providers
should be providing these supports.

[ feel that parents' views and opinions
regarding needed services and service delivery
practices are very important to overall services
planning.

[ am not at all convinced that family support
services are an effective or appropriate way of
helping people with disabilities.

[ personally do not think there is a need for
family support services.

[ think that my board/agency should find out
more about family support services before we
go any further.

Families have a lot of resources for help and
support from other service providers, mental
health should not be spending its scarce
resources too.

I think parents should be actively involved in
planning overall services for people with
developmental disabilities.

I feel that family support concepts and practices
should be incorporated into the overall way of
providing services to individuals with
disabilities and their families. Family support
should be my board/agency's way of doing
business.

I would like to know what other
boards/agencies are doing in regards to family
support services.

I think that staff resources should be redirected
to put more emphasis on supporting families

SD

SD

SD

SD

SD

SD

SD

SD

SD

D

N

A

A

A

A

A

A

SA

SA

SA

SA

SA

SA

SA
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3. We are interested in your opinion about how people at your board/agency feel about mental
health service agencies providing support services for families. What do you think people

at the following levels in your board/agency's adminismrarive structure feel? Based on your
experience, are they neutral or do they highly object to, somewhat object to, somewhat
approve of or highly approve of mental health agencies providing family support services?
Circle your response. If the description of an individual or group is not relevant to you,
please indicate so by putting a NA next to the description.

Highly Somewhat

Object
In regards to family
support services, how do the
following feel:
The statt you supervise? .................. HO
Your professional peers?................ HO
Your immediate supervisor?.............. HO
Your board's chairperson?................ HO
Other board committee members?........ HO
The board's executive director?.......... HO

Your board/agency's top
administraton? ......ccoviiiiiiiiiienanen. HO

Your board/agency's developmental
disabilites services administration? ... HO

Your board/agency's developmental

disabilities services staff?............... HO
Your board/agency's family

support services staff? .................. HO
Yourself? oo HO

Object

SO
SO
SO
SO
SO
SO

SO

SO

SO

SO
SO

Z 2 2 72 Z 2

z

N
N

Somewhat Highly

SA
SA
SA
SA
SA
SA

SA

SA

SA

SA
SA

. There is a wide variation across the state in the extent to which boards/agencies are

HA
HA
HA
HA
HA
HA

HA

HA

HA

HA
HA

Neutral Approve Approve

providing support services for tamilies. We are interested in determining what community
mental health professionals are concerned about in regards to providing family support

services. Please respond to the items in terms of your own perceptions, or how you teel

about the issues. Circle the response that most closely indicates your opinion to each

statement.

My board/agency has sufficient capacity to

provide adequate support services to all families

in our community who need/want them.

In general, people at my board/agency are not
interested in providing services for families.

Very
Untrue

A4t

VU

Somewhat

Untrue

SU

Su

Somewhat Very

Neither

N

True

ST

ST

True

VT

VT
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7
Very Somewhat Somewhat Very
Untrue  Untrue  Neither True True
What do you think?
My board/agency lacks sufficient staff vu SU N ST VT
resources to provide adequate family support
services.
Providing support services for familiesisatop VU SU N ST vT

budget priority at my board/agency.

State Department funding allocations have vU SU N ST VT
helped my board/agency's ability to provide
family support services.

My board/agency has provided the necessary vUu Su N ST VT
opportunities for staff to improve their

knowledge and learn the skills required to

provide support services to tamilies.

There is a sufficient number of qualified YU SU N ST VT
service providers (e.g. for respite care, in-home

nursing, in-home behavioral management

training, €tc.) in our community to support my

board/agency's efforts to provide family

support services.

Families in our community have been very vU SU N ST vT
active in advocating for the development and/or

expansion of family support services at my

board/agency.

In general, people at my board/agency lack a vu SU N ST VT
clear understanding of what family support
services are.

My board/agency has lacked the funding vu Su N ST vT
capacity to develop family support services.

My board has hired peoplie who have the \Al
expertise needed to provide support services to
families.

w
c
Z

ST vT

The various agencies and protessionals who vuU SU N ST vT
work with families in our community readily

refer families to my board/agency for the

services we provide.

Our mental health board committee members vU SU N ST VT
are committed to the development and/or
expansion of family support services.
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Very Somewhat Somewhat Very |
Untrue Untrue Neither True True
What do you think?

