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This qualitative case within a case study examined the support provided to a family of a 

toddler with an Autism Spectrum Disorder in the Early Intervention (Part C) Program.  One 

contemporary team of providers consisting of a special instructor, speech and language 

pathologist, occupational therapist, and service coordinator, along with three family members 

participated in this research.  The purpose of this study was to examine how providers supported 

the family of a toddler diagnosed with an Autism Spectrum Disorder in Early Intervention (Part 

C). Additionally, this study sought to explore the providers’ influences in the use of family 

routines in the context of home visit sessions.  A blended theoretical framework of Ecological 

Systems Theory and Transition theory was used to examine the ecology of the situation, in 

addition to the assets and liabilities associated with the identified transition from child-centered to 

family-centered approaches in Early Intervention (Part C) service delivery.  The problem of this 

study identified that although: (a) family routines have been acclaimed to provide families with a 

sense of well-being, (b) studies of families with children on the autism spectrum show marked 

difficulties enacting daily family routines, and (c) research indicates that enhancing the daily 

family routines is an essential step toward promoting the well-being for families of children with 

autism; yet, no studies were identified that described how EI (Part C) providers were supporting 

families of infants and toddlers diagnosed on the autism spectrum within their daily family 
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routines.  This study utilized multiple participant views in order to create a descriptive thematic 

case report for the influences present in the support and use of family routines in the context of EI 

(Part C) home visit sessions.   
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CHAPTER 1 

INTRODUCTION 

The Early Intervention, (Part C), [EI (Part C)] of the Individuals with Disabilities 

Education Act ([IDEA] PL 108-446, Sec. 1) was founded in 1986 in order to provide services to 

the families of infants and toddlers [I/Ts] with significant developmental delays or disabilities.  

EI (Part C) services are delivered to families of I/Ts with developmental delays or disabilities by 

providers deemed qualified through the state and lead agencies (§303.121, § 303.120).  In 

September 2011, the Department of Education [DE] released the Final Regulations of the EI 

(Part C) Program.  These regulations restated the delivery of EI (Part C) services within the 

context of the natural environment as a developmentally appropriate practice for I/Ts (DE, 2011, 

Sec. 303.26).  

The purpose of the EI (Part C) is to enhance the development of I/Ts with developmental 

delays or disabilities (§ 303.1[A]).  Additionally, the EI (Part C) Program aims to reduce the 

financial strains to the educational system for school-aged children through increasing the 

capacity of families to meet the special needs of their child (§631(a)(2)).  The current provision 

of services is recommended through a family-centered methodology, which positions the family 

as central informant to service delivery (DE, 2011; Division for Early Childhood [DEC], 2014). 

The family-centered approaches are described by the DEC (2014) as: 

Practices that treat families with dignity and respect; are individualized, flexible, and 

responsive to each family’s unique circumstances; provide family members complete and 

unbiased information to make informed decisions; and involve family members in acting 

on choices to strengthen child, parent, and family functioning. (p. 9)  



 

2 
 

The intention of family-centered care is to provide families with the tools and resources 

that enable them to assist in their child’s development within their natural environment (DEC, 

2014).  Service provision guidelines recommend that providers use a collaborative process with 

families.  Further, families are more easily able to carry out the recommended intervention when 

providers employ supportive interactions that utilize the daily activities and routines of the 

family (DEC, 2014; Woods, Wilcox, Friedman, & Murch, 2011; Workgroup on Principles and 

Practices in Natural Environments, 2008).  Swanson, Raab, and Dunst (2011) indicated that 

when family-centered, capacity-building approaches are utilized, parents experience heightened 

sense of self-efficacy. 

Family-centered approaches are widely researched and persist as the accepted and 

recommended developmental practice in EI (Part C) (DEC, 2014).  Further, family-centered 

approaches in EI (Part C) are often represented as a coaching model (Rush & Sheldon, 2011). 

Rush and Sheldon (2011) described the coaching model for EI (Part C) as the process of assisting 

families in their own skill development to promote the development of their child.  The provision 

of coaching included the family’s ability to provide developmentally stimulating opportunities 

for their I/T within their natural environments during typical family routines (Hickman, 

Westcott-McCoy, Long, & Rauh, 2011; Sawyer & Campbell, 2012).  Adams, Tapia, and The 

Council on Children with Disabilities (2013) expressed the seamless integration of these 

interventions within the activities and routines of the family.  Therefore, the authors expressed 

that a family-centered model served to enhance the family system, versus creating new activities 

and expectations outside of the typical context of family functioning (Adams, Tapia, & The 

Council on Children with Disabilities, 2013).  Woods and Brown (2011) showed that 

interventionists’ ability to effectively use family-centered practices enhanced the interactions 
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between the parent and child, thereby resulting in more between-visit developmental practices. 

Through the inclusion of families in the intervention practices of everyday routines and 

activities, the providers’ ability to tailor the environment to meet the needs of the child has been 

shown to facilitate positive outcomes in EI (Part C) (Goode, Diefendorf, & Colgan, 2011).  

Statement of the Problem 

While the DEC (2014) recommended a family-centered approach within the EI (Part C) 

Program, research suggested that a gap exists between the actual and recommended practices of 

the providers (Colyvas, Sawyer, & Campbell, 2010).  In EI (Part C) an identified lack of 

educational preparation and training in the family-centered model is prevalent (Fleming, Sawyer, 

& Campbell, 2011).  Fleming et al. (2011) asserted that additional factors, such as the providers’ 

judgments of family characteristics, further hinder the family-centered model’s effective 

implementation.  Research indicates that providers of EI (Part C) services are often ill-equipped 

to provide family-centered services in the context of natural environments (Bruder, Dunst, 

Wilson, & Stayton, 2013; Campbell, Chiarello, Wilcox, & Milbourne, 2009; Dunst, Bruder, & 

Espe-Sherwindt, 2014).  Campbell and Sawyer (2009) identified through their research that EI 

(Part C) occupational and speech therapists reported low levels of confidence in their ability to 

effectively provide family-centered services due to an education-to-practice “mismatch” (p. 22). 

More specifically, the authors reported that educational settings focused on child-directed 

strategies with little emphasis on parental coaching, which is imperative to the family-centered 

approach (Campbell & Sawyer, 2009).  Therefore, providers are often ill-equipped through their 

educational experiences to operate in a family-centered way. 

Several studies indicated that providers often adopted a child-centered style which did not 

translate to the collaborative effort of facilitating child development through the use of family 
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activities and routines (Campbell & Sawyer, 2009; Colyvas, Sawyer, & Campbell, 2010). 

Specifically, research by Colyvas, Sawyer, and Campbell (2010) indicated that the majority of 

intervention time included the provider directly interacting with the child.  The authors found 

that less than 15% of the time involved collaboration and direct interaction with the parents in 

the home visit sessions.  Further, Campbell and Coletti (2013) conducted a research study that 

identified “play with toys” (p. 242) as the dominant intervention context within home visit 

sessions.  This indicated that providers supported families primarily in the context of play, rather 

than throughout the family’s daily routines and activities.  From this study, the authors asserted 

that research should begin to identify activity contexts used by providers in home visit sessions 

(Campbell & Coletti, 2013). 

Family routines have been identified to provide families with a “normalcy of life” 

(Rodger & Umaibalan, 2011, p. 20).  Evans and Rodger (2008) observed the routines of families 

with typically developing children between the ages of two to six years.  The authors indicated 

that the families’ routines provided a sense of structure and stability which led to established 

family rituals that provide meaning and belonging within a family.  Research specific to autism 

spectrum disorders [ASDs] has identified the challenges associated with performing family 

routines as a prominent stressor for healthy family functioning and general well-being (Boyd, 

McCarthy, & Sethi, 2014).  For instance, research has indicated that families of children with 

ASDs often focus exclusively on the child’s needs or potentially exclude the child from 

participation within the family routines (DeGrace, 2004; Segal, 2004; Wolin & Bennett, 1984). 

Exclusion from family routines hinders pivotal, developmental opportunities within the child’s 

everyday experiences (Campbell & Coletti, 2013).  Further, research indicated that families of 

children with ASD express difficulty with routines into adolescence (Boyd, McCarty, & Sethi, 
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2014; Rodger & Umaibalan, 2011; Sood, LaVesser, & Schranz, 2015).  From infancy to 

adolescence, family routines have been identified as a significant challenge toward the well-

being of the family.  However, research has supported that I/Ts with ASD, who are actively 

engaged in everyday routines, develop the ability to become socially competent in their natural 

environments (Siller et al., 2013).  

Historically, the literature on ASD provides a behavioral approach to treatment that 

reflects studies based on the research of older children (Schertz, Baker, Hurwitz, & Benner, 

2011).  Schertz et al. (2011) expressed that:  

[E]merging intervention protocols for toddlers with ASD may be influenced by a “push 

down” of intervention methods (i.e., application of intervention techniques used with 

older children, also used with toddlers). (p.5) 

These models developed out of the ground-breaking study conducted by Ivar Lovaas  

(1987) utilizing classical conditioning techniques.  Classical conditioning requires intensive 

intervention, as many as 40 hours a week, advocating a client-centered (child-centered) focus of 

treatment.  Hebbeler, Bailey, Scarborough, Mallik, Simeonsson, Singer, and Nelson (2007) 

estimated an average service delivery time of 90 minutes a week in the EI (Part C) system.  This 

is in stark contrast to that of the Comprehensive Treatment Model’s [CTM], behaviorally-based, 

1,500 minutes (15-20 hours) a week (Schwartz & Sandall, 2010).  Boyd, Odom, Humphreys, and 

Sam (2010) indicated that in order for EI (Part C) to progress, providers must strive to effectively 

increase the day-to-day services that families receive, along with a continued effort of research 

into these services.  Despite the push for more intensive hours for I/Ts with ASDs, Schwartz and 

Sandall (2010) quantified that the EI (Part C) system is financially ill-equipped to provide these 

comprehensive services. 
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Schertz et al. (2011) described the “concerns of congruence” (p. 5) that have emerged 

between the accepted behavioral-based models and the current provision of EI (Part C).  With 

consideration of these intervention approaches and models, it appears that there is disconnect 

between models of I/T intervention for ASD and the EI (Part C) service delivery model.  Based 

on the providers’ training and education, the conflicting schools of thought may influence the 

providers’ ability to use family routines as the main vehicle of intervention for EI (Part C) home 

visit sessions for I/Ts with ASDs (Schertz et al., 2011).  The problem of this study identified that, 

to date, the author was unable to locate research that identified how providers were supporting 

families of I/Ts with ASDs through the use of family routines within EI (Part C) home visit 

sessions. 

