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ABSTRACT 

JEANNE MIREILLE MARINO, BS 

THE EFFECT OF PARENT-CHILD INTERACTION TRAINING ON EARLY 
INTERVENTION OCCUPATIONAL THERAPISTS 

DECEMBER 2009 

This study determined strategies that occupational therapists are using to improve 

the parent-child relationship and determined how effectiveness of the strategies is 

measured by the therapists. A self-developed survey was emailed and completed by early 

intervention occupational therapists across the United States. The likert scale had 94 

respondents, and 7 4 responded to the open-ended questions. A regression analysis 

determined a significant difference between how therapists were trained in parent-child 

interaction and their survey scores, indicating that type of training impacts treatment. 

Therapists responded to the open-ended questions by either placing the therapist in 

control, the parent in control, or a blend of both. Analysis of responses revealed that 

although most therapists are delivering family-centered services, some are still delivering 

child-centered services. Results indicate that training, not experience, determined use of 

evidence-based treatment strategies thereby adding support for multi-modal trainings to 

increase the likelihood that occupational therapists will deliver family-centered services. 
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CHAPTER! 

INTRODUCTION 

Early intervention and occupational therapy literature documents the importance 

of service providers addressing how parents verbally engage with their child (parent-child 

interaction) during the child's daily routine (Harrison, Romer, Simon, & Schulze, 2007; 

Humphry, 1989; Mayer, White, Ward, & Barnaby, 2002; Moore, Saylor, & Boyce, 1998; 

Schultz-Krohn, 1997). Improving parent-child interactions results in successful delivery 

of family-centered services by occupational therapists including meeting the family needs 

and improving the developmental skill level of the child (Humphry, 1989; Jung, 2007; 

Lawlor & Mattingly, 1998; Schultz-Krohn & Cara, 2000; Treyvaud, Anderson, Howard, 

Bear, Hunt, Doyle, lnder, Woodward, & Anderson, 2009). However, little evidenced

based research is available on how occupational therapists are delivering services to 

address the parent-child relationship in early intervention (Campbell & Sawyer, 2007; 

Mayer et al., 2002). 

This study built on this author's pilot study by identifying what intervention 

strategies occupational therapists are using to improve the parent-child relationship as 

well as how they measure the effectiveness of these strategies. Also, the relationship 

between how the therapists were trained on parent-child interaction strategies and the use 

of treatment strategies was determined. 
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CHAPTER II 

REVIEW OF THE LITERATURE 

History 

Principles guiding service delivery in early intervention have changed drastically 

over the last 3 5 years. In the field of occupational therapy, this can be contributed to 

changes in federal policy, research regarding human development, and emerging 

occupational therapy theories (Lawlor & Mattingly, 1998). One of the most drastic 

changes has been from the view that the child is the recipient of services to the view that 

the entire family or caregivers are the service recipients. This is known as family

centered services or participation-based services. Schultz-Krohn & Cara (2000) 

contribute this differing view of service delivery to the field of infant mental health 

influencing occupational therapy theory by documenting the necessity for the focus of 

early intervention to be on the family and the parent-child relationship and thus having an 

effective impact on the developmental skill level of the child. 

Family-centered services are also mandated by federal legislation (PL-457 of 

1986; IDEA of 1997 and 2004). PL-457 requires the family to be the recipient of early 

intervention services and be involved in goal setting and service delivery for their child 

(Rosenbaum, King, S., Law, King, G., & Evans, 1998). The Individuals with Disabilities 

Education Improvement Acts mandated that family-centered services be delivered in the 

child's natural environment, which allows for accurate identification of child and 
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family's true needs (Jung, 2007). Through literature and legislation, early intervention 

occupational therapists are called to expand their roles to address the child's development 

as well as the parent-child relationship in a natural environment. 

Because the parents have more opportunities to interact with their children than 

service providers, Jung (2007) states that supporting caregivers is the best method to 

acl1ieve positive child and family outcomes in early intervention. T1'is concept of 

supporting caregivers is also presented by Treyvaud et al. (2009), Schultz-Krohn (1997), 

and Campbell (2004 ). When delivering family-centered services, service providers have 

the opportunity to support caregivers by assisting them in understanding and fostering 

their interaction with their child. This results in the parent enhancing the infant's 

development (Schultz-Krohn, 1997). Parent-based interventions aimed at improving 

parental responsiveness and sensitivity were also associated with improvements in social 

development of children under two (Treyvaud et al., 2009). Additionally, Campbell 

(2004) believes that one of the main purposes of early intervention is to teach caregivers 

how to effectively interact with their children. Parent-child interaction is a vital 

component of family-centered services that should be addressed in early intervention. 

Treatment Strategies to Address Parent-Child Interaction 

Although literature and legislation call for occupational therapy practitioners to 

engage the family actively during intervention, occupational therapy services continue to 

focus on the child and not the family (Schultz-Krohn & Cara, 2000; Campbell & Sawyer, 

2007). Campbell & Sawyer (2007) find the majority of early intervention providers are 
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using child-centered services instead of family-centered services in early intervention. 

This discrepancy between theory and practice is contributed to the lack of training on 

clear guidelines of how to successfully deliver family-centered services. 