My board/agency has not been able to keepup VU Su N ST vT
with the demand for family support services,

families have had to wait to get into the

program or to receive services.

Families have been reluctant to take advantage VU SuU N ST VT
of the services available at my board/agency.

My board/agency's administration is committed VU SU N ST vT
to the development and/or expansion of farnily
support services.

There is a general lack of community interest vUu SU N ST VT
and involvement in supporting individuals with
disabilities and their families.

The system does not recognize the family asthe VU SuU N ST VT
client, only the individual with disabilities,

which hinders our efforts to implement support

services for families.

Families in our community really don't want vu Su N ST vT
family support servic s.

The attitudes and practices of most service vUu Su N ST vT
providers in our community are that support

services should be provided only to the

individual with disabilities, they do not involve

or support the family.

5. What plans (if any) does your board/agency have in regards to family support services in
the near future?
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So that we can compare and contrast your answers with other community mental health
professionals, we would like to know some information about yourself and your role in the
decision making processes at your board/agency.

6 . What impact do you, personally, have on decisions regarding the overall planning and
implementation of services at your board/agency? Circle your answer.

Very Little Little Some Much Very Much

7 . How frequently do you participate in decisions regarding the overall planning and
implementation of services at your aboard/agency? Circle your answer.

Never Seldom Sometimes Often Always

8 . How frequently do you participate in decxsxons regardmg the implementation and prov151on
al ) fz

answer.
Never Seldom Sometimes Often Always
9. What impact do you, personally, have on decisions regarding services and supports to
individuals with disabilities and/or their families at your board/agency? Circle your
answer.
Very Little Little Some Much Very Much

10. How long have you worked or volunteered for this board/agency? Circle one answer.
A less than one year
B 1-2 years
C 3-5years
D 6-10 years
E more than 10 years
11. Whatis your current position at this board/agency? Circle the one answer which best
describes your current position.
family support services staff
developmental disabilities services statf (not family support)
family support services/program administration
developmental disabilities services/program administration
service program staff for both MI and DD client services
service program administration for both MI and DD client services
contract service agency administration
community mental health agency administration (e.g. director, asst. director)
board committee member
board committee chairperson

REE=xmoa=mmEmUoary»

other (please specify)
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12. How long have you been in your current position at this board/agency? Circle your
answer.

— A less than one year
B 1-2 years

C 3-5 years

D 6-10 years

E more than 10 years

=—12a. Iflessthan one year in your current position, what position did you have prior
to your current one?

13. Do vou, personally, have a caseload of clicnts/families for which you are responsible?
Circle your answer.

NO

[ YES
13a. If yes, what is the percentage of your caseload that has a developmental
disability (as compared to a mental illness diagnosis)?

% has a developmental disability

13b. What are the age ranges of the persons who have a developmental

disability? Please indicate the percentage of your caseload between the
following ages.

% 0 and 18 years of age
% 19 and 26 years of age
% older than 26 years of age
=100 % of caseload with a developmental disability

14. Do any of your immediate tamily members (i.e., brother, sister, daughter, son, parent,
spouse) have a developmental disability? Circle your answer.

NO
YES

If you have anything else that you would like to share with us, please write your comments on
the back page of this survey.

ThanKk-you for your time and thoughts
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MICHIGAN STATE UNIVERSITY

DEPARTMENT OF PSYCHOLOGY EAST LANSING ¢ MICHIGAN ¢ 48824-1117

PSYCHOLOGY RESEARCH BUILDING

March 13, 1992

Dear Community Mental Health Professional,

The future direction of community mental health services for individuals with developmental
disabilities has been a major focus of debate among policy makers, service professionals,
individuals and their families. Much of this debate has been focused on services provided to
support families caring at home for their member(s) who has a developmental disability, commonly
referred to as "family support”. In Michigan, family support services began in the early 1980s as
pilot demonstrations and have subsequently been incorporated into ongoing services delivery at
several boards. As a community mental health services professional. vour opinic 1s about this
rend and about family support services in general are important to future mental health services
planning.

You are one of a select few individuals who are being asked to give their opinions about
support services for families. You were selected to answer this survey based on your position
with your local community mental health center or its contracted agency. Because we are interested
in the opinions of a variety of community mental health professionals, including administrators,
board committce members, and dircct services staff, your answers arec important.