Purpose of the Study 

The purpose of this qualitative case study is to describe the EI (Part C) supports provided 

to a family of an I/T with an ASD.  More specifically, this study identified the providers’ 

influences and use of family routines within the context of EI (Part C) home visit sessions.  It 

appeared that the need for an exploration of providers’ use of family routines within EI (Part C) 

for families of children with ASD was warranted.  Research has indicated, (a) the importance of 

family-centered practice that utilizes the natural environment of the family, (b) the necessity of 

routines in promoting the development of the child and well-being of the family, and (c) the 

research on families of children with ASD and their general lack of participation within family 

routines (Boyd, McCarty, & Sethi, 2014; Rodger & Umaibalan, 2011; Rush & Sheldon, 2011).  

Through a review of the literature, the direct study of providers’ influences and use of family 

routines in EI (Part C) home visit sessions for I/Ts with ASDs appeared to produce a gap within 

the literature.  Therefore, this study described the supports provided to a family of an I/T with an 
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ASD in EI (Part C).  Specifically, the research aimed to identify the providers’ influences that 

contribute to, or detract from, their use of family routines within home visit sessions.   

Theoretical Framework 

Theories of influence provided a foundation for this qualitative study.  Through a blended 

approach to theory, the study explored the situation of EI (Part C) for I/Ts with ASDs from a 

systemic milieu, which highlighted variables of influence.  Ecological Systems Theory was 

engaged as a means to understand the systemic influences associated with child development in 

the current situation of ASD in EI (Part C) (Bronfenbrenner, 1979, 1986, 1993).  Therefore, the 

framework provided an opportunity to explore the elements of the systems in which the child 

interacts with, directly and indirectly.  Transition Theory provided a deeper exploration of the 

individuals’ involvement within a transitional system of influence (Anderson, Goodman, & 

Schlossberg, 2012; Schlossberg, 1984).  Ecological Systems provided as a means to explore the 

relational, societal, cultural, and historical influences pertaining to the situation under study.  

Transition Theory sought to examine the perceptions of the individuals involved within the 

situation.  More specifically, the blended framework allowed for examination of the 

interrelatedness of the self (provider/family), situation (EI (Part C) for an I/T diagnosed with an 

ASD), supports (training of provider/ family supports), and strategies (the use of routines).  This 

theoretical lens served to highlight the variables of influence related to the providers’ use of 

family routines within the system of EI (Part C) for I/Ts with ASDs.  

Research Design 

 This study utilized a qualitative case study method as a foundation for the research 

design.  This method allowed for exploratory depth within the study surrounding the 

interworking of a contemporary EI (Part C) team serving an I/T with an ASD (Creswell, 2011).  
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A case within a case approach to research presented multiple perspectives from which to explore 

the situation under study (Gondo, Amis, & Vardaman, 2010).  This study engaged a family of a 

toddler diagnosed with an ASD.  The service providers supporting the identified family were 

included within this research.  The providers were a special instructor, speech and language 

pathologist, occupational therapist, and service coordinator.  Each member of the team served as 

an individual case within the overall case.  

This study utilized data collected from the direct observation of home visit sessions, 

semi-structured interviews with the providers and the family, and a review of the providers’ 

home visit session notes.  These data sources were utilized in order to gather information with 

regard to the influence and use, or non-use, of family routines in EI (Part C) home visit sessions.  

Data were analyzed using an inductive approach for each individual case (Hatch, 2002).  

Following the analysis of each individual case, a thematic cross-case analysis was conducted 

which employed a deductive approach to the research questions (Braun & Clarke, 2006).  The 

research questions were answered through the observed central themes generated from the 

individual and cross-case analyses.  The following sections describe the research questions and 

theoretical propositions that were formed in order to guide and generalize the findings from this 

study. 

Research Questions 

 In order to more fully understand the supports that are provided to families of I/Ts with 

ASDs in EI (Part C), the following questions were developed: 

1. In what ways are providers supporting families of I/Ts with ASDs in EI (Part C)? 

2. How are families of I/Ts with ASDs supported in their daily routines through EI (Part 

C) home visit sessions? 
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3. How are EI (Part C) providers and families supported and influenced in their 

implementation of family-centered use of routines for I/Ts with ASDs? 

Theoretical Propositions 

Theoretical propositions were formed based upon the review of the literature.  

Theoretical propositions are a foundation from which to position the study’s findings within the 

context of existent literature (Yin, 2014).  Therefore, based upon the review of the literature, the 

following theoretical propositions were used as a guide in the analysis of the study’s findings:  

1. The provider (self), along with their educational preparation and training (supports), 

will reflect their home visitation style and use of family routines (strategies) in EI 

(Part C) sessions with families of I/Ts with ASDs (situations). 

2. Social, cultural, and historical influences are present in the implementation of EI (Part 

C) home visitation lending to the use of family routines.  

3. As a whole, in the EI (Part C) Program, family-centered practices are in transition, 

indicating that child-centered models may be over utilized. 

Definition of Terms 

Autism Spectrum Disorder (ASD) -an ASD is a neurological information processing 

disorder that has been identified as one of the most prevalent developmental disabilities in 

childhood (Center for Disease Control and Prevention [CDC], 2015a).  Clinical diagnosis is 

made by a licensed professional utilizing the diagnostic criteria of the Diagnostic and Statistical 

Manual of Mental Disorders, Fifth Edition (DSM-5) according to three foci, including social-

emotional and communication deficits, and the presence of restrictive and repetitive patterns of 

behavior (American Psychiatric Association [APA], 2013). 



 

10 
 

Behavioral (or Comprehensive) Treatment Models- Behavioral (or Comprehensive) 

Treatment Models are based on the principles and application of behavioral modification shown 

through B. F. Skinner’s work of classical conditioning (Axelrod, Kates, McElrath, & Wine, 

2012).   

Chronosystem- The chronosystem is a system of influence within the Ecological Systems 

Model (Bronfenbrenner, 1979, 1986, 1993) which considers the historical context of societal 

manifestations, or, a consideration of the changes experienced due to the “passage of time” 

(Hartwood, Miller, & Vasta, 2008, p. 8).   

Developmental Models- Developmental Models strongly align with the model of EI (Part 

C) for increasing family capacity to meet the needs of the child.  Developmental Models consider 

that infants are prewired to interact in ways that develop the mind within these developmental 

areas through the stimulation from their environments (Bailey, 2000; Seigle, 2012; Stern, 2004). 

EI- Developmental services that are selected in collaboration with families (§ 

303.13[a][2]) to address the core, developmental domains (communication/language, adaptive, 

physical, social-emotional, cognitive) provided to families of I/Ts, at no cost, through state and 

federal legislation (§ 303.13[a][3]). 

EI Providers- EI providers are individuals who have been deemed qualified by state 

agencies and licensing, in the respective fields, to provide developmental services to I/Ts 

including, but not limited to, special instructors, speech and language pathologists, physical 

therapists, and occupational therapists (IDEA Part-C, 2011, Sec. 303.31). 

Exosystem- The exosystem is a system of influence within the Ecological Model 

(Bronfenbrenner, 1979, 1986, 1993) of development which considers the overall social systems 
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with which the child does not directly interact, but, which has influence on the social aspects of 

development.   

Family-Centered- Family-centered approaches assert a family-centered system as one 

that (a) treats families with dignity and respect, (b) allows family members the ability to make 

informed decisions regarding their child’s care, (c) assists families in the resources and supports 

that are needed, and (d) is responsive and flexible in the care that is provided to the child 

regarding family culture, requests, and desires for their child (DEC, 2014; Wilson & Dunst, 

2005; Workgroup on Principles and Practices in Natural Environments, 2008). 

Family Routines- Family Routines are a series of predictable behavior patterns that serve 

to provide family frameworks that contribute to the organization, instrumental goals, and well-

being of a family.  Examples include, but are not limited to, waking up, diapering and dressing, 

mealtimes, getting ready to go (travel), play and down time, and bedtime (McWilliam, 2012; 

Roger & Umaibalan, 2011). 

Home visit- Home visits are a designated intervention time of triadic interaction between 

the parent, EI provider, and child, occurring in the natural environment of the child (Salisbury & 

Cushing, 2013). 

Infant or Toddler- An I/T is defined as a child between the ages of birth to the date of 

their third birthday (DE, 2011). 

Individuals with Disabilities Education Act (IDEA, 2011)-  The Individuals with 

Disabilities Education Act (IDEA) is a federal “law ensuring services to children with disabilities 

throughout the nation.  IDEA governs how states and public agencies provide EI, special 

education and related services to more than 6.5 million eligible infants, toddlers, children and 

youth with disabilities.” (DE, 2016, para. 1) 
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Macrosystem- The macrosystem is a system of influence within the Ecological Model 

(Bronfenbrenner, 1979, 1986, 1993) of development which considers the culture and subculture 

in which the child lives, ritualistic behaviors involving the beliefs, values, and traditions 

indicative of the family and society. 

Microsystem- The microsystem is a system of influence within the Ecological Model 

(Bronfenbrenner, 1979, 1986, 1993) of development, which considers the environmental system 

that has direct contact with the child in daily interactions.   

Mesosystem- The mesosystem is a system of influence within the Ecological Model 

(Bronfenbrenner, 1979, 1986, 1993) of development, which considers the interactions of the 

child’s microsystem, namely, the relationships that occur within the child’s direct environment.   

Natural Environments- IDEA (Part C) utilizes natural environments as a model of 

providing services in the places in which children typically function (home/community) that 

encourages the use of everyday routines and activities (IDEA Part-C, 2011, Sec. 303.26). 

Occupational Therapist- An occupational therapist is an EI provider who addresses the 

functional needs of an I/T with a disability related to adaptive development, adaptive behavior, 

play, sensory, motor, and postural development.  Providers are designated to improve the child’s 

functional ability to perform tasks in home, school, and community settings (IDEA Part-C, 2011, 

Sec. 303.13). 

Office of Child Development and Early Learning (OCDEL) – OCDEL is an office within 

the Pennsylvania Department of Public Welfare that oversees the administration of IDEA (Part 

C) (Pennsylvania Department of Human Services, 2016). 

(Part C) of the Individuals with Disabilities Education Act (IDEA)- IDEA is a federal 

program granting I/Ts (ages birth to three), with a disability or developmental delay, the ability 
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to receive EI at no cost to their families, through federal and state legislation (Danaher, Goode, 

& Lazara, 2010). 

Physical Therapist- A Physical therapist is an EI service provider who addresses the 

promotion of sensorimotor function through enhancement of musculoskeletal status, 

neurobehavioral organization, perceptual and motor development, cardiopulmonary status, and 

effective environmental adaptation (IDEA Part-C, 2011, § 303.13). 

Special Instructor- A special instructor is an EI provider who serves to “design learning 

environments and activities that promote the infant’s or toddler’s acquisition of skills in a variety 

of developmental areas, including cognitive processes and social interaction” including, but not 

limited to, curriculum planning, collaborating with families, and working with the child (IDEA 

Part-C, 2011, Sec.303.13, p. 110). 

Speech and Language Pathologist- In EI, a speech and language pathologist is a provider 

who facilitates the process of acquiring developmental communication and language skills of 

I/Ts (IDEA Part-C, 2011, § 303.13).   