A review of the literature identified several themes regarding components of 

parent-child interaction that should be addressed and strategies for how early 

1nter-( 1""nt1·om·sts {"an 1mpr"''"" narent-"hild interact1ons ThPu 1nf"lude pducat1ng thP parent .1..1. .I. t' V J. .1. I. "" J. .I. V 1' V 1-' - .1. - ""'.J.LJ...L .1...1..1.'-' L.I. .I. " .A. .1.J."" J .1..1. '-' . '-I .1..1..1. \. V .I. .1.1,. 

on the child's abilities and appropriate interaction styles through the use of modeling and 

feedback. These themes, along with their sources, are summai-ized in Table 1. 
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Table 1 

Theme Analysis for Parent-Child Interaction Treatment Strategies 

Theme Author 

Schultz-Krohn Humphry Moore et al. Mayer et al. Harrison et al. Campbell& 
Jung (2007) 

(1997) (1989) (1998) (2002) (2007) Sawyer (2007) 

Fostering appropriate interactional skills between 
parent and infant is the focus of occupational yes yes yes yes yes yes 
therapy intervention in early intervention 

Parents' culture and competence levels influence 
the paient-child ielationship and should be ,-es )'eS 

considered when delivering services 

Appropriate interaction styles include high levels 
of caregiver responsiveness with low amounts of yes yes 
caregiver directives 

Therapists should use modeling to teach parents 
to follow the childs lead in finding 

yes yes yes yes 
developmentally appropriate activitie and to teach 
appropriate interaction styles 

Therapists should show caregivers positive 
things about their child and what the child can do 

yes yes 
competently in order to promote healthy parent-
child interaction 

Therapists can assist in interpreting the child to 
parents and increase parent's skill level in yes yes yes yes 
reading child's cues and reasons for behavior 

Parent should actively practice appropriate 
interactions with therapists feedback/multiple 

yes yes yes yes 
caregivers should be active participants in El 
therapy sessions 

Necessity for Additional Training 

Although there are guidelines present in the literature for how therapists should 

address the parent-child relationship, it is not documented if therapists are implementing 

the recommendations during service delivery nor if the type of training the therapist 

receives has an impact on service delivery. Mayer et al. (2002) call for occupational 

therapy programs to change their curricula to emphasize the importance of the parent

child relationship and a family-centered intervention approach. They indicate there is a 

need for additional research that provides information on how therapists plan and deliver 
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treatment strategies to impact the parent-child relationship. Campbell, Chiarello, Wilcox, 

& Milbourne (2009) also call for additional training for students and therapists on 

addressing the parent-child relationship when delivering family-centered services. 

The need for additional training for early interventionists is further documented in 

a recent national survey of the Part C coordinators of the fifty states plus the District of 

Columbia and Virgin Islands. Results indicate only 20 states have a training program for . 

early intervention providers. It was not determined if the parent-child relationship is a 

component of the training modules in the 20 states with programs in place (Center to 

Inform Personnel Preparation Policy and Practice, 2007a). In addition to only 20 states 

training their early intervention providers, no clear guidelines are present for occupational 

therapy curricula in preparing their students to work in an early intervention setting 

(American Occupational Therapy Association, Inc., 1999-2009). As a result, therapists 

and students are not mandated to receive education in current, evidence-based treatment 

strategies for how to make an impact on the parent-child relationship in early 

intervention. 

Pilot Study 

A pilot survey using a likert scale was conducted with 23 occupational therapists 

working in early intervention in the state of Louisiana. Its purpose was to explore if a 

relationship exists between years of experience of occupational therapists and their 

agreement with evidence- based theory and practices to impact the parent-child 

relationship. No significance was revealed between years of experience and agreement 
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with theory related questions (r=.180, p=.206) or between therapists' years of experience 

and implementation of evidence-based treatment strategies (r= -.182, p=.206). However, 

a significant difference did exist between the mean score of therapists who were trained 

in parent-child interaction and those who were not (t= -1.964, p=0.063) using a 90% 

confidence interval. The results of the survey revealed the majority of respondents agreed 

~,,;+h +ha O\'orall +heAT''H ,-1..,;..,;....,,... th,,.m f-A arldross "ar"'n+-"h;1,-1 ;nterac+;o"S hnt nroro not VYJ.L .L LJ. \,; \,; J.J. L.L VJ.J \,.UJ.YJ.J.J.e, LJ..L\,; J.J. LV U. \.I _lJ '-' 1,-\,; ilJ.U J.J..LI. J. l,j. ._._ 'V"'- Yt\,; '-' ._ \, 

implementing appropriate treatment strategies to address this area. 

Purpose 

The purpose of this study was to identify the intervention strategies, if any, that 

occupational therapy practitioners working in early intervention use to foster positive 

parent-child interactions. A survey consisting of a likert scale and open-ended questions 

was used to collect data. A likert scale was used to test the hypothesis that a relationship 

exists between years experience and the type of training an occupational therapist 

receives and the use of evidence-based parent-child interaction treatment strategies. 