Your participation in this survey is voluntary. However, in order to ensure that the results will
truly represent the thinking of mental health professionals at differing administrative levels across
the state, it is important that every survey be completed and returned by the person to whom the
survey was sent. The survey should only take you 15-25 minutes to complete. The time you
spend now will greatly benefit mental health services recipients, service professicnals, and the
community in general. The results of this research will be made available to mental health services
policy makers, service professionals, and other interested citizens. .

You may be assured of complete confidentiality. The survey has an identification number for
mailing purposes only. This is so we may check your name off of the mailing list when your
survey is returned. Your name will never be placed on the survey. All rescarch results will be
presented in aggregate form, individual answers will not be identified. The return of an answered
survey will indicate your consent to participate in this project.

If you have any questions or nced clarification, please contact Kelly Hazel at (517)394-6428,
or leave a message at the Psychology Deparunent at Michigan State University, (517)355-9561,
and she will return your call as soon as possible.

Thank-you for your assistance.

Sincerely, -
L 44 /
;7(_;/4(,, e
Kelly L. Hazel, M.A.
Principal Investigator

MSU is an Affirmanive Actions Equal Opportunity Institution
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. STATE OF MICHIGAN
e,
o .

\f”-ﬁ:i‘&jj
JOHN ENGLER. Governor

DEPARTMENT OF MENTAL HEALTH
LEWIS CASS BUILDING
LANSING. MICHIGAN 48913
JAMES K HAVEMAN. JR
Oirector

March 2, 1992

TO: Community Mental Health Services Professionals

FROM: William L. McShane WM‘_QQM
't

SUBJECT: Upinlon Survev Regarding Familv Support Services S

Michigan State University, in cooperation with the Services Research Unit of the
Department of Mental Health, 1s conducting a study of the opinions of community
mental health professionals. The purpose of the study 1is to determine
professionals' views regarding services for families with members who have
developmental disabilities. commonly referred to as '""familv support services'.
Kelly Hazel. who is undertaking this study as part of the requirements for the
completion of her doctoral dissertation, 1s the principal investigator. Dr.
Sandra E. Herman of the Services Research Unit will be overseeing the
Department's role 1in the study.

Your participation in this project 15 strictlv voluntary. Howeveyr, since vour
answers are 1mportant to future planning, I encourage you to complete the
enclosed surveyv as soon as possible. Your answers will help to ensure that the
results of this study are representative of community mental health
professionals' opinions. You can be assured that vour answers will be
confidential. If vou have anv questions about the survev, please contact Ms.
Hazel at Machigan State University i517) 355-9561, or Dr. Herman at the
Department of Mental Health (517) 373-3862,

SEH/cme
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MICHIGAN STATE UNIVERSITY

DEPARTMENT OF PSYCHOLOGY EAST LANSING « MICHIGAN ® 48824-1117
PSYCHOLOGY RESEARCH BUILDING

March 20, 1992

Dear Community Mental Health Professional,

About one week ago a survey was sent to you, seeking your opinion about family support
services. If you have already completed and returned the survey to me, please accept my sincere
thanks. If not, please do so today. Because it has been sent to only a select few, but
representative, number of community mental health professionals, it is extremely important that
you also be included in the study if the results are to accurately represent the opinions of
community mental health professionals in Michigan.

If for some reason you did not receive the survey, or it has been misplaced, please call me right
now (517-349-6428 or 517-355-9561) and I will get another one in the mail to you right away.
Sincerely, ( .

/}/){Z/ ”’V/,//\

Kelly L. Hazel, M.A.
Principal Investigator

MSU is an Affirmative ActionsEqual Opportunity institution
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MICHIGAN STATE UNIVERSITY

DEPARTMENT OF PSYCHOLOGY EAST LANSING * MICHIGAN ¢ 48824.1117
PSYCHOLOGY RESEARCH BUILDING

March 27, 1992

Dear Community Mental Health Professional,

About three weeks ago I wrote to you seeking your opinion on family support services. As of
today I have not yet received your completed survey.

I have undertaken this study because of the belief that opinions of community mental health
professionals such as yourself, should be taken inro account in the formation of future policies
regarding services for people with developmental disabilities and their families.

T'am writing to you again because of the importance each survey has to the usefulness of this
study. You were selected to participate based on your position with your local community mental
health board or its contracted agency. Only a few professionals at each administrative level at each
board or contract agency have been being asked to give their opinions about family support
services. In order for the results of this study to truly represent the opinions of community mental
health professionals such as yourself, it is essential that each person selected return their survey.
So that the reporting of the results of this survey be timely, we need to receive all surveys by April
10, 1992.