Assumptions 

OCDEL (2011) reported that family-centered approaches are reflected in the state 

implemented parent surveys, which highlighted increased family capacity to meet the child’s 

needs.  Family-centered approaches assert that a family-centered system is one that (a) treats 

families with dignity and respect, (b) allows family members the ability to make informed 

decisions regarding their child’s care, (c) assists families in the resources and supports that are 

needed, and (d) is responsive and flexible in the care that is provided to the child regarding 

family culture, requests, and desires for their child (DEC, 2014; Wilson & Dunst, 2005; 

Workgroup on Principles and Practices in Natural Environments, 2008).  However, additional 
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research conducted in Pennsylvania indicates that communication and participation strategies 

utilized by providers may be lacking (Mattern, 2015).  Therefore, this study assumed that family-

centered practices did not necessarily assert the use of family routines in the context of home 

visit sessions.  While family-centered practices were recognized within this study, the basis for 

exploration into the providers’ influences and use of family routines is the particular focus for 

this study.  Hence, this study assumes that family-centered care does not necessarily imply the 

providers’ use of family routines, but that the use of family routines is a strategy that enhances 

the capacity of the family to achieve well-being and promote child development in the natural 

environment (Bagatell, 2015). 

Limitations 

Limitations of the current study include the nature of case study research which restricts 

generalization to a wider population (Hancock & Algozzine, 2011).  Glesne and Peshkin (1992) 

expressed that this restriction should hold little meaning to qualitative researchers.  Case study 

research aims to create an in-depth understanding of a case and the results serve to seek an in-

depth, experiential understanding of the identified issue (Yin, 2014).  In order to gather a holistic 

view of services, participant subcases are the family of an I/T with an ASD, in the EI (Part C) 

system, and the team of providers who represent the most widely utilized disciplines in the EI 

(Part C) system (Hebbeler, Greer, & Hutton, 2011; Raspa et al., 2010).  Additionally, the service 

coordinator will be involved with the research as an integral team member, offering additional 

insight to the influence and use of family routines.  

Case study analysis is a type of qualitative research in which the researchers aim to 

describe, document, or discover characteristics of a group of individuals (Hancock & Algozzine, 

2011).  “Information is explored and mined in the case study environment for a more thorough 
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examination of a given phenomenon” (Hancock & Algozzine, 2011, p. 16).  Since the research 

questions guiding this study are exploratory in nature, the findings from case study analysis 

allows for the expansion of theories and the potential for improvement in practice (Hancock & 

Algozzine, 2011; Merriam, 2001).  Subsequently, utilizing a case-within-a-case methodological 

approach further supports the expansion and generalization of theory (Gondo, Armis, & 

Vardaman, 2010). 

Significance of the Study 

Pennsylvania’s Office of Child Development and Early Learning ([OCDEL] OCDEL, 

2012a) reported in 2010-2011 that 95% of families receiving EI (Part C) reported that EI (Part C) 

providers assisted with “ideas of how to support their child’s development at home” (p. 49) and 

“built on their child’s strengths and interests” (p. 49).  This evidence suggests that providers in 

Pennsylvania are embracing elements of family-centered practice; however, an abundance of 

research exists indicating that family-centered practices are in transition and have not been fully 

recognized (Bruder et al., 2013; Campbell and Sawyer, 2009; Colyvas, Sawyer, & Campbell, 

2010; Dunst et al., 2014; Swanson, Raab, & Dunst, 2011).  The direct study of the use of family 

routines for families of I/Ts with ASDs appears to have produced a gap in the research.  A strong 

foundation of  research emphasis has been placed on the use of family routines in the context of 

EI (Part C) in order to build the capacity of families to progress the developmental needs of their 

I/T with an ASD (Ausderau & Juarez, 2013; Bagatell, 2015; Bagatell et al., 2014; Bagby, Dickie, 

& Baranek, 2012; Boavida, Aguiar, & McWilliam, 2014; Boyd et al., 2010; Crespo, Santos, 

Canavarro, Kielpikowski, Pryor, & Féres-Carneiro, 2013; Foster, Dunn, & Larson, 2013; 

Graham, Rodger, & Ziviani, 2014; LaVesser & Berg, 2010; Little, Ausderau, Sideris, & 

Baranek., 2014; Marquenie, Rodger, Mangohig, & Cronin., 2011; Odom Collet-Klingenberg, 
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Rogers, & Hatton, 2010; Pengelly, Rodgers, & Evans, 2009; Rodger & Umaibalan, 2011; 

Schaaf, Toth-Cohen, Johnson, Outten, & Benevides, 2011; Segal, 2004).  This study will address 

the identified recommendations for the future research indicating the obvious need to support 

families of children with ASDs in their daily routines.  

Continued research is recommended in the area of ASDs for I/Ts in order to progress the 

outcomes of service delivery (Boyd et al., 2010; Schertz et al., 2011; Siller et al., 2013). 

Recommendations for the support of family routines for ASD have been indicated widely in the 

research; yet, the direct study of how and what is happening to accommodate families in their 

enactment of family routines appeared to produce a gap within the literature.  This study 

provided an understanding in the providers’ use of family routines in EI (Part C) home visit 

sessions for an I/T diagnosed with an ASD.  Identified discrepancies surrounding the historically 

accepted behavioral and EI (Part C) treatment models positioned this study as a means to explore 

and provide understanding into the current situation.  Research is required to understand the 

context in which services are occurring (Campbell & Colletti, 2013).  Therefore, this study offers 

insight into the use of family routines as a context for intervention, as well as influences that 

surround providers’ use or non-use.   

A recognized movement in professional development within EI (Part C) highlights the 

need to transition from one-time trainings to that of a coaching model of support for providers 

(Odom, 2009; Snyder, Hemmeter, & McLaughlin, 2011).  The information gained from this 

study may assist in providing curricular decisions for the professional development opportunities 

for current practicing providers.  Further, the findings from this study served to inform the 

coaching process for providers in EI (Part C).  Variables associated with the providers’ use or 

non-use of the family routines offered discernment through an evaluation of influence. 
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Additionally, an indicated lack of family-centered training in higher education has positioned 

providers at a clinical level of service delivery (Fleming, Sawyer, & Campbell, 2011).  The 

information gained from this study may assist in guiding the curricular experiences of future EI 

(Part C) providers through further understanding of the pivotal use, or non-use, of family 

routines in the context of home visit sessions.  

This in-depth look into the situation will provide a contribution to the literature in the 

area of ASD, family-centered practices, and the providers’ observed and reported use of family 

routines in EI (Part C) home visit sessions for I/Ts with ASDs.  From the results of this study, the 

information gleaned may add insight into the interrelatedness of variables that lend to the use or 

non-use of family routines in home visit sessions (McWilliam, 2012; Schlossberg, 1981, 1984).  

Summary 

 The purpose of this study sought to explore the influences and use of family routines, 

within the context of EI (Part C) home visit sessions, for I/Ts with ASDs.  In spite of the 

recommended practices of family-centered services in EI (Part C) for I/Ts with developmental 

delays or disabilities, research indicates that EI (Part C) remains in transition with regard to the 

actual implementation of these services (Campbell & Sawyer, 2009; Fleming, Sawyer, & 

Campbell, 2011; Hickman et al., 2011; Hodgetts, Zwaigenbaum, & Nicholas, 2014).  An in-

depth qualitative case study examination of the use of family routines can be used to further 

inform the practice of family routines in the context of EI (Part C).  

The most widely utilized, service-delivery providers, including a special instructor, a 

speech and language pathologist, an occupational therapist, and a service coordinator (Hebbeler, 

Greer, & Hutton, 2011; Raspa et al., 2010) will be included in this study.  Additionally, the 

family of the I/T with and ASD served will be included in this research.  This case-within-a-case 
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study will engage multiple perspectives within the identified situation (Gondo et al., 2010).  The 

insights gained from this study may provide a basis of understanding and discussion of 

providers’ influences and use of family routines within the context of EI (Part C) home visit 

sessions for I/Ts with ASDs. 

Ecological perspectives, or the consideration of the systemic forces of relational, 

historical, cultural, and environmental influences explored through the review of the literature 

served as a guide to conceptualize the study (Bronfenbrenner, 1979, 1986, 1993).  Furthermore, 

to create a blended theoretical approach, Transition Theory was utilized (Schlossberg, 1981, 

1984).  This provided further understanding into the use of family routines in the context of EI 

(Part C) for I/Ts with ASDs.   

The subsequent chapters will provide a description of the methodology approach and 

analysis of the information gathered from participants.  Chapter 2 includes a narrative review of 

the literature with elements central to the framework and theoretical perspectives.  Ultimately, 

the ecological perspectives, with regard to the theoretical nature of transition, provided a 

multifaceted framework from which to view the study from multiple angles (Edmonson & Irby, 

2008).  Chapter 3 will provide an in-depth explanation of the rationale for the use of a qualitative 

case study approach, while Chapter 4 will present results of the exploration.  Finally, Chapter 5 

will discuss the results within the context of the identified theoretical propositions in order to 

generalize the findings to the larger body of research.  
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CHAPTER 2 

REVIEW OF THE LITERATURE 

Autism Spectrum Disorder is a neurodevelopmental disorder, estimated to occur in 1:68 

children (CDC, 2016a).  Research expressed that I/Ts are less likely to receive a diagnosis of 

ASD prior to the age of four (Angie, Zwaigenbaaum, Nicholas, & Sharon, 2015; Baio, J. & 

National Center on Birth Defects and Developmental Disabilities, 2014; CDC, 2016a).  

Chawarska, Klin, Paul, Macari, and Volkmar (2009) identified that while stability in diagnosis 

often persists, a delay in I/T diagnosis may be explained through the disorders’ early presentation 

as an overall developmental delay.  Despite whether an official diagnosis of an ASD or the 

presentation of a global developmental delay exists, families of these children are qualified to 

receive services under the federally funded EI (Part C) Program of the Individuals with 

Disabilities Education Act (§631 [b] [1][2][3]).  EI (Part C) provides families of children with 

developmental delays and disabilities supports that are intended to advance the child’s functional 

abilities in their natural environments (§631 [a][4]; §303.26; Bruder, 2010).  The family-centered 

approach to EI (Part C) service provision recommended the inclusion of the family as vital 

participants in the decision-making and service delivery processes (DEC, 2014).   

Family-centered services recommend service delivery through a provider-to-parent 

coaching process (Rush & Shelden, 2011).  The coaching process encourages a triadic approach 

in which the provider serves as a support to the interactions that occur between the caretaker and 

child (Brown & Woods, 2015; Knoche, Kuhn, & Eum, 2014; Salisbury & Cushing, 2013).  