Concurrently with the likert scale, qualitative open-ended questions explored: How do 

occupational therapy practitioners treatment plan and measure the effectiveness of 

intervention strategies used to impact the parent-child relationship? By collecting both 

quantitative and qualitative data simultaneously the strengths of both forms of research 

were brought together to corroborate results. 
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CHAPTER III 

METHOD 

This study used a survey developed by the author. The survey was based on 

themes of strategies to positively impact parent-child interactions found in a review of the 

literature. The participants in the pilot study provided feedback regarding: clarity of 

questions, possibility of leading questions, quality of questions, and additional issues 

relating to parent-child interactions being a component of family-centered services. A 

panel of experts with experience in quantitative design, qualitative design, and early 

intervention reviewed the survey for content analysis of questions. The survey was 

modified based on recommendations from the pilot study participants and the panel of 

experts. Modifications included: the removal of questions relating to family-centered 

theory; the addition of open-ended questions; the addition of likert scale questions 

regarding cultural sensitivity, demonstrating to caregivers of the child's abilities, and 

allowing caregivers to practice interacting with their child in order to receive the 

therapist's feedback. 

Participants 

Participants were recruited with two methods. First the Part C Coordinators, who 

are the heads of each state's early intervention system, of 49 states (Louisiana was 

excluded due to participation in the pilot study) were asked to participate in the study. 

Second a link to the survey was posted as a forum for members on "OT Connections", 
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which is a communication network for members of the American Occupational Therapy 

Association. Inclusion criteria was currently working as occupational therapist in an early 

intervention setting and being able to identify type of training received regarding parent

child interaction. 

Instrumentation 

Following the Institutional Review Board's approval (Appendix A), a survey 

(Appendix B) was utilized to collect data from the participants. The survey consisted of 

identifiers of evidence-based practice strategies to address the parent-child relationship. 

A five point likert scale consisting of always, almost always, occasionally, almost never, 

or never was used to determine the consistency of implementation of evidenced-based 

treatment strategies. Open ended questions were used to determine how therapists choose 

treatment strategies, as well as how they measure the effectiveness of the strategies. To 

preserve confidentiality, the survey was web-based on a server that does not allow this 

author to view any of the participants' identifying information. 

Procedure 

Data Collection 

Part C Coordinators who chose to participate were emailed a letter of consent and 

a link to the survey. The coordinators were asked to forward the email to all occupational 

therapists currently working in their respective states. The occupational therapists were 

asked to complete the survey within three weeks, and a reminder email was sent to Part C 

coordinators and forwarded to participants 72 hours prior to the deadline. The Part C 
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coordinators were emailed a letter of appreciation including a summary of the results 

obtained following completion of the study. A link to the letter of consent and survey 

were also posted on the American Occupational Therapy Association's "OT 

Connections" pa$e for members to view and respond. 

Data Analysis 

A regression analysis was used to test the hypothesis that a relationship exists 

between the type of training an occupational therapist receives, the years of experience 

and the use of evidence-based parent-child interaction treatment strategies. The 

independent variables included: how the therapists were trained on parent-child 

interaction strategies (web-based, face-to-face, or reading of written material) and years 

of experience. The dependent variable (D V) was the implementation of evidence- based 

treatment strategies and was determined by the participants' cumulative score on the 

likert scale. Three specific relationships were analyzed with a multiple regression. First 

that an interaction between years of experience and type of training accounted for 

differences in score, second that years of experience accounted for differences in score 

beyond type of training, and third that type of training alone accounted for differences in 

score. Regression analysis with a 95% confidence interval was completed using the 

Statistical Package for the Social Sciences 15.0. The participants' responses on the open

ended questions were analyzed utilizing an enumerative inquiry process for content and 

theme emergence in each question and across all questions. This approach creates 

"objective accounts" though categories may be anticipated prior to analysis (Grbich, 
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2007). Descriptive themes are typically displayed via flow charts. These findings were 

checked by an external auditor with experience in survey methods. 

Significance of the Study 

This study sought to determine which type of training resulted in therapists 

implementing evidence-based treatment strategies to improve the parent-child 

relationship. Additionally, how therapists selected parent-child interaction treatment 

strategies and measured their effectiveness were attempted to be determined. This 

information could be used in developing more effective training techniques needed in 

occupational therapy curricula and early intervention programs, which will result in 

therapists' positively impacting the skill level of the child with special needs. 
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CHAPTERIV 

RESULTS 

Respondents from the following states participated in the study: Iowa, Kansas, 

Kentucky, New Hampshire, New Jersey, New Mexico, Utah, Montana, Georgia, 

Colorado, Delaware, Pennsylvania, Hawaii, South Carolina, Massachusetts, Nevada, and 

Florida. Of the 104 respondents, 96 completed the likert scale portion of the survey. Two 

of the 96 were not included in the results due to their not currently working in an early 

intervention setting leaving 94 participants. Five of the 94 completed the survey on 

AOT A's web site with the remainder receiving the link either from the program director 

of their facility, the Part C Coordinator of their state, or from another occupational 

therapist who had completed the survey. All participants completed the survey one time. 