If for some reason you did not receive the survey, or it has been misplaced, please call me now
(517-394-6428 or 517-355-9561) and I will get another one in the mail to you today.

Thank-you for your assistance.

Sincerely,

AP

Kelly L. Hazel, M.A.
Principal Investigator

MSU is an Affirmative Action/Equal Opportunity Institution
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MICHIGAN STATE UNIVERSITY

DEPARTMENT OF PSYCHOLOGY EAST LANSING * MICHIGAN » 48824-1117
PSYCHOLOGY RESEARCH BUILDING

April 10, 1992

Dear Community Mental Health Professianal,

About five weeks ago, I wrote to you asking you to respond to the “Community Mental Health
Professionals’ Opinion Survey Regarding Family Support Services”. As of today I have not yet
received your completed survey.

1 am writing to you again because of the importance each survey has to the usefulness of this
study. You were selected to participate based on your position with your local community mental
health center or its contracted agency. Only a few professionals at each administrative level at each
center or contract agency have been asked to give their opinions about family support services.
This is a personal opinion survey. Only those to whom the survey was addressed should answer
it. Please, do not pass it on to another person to answer. In order for the results of this study to
truly represent the opinions of community mental health professionals such as yourself, it is
essential that each person selected return their survey. At this time, we would greaty appreciate
receiving your completed survey no later than April 24, 1992.

The survey should only take you 15-25 minutes to complete. The time you spend now wiil
greatly benefit mental health services recipients, service professionals, and the community in
general. The results of this research will be made available to mental health services policy
makers, service professionals, and other interested citizens.

In the event that your survey has been misplaced, a replacement is enclosed.

Thank-you for your assistance.

Kelly L. Hazel, M.A.

MSU is an Affirmative Action/Equal Opporumity Institution
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APPENDIX B
UCRIHS Approval Letter

MICHIGAN STATE UNIVERSITY

OFFICE OF VICE PRESIDENT FOR RESEARCH EAST LANSING * MICHIGAN » 48824-1046
AND DEAN OF THE GRADUATE SCHOOL

February 14, 1992

Kelly L. Hazel
Psychology Department
135 Snyder Hall

RE:  CONFIGURATIONS OF FAMILY SUPPORT SERVICES IN MICHIGAN:  ORGANIZATION
STRUCTURE, CONTEXT AND ATTITUDINAL INFLUENCES, IRB #92-052

Dear Ms. Hazel:

The above project is exempt from full UCRIHS review. The proposed research
protocol has been reviewed by another committee member. The rights and welfare
of human subjects appear to be protected and you have approval to conduct the
research.

You are reminded that UCRIHS approval is valid for one calendar year. If you
plan to continue this project beyond one year, please make provisions for
cbtaining appropriate UCRIHS approval one month prior to February 14, 1993.

Any changes in procedures involving human subjects must be reviewed by UCRIHS
prior to initiation of the change. UCRIHS must also be notifed promptly of any
problems (unexpected side effects, complaints, etc.) involving human subjects
during the course of the work.

Thank you for bringing this project to my attention. If I can be of any future
help, please do not hesitate to let me know.

David E. Wright, Ph. hair

University Committee search Involving
Human Subjects (UCRIHS)

Sincerely,

DEW/deo

cc: Dr. Frank Floyd

MSU is an Alfirmative Acton/Equal Opportumity institution
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APPENDIX C

Preliminary Analyses Results Tables

Table C-1: Services identified as supportive of families of pcople with developmental

disabilities.
Participants
Family Support Services % (N=339)
Respite Care (in general) 81
In-home Respite Care 17
Out-of-home Respite Care 20
Family Friend Respite 15
Casc Management 68
Advocacy 11
Information and Referral 13
Support Groups (in general) 11
Family Support Groups 3
Parent Support Groups 9
Sibling Support Groups 5
Counscling or Therapy (in gencral) 22
Family Counscling 30
Individual Counscling 8
Bchavior Management Training or Consultation 30
In-home Behavioral Training or Program Aid 4
Parent Education/Skills Training 20
Parent to Parent Network 9
Family Support Newsletter 8
In-home Services (in general) 19
In-home Nursing 7
Special Therapies 4
Adaptive Equipment 16
Home Renovations 9

After School or Latch Key Program
Recreation or Family Activity Program
Summer Recreation Program

118
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Table C-1 (cont'd).