Coaching is recommended to occur in the natural environment of the family, during the family’s 

typical routines (§303.26; Foster, Dunn, & Lawson, 2013; Rush & Shelden, 2011).  Through the 

child’s participation in the daily routinized interactions of the family, opportunities for 
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developmental growth unfold (Campbell & Coletti, 2013).  Often, in the case of a child with a 

developmental delay or disability, these interactions must occur at a higher frequency in order to 

stimulate the child’s development and learning of new skills (Trivette, Dunst, & Hamby, 2010). 

The coaching relationship allows the provider to develop the capacity of the family to reenact 

those routines during non-provider led hours (OCDEL, 2012a; Woods & Brown, 2011).  Despite 

the encouraged use of family routines in EI (Part C) home visit sessions, literature has shown 

that providers’ approaches can often deviate from a family-centered focus (Colyvas et al., 2010; 

Fleming et al., 2011).    

Studies of providers who conducted home visit sessions showed a propensity to resort to 

a more clinically oriented model of intervention, which utilized a child-centered approach 

(Colyvas, Sawyer, & Campbell, 2010).  Child-centered approaches often favor the acquisition of 

child skills to that of child participation within family routines (McWilliam, 2012; McWilliam, 

2015).  In these more clinically oriented, or child-centered approaches, the provider will engage 

directly with the child, oftentimes limiting the family to indirect involvement or none at all 

(Colyvas, Sawyer, & Campbell, 2010).  This proclivity to recourse towards a clinical model may 

have its roots in the providers’ education (Bruder, Dunst, Wilson, & Stayton, 2013; Campbell, 

Chiarello, Wilcox, & Milbourne, 2009).  It has been shown that a clinical focus dominates those 

educational experiences, offering significantly less curricular attention to family-centered 

preparation (Francois, Coufal, & Subramanian, 2015).  This literature suggests a lack of family-

centered educational preparation for providers.  Additionally, providers often enact a judgement, 

or cognitive process, that may detract from the use of family-centered practice in their home visit 

sessions (Fleming et al. 2011; Salisbury, Woods, & Copeland, 2010). 
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Research conducted specifically on ASDs and family routines indicated a 

disadvantageous impact on family functioning and well-being for this population (Bagatell, 

Cram, Alvarez, & Loehle, 2014).  The core deficits indicated in ASDs often present challenges 

to the family with regard to functioning within predictable routines for ages spanning from 

infancy through adolescence (Bagatell, 2015; LaVesser & Berg, 2011).  Due to the sensory 

difficulties and behaviors typically associated with the disorder, those daily family routines, 

which are critical to developmental growth, are frequently disrupted (Ausderau & Juarez, 2013).  

This disruption results in the child with ASD missing opportunities for participation within his or 

her natural environment (Koome, Hocking, & Sutton, 2012).  For each of the reviewed studies 

focused upon family routines in ASD, it was recommended that family routines should take 

precedence in the services and supports that are provided to the families of children with ASD 

(Ausderau & Juarez, 2013; Bagby, Dickie, & Barnek, 2012; Bagatell, 2015; Bagatell et al., 2014; 

LaVesser & Berg, 2010).  

Historically, ASDs have been treated using a clinical model of intervention (Schertz et 

al., 2011).  These clinical models of intervention continue to be considered a gold standard and 

provide a strong research background; however, the research conducted has been, predominately, 

with children that are beyond the toddler years (Siller et al., 2013; Warren, McPheeters, Sathe, 

Foss-Feig, Glasser, & Veenstra-VanderWeele, 2011).  These clinical, or behavioral models, are 

often “pushed down” to I/Ts with ASDs (Schertz et al., 2011, p. 5).  Wise, Little, Holliman, 

Wise, and Wang (2010) identified that the clinical models often require an intense amount of 

clinician-led hours, (professionals’ direct interaction with the child) which shows misalignment 

with the family-centered approaches of the EI (Part C) Program (DEC, 2014).  
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Within the last decade, EI (Part C) research appeared to shift focus toward the 

identification and improvement of family-centered practices to enhance family participation in 

service delivery (Bruder et al., 2013; Campbell & Sawyer, 2009; DeGrace, 2004; Dunst, Bruder, 

& Espe-Sherwindt, 2014).  The focus on the improvement of the family-centered practices in EI 

(Part C) indicated that the EI (Part C) system is in a state of transition from more clinically 

focused, or child-centered practices, to that of a system of firm, family-centered practice (Bruder 

et al., 2013; Campbell & Sawyer, 2009; Dunst & Bruder, 2014).  A number of elements appear 

to be relevant in this transition from child-centered practices to the consistent use of family-

centered practices.  For instance, the individual providers’ cognition plays an important role in 

this transition (Fleming et al., 2011).  Additionally, the supports afforded to the provider in his or 

her implementation of family-centered practices appear to contribute to the use or non-use of 

family-centered practices (Campbell & Sawyer, 2009; Kashinath, Coston, & Woods, 2014).  

Finally, family characteristics, including their experiences of managing the diagnosis of ASD, 

factor into this transition (Giallo, Wood, Jellett, & Porter, 2011). 

Studies have acknowledged: (a) the importance of family-centered practice that utilize 

the natural environment of the family in EI (Part C), (b) the necessity of routines in promoting 

the development of the child and well-being of the family, and (c) significant disruptions of 

family routines in the context of ASDs (Ausderau & Juarez, 2013; Colyvas, Sawyer, & 

Campbell, 2010; DEC, 2014).  However, the direct study of the use of family routines in the 

context of EI (Part C) home visit sessions for families of I/Ts with ASDs appears to produce a 

gap within the research (Salisbury, Woods, & Copeland, 2010; Sawyer & Campbell, 2012; 

Schaaf, Toth-Cohen, Johnson, Outten, & Benevides, 2011).  Therefore, in order to position the 

literature within this study, Ecological Systems and Transition Theories will blend to form a 
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framework.  More specifically, the framework will guide the review of existing research to create 

understanding into the situation under study.  Included within this review are the ecological 

considerations of the situation, in addition to the influences that serve to enhance or detract from 

the transition from child-directed to family-centered models.    

Ecological-Transition Theoretical Framework 

 A blend of Ecological and Transition Theories guided this review in order to position the 

literature within this study.  Ecological Systems Theory asserted that forces, seen and unseen, 

serve to influence the development of the child (Bronfenbrenner, 1979, 1986, 1993).  Within this 

study, the Ecological System Theory reviewed those forces (or systems) that form the EI (Part C) 

Program for I/Ts with an ASD.  Transition Theory (Anderson, Goodman, & Schlossberg, 2011; 

Schlossberg, 1981, 1984) will blend with Ecological Systems Theory to present the literature 

concerning the transitioning situation of EI (Part C) for I/Ts with ASDs in the context of the 

ecology of the child.   

Ecological Systems Theory 

An Ecological Model encompassed a systemic view, which identified the forces that 

influence child development (Bronfenbrenner, 1979, 1986, 1993).  This model considers the 

visible relationships and interactions as a context for understanding development (Hartwood, 

Miller, & Vasta, 2008).  Additionally, invisible elements, such as historical perspectives, allowed 

for broader depth of understanding within the literature base (Bronfenbrenner, 1979, 1986, 

1993).   

Urie Bronfenbrenner’s (1979, 1986, 1993) Ecological Model has been widely utilized in 

EI (Part C) research and practice (Barnett, Lentz, Bauer, & Macmann, 1997; DEC, 2014; 

Fleming et al., 2011; Podvey, Hinojosa, & Koenig, 2013).  Bronfenbrenner (1979, 1986, 1993) 
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engaged the development of children from a systems’ viewpoint indicating, that, while the active 

involvement of the family is central to the child’s development, external forces serve to assist or 

detract from the child’s development as well.  This model identifies distinct systems that 

influence child development through forces apparent and unapparent (Hartwood, Miller, & 

Vasta, 2008).  Apparent forces described the visible relationships and interactions between the 

provider and family, and between the family and the child (Barnett, Lentz, Bauer, & Macmann, 

1997).  Less apparent forces included deeply-rooted cultural beliefs and the history of social and 

individual experiences (Bronfenbrenner, 1979, 1986, 1993).  The individual systems and their 

influence for child development presented as five general systems including the microsystem, 

mesosystem, exosystem, macrosystem, and chronosystem.  Presented below is an explanation of 

Bronfenbrenner’s (1979, 1986, 1993) Ecological Systems Model. 

System 1: Microsystem - The environmental system that has direct contact with the child 

in daily interactions.  

System 2: Mesosystem - The interactions between the members of a child’s microsystem, 

namely the relationships that occur within the child’s direct environment.  

System 3: Exosystem - The overall social systems that the child does not directly interact 

with, but have influence on the social aspects of the child’s development.  For instance, 

the policies and regulations utilized within the EI (Part C) model, careers or activities of 

family members would represent the wide, non-direct, influences of the exosystem.   

System 4: Macrosystem - The considerations of culture and subculture in which the child 

lives, which included the ritualistic behaviors reflecting the beliefs, values, and traditions 

of the family and society. 
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System 5: Chronosystem- The historical context of societal manifestations, or, in other 

words, a consideration of the changes experienced due to the “passage of time” 

(Hartwood & Miller, 2008, p. 8).  

Brendtro (2006) expressed that “[b]y its very nature, ecological theory is wide-ranging 

and multi-faceted” (p. 165).  Yet, through a scan of the ecology, the most important factors 

become apparent (Morse, 1985).  EI (Part C) engaged an ecological view of service delivery and 

research which has indicated apparent forces relevant to the providers’ inclusive family-centered 

practices and use of family routines in EI (Part C) (DEC, 2014).  An observed transition from 

child-centered to family-centered practices indicated the requisite to blend a second theory to 

guide the review of the literature.  In the following section, the review further positioned the 

embraced elements of Transition Theory (Anderson, Goodman, & Schlossberg, 2012; 

Schlossberg, 1981, 1984).   

Transition Theory 

 Transition Theory provided a theoretical lens through which the observed variables that 

serve to enhance or detract from an individual’s or the situation’s successful transition can be 

analyzed (Anderson, Goodman, & Schlossberg, 2012; Schlossberg, 1981, 1984).  Developed 

from a counseling perspective, the theory assisted clients through the counseling relationship by 

affording an understanding of the assets and liabilities involved in the particular transition 

(Schlossberg, 1981, 1984).  The Transition Model employs a three-step process of (a) identifying 

the transition, (b) identifying coping resources, and (c) strengthening the resources that move 

adults through the transitional phases (Anderson, Goodman, & Schlossberg, 2012; Goodman, 

Schlossberg, & Anderson, 2006; Schlossberg, Waters, & Goodman, 1995).  For instance, 

Bejerano (2015) identified that self-esteem was the greatest predictor of success for students 
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transitioning from high school to college.  The author indicated that rather than considering 

adaptation (or transition) from a single measure of the psychological processes of the individual, 

an examination that included the social processes that occur within the adaptation (or transition) 

provided a well-rounded viewpoint for discussion and understanding (Bejerano, 2015). 