Table 2 lists additional participant demographics. 
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Table 2 

Additional Participant Characteristics 

Participant (n=94) 

Gender 

Male 

Female 

OT Entry Degree Obtained 

Bachelor's 

Master's 

Doctorate 

Work Status 

Full time 

Part time 

Received Advanced Degree 

Yes 

No 

Years Experience 

1 to 3 

4 to 6 

7 to 9 

10 plus 

13 

Response Count 
(%) 

2 (2.1) 

92 (97.9) 

58 (61.7) 

35 (37.2) 

1 (1.1) 

70 (74.5) 

24 (25.5) 

18(19.1) 

76 (80.9) 

18 (19.1) 

14 (14.9) 

14(14.9) 

48 (51.1) 



Data were analyzed using the Statistical Package for the Social Science 15.0. 

61.7% of participants indicated they had been trained in parent-child interactions. 

Participants years of experience ranged from 1 to 29 years (X=l 1.9, SD=8.6). 

Participants scores on the survey ranged from 29 to 45 (X=37.6, SD=3.7). The 

participants' type of training received is listed in Table 3. 

Table 3 

Type of Parent-Child Interaction Training 

Training reported n=94 

None 

face to face 

reading written material 

combination 

Online 

14 

Response 
Count(%) 

34 (36.2) 

20 (20.1) 

2 (2.1) 

38 (40.4) 

0 



Due to years experience being continuous data and type of training being 

categorical data, a regression analysis with a 95% confidence interval was used to 

determine how much of the variance in the survey scores was attributed to years 

experience, type of training, and any interaction between the two. The interaction 

between type of training and years experience accounted for 3 % of the score variance on 

+np n-f+he ''an.an""'" af"f"f"\llntt=>d ff"\1" h'7 upars PvperiPnr-P arnr1 tune n-f tra1n1"ng rpspprfrvPlv \.V V.1. I, .I. T .1. .J..VV VVVU..1.J.. V .&..V..&. V ,J J "'-" '-',1,1t.. ..&..I..'-" .1.V"' """ ") _t-' '-'..._ -...a. .a. .& , ... ..., ww"'.a. • -•J 

[F(3,86)=.993, p=.400]. Years experience accounted for 0% of the score variance beyond 

the variance accounted for by type of training [F(l,89)=008, p=.930]. However, type of 

training did account for 11 % of the score variance [F(3,90)=3.820, p=.013], which is 

significant. Table 4 lists the R Square Change statistic used to determine percentages of 

variation in the score by the independent variables. A regression analysis also predicted 

the mean survey score for each type of training, which is listed in Table 5. 

Table 4 

Summary of Variables Predicting Survey 
Score 

Variable 

*p < .05 

Interaction of Experience and 
Training 

Years Experience 

Type of Training 

15 

R Square 
Change(%) 

.030 (3) 

.000 (0) 

.113 (11)* 



Table 5 

Regression Prediction of Mean Survey Score 

Training reported n=94 

None 

face to face 

reading written material 

combination 

Online 

Mean 
Survey 
Score 

36.4 

37.1 

37 

39.1 

0 

When computing percentages of responses to survey questions, strongly 

agree/agree and strongly disagree/disagree were condensed together, respectively. The 

likert responses were clustered together to make the results more concise and meaningful. 

Of the questions where an almost never/never response indicated agreement with 

evidenced-based practices, the majority of participants answered appropriately to 3 out of 

5 questions. Of the questions where an almost always/always response indicated 

agreement with evidenced-based practices, the majority of participants answered 

appropriately to 4 out of 4 questions. Overall, the majority of participants answered in 

agreement with evidenced-based treatment strategies to 7 out of 9 questions. 

The majority of participants indicated they are: teaching the caregiver to give 

frequent direct requests; using modeling to show the caregiver how to follow the child's 

lead; providing the caregiver with feedback on the quality of child interactions; spending 
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the majority of the session working 1: 1 with the child; considering the caregivers' culture 

and background when treatment planning; demonstrating to caregivers the child's 

strengths and abilities; focusing treatment sessions on fostering parent-child interactions; 

assisting the caregiver in being responsive to the child's developmental level; and 

including a secondary caregiver in sessions. Table 6 contains a summary of participant 

responses. 
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Table 6 

Likert Scale Responses 

Almost always and Occasionally Almost never and 
Question (n=94) always response(%) response(%) never response (%) 

I teach the caregiver to give the child frequent 
direct requests when playing with the child* 51 (53.7) 36 (37.9) 8 (8.5) 

! use modeling to show the caregiver how to 
follow the child's lead during play 90 (94.7) 4 (4.2) 1 (1 .1) 

I provide the caregiver with feedback on the 
quality of the interactions with the child 64 (67.4) 30 (31.6) 1 (1.1) 

I spend the majority of my treatment sessions 
working 1: 1 with the child in order to optimize 
treatment success* 44 (46.3) 33 (34.7) 19 (18.0) 

I do not consider the caregivers' culture and 
background when treatment planning. 3 (3.2) 3 (3.2) 88 (93.7) 

I demonstrate to caregivers the child's 
weaknesses and what skills the child is unable 
to perform competently 29 (30.6) 33 (34.7) 33 (34.8) 