Family Support Services

Campership

Model Waiver 2 Program
Subsidy

Financial Assistance
Emergency or Crisis Services
Parcnt Advisory Committee

Other Services and Supports

Permancncy Planning

Guardianship or Adoption Planning

Psychological or Psychiatric Consultation
Asscssments

Medical or Health Related Consultation

Foster Carc

Day Activity or Partial Day Program

Work Activity or Supported Employment Program
Residential Services

Client Education Program (c.g., sexuality, life skills, etc.)
Outpatient or Life Consultation Program

Transportation

Participants
% (N=339)

7

25

54

4

3

4

o W
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Table C-2: Descriptive statistics of attitude items.

Strongly Strongly
Disagrec Disagree Neutral Agree  Agree
1 2 3 4 5
What do you think? Mean(SD) % % % % Y%
I feel that programs and services for 2.54(91) 8 49 26 16 2
people with disabilities should take
priority over support services for
families.
I would like to sce my board/agency 4.29(.67) 1 1 7 52 40
expand or improve its family support
services.
Since most familics with children with  1.75(.84) 41 49 4 4 2
disabilitics are supported by the school
sysiem, it is not necessary for mental
health to also provide services for them.
[ am personally committed to the 4.11(85) 2 2 14 47 35
development and/or expansion of family
support services at my board/agency.
Family support services require too 1.96(.81) 27 57 11 4 1
much change in the way my board/
agency provides scrvices Lo our clients.
Parents are very knowledgeable and 4.27(.86) 2 2 7 44 45

competent resources and should be
involved in all services planning for
their family member who has a
developmental disability.
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Table C-2 (cont'd).

Strongly Strongly

Disagree Disagree Neutral Agree  Agree

1 2 3 4 5
What do you think? Mcan(SD) % % % % %
There are needs in our community that  2.36(.89) 13 54 20 13 |
are much more pressing which should
be addressed first, before we develop
family suppoit scrvices any further.
I feel that all support services to people  4.19(.89) 1 6 9 42 42

with a developmental disability who are
living at home ar¢ more effective when

they are family centered and family driven.

W
\S)

Family support scrvices take up oo 1.77(.66) 33 60 0
much staff time that would be better

devoted to other, more nceded services.

I think that family support should bca  3.67(.88) 0 9 31 43 17
greater percentage of my board's overall

budget.

I feel that the focus of services should  2.21(.88) 17 57 14 11 |
be on the person with disabilitics,

not the family.

I would like to encourage and help other 3.94(.70) | 2 16 64 17
service providers implement or improve

family support services.

I would like to sce my board/agency 1.36(.69) 72 25 2 1 1
discontinuc providing family support

SCrvices.
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Table C-2 (cont'd).

Strongly Strongly

Disagree Disagree Neutral Agree  Agree
l 2 3 4 5
What do you think? Mean (SD) % % % % Y%
I personally do not sce a strong enough  1.58(.70) 52 41 5 2 0

neced in our community to warrant any

further development of family support

services at our board/agency.

I think that my board/agency should 3.48(.97) 2 15 32 37 14
redirect current resources to provide

more support scrvices for families.

Too many familics are not capable of 2.30(.97) 19 49 19 12 2
functioning as care givers for their family
member who has a developmental

disability.

I feel that supporting familics should be  3.87(.89) | 6 21 47 24
a top priority at my board/agency.

Many activitics and services related to - 2.72(1.12) 12 38 20 24 5
family support are not within the domain

of mental health responsibility, other

service providers should be providing

these supports.

I feel that parents' views and opinions  4.48(.53) 0 0 2 49 49
regarding nceded services and service
delivery practices are very important to

overall services planning.
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Table C-2 (cont'd).

Strongly Strongly
Disagree Disagree Neutral Agree  Agree
1 2 3 4 5
What do you think? Mean(SD) % % % % %
I am not at all convinced that family 1.60(.61) 46 50 4 | 0
support services are an effective or
appropriate way of helping people
with disabilities.
I personally do not think there is aneed  1.37(.56) 66 32 I 1 0
for family support services.
Families have a lot of resources for help 1.77(.68) 35 55 7 2 0
and support from other service providers,
mental health should not be spending its
SCArCe resources too.
I think parents should be actively 4.38(.67) O | 5 47 46
involved in planning overall scrvices
for pcople with developmental
disabilitics.
[ feel that family support concepts and — 4.04(.80) 0 4 18 49 30
practices should be incorporated into
the overall way of providing scrvices
to individuals with disabilitics and their
familics. Family support should be my
board/agencey's way of doing business.
I would like to know what other boards/ 4.15(.66) 0 1 11 59 29

agencics are doing in regards to family

support services.
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Table C-2 (cont'd).