 Reviewed research in EI (Part C) indicated a period of transition occurred between the 

provision of services from a more clinically oriented (or child-directed) model to that of a firm 

family-centered system (Dunst & Bruder, 2014; Campbell, Chiarello, Wilcox, & Milbourne, 

2009; Colyvas, Sawyer, & Campbell; 2010).  Transition Theory, in this particular study, engaged 

the literature from the individuals involved in the system (providers and families of I/Ts with 

ASDs).  Additionally, Transition Theory provided an element of depth from which to engage the 

ecology, or social processes and relationships, occurring within the EI (Part C) system.  The 

theoretical basis of Transition Theory provided a roadmap for exploring the variables related to 

the transition occurring within the EI (Part C) Program.  

Burkhart and Hogan (2015) studied female veterans transitioning from the military to 

civilian life.  In their qualitative study, a type of dual functioning designated as veteran-citizen 

was described by the participants.  Families indicated a period of transition with regard to 

navigating the challenges associated with a diagnosis and treatment of ASD (Boyd, McCarty, & 

Sethi, 2014; Dunst, Bruder, & Espe-Sherwindt, 2014; Francois, Coufal, & Subramanian, 2015).  

This dual role mentality was also indicated in families of children with ASD perceptions of a 

parent-therapist mentality (Granger, des Rivières-Pigeon, Sabourin, & Forget, 2012).  Therefore, 

Transition Theory allowed for the exploration of literature that highlighted the dual-roles and 

interactions between and within systems that serve to create further understanding within the 

current situation, or transitions, under study (Anderson, Goodman, & Schlossberg, 2012).  
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Three types of transitions defined include (a) anticipated, (b) unanticipated, and (c) non-

events (Anderson et al., 2012).  Anticipated transitions are those expected by the individual, 

while unanticipated transitions are the entirely unexpected events experienced in life.  Non-

events described the expected events or experiences that do not manifest (Anderson et al., 2012).  

Providers of EI (Part C) experience the expected, anticipated transition from child-directed 

service delivery to that of family-centered supports (DEC, 2014).  However, providers are 

working within the ecology of the family, which is experiencing an unanticipated transition of 

the diagnosis of an ASD.  The experience of individuals within the transition was described 

through phases of (a) moving in, (b) moving through, and (c) moving out (Anderson, Goodman, 

& Schlossberg, 2012).  According to the authors, a review of the interrelatedness of assets and 

liabilities is required to conceptualize the transition in depth.  Assets and liabilities identified 

“The 4 S System” (Anderson et al., 2011, p. 33).  The authors described this system as: 

1.      The Situation - what is happening? 

2.      The Self - the individual, considering personality and life experience. 

3.      The Supports - the resources available to assist the individual through the transition. 

4.      The Strategies - the individual’s ability to cope and navigate the transition. 

While Evans et al. (2010) reported that Schlossberg’s Transition Theory seldom appeared 

in higher education research, Griffin and Gilbert (2015) advocated the potential for identifying 

transitions and providing important insights for advancing theory and practice.  Reflecting the 

more recent opinion, transition frameworks have been utilized in studies of veterans returning 

from Afghanistan (Burkhart & Hogan, 2015; Kato, 2011), and the transitions of veterans into 

higher education (Griffin & Gilbert, 2015; Schiavone & Gentry, 2014; Wheeler, 2012; DiRamio, 

Ackerman, & Mitchell, 2008).  In addition to the surge of use of Transition Theory’s work with 
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veterans, the theory employed exploration of other diverse populations’ experiences of transition 

to higher education (Rains, 2009; Bejerano, 2015; Pendleton, 2008; Westin, 2008).  It appears 

that Transition Theory has become a practical theory for evaluating the shifts experienced by 

individuals within an ecological system of influence (Bejerano, 2015).  Despite the appearance 

of the theory within the literature, there were no studies located that observed the transition from 

clinical models to that of firm family-centered practices of providers within EI (Part C).  In the 

following sections of this review, Transition and Ecological Systems Theories together position 

and inform the current study. 

Ecological-Transition Comprehensive Framework 

While the Ecological Systems Theory of development asserted a systemic approach to 

understanding the evaluation of development in context, Transition Theory appears to 

complement the process with a more thorough examination of the individuals’ experience within 

the transition.  The following graphical representation (Figure 1) will highlight the review of the 

literature by the framework of “The 4 S System” in an ecological context (Anderson et al., 2012, 

p. 33). 

Through a guiding framework of Ecological Systems and Transition Theories, the 

literature review conceptualized the situation or the ecological review of EI (Part C) for the 

families of I/Ts with ASDs.  The review of the “self” examined the research surrounding 

providers and families of I/Ts with ASDs in EI (Part C).  In order to engage the literature of 

supports afforded by EI (Part C) providers to families of I/Ts with ASDs, the review included the 

developmentally appropriate practices of EI (Part C) and treatment modalities for ASD.  Finally, 

strategies reviewed both the recommended and utilized methods employed in the intervention of 
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I/Ts with ASDs.  Of particular interest to this study were family routines and providers’ support 

of those routines in the context of EI (Part C) home visit sessions.   

 

Figure 1. The 4 S System in Ecological context. This figure represents the framework used to review the 

literature surrounding the situation of Early Intervention (Part C) for infant and toddlers with ASDs.  

EI (Part C) Program 

            The recognition of need for EI (Part C), granting a provision of supports for I/Ts and their 

families with disabilities, stemmed from a history of the marginalization of individuals with 

disabilities in the education sector.  Belcher, Hairston-Fuller, and McFadden (2011) indicated 

that in 1970, “only 20% of children with disabilities were educated in public school settings” (p. 

36).  In fact, numerous states had laws that prohibited children with mental and intellectual 

disabilities from receiving a public education (Office of Special Education Programs [OSEP], 

Archived).  In order to meet the educational needs of individuals living with disabilities, 
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Congress passed the Education for All Handicapped Children Act (PL 94-14) in 1975, ensuring a 

Free and Appropriate Public Education (FAPE) to all children with disabilities, ages three to 18. 

The recognition for the early potential of neurological growth experienced in infancy and 

toddlerhood turned responsiveness toward earlier intervention opportunities (Belcher et al., 

2011).  

The following decade saw public attention turn toward the youngest of children with the 

passage of PL 99–457, Education of the Handicapped Act Amendments of 1986.  In this law, 

Congress specified an urgent and substantial need to aid I/Ts from the ages of birth to three with 

disabilities or developmental delays.  Adams, Tapia, and The Council on Children with 

Disabilities (2013) stated that: 

[o]ver the past half century, research in the neurosciences and in child development have 

placed an increasing priority on the support needed in the first few years of life as brain 

growth and function are being shaped for future ‘scaffolding’ of skills and knowledge. (p. 

e1075)  

This act identified, specifically, the need to provide developmental support to families of 

I/Ts with disabilities, thereby reducing the costs associated with later special education services 

(PL 99–457).  Additionally, through maximizing the early years of brain development, a 

reduction in the need for institutionalization through increased independence served as an 

impetus for the passage of further amendments (Belcher, Hairston-Fuller, & McFadden, 2011; 

Goode, Diefendorf, & Colgan, 2011). 

In 1990, The Education of the Handicapped Act officially became the Individuals with 

Disabilities Education Act (IDEA, PL 101–476).  This change, sanctioned by the Education of 

the Handicapped Act Amendments of 1990, included a reauthorization of EI for I/Ts designated 
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as the (Part C), formerly Part H, of IDEA (Belcher et al., 2011; OSEP, Archived).  Periodic 

reauthorizations of this act were required in order to incorporate relevant research into the 

practice of working with families of I/Ts with disabilities (Neas & Mezey, 2003).  For example, 

1997 saw a reauthorization of IDEA supporting inclusive education measures (Gartner & Lipski, 

1998).  Another reauthorization followed in 2004 with passage of the Individuals with 

Disabilities Education Improvement Act of 2004 (IDEA, PL 108-446).  This update to IDEA 

included, for the first time, an accountability measure that requires states to report on the ability 

of the services to enhance the capacity of the family to meet the needs of their children (§631 

[a][4]; Belcher et al., 2011). 

The United States Department of Education [DE] released the Final Regulations for 

IDEA in an article published in the Federal Register on September 28, 2011 (DE, 2011).  The 

regulations specified several changes to the EI (Part C) Program, reflecting revisions aimed at 

service and outcome improvement for I/Ts with disabilities and their families (DE, 2011).  

Specific foci include changes in accountability provisions, efforts to clarify accessibility 

requirements and financial benefits for families (DE, 2011).  In order to ease the cost of 

intervention, no-cost protection rights were defined as an entitlement provided to parents of 

children with disabilities (DE, 2011).  For example, coordination of services for eligible I/Ts 

served to support families at no cost under the mandate of 34 CFR Part 303.23. 

In 2012, Congress allocated $489,427,000 to provide EI services at the state level 

(Danaher, Goode, & Lazara, 2011).  Danaher et al. reported that the number of children served in 

the EI (Part C) system has steadily increased since the program’s inception.  In 1990, 194,363 

I/Ts received services through the EI (Part C) Program, representing 1.77% of the population 

(Danaher, Goode, & Lazara, 2011).  In 2009, this number rose to 348,604 I/Ts, or 2.67% of the 
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population (Belcher et al., 2011; Danaher, Goode, & Lazara, 2011).  Despite the continued 

increase in participation in the EI (Part C) Program, Goode, Diefendorf, and Colgan (2011), 

through The National Early Childhood Technical Assistance Center [NECTAC, 2011], reported 

that 13% of I/Ts have delays that would make them eligible for EI (Part C) services.  Rosenberg, 

Zhang, and Robinson (2008) reported that children in minority populations, specifically children 

of Black and Hispanic descent, often remain underrepresented in the EI (Part C) system. 

Federal components to the EI (Part C) Program specify the need to recognize and act 

when an I/T shows signs of a developmental delay (CDC, 2016b).  Therefore, many programs 

position toward increasing the ability of pediatricians, social service agencies, and preschool 

personnel to become more adept at recognition and more awareness of EI (Part C) services 

(Adams, Tapia, & The Council on Children with Disabilities, 2013).  For example, the Center for 

Disease Control and Prevention’s (CDC, 2016b), Learn the Signs, Act Early, is an internet 

resource that advocates the need for parents and caretakers to monitor their child’s development 

and refer families to services when development deviates from the typical developmental 

trajectory.  The observed benefits of intervening early in childhood has contributed to the 

momentum behind advanced awareness campaigns and federal provision of monies to support 

infants, toddlers, and their families (Belcher et al., 2011; CDC, 2016b).  A referral to the EI (Part 

C) Program initiates a multi-disciplinary evaluation for qualification of services.  A service 

coordinator assigned to the family oversees and coordinates the process for the family (Boyer & 

Thompson, 2014).  