The focus of my treatment sessions is on 
fostering positive parent-child interactions 71 (76.4) 21 (22.6) 1 (1.1) 

I assist the caregiver in being responsive to the 
child's current developmental level when talking 
to the child . 90 (94.7) 4 (4.2) 1 (1 .1) 

I only include the primary caregiver and not a 
secondary caregiver when I am providing 
intervention aimed at improving the parent-child 
relationship 3 (3.2) 19 (20.0) 73 (76.8) 

* Indicates the majority answered in disagreement with evidence- based treatment strategies to impact the parent

child relationship 
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Of the 94 participants, 74 responded to the open-ended questions. Enumerative 

analysis of responses within each question as well as across responses revealed the 

emergence of a primary theme to questions one, two, and three. Participants responded to 

the questions in a parent first language, a therapist first language, or a combination of 

both. This was interpreted as the therapist viewing themselves as in control of the 

treatment session (therapist first language), the parent as in control (parent first 

language), or a blend of both. 

Parent in control 

/ l 
Parent's concerns, goals, and 

feedback determine and monitor 
treatment 

j 
Parent is praised to increase participation 

Observation of current parent-child 
interactions used to determine 
treatment strategies and their 

success 

Parental follow through 
determines treatment success 

Parent's skills, abilities, and family 
dynamics used to determine 

treatment strategies and their 
success 

j 
Parent is provided with resources 

Figure 1. The therapist views the parent as in control of the treatment session 
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As visually displayed in Figure 1, therapists used observation of current parent

child interactions and the parent's stated concerns, goals, and feedback to determine 

treatment strategies and to monitor success. Additionally parent's skills, abilities, and 

family dynamics were considered when choosing treatment strategies and determining 

the effectiveness of treatment provided. The therapists took into account the parent's 

cognitive abilities when worldng with the fa..mily and made statements reflective of how 

therapists choose treatment strategies such as: "[Strategies are] Generally based on the 

parent's functional level and their identified needs they have for their child. These may or 

may not always be what I feel the needs are." Therapists who placed the parent in control 

made the family's priorities their treatment priorities and focused the session on achieving 

the parent's goals for their child. 

Therapists who viewed the parent as in control valued the parent being involved 

in their treatment session and used praise and positive reinforcement to increase parent 

participation. One therapist commented "[I] try to draw them in as much as possible 

[ and] try to provide positive feedback for any interaction that is positive for the child to 

help encourage involvement". Therapists who prioritized the parent's goals, needs, and 

abilities above their own also valued educating the caregiver as a way to improve parent

child interaction. To increase the parent's knowledge and interaction skills, these 

therapists provided caregivers with varying resources and would discuss how to 

carryover skills into their everyday routine. This was reflected in one statement that 

"parents are indeed the teachers of their children and we need to empower them. It is 
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maximum interventions that children need, not maximum services-parents and other 

caregivers can provide maximum intervention". Therapists who prioritize parents goals 

identified themselves as using the most hands-on intervention strategies when working 

with the entire family to impact the parent-child relationship. 

Blend of both 

/ I 
Observation of current parent

child 
interactions used to determine 
treatment strategies and their 

success 

Therapist builds a relationship with 
the parent 

/ 
Therapist relates parents goals to 

current treatment 

Therapist demonstrates/models 
appropriate interaction to parent and 

parent is able to demonstrate back 

Therapist asks the parent to 
participate in the session 

Therapist educates caregiver 

Figure 2. The therapist views a blend of the parent and therapist as in control of the 

treatment session 

Observation of current parent-child interactions was used to determine treatment 

strategies and their success. In order to increase parent participation, the therapist not 

only asks the parent to participate in the session but also made the parent-therapist 
21 



relationship a priority. In order to bridge the parent's stated concerns with treatment 

strategies, the therapist related the parent's goals to why certain treatment strategies were 

selected. Figure 2 presents a visual display of the relationship. As one therapist 

commented "I believe that all of our work is relationship-based, therefore, I would try to 

improve my relationship with the parent hoping to build trust and move toward more 

therapist viewed themselves as better able to impact the parent-child relationship. 

When improving the parents' use of appropriate interaction styles, the therapists 

used modeling and demonstration and asked the parent to demonstrate back the skills. 

This was reflected by one participant "I model interaction with the child and invite the 

caregivers to interact with the child while I'm at the visit". The therapists viewed 

educating the caregiver through multiple methods (such as providing them with 

resources, handouts, journals, and reminders to follow home programs) as a priority to 

increase parent participation. Therapists used a combination of the hands-off and hands

on approaches when working with the family by focusing on both the child's skill 

acquisition and the needs and resources of the family. 
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Therapist in control 

l 
Child's skill level determines treatment and monitors progress 

Parent is left th e treatment note Therapists own experience guides treatment 

Figure 3. The therapist views self as in control of the treatment session 

As shown in Figure 3, therapists based their treatment strategies on the child's 

skill level, and the child achieving developmental goals determined if the therapist 

viewed the strategies as effective. Respondents own experiences and clinical reasoning 

made the most impact on the treatments provided. Instead of measuring progress based 

on parent report and satisfaction, therapists would base progress solely on the skill 

acquisition of the child. Therapists commenting "I measure my outcomes on the goals set 
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for motor skills" or "Whether or not the child is progressing" were typical of how 

therapists measured the effectiveness of treatment strategies by the skill acquisition of the 

child and not based on the family. These therapists used a hands-off approach with 

parents and did not prioritize parent participation in their sessions. This was evidenced by 

responses where therapists stated they believed that simply leaving the parent a treatment 

nntP ur~~ ~n pffprfrvp ~tr~tpav to lNP urith 11n1nvohrP.cl r~rPaivPr~ 
--~ -- · · -- -· -~~---· · - --·---0.1 -- --- · · ·-·· -····· · -· · -- - · -o· · -·-· 