Strongly Strongly
Disagree Disagree Neutral  Agree  Agree

1 2 3 4 5

What do you think? Mean(SD) % Y% % % %
I think that staff resources should be 3.57(.88) 1 9 37 39 14

redirected to put more emphasis on

supporting familics

N=339
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Table C-3: Descriptive statistics of perceptions of support for services from others.

Highly Somewhat Somewhat Highly
Object  Object  Neutral  Approve Approve
NA 1 2 3 4 5
Mean (SD) % % % % Y %
Staff you supervise 4.43(.76) 38 <l <] 7 19 35
Professional peers 4.35(.75) 7 <l 2 7 38 45
Immediate supervisor 4.46(.74) 13 ] 1 7 29 50
Board's chairperson 3.96(.85) 14 <l 3 22 35 25
Board committee
members 3.87(.83) 15 «<lI 4 23 38 20
Agency's cxecutive
director 4.15(81) 12 0 3 15 36 34
Agency's top
administration 4.09(.87) 12 «lI 4 15 36 32
Agency's developmental
disabilitics services
administration 4.42(78) 14 <l 2 7 28 49
Agency's developmental
disabilities services staft  4.47(.76) 7 <l 2 7 28 55
Agency's family
support services staff’ 4.67(.63) 11 <l <l 5 17 66
Self 4.73(.53) 2 <l 0 2 21 74

N=339
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Table C-4: Descriptive statistics of belief/perception items regarding forces which hinder or

facilitate the implementation of family support services.

Somewhat Very

Very  Somewhat
Untruec  Untrue  Neither True  True
| 2 3 4 5

What do you think? Mcan(SD) % % % % %
My board/agency has sufficient 2.09(1.16) 39 36 4 20 1
capacity to provide adequate support
services to all families in our
community who nced/want them.
In general, people at my board/ 1.63(.91) 59 27 & 5 l
agency are not interested in
providing scrvices for familics.
My board/agency lacks sufticient 3T77¢1.17) 5 15 8 43 30
staft resources to provide adequate
family support services.
Providing support services for 2.84(1.11) 13 28 28 27 5
familics is a top budget priority
at my board/agency.
State Department funding allocations  3.24(1.26) 16 13 13 48 10
have helped my board/agency's ability
to provide family support scrvices.
My board/agency has provided the 3.62(1.11) 5 16 11 48 20

necessary opportunitics for staft to
improve their knowledge and learn
the skills required Lo provide support

services to families.
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Table C-4 (cont'd).

Very  Somewhat

Somewhat Very

Untrue  Untrue  Neither True  True
1 2 3 4 5

What do vou think? Mcan(SD) % Yo % % Y%
There is a sufficient number of 2.40(1.23) 26 40 5 23 5
qualificd service providers (c.g. for
respite care, in-home nursing, in-home
behavioral management training, cic.)
in our community to support my board/
agencey's efforts to provide family
support services.
Families in our community have been  2.97(1.25) 14 27 16 33 10
very active in advocating for the
development and/or expansion of family
support services at my board/agency.
In general, people at my board/agency  2.92(1.24) IS 28 16 33 8
lack a clear understanding of what
family support scrvices are.
My board/agency has lacked the 3.68(1.17) 5 15 14 38 18
funding capacity to develop family
support services.
My board has hired people who have  3.64(1.13) 5 15 12 45 22
the expertise needed to provide support
services to familics.
The various agencics and professionals  3.98(.99) 2 9 10 46 32

who work with familics in our community
rcadily refer families to my board/agency

for the services we provide.
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Table C-4 (cont'd).