While the EI (Part C) Program is a federal program, individual states determine the 

eligibility criteria which indicates qualification for services (DE, 2011).  Through the evaluation 

process, children found to either possess a medical condition or developmental delay(s) entitles 
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them to services.  When a child qualifies to receive EI (Part C) services through evaluation, 

supports selected include necessary professionals of varying disciplines to support the family in 

the creation of an Individualized Family Service Plan (IFSP).  The IFSP is the guiding document 

of service delivery, similar to the Individualized Education Plan (IEP) for school-aged children. 

This legal document, generated through an IFSP meeting, considers the child strengths, family 

concerns and priorities, evaluation findings, and current child and family functioning as 

necessary inputs for the selection of, and recognized need for, the specific supports to the family 

(Boavida, Aguiar, & McWilliam, 2014).  The family supports offered through EI (Part C) 

include intervention and guidance through EI Service Providers. 

EI Service Providers   

EI (Part C) Providers (hereafter, referred to as “providers”) are individuals deemed 

qualified by state agencies and licensing agencies, in their respective fields, to provide 

developmental support services to I/Ts (Danaher & NECTAC 2010; IDEA Part-C, 2011, Sec. 

303.31).  Providers can be, but are not limited to, special instructors, speech and language 

pathologists, physical therapists, and occupational therapists (IDEA Part-C, 2011, Sec. 303.31).  

There are 16 disciplines involved in EI provider services; however, the most widely utilized 

service disciplines are special instruction, speech and language pathology, occupational therapy, 

and physical therapy (Hebbler, Greer, & Hutton, 2011; Raspa at al., 2010). 

Special instructors.  A special instructor (SI) is an EI provider who serves to “design 

learning environments and activities that promote the I/T’s acquisition of skills in a variety of 

developmental areas, including cognitive processes and social interaction” (IDEA Part-C, 2011, 

Sec.303.13, p. 110).  This includes, but is not limited to, curriculum planning, collaborating with 

families, and working with the child.  SI’s possess a working knowledge of I/T development and 
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assist families through education of the developmental delay or disorder.  Boyer and Thompson 

(2014) stated that an understanding of both typical and atypical development in the context of 

environmental family systems is a crucial element to the provision of SI support to families.     

Speech and language pathologists.  Speech and language pathologists (SLP) are 

providers who facilitate the process of acquiring developmental communication and language 

skills of I/Ts (IDEA Part-C, 2011, § 303.13).  SLPs offer families the opportunity to recognize 

the environmental modifications that promote the development of I/T’s language and 

communication skills (American Speech-Language-Hearing Association [ASHA], 2008).  Boyer 

and Thompson (2014) asserted the role of SLPs is the integration of communication intervention 

into the everyday activities and routines of family life for the potential to maximize opportunities 

for the child’s communication development. 

Occupational therapists.  IDEA Part-C, 2011, Sec. 303.13 defines the role of an 

Occupational Therapist (OT) as an EI provider who addresses the functional needs of an I/T with 

a disability related to adaptive development, adaptive behavior, play, sensory, motor, and 

postural development.  OTs in EI (Part C) work with the family to improve the child’s functional 

ability to perform tasks in home, school, and community settings.  Boyer and Thompson (2014) 

asserted that the role of an OT is to increase the ability of the child in their independence in life’s 

functions, or the occupations of childhood.  For example, the occupations of childhood include 

the ability to play and manipulate toys, feeding, and dressing. 

Service coordinator.  A Service Coordinator (SC) is responsible for the care and 

provision of services provided to the family.  SC is a mandated service for each child qualifying 

for EI (Part C), provided at no cost to families (§303.34[a][2]).  Service coordination is an active, 

ongoing process that assists and enables families to access services and assures their rights, 
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procedural safeguards, and provides families with the necessary linkages to community resources 

for child and family support (§303.34[b][1]).  The SC is responsible for the coordination and 

communication of the services provided to the family, which work as a unified support to the 

child’s and family’s development (Boyer & Thompson, 2014). 

EI Teams 

The various therapy specialties work as an EI team, recommended in equal collaboration 

with the family, supporting developmental outcomes for children identified as delayed or 

diagnosed with a qualifying condition (Boyer & Thompson, 2014; DEC, 2014).  There are 

several identified teaming models for EI (Wooddruff & McGonigel, 1998).  Boyer and 

Thompson (2014) identified the central features associated with differences in teaming 

approaches.  The differences appear to reflect the amount, frequency, and roles of team members 

in addition to the collaboration between service disciplines.  The Division for Early Childhood 

(DEC) of the Council for Exceptional Children (CEC) outlined the elements that are 

recommended for teaming approaches in EI as “those that promote and sustain collaborative 

adult partnerships, relationships, and ongoing interactions to ensure that programs and services 

achieve desired child and family outcomes and goals” (p. 14).  The DEC (2014) further stated 

that frequent collaboration, sharing of expertise and knowledge, and communication are 

recommended between the team to achieve the identified outcomes and goals of the family. 

Decision-making in the developmental contexts of infancy and toddlerhood require effective 

teaming, collaboration with the family, and specific knowledge of typical and atypical 

development (DEC, 2014). 
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Developmentally Appropriate Practices in EI (Part C) 

Developmentally appropriate practices for the provision of EI (Part C) services for I/T 

populations include the consideration of relationships, natural environments, and transfer of 

learning.  The DEC (2014) described the purpose of the recommended practices with the 

intention “to help bridge the gap between research and practice by highlighting those practices 

that have been shown to result in better outcomes for young children with disabilities, their 

families, and the personnel who serve them” (p. 2).  The DEC (2014) expressed that all 

intervention providers must “have foundational knowledge of developmentally appropriate early 

childhood practices” (p. 3).  These practices recommended by DEC (2014) display the projected 

aim of the EI (Part C) Program to fully meet the needs of the families in the support of 

progressing their child’s development in developmentally appropriate ways.  

The National Association for the Education of Young Children ([NAEYC], 2009) 

described the current curricular challenges that affect young children which included learning 

gaps, disconnected education for preschool and elementary children, and teacher knowledge and 

decision-making in a developmental context.  NAEYC (2009) adopted a position statement, 12 

Principles of Child Development and Learning that Inform Practice, which highlighted educator 

responsibilities to these challenges starting in infancy throughout early childhood.  Educator 

responsibilities included:  (a) the knowledge to make effective decisions for children based upon 

the understanding of typical development, (b) the understanding of the individual child and 

responsiveness to these special situations, and (c) the respect for the cultural and familial aspects 

of each child’s life.  The EI (Part C) Program further recognizes the roles and responsibilities of 

preparing families to understand and provide support for their I/T with developmental delays or 
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disabilities as they transition to the formal educational system through recognized elements of 

developmentally appropriate practices (§631 [a][4]).  

         Recognition from both NAEYC (2009) and the DEC (2014) indicated the essential 

components of: (a) attaining developmental knowledge within the field and (b) respect for the 

autonomy of family choice.  Therefore, services typically occur in the context of the family, in 

the environment in which the child functions on a day-to-day basis.  Developmentally 

appropriate practices in EI (Part C) allow for the progression of child development in the context, 

or natural environment, of the family (§303.126).  Dunst and Bruder (2014) defined the natural 

environment as “the participation of I/Ts with developmental disabilities or delays in the 

everyday family and community activities and settings, which children without disabilities or 

delays typically experience” (p. 122).  

Natural environments.  Shonkoff, Phillips, and The National Research Council Institute 

of Medicine (2000) expressed that “young children’s relationships with their primary caregivers 

have a major impact on their cognitive, linguistic, emotional, social, and moral development” (p. 

341).  Participation in the natural environment of family activities and routines offer learning 

opportunities in all areas of development (Swanson, Raab, & Dunst, 2011).  Wilcox and Woods 

(2011) further expressed that: 

When a child’s participation is restricted, so are the learning opportunities available 

within affected activities/routines because (a) the child is unable to engage in experiential 

learning and (b) the opportunity to learn through interactions with a caregiver or other 

interactive partner is limited. (p. 366)  
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Therefore, in EI (Part C), the caretakers encourage the child’s developmental progression in the 

natural environment of the family through the seamless integration of developmentally based 

supports (DEC, 2014; Wilcox & Woods, 2011). 

Developmental models of early childhood, as defined by Vygotsky (1978), included the 

concept of the “zone of proximal development” (p. 32) in which the child’s developmental 

opportunities are carefully guided by the adult to increase mastery.  Sameroff and Fiese (2000) 

indicated that the interplay of nature and nurture served to advance the development of the child 

in this process.  More specifically, the authors expressed that the genetic and developmental 

capacities of the child interact with the parental capacity to allow for the execution of carefully 

scaffolded tasks, leading to eventual independent performance and mastery.  Motivation, 

according to this concept, stems from the mastery of developmentally attainable tasks practiced 

and advanced over time (Berk & Winsler, 2009; Bodrova & Leong, 2006).  EI (Part C) 

designates that the transfer of learning occurs from the provider to the family and from the 

family to the child (Colyvas et al., 2010).  More specifically, the provision of support services 

extends to assisting the family in their ability to bolster their child’s development within the 

natural environments of the family.  This transfer of learning highlights the role of the family as 

the consistent means for the child’s advanced development over time.  For a child developing 

atypically, experiencing a developmental delay or disability, the supports provided by EI (Part C) 

highlight the family’s ability to navigate the challenges of development in order to provide 

additional opportunities for developmental progression in the context of the child’s natural 

environment.  

Adams et al. (2013) identified that the EI (Part C) Program included biology and 

experience as factors that potentially influence I/T’s overall development.  In a review of the EI 
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(Part C) Program, Adams et al. identified two central features that drive EI (Part C) service 

delivery.  The first included a recognition for optimal early development, which encompassed 

the facilitation of nurturing relationships between the child and caregiver.  Additionally, the EI 

(Part C) Program implemented a dedication to assist families in their understanding of their I/T’s 

needs while providing the necessary supports in order to nurture the family unit (DE, 2011).  The 

components highlighted by Adams et al. described the EI (Part C) Program’s purpose, which 

serves to build the family capacity in order to meet the needs of their child through a family-

centered approach to service delivery.  

Family capacity-building.  A stated purpose of the EI (Part C), Program is to “build the 

capacity of families to meet the special needs of their child” (§631 [a][4]; Hebbeler et al., 2011). 

These family-capacity building practices have been defined in the literature as the participatory 

and collaborative practices that enhance the family’s ability to guide their child’s development 

(Kashinath, Coston, & Woods, 2014; Knoche, Kuhn, & Eum, 2014; Salisbury & Cushing, 2013; 

Schertz, Baker, Hurwitz, & Benner, 2011).  The literature often describes the use of participation 

and collaboration as a “triadic” interaction (Klein & Chen, 2008; Salisbury & Cushing, 2013).  

Triadic interactions were comprised of the combined interactions of family, child, and provider 

during home visit sessions (Klein & Chen, 2008; Salisbury & Cushing, 2013).  More specifically 

in triadic interaction, the family directly interacts with the child as the provider coaches their 

interactions to include intervention opportunities for developmental progression and family 

capacity building (Klein & Chen, 2008; Salisbury & Cushing, 2013). 