Perceptions of Training Effectiveness 

Many therapists believed a combination of factors made a significant impact on 

how they provided services to address the parent-child relationship. These factors 

included experience, information received from related fields (mental health, 

psychology), occupational therapy curriculums, and working with mentors and peers. 

Still other therapists perceived experience and not training as having the most impact on 

service delivery, as evidenced by comments "Most learning occurs on the job" and " It 

[ training] was a long time ago so [I] am not sure that a lot of what I do with caregivers 

and their child is more based on experience". These therapists were not perceived as 

valuing information gained from previous training. However, most therapists related that 

their training was somewhat to very effective. 

Therapists who did report prior training believed that additional parent-child 

interaction training was necessary. Therapists who were not formally trained in parent

child interaction commented they would benefit from such trainings. One comment 

••Most OT programs do NOT provide enough training on the 0-3 population. Much of 
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what I learned was through observation working in the field." demonstrated support of 

the need of more in-depth training both in OT curriculums and in the early intervention 

setting. Overall the therapists who had been trained believed they benefitted from past 

parent-child interaction trainings, but they would also benefit from additional trainings. 
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CHAPTER V 

DISCUSSION 

The results of this study reveal a relationship between type of training and the use 

of evidence-based parent-child interaction treatment strategies; therefore, the hypothesis 

that a relationship exists between type of training an occupational therapist receives, the 

years of experience and the use of evidence-based parent-child interaction treatment 

strategies is partially accepted. A significant difference between how therapists are 

trained in parent-child interaction and their scores on the survey reveal that type of 

training does impact parent-child interaction treatment strategies. Therapists who 

received a combination of face-to-face and reading written material trainings utilized 

more evidence based parent-child interaction treatment strategies than those who received 

no training or only one modality of training. These results do not reveal a significant 

difference between therapists' years of experience and their scores on the survey. These 

findings are in agreement with the pilot study that a significant relationship did not exist 

between therapists' years of experience and use of evidence-based treatment strategies to 

impact the parent-child relationship, and a significant difference did exist between the 

survey scores of therapists who were and were not trained in parent-child interaction. 

The current study achieves its purpose of identifying which intervention strategies 

early intervention occupational therapy practitioners are using to foster positive parent

child interactions. The majority of participants report agreement with the evidence-based 
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strategies (found in Table 1) used to positively impact the parent-child relationship except 

therapists who respond they: almost always/always spend the majority of the session 

working 1: 1 with the child; almost always/always teach the caregiver to give frequent 

direct requests. Mayer et al.'s findings (2002) and Moore et al.'s findings (1998) that 

using less directives and more responsive comments were positive caregiver interaction 

use directives. The concept reported by Cambell & Sawyer (2007), Harrison et al. 

(2007), Humphry (1989), Jung (2007), Mayer et al. (2002), Moore et al. (1998), and 

Schultz-Krohn, (1997) that occupational therapy in early intervention should focus on 

fostering appropriate caregiver interaction styles are also in conflict with the majority of 

therapists spending the session primarily working with the child and not the family. 

There were mixed responses to the question: How do occupational therapy 

practitioners plan treatment and measure the effectiveness of intervention strategies used 

to impact the parent-child relationship. Some respondents put either the parent or a 

combination of the parent and therapist in control and used the parent's abilities, goals, 

family dynamics, and feedback along with parent participation and observations of 

parent-child interactions to treatment plan and monitor effectiveness of treatment 

strategies. These therapists are utilizing Jung's (2007), Campbell's (2004), and Schultz

Krohn's (1997) recommendations of supporting caregivers as being the best method to 

achieve positive outcomes in early intervention. 
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In answer to the same question, other therapists who place themselves in control 

and used their experience and the child's abilities to determine and monitor treatment 

strategies concur with Schultz-Krohn and Cara's (2000) and Campbell and Sawyer's 

(2007) findings that therapists are still delivering child-centered services. The continued 

use of child-centered services is also evidenced through the likert scale results of the 

majority of therapists still focusing primarily 1: 1 ,vith the child a..11d not the family. 

Although Campbell and Sawyer (2007) find the majority of therapists are still using 

child-centered services, the current study reveals that although some therapists are 

delivering child-centered services the majority are using family-centered services (as 

documented by the majority of participants agreeing with seven of the nine evidence

based parent-child interaction themes). 