Very Somcwhat

Somewhat Very

Untrue  Untrue Neither True  True
1 2 3 4 5

What do you think? Mcan(SD) % % % % %
Our mental health board commitice 3.44(.92) 2 13 33 42 10
members are commitied to the
development and/or expansion of family
support services.
My board/agency has not been able o 3.59(1.25) & 15 13 38 27
keep up with the demand for family
support services, familics have had to
wait to get into the program or to receive
services.
Families have been reluctant 10 take 2.47(1.12) 23 33 19 24 ]
advantage of the services available at
my board/agency.
My board/agency's administration is 3.56(.92) 1 13 26 46 13
committed to the development and/or
expansion of family support scrvices.
There is a general lack of community  2.77(1.08) 10 38 22 26 4
interest and involvement in supporting
individuals with disabilitics and their
families.
The system does not recognize the 3.26(1.26) 10 22 18 33 18

family as the client, only the individual
with disabilities, which hinders our
efforts to implement support scrvices

for familics.
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Table C-4 (cont'd).

Very  Somewhat

Somewhat Very

Untrue  Untrue  Neither True  True
1 2 3 4 5

What do you think? Mcan(SD) % % % % %
The attitudes and practices of most 2.51(1.12) 18 4] 17 21 4
service providers in our community
arc that support services should be
provided only to the individual with
disabilitics, they do not involve or
support the family.
Families in our community rcally 1.59(.83) 59 27 11 3 l

don't want family support services.

(N=339)
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Table C-5: Principal axis factoring of attitude items after varimax rotation.

Factor statistics

Eigenvalue (before rotation)

Percent of variance (after rotation)
Items (abbreviated)

Don't think there is a need for FSS (R)

Not convinced FSS is effective or appropriate (R)

Parcnts views arc important to services planning

Like to sce agency discontinue FSS (R)

Do not sce strong cnough need to warrant further
development of FSS (R)

Familics have help from others, mental health

should not be using resources 0o (R)

Parents should be actively involved in services planning

Family support takes up too much staff time
better devoted o other services (R)
AFamilics supported by school system, no need

for mental health 1o also do so (R)

Parents are knowledgeable and competent resources

and should be involved

Families not capable care givers (R)

Family support concepts should be ageney's way of

doing business

Services more effective when family centered and driven

Personally committed to FSS

Supporting familics should be top priority at agency

Like to help others implement FSS

Agency should redirect resources to provide more FSS
Staff resources should be redirected, more emphasis FSS

ESS should be greater percentage of agency budget
Would like to sce agency expand or improve FSS
AWould like to know what other agencies are doing

Factors

I I I IV V. VI
80 20 16 1.4 1.2 1.0
27.8 55 3.6 3.0 2.2 1.8
g6 21 14 .06 .12 .00
67 .29 .04 12 .20 .08
S5 .39 11 13 -.00 .01
53 16 .09 .06 .13 .11
52 .24 .39 12 13 .10
49 .01 .23 26 .34 .28
A8 .39 13 19 -.04 .03
40 .36 .19 28 .23 .31
35 .06 15 26 .25 .09
A8 .57 .05 -.010 .04 .18
A2 .52 -.02 .29 (18 .25
34 .48 .22 .19 .15-.01
20 .47 16 .11 .13 -21
.23 .46 .36 -.09 .18 .07
27 .46 .29 29 [12-.02
A5 .39 .23 .09 .01 .02
N8 .06 74 .19 .03 .09
A1 25 .68 .19 .02 -.11
A9 .20 .61 .13 -.05 .36
36 .29 43 -19 -.14 27
22 11 .27 .06 -.25 .05
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Table C-5 (cont'd).

Items (abbreviated)
Focus on person with disability, not family (R)

for family (R)
Agency should find out more about FSS before
going further (R)
FSS require oo much change (R)
AFSS not in domain of mental health responsibility (R)
AOther needs should be addressed first (R)

Factors
I I I IV _V_ VI
b .11 .21 .58 -.05 .02
111 .06 .48 .12 .07
A2 .04 .12 .06 .58 -.01
A6 .19 - 10 -.00 .50 .02
09 14 .18 .19 .33 .19
26 .10 .33 .22 .09 .44

(R) identifics items which were reverse scored for factor analysis.

A identifics items deleted in final factor analysis.

Note. Six factors accounted for 57% of the variance prior to rotation.
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Table C-6: Principal axis factoring of belief/perception items after varimax rotation.