Salisbury and Cushing (2013) conducted a comparative, qualitative study to examine the 

differences between triadic interaction and provider-led interaction in EI (Part C) home visit 

sessions.  Findings exposed both similarities and differences between the two approaches.  The 
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authors contended that a provider-led approach proved effective to some degree; however, triadic 

sessions, where the caregiver was in the lead, engaged, and focused on the child, produced 

significantly more opportunities for progressing the child’s development (Salisbury & Cushing, 

2013).  The identified ability of triadic interaction to promote the frequency of caregiver-child 

interactions suggests an interactional relationship necessary for the promotion of building family 

capacity.  

A family-centered approach.  Bruder (2010) stated, “Every child is a member of a 

family (however it defines itself) and has a right to a home and a secure relationship with adults” 

(p. 341).  EI (Part C) support services are grounded in the understanding of child development 

and guided through the recommended practices which include a family-centered model of 

service delivery (DEC, 2014).  Family-centered practices recommended by the DEC (2014) aim 

to respect family values by involving families in the selection and implementation of activities 

designed to strengthen the interactions that advance child development.  

Trivette, Dunst, and Hamby (2010) added that a family-centered system is one that assists 

families in the obtainment of resources and supports needed.  Additionally, family-centered 

practices are responsive and flexible in the care provided to the child regarding family culture, 

requests, and desires for their child.  Mott and Dunst (2006) examined the provision of resources 

to parents in Pennsylvania.  The authors found that when parents utilized resources provided by 

EI (Part C) providers: (a) greater satisfaction with the program and provider was reported, (b) a 

sense of empowerment and personal control were exhibited, (c) the parents indicated a feeling of 

support in the parenting of the child and, (d) greater child developmental progress was observed 

(Mott & Dunst, 2006).  
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An integral component of EI (Part C) service delivery focused upon including the child’s 

caregivers as a crucial element to the child’s development.  Adams et al. (2013) asserted that 

caretakers are “change agents” (p. e1077) that constitute the majority of time spent with the 

child; thus, services are targeted to increasing the capacity of the caretakers to progress the 

development of the child.  NAEYC (2011) further stated the research-supported understanding 

that I/Ts develop through the influence of the most significant adults and important relationships 

in their lives.  Through a providers’ ability to strengthen these relationships, the child is afforded 

the trust and security that provides a robust environment for development to occur (Fein, 

Gariboldi, & Boni, 1993).  Therefore, success in the EI (Part C) Program is heavily dependent 

upon families serving as active and equal participants within all aspects of intervention planning. 

This participation includes the required decision-making process and care of their children 

(NAEYC, 2009).  The inclusion and strengthening of the family-child interactions, through 

positive provider-family interactions in the natural environment, provide opportunities for 

relational learning and development to emerge (DEC, 2014).  

Additionally, families reported heightened self-efficacy and empowerment in the ability 

to guide their children when family-centered practices are employed (McWilliam, 2012; Popp & 

You, 2014).  The transfer of learning described in the recommended practices extends to that of 

the interactions that occur during home visit sessions recommended through the positive 

collaboration between providers and parents (DEC, 2014).  The DEC (2014) explained 

“Practitioners engage the family in opportunities that support and strengthen parenting 

knowledge and skills and parenting competence and confidence in ways that are flexible, 

individualized, and tailored to the family’s preferences” (p. 9).  Additionally, “[p]ractitioners 

build trusting and respectful partnerships with the family through interactions that are sensitive 
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and responsive to cultural, linguistic, and socioeconomic diversity” (DEC, 2014, p. 9).  Campbell 

(1997) described the process of coaching as a means to encourage active participation and 

collaboration with the family.  

Coaching families in EI (Part C).  Coaching is a process that involves the exchange of 

information and abilities between a coach and a coachee.  Rush and Sheldon (2011) described 

that coaching entered into the language of EI in 1997, when Campbell suggested a shift from 

child-directed services to that of a coaching model supporting families in supporting their 

children.  Therefore, coaching in EI (Part C) is a “relationship-based process that is used to 

improve existing skills, develop new skills, and build the competence and confidence of the 

coachee [the individual being coached] to achieve desired or intended outcomes” (Rush & 

Sheldon, 2011, p. 3).  Despite numerous research studies on the topic, it has been identified that a 

general lack of consensus is apparent in defining coaching models (Artman-Meeker, Fettig, 

Barton, Penney, & Zeng, 2015; Kemp & Turnbull, 2014;).  Kemp and Turnbull (2014) indicated 

that an element of confusion exists regarding the actual practice of coaching and the intended 

effects as a measurable outcome of the practice.  The authors asserted that in order for effective 

measurement of the coaching model, a clarification of the term is essential (Kemp & Turnbull, 

2014).  

Brown and Woods (2015) acknowledged that the literature often uses the terms of 

coaching and training interchangeably.  The authors further clarified the terms through defining 

training as, providing parents with preset intervention strategies within a predetermined context. 

Highlighting the difference in approaches, Brown and Woods (2015) defined coaching from an 

element of collaboration that encourages the use of typical family routines as context for 

intervention.  Despite the many definitions of coaching, central components appear to shape the 
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process of coaching (Brown & Woods, 2015).  For example the authors indicated coaching to 

include: (a) the desires of the family, (b) the process of collaboration, and (c) a systematic 

process of sharing knowledge and relationships between the family and the provider, exemplify 

the process of coaching for the benefit of the family in their child’s development.  The lack of a 

cohesive definition of the term does not appear to dampen the efforts of research on coaching. 

An expanded literature base offered support for the benefits of coaching as both a parental 

support model and as a provider mentoring model (Fox, Hemmeter, Snyder, Binder, & Clarke, 

2011; Snyder, Hemmeter, & McLaughlin, 2011).  Penn State University (2016) further described 

the importance of coaching through the intentionality that it creates through the process of 

achieving childhood developmental outcomes.  Observed benefits of coaching have been 

described as increased parental capacity to include and meet the needs of their child (Brown & 

Woods, 2015; Foster, Dunn, and Lawson, 2013; Graham, Rodger, and Ziviani; 2010; 2014). 

Through the systematic exchange afforded through the coaching process, the benefits of EI (Part 

C) may be further understood through the identified outcomes of the EI (Part C) Program.  

Outcomes in EI (Part C) 

 EI (Part C) recognized the development of the child as a functional measurement process, 

rather than a skill-based measure (616 [a][2][A]).  While standardized assessments of 

development are utilized in the eligibility for services to show skill-based and age-equivalent 

scores in comparison to norms, the federal measurement of progress is determined through the 

functional development of the child.  In other words, progress is determined at the federal level 

with regard to how the child functions in his or her daily, social life.  Additionally, family 

outcomes and satisfaction guide the outcomes of the EI (Part C) Program (20 U.S.C. § 1400 

[d][1] [B]).   
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Child outcomes.  Early Childhood Outcomes [ECO], also termed Child Outcomes 

Summary (COS) data, are mandated through IDEA and generated by each of the states in order 

to gauge the program’s ability to increase the functionality of the child (616 [a][2][A]).  Rather 

than attempting to measure progress as specific developmental gains in specific skill sets, the 

ECO measurement distinguishes the development of the whole child’s functional ability (Early 

Childhood Technical Assistance Center [ECTA], 2016a).  Therefore, measurement blends the 

typical five developmental domains (adaptive, physical, social-emotional, language, and 

cognitive skills) into three specific functional categories including, (a) social relationships, (b) 

knowledge and skills, and (c) taking actions to meet needs (Early Childhood Accountability in 

Pennsylvania [ECAP], 2007).  ECAP (2007) provided a definition of each of these categories:  

Social relationships include the ability of the child to build and maintain relationships 

with adults and other children, increase participation in a variety of settings, understand 

and follow social rules of the situation, and possess the ability to manage their emotions 

in an age appropriate way.  

Use of knowledge and skills refers to thinking, reasoning, and problem solving abilities, 

the child’s ability to engage in early literacy, and use vocabulary to communicate. 

Taking action to meet needs is the child’s ability to take care of their basic needs at an 

age-appropriate level, such as feeding, dressing, self-care, and following rules related to 

health and safety.   

The ECTA (2015) reported, “In 2013-14, children with delays or disabilities who 

received services under the Individuals with Disabilities Act (IDEA) showed greater than 

expected developmental progress.  Many children exited the program functioning within age 

expectations, and most made progress” (p. 1).  While the advancements made by many children 
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utilizing the services indicated a positive outcome, an additional measure showed family 

satisfaction with the program. 

Family Outcomes 

 An explicit purpose within the IDEA is “to ensure that the rights of children with 

disabilities and parents of such children are protected” (20 U.S.C. § 1400 [d][1] [B]).  Each state, 

in addition to the ECO data, is required to administer a family survey to the parents of I/Ts 

receiving EI (Part C) services (ECTA, 2016b).  Family Data: Indicator C4 Highlights (Early 

Childhood Outcomes Center, 2011) indicated that 90.2% of families reported an increased ability 

to meet the needs of their I/T due to the EI (Part C) Program.  Strengthening family capacity has 

been crucial to reports indicating parental satisfaction with the EI program (Hebbeler et al., 

2011).  In a specific study conducted by Popp and You (2014), the authors identified that 

families who were actively involved in the service planning for their child reported higher levels 

of satisfaction with the services provided, in addition to heightened scores on assessmentsof self-

efficacy. 

 Hebbeler and colleagues (2007) conducted a longitudinal study over a ten-year period 

which indicated that early detection and EI resulted in positive impacts on outcomes across the 

developmental domains of children with disabilities.  In this longitudinal study, areas of health, 

language and communication, cognitive development, and social/emotional development, across 

a 10-year period, indicated positive impacts.  In addition to the overall developmental growth in 

children, there was an increase in family capacity to meet the needs of their I/T through 

utilization of EI (Part C) services (Hebbeler et al., 2007).  

Pennsylvania’s Office of Child Development and Early Learning’s, [OCDEL], (2012a) 

most recent report stated that, from the years 2010-2011, 95% of families receiving EI (Part C) 
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services reported that providers assisted with “ideas of how to support their child’s development 

at home” (p.49) and “built on their child’s strengths and interests” (p.49).  This evidence 

suggests that providers in Pennsylvania are building the capacity of families and to progress the 

development of the children that they serve; however, a review of the research presents a system 

that has not fully embraced a firm family-centered practice (Bruder, Dunst, Wilson, & Stayton, 

2013; Dunst, Bruder, & Espe-Sherwindt, 2014; Hodgetts, Zwaigenbaum, & Nicholas, 2014; 

Swanson, Raab, & Dunst, 2011). 