Results from the current study are complimentary to Mayer et al. 's findings (2002) 

which explores how early intervention therapists' facilitate differences in the parent-child 

relationship. Mayer et al. discuss eight themes including: valuing the parent's perspective, 

working through the family instead of fixing the child, interpreting information from a 

different perspective, interpreting the child to the parents, telling parents positive things 

about their child, watching the interactions of the parent and child, and a change in focus 

over time. The respondents in the current study who either believed the parent or a 

combination of the therapist and parent are in control of the session concur with Mayer et 

al. 's participants who state a belief in valuing the parent's perspective, working through 

the family, telling parents positive things about their child, and observing parent-child 
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interactions. Mayer et al.'s findings of a change in the therapists' focus over time is also a 

belief of many therapists in the current study who believed a combination of experience, 

curriculums, trainings, and working with mentors all influenced how they impacted the 

parent-child relationship. Mayer et al.'s findings that therapists interpret the child to the 

parents and interpret information from a different perspective did not concur with results 

revealed in the current study. 

The likert scale responses are similar to responses to the open-ended questions on 

multiple occasions. The majority of therapists believe either the parent or a combination 

of the parent and therapist are in control of the session. Also, the therapists believe the 

caregiver benefits most from active involvement in the treatment session, practicing 

appropriate interactions, being provided with resources, and discussing the child's 

development. These results compliment the theme found in the Harrison et al. (2007) 

study of mothers' benefiting more from being actively involved instead of passive 

observers during treatment sessions. The concept of supporting caregivers as the primary 

method to achieve positive outcomes is also stated by Jung (2007) and reinforced in the 

current study by many therapists listing caregiver support as a primary strategy used 

during treatment. 

King, Currie, Bartlett, Strachan, Tucker, and Willoughby (2008) determine that 

not just years of experience but motivation, openness to experience, and complexity of 

caseload are all associated with the development of expertise in pediatric rehabilitation 

therapists. The results of this study concur with King et al. that years of experience alone 
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cannot account for expertise in evidence-based treatment strategies. However, type of 

training alone and a combination of type of training and years of experience do account 

for a portion of therapists utilization of evidence-based strategies to impact parent-child 

interaction. 

The necessity for occupational therapy curriculums and early intervention 

progran1s to implement additional trainings on parent~child interaction is reflected in 

previous studies (Campbell et al., 2009; Mayer et. al, 2002). Therapists in the current 

study also indicate a want and need for additional training in this area. This is especially 

reflected by the majority of participants who spend their treatment sessions primarily 

working I: I with the child and the therapists who view themselves as in control of the 

treatment session. The desire for additional trainings is documented by many respondents 

to the open-ended question stating they would benefit from additional training in this 

area. 

Analysis of the likert scale responses and responses to the open-ended questions 

of the survey both reveal that some therapists are still delivering child-centered services 

instead of family-centered services even though literature and legislation mandate the use 

of family-centered services (Rosenbaum et al., 1998; Jung 2007). Additionally, type of 

training is only one variable that results in use of evidenced-based strategies to 

successfully impact the parent-child relationship and deliver family-centered services. 

Other factors that impact use of evidenced-based strategies are still unknown. However, 

therapists in the current study stated a belief that factors such as information received 
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from related fields and working with mentors influenced their use of parent-child 

interaction treatment studies. 

Limitations and Recommendations 

The survey was self-developed, and threats to the internal validity of the survey 

include the possibilities of leading or vague questions and the survey not being sensitive 

to cha...'1.ges in the dependent variable. To minimize the impact of the internal validity 

threats, content validity was addressed by the survey being developed based on a review 

of the literature and reviewed by a panel of experts. Additionally, the survey was pilot 

tested. To avoid the possibility of a response set, a balanced number of 

favorable/positively phrased and unfavorable/negatively phrased questions were used. 

Additional limitations of the study include: volunteer bias of the participants, 

participation from occupational therapists from only 17 of the 49 states, 20 fewer 

participants responding to the open-ended questions, and the majority of participants 

(51.1 %) having over 10 years experience. Because the majority had over 10 years 

experience, it is still unknown if and how most occupational therapy curricula and early 

intervention programs are currently training occupational therapists on parent-child 

interaction. Additional research could document if and where therapists received parent

child interaction training and how many years ago their training took place. If new 

gra~uates and/or new employees working in an early intervention setting are now 

receiving evidence-based parent-child interaction training, additional effects of the 

training could be documented in future research. 
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Because type of training only accounting for 11 % of the variance in scores, 

additional research could examine other factors related to therapists' utilization of 

evidence-based strategies to impact the parent-child interaction. Through the 

identification of multiple factors related to use of evidence-based treatment strategies, 

therapists could most successfully impact the parent-child relationship when delivering 

faJnily=centered services. Additionally, it is also undear as to the cause of why a 

combination of training types predicts the most use of evidenced-based strategies. 

Participants who reported multiple methods of training may have scored higher due to 

total hours spent in training and not due to receiving multiple modes of training. Future 

research could examine the effect of hours spent in training versus type of trainings 

received. 