Factors

Factor statistics I I IV V VI
Eigenvalue (before rotation) 82 26 22 19 151.0
Percent of variance (alter rotation) 25.1 7.0 5.3 44 27 1.7
Items (abbreviated)
Board committee members are supportive J7 .21 -12 .09 .21 .23
Agency's executive director is supportive g4 23 .03 .03 (11 .32
Agency's top administration is supportive J4 .33 .08 .10 .08 .03
Board chairperson is supportive J3 .38 .01 .08 .06 .08
Board committee members committed to

develop/expand FSS A3 .02 .26 .03 .07 -.11
Agency's administration is committed to

develop/expand FSS A2 .10 .21 -.02 (11 -.12
Pcople at agency are not interested in providing FSS(R) .63 .18 .19 -.01 .16 .00
Providing FSS is a top budget priority 25 -.01 .36 .12 .06 -.05
People at agency lack clear understanding of FSS (R) A4 100 .23 .01 .28 -.12
Self is supportive of FSS A2 74 .09 .05-11 .02
Agency's developmental disabilitics staft is supportive 23 .73 -.04 .05 .19 -.15
FSS staft is supportive A3 073 (13 -.02 .04 -112
Profcssional peers are supportive Jd4 .69 11 -.08 (15 .09
Stalf supervised are supportive A8 .64 1S5 .07 .18 .22
Developmental disabilitics administration is supportive A48 .58 -1t .19 .08 -.14
Immediate supervisor is supportive 29 .49 .20 .06-.14 .30
Familics don't want FSS (R) 00 39 .39 -.05 .23 .05
Community agencies refer familics to agency for services .15 (10 .53 -.12-.08 .09
Families active in advocating for FSS A8 .01 .47 .05 .15-.04
~AAgency hired staff with FSS expertise 32 .14 45 11 13 -17
Families reluctant to take advantage of services (R) 04 16 .41 -.15 .15 .01
AAgency provided FSS staff training opportunitics 35 .16 .37 .26 .06 -.05
ASufficicnt resources in community 1o support agency's

efforts to provide FSS 09 -.08 32 .19 .22 02
AState department funding allocations support

agency's FSS 03 .09 .32 .31-.13 |13
Agency has sufficient capacity 06 -.03 -.02 .65 .12 .12



Table C-6 (cont'd).

Factors

Items (abbreviated) | Im__Im IV VvV Vi
Agency lacks funding capacity (R) 04 11 .10 .61 .00-.03
Agency lacks sufficient staft (R) A2 .01 .05 .59 .07 -.14
Agency not able to keep up with demand, families wait (R)-.03 -.03 -.30 .49 .02 .04
Attitudes and practices in community support individual

services, not family services (R) A8 15 13 .02 .58 .19
Lack of community interest in supporting individuals and

families (R) A2 013 015 .03 .43 -.09
System does not recognize family as client (R) .28 -.00 -.00 .15 .40 -.07

(R) identifies items which were reverse scored for factor analysis.
A identifies items not included in final factor analysis.

Note. Six factors accounted for 57% of the variance prior 10 rotation.
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Table C-7: Attitude factors IV and V and belief/perception factor V internal reliability.

Inter-item »  Corrected
Items (abbreviated) 1 2 Item-total r Alpha
Attitude factor IV:

Individual program priority over FSS .38
Focus of scrvice on individual, not tamily .38 .38 .55

Attitude factor V (behavioral intentions):

FSS require too much change 37
Should find out more about FSS 37 .37 .54

Belief/perception factor V:

Lack of community interest .24
System docs not recognize family 21 .28
Attitudes and practices of community
service providers don't support families .24 .23 .29 47
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Table C-8: Correlation between criteria and items and factors not included in final predictor

scales.
Criteria
Number of Administrative

Factors/items (abbreviated) Services Formalization
Other needs in community are more pressing - 39%* -.05
FSS not within mental health domain -.24 .00
Like to know what other agencics are doing 12 -.11
Familics supported by school system, not

necessary for mental health to do also -.25 -.21
State funding allocations have helped e .26
Attitude factor IV: -27% -.10

Individual program priority over FSS -.26 -.18

Focus of service on individual, not family -.18 .05
Attitude factor V (behavioral intentions): -.35%* -.34%

FSS require too much change -.24 -27%

Should find out more about FSS -.30%* -.33*
Belief/perception factor V: -.07 -.15

Lack of community interest -.09 -.13

System does not recognize family .09 -.08

Attitudes and practices of community

service providers don't support families -.16 -.14

* p < .05, ¥ p < .01, two-tailed.
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