Providers’ Observed use of Family-Centered Practices 

In general, research has indicated that there is an overabundance of child-directed versus 

family-centered approaches to intervention apparent in EI (Part C).  For instance, providers in EI 

(Part C) often spend more time teaching children than teaching caregivers (Campbell & Sawyer, 

2009; Sawyer & Campbell, 2012).  The descriptions of the deviation from the recommended 

practices indicated provider perceptions of families, personal beliefs, and an overall lack of 

preparation in the family-centered model as potential barriers to the full inclusion of the model 

(Francois et al., 2015; Kellar-Guenther, Rosenberg, Block, & Robinson, 2014).   

Provider perceptions of the family.  Research suggested that providers’ use of family-

centered practices may stem from their impression of the family’s ability or personal 

characteristics.  For example, Fleming, Sawyer, and Campbell (2011) utilized Attribution Theory 

in order to highlight the families’ specific attributes that enhanced and detracted from the 

providers’ utilization of family-centered practices.  The authors found that “personal 

characteristics, beliefs, or barriers” (p. 106) may affect a provider's efforts towards teaching 

caregivers.  Considering the influence particular family traits may have on the providers’ efforts,  
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Fleming et al. (2011) found that providers’ willingness to teach caregivers was due, primarily, to 

such family characteristics as the education level of parents, home environments, and caregiver 

expectations for EI services.   

Personal beliefs.  Additionally, in review of providers’ delivery of service, Campbell and 

Sawyer (2009) highlighted provider beliefs through the lens of “cognitive dissonance” (p. 327).  

The authors found that when conflicts arise between the providers’ personal beliefs and the 

recommended professional practice, the provider experiences dissonance and the implementation 

of a family-centered practice is less likely to occur.  

Provider and family emotional needs.  Brotherson and colleagues (2010) expanded upon 

the concept of personal beliefs to include the relational interplay between the provider and 

family.  The authors identified that both families and providers possess emotional needs with 

regard to the service delivery of EI (Part C).  In the study of family-provider relationships, 

Brotherson et al. (2010) found that the respective characteristics of families and providers served 

to create either a productive “match” or cause a detraction of the family’s relationship with the 

provider.  Such findings suggest that elements of the provider’s personal qualities are essential to 

offering intervention that promotes healthy family functioning (Marquenie, Rodger, Mangohig, 

& Cronin, 2011; Rodger & Umaibalan, 2011).  Additionally, Brotherson et al. (2010) indicated 

that providers may feel an increased stress from their job often causing a sense of “burn-out” due 

to emotional needs of families, in addition to their own needs (p. 42).  Therefore, the studies 

indicated that the use of family-centered practices may potentially rest upon providers’ 

judgments of the family’s capacity to participate in the EI (Part C) services. 

Parental involvement.  Dunst et al. (2014) conducted a quantitative study, spanning 22 

states, in order to determine if setting (i.e., child care, community setting, or home) offered 
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insight into the family involvement and participation in EI (Part C) services.  The authors found 

that services conducted outside of the home produced lower involvement and participation of the 

families than in-home service delivery.  Additionally, Kellar-Guenther, Rosenberg, Block, and 

Robinson (2014) explored the level of parent involvement in EI sessions.  In this study, the 

authors compared the participatory actions of parents during sessions.  The authors found that 

while the parent participation observed occurred more often during the EI home visit sessions, 

their participation was not significantly higher than the participation of parents in more 

specialized settings, such as provider offices and EI centers (Kellar-Guenther et al., 2014).  This 

finding highlighted that, irrespective of the setting, parent involvement was not rated 

significantly higher in any one setting than another, adding additional insight into the gap 

indicated between research and practice of providers in EI (Part C). 

  Setting and context of EI (Part C) services.  Campbell and Coletti (2013) provided 

further insight into the gap between research and practice, indicated in the settings and context of 

EI (Part C) service delivery.  The authors conducted a study to indicate the providers’ ability to 

correctly identify caregiver-teaching strategies.  Using submitted videos of home visit sessions, 

the authors found that while providers were able to correctly label teaching strategies (such as 

caregiver practice with provider feedback), they were inclined to implement them in only one 

setting: play.  The authors asserted that research in EI (Part C) should move to identify the 

providers’ ability to utilize family-centered services in the natural environments of the family 

during their everyday routines.  

Mattern (2015) expressed that little research currently exists documenting the 

implementation of evidence-based practices in EI (Part C) for in-home and center-based 

situations.  In this study, conducted exclusively in Pennsylvania, the author found that providers 
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(88%) reported a strong belief that they collaborated and communicated with families; however, 

only 67% of families surveyed expressed a feeling of collaboration and communication in EI 

(Part C).  This discrepancy in perception between providers and parents offers an insight to the 

disconnected viewpoints of communication between providers and families in EI.  Offering 

additional insight into the setting and context, Mattern (2015) also indicated that parents (50%) 

and early childhood educators that had an I/T in their care (55%) did not feel the providers 

supported their intervention choices with research or explanation.  Moreover, Mattern (2015) 

examined the providers’ strategies in the natural environment of the childcare setting.  Early 

childhood teachers expressed that providers often removed the child from the natural setting for 

individualized, one-to-one therapy and did not actively communicate strategies or techniques that 

would be beneficial for the early educator and child in the school environment.  Mattern (2015) 

identified that instructional strategies, such as sharing information with the family (and early 

childhood educators) are essential in order to promote carry-over between visits.  

Provider preparation.  In the research conducted through the study of education 

preparation of providers in EI (Part C), the vast majority of studies indicated that providers are 

under-prepared for functioning in a family-centered system (Bruder & Dunst, 2005; Brook, 

Sawyer, & Campbell, 2009; Campbell, Chiarello, Wilcox, & Milbourne, 2009; Campbell, 

Sawyer, & Muhlenhaupt, 2009).  Studies dating back a decade have indicated that providers in 

EI (Part C) are serving families of I/Ts with developmental delays and disabilities with little to 

no training in family-centered systems (Dunst & Bruder, 2005).  Chen, Klein, and Minor (2009) 

indicated that, in online studies, few higher education programs offer content in severe 

disabilities or EI (Part C) preparation.  In addition to the research conducted with online model 
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of higher education, there is a general indication that EI (Part C) requires preparatory support 

through both online and traditional models higher education (Dunst et al., 2014).  

Sawyer and Campbell (2009) conducted a study including the belief systems of 

preservice students, faculty in higher education, and providers in EI.  The authors found that 

faculty rated family-participation of higher importance than did the providers or pre-service 

students; however, all three groups rated more non-participatory practices as more important 

than practices of family-participation.  Of particular interest in this study, preservice students in 

the traditional higher education settings showed strong beliefs in the child-centered models, 

which lies in direct contrast to the model set forth by EI (Part C).  This study further highlighted 

the gap between the research and practice apparent in the EI (Part C), through a lack of 

preparation in the family-centered model of higher education. 

Lack of curricular/preparatory experiences.  More recently, a study conducted by 

Francois et al. (2015) found that SLPs were not prepared to function within a family-centered 

system through their curricular experiences in higher education.  Several barriers were discussed 

in the study which included lack of access to knowledgeable faculty and staff, in addition to 

funding and limited practicum settings.  The authors asserted that “[a]lthough the mandate for 

implementation of family-centered service delivery in natural environments is not new, 

preparation of SLPs for birth to three service provision has not changed substantially in the past 

decade” (p. 183).  The authors indicated that elements of coaching parents in family-centered 

models must be implemented into the curriculum of the higher education sector in order for 

effective delivery of EI (Part C) services.  The authors asserted that providers must have a firm 

understanding of the family-centered system in order to support families by strengthening family 

capacity to enhance their child’s development.  
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Confidence and competence of providers.  With the indication of a general lack of 

preparation for the providers in EI (Part C), the barriers identified are a general lack of 

confidence and competence among providers.  A mixed-methods study conducted by Fleming et 

al. (2011) indicated that, overall, providers did not fully understand participation-based practices 

of family inclusion and family capacity-building.  The authors asked participants to describe 

participation-based services to a new colleague.  Their findings indicated that across the 

participant providers, three elements of participation-based services were generally missing from 

nearly all participants, including: (a) the utilization of routines and caregiver activities as the 

context for services, (b) the role of the provider to teach the caregiver, and (c) the role of the 

caregiver to work with the child.  Additionally, through video review, the authors found that 

providers often utilized contrived settings for intervention versus the routines of the family.  This 

study indicated a low level of competence among the providers with regard to participation-

based and family-centered service delivery (Fleming, Sawyer, & Campbell, 2011).   

Bruder, Dunst, and Mogro-Wilson (2011) indicated that providers often judged 

themselves as more confident than competent in their family-centered practices.  Bruder and 

Dunst (2015) applied a consumer science perspective to judgements of provider confidence and 

competence from parents’ perspectives.  In their study, the authors found that, additionally, 

parents viewed providers as more confident than competent in family-centered practices as well, 

reflecting a consensus with Bruder et al.’s (2011) study.  

Further, Bruder, Dunst, Wilson, and Stayton (2013) conducted a study discovering that 

provider preservice preparedness and in-service training often swayed providers’ confidence and 

competence.  In fact, in-service training and pre-service preparation served as predictors for their 

self-efficacy in providing family-centered services to I/Ts in EI (Part C).  The authors found that 
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less than one-third of the participants indicated that they were “very well prepared” to work with 

young children and their families (p. 258).  Additionally, the authors discovered that for in-

service participation, more than 60% of the participants specified that they received, or sought 

out, four or less training activities.  The authors concluded that a providers who sought out five 

or more trainings, with the opportunity for mentoring and coaching, appeared to increase their 

feelings of confidence in their provision of family-centered services.  This study indicated that 

providers often had to seek out training that moved away from the traditional workshop driven 

delivery in order to expand their skills and abilities in their role as an EI provider (Bruder et al., 

2013).    

Provider self-reports of family-centered coaching.  While the providers’ observed use 

of family-centered strategies in EI (Part C) has been seemingly limited in the literature, 

Salisbury, Cambray-Engstrom, and Woods (2012) examined providers’ actual use of coaching to 

their reported use.  In this study, the authors found that the providers were reporting less 

coaching than was actually happening.  In other words, the providers were using coaching 

strategies but were not necessarily reporting the use.  The authors noted an increased use of 

coaching as compared with the literature base.  The observed increased use of coaching was 

noted as a potential result of wide state-level access to a professional development system. 

Salisbury Cambray-Engstrom, and Woods (2012) study appeared to show increased benefits in 

transforming the practices of providers who took advantage of these opportunities.   

Summary of Provider’s Observed Use of Family-Centered Practices 

The DEC (2014) emphasized the need for providers to possess the knowledge of child 

development and professional practice rooted in the family-centered model of service.  The 

observed lack of preparation in family-centered practices exhibits that this vision is not yet a 
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reality for EI (Part C).  While provider preparation and ongoing support (coaching and 

mentoring) have been identified as barriers in the family-centered practices, it appears that recent 

research has responded with studies that aim to gauge methods for improving current EI (Part C) 

providers’ family-centered practices.  

Program Responses for the Improvement of Providers’