Instead of solely focusing on the therapists' perceptions of how they impact the 

parent-child relationship, future research could explore caregivers' perceptions of how 

therapists impact their relationship with their child. This would enable therapists to 

receive knowledge of which strategies parents perceive as positively impacting their 

relationship with their child. Trainings could then be developed to provide more detailed 

information on how to choose strategies to effectively impact the parent-child 

relationship from the parent's perspective. 

Conclusion 

The type of training therapists receive was found to impact service delivery. 

Therefore, early intervention and occupational therapy programs are called to change 
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their training programs to not only emphasize the use of evidence-based treatment 

strategies but also utilize a combination of face to face and the reading of written 

material. Experience alone does not account for the use of evide!1ce-based treatment 

strategies to impact the parent-child relationship. By training therapists on the use of 

specific evidence-based treatment strategies to impacting the parent-child relationship, 

occupational therapists 'Nill be able to better utilize family-centered services. Delivery of 

family-centered services will result in early intervention occupational therapists making a 

significant, positive impact on the skill level of the child with special needs. 
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EXAS WQIWl•S UNMRSITf 

DENTON DALLIS HOUSTON 

May 21,2009 

Ms. Je,anne i\·farino 

Office of Research 
6700 Fannin Street 
Hovwo, TX noJ0-23 A3 
713,79.4-2480 fox 713-794-2488 

School c1fOccupalic.mal Therapy-M. Baxler Faculty Ad\' 

6700 Pannit'J Street 
Houston, TX 77030 

Dear Ms. Marino: 

R,!; "Ure 4fect ofpare111-d1ild imeraction 1railli11g on ear~v imen'ell!foin occupational therapists,¥ 

The above: refrrencc:d study has been re\~c:wc:<l by the TWU institutional Review Board (]RB) and was 
deh::miine<l 10 he exempt from rurlher re"iew_ 

Any changes in the F.tudy must receive review and approval prior to implementation unless the change 
is ncc<;ssary for the S3fcty ofsubJeets. In addition, you must mfom1 t.hc lRH of adverse events 
encountered during the study or of any new and significant information that may impact a n:sc:m.:h 
parttcipant's safety nr willmt,rness to continue in your study. 

Sincerely, 

'JtA--0-~ 
Dr. John Rll<ldiffe. Chair 
Institutional Review Board - Hoos.ion 
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1. Demographic information 

The return of your completed questionnaire constitutes your informed consent to act as a participant in this 
research. Please provide your personal demographics for each question. 

1. How did you receive the link to complete this survey? 

Q AOTA's "OT Connections" on website 

Q Program Director of your facility 

Q Part C Coordinator of your state 

Q Other 

2. If you answered "Other" to question number 1, please describe how you teceived 
-- the-survey link. 
t0~1:$hwWAti&!f.@tlMM iii 
3. In which state do you practice occupational therapy? 

4. Years of experience in early intervention occupational therapy (rounded to the 
nearest whole number): 

5. Gen,der: 

DMale 

D Female 

6. Are you currently working as an occupational therapist in early intervention? 

Oves 

7. In which state do you practice occupational therapy? 
&e .. ,:d M#fii@fdlii1i'iit5f¥\hl 

8. What is your cutrent work status? 

Q Full time (> JO hours/Week) 

Q Part time ( < 30 hours/week) 

Q Not currently employed 

9. What type is your entry level occupational therapy degree? 

0 Bachelor's 

D Master's 

D Doctorate 

40 



10. Have you received an advanced level degree? 

Oves 

11. If you answered "Yes" to question 10, please list type of advanced degree. 
liiWRt:¥l?!PMR__,-,, 
12. Did you receive any formal training {either through continuing education or in 
your degree program) on how to impact the parent-child relationship when working 
in early intervention occupaltional therapy? 

Qves 

QNo 

13. If you received training regarding how to impact ttie parent-chUd relatiortship, 
how was the training delivered {please check all that apply)? 

□ N/A 

D Online training 

D Face to face training 

D Reading written material 

D Other 

14. If you answered "Other" to question 9, please describe the type of training you 

received. 

15. How many hours of training have you received regarding how to impact the 
parent-child relationship when delivering early intervention services? 
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---------------------------------------------
2. Rating scale cont'd 

1. Please rate how often you implement the following treatment strategi~ during 
your early intervention sessions: always, almost always, occasionally, almost never, 
or never. 
In the qu8$tions, the term "parent-child interactions" is used to describe how· 
caregivers verbally engage with their child throughout the child's daily routine, and 
the term "parent" and "primary caregiver" are intended to have the same meaning. 

I only Include the primary 

caregiver and not a 
secondary caregiver when 

I am providing 

Intervention aimed at 
Improving the parent

child relationship. 

Always Almost Always 

0 
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·occasionally Almost Never Never 

0 0 



--------------------------------------
3. 

Please provide detailed answers to the following questions. 

1. How do you decide which treatment strategies you will utilize to impact the 
parent-child relationship? 

2. How do you measure the effectiveness of the treatment strategies used to impact 
the parent-child relationship? 

-3.--Wheri-ptovlding-services-t-o .uninvolved caregivers, which strategies do you use to 
impact the parent-child relationship? 

4. How effective do you feel the training was you received regarding how to impact 
the parent-child relationship when delivering early Intervention services? 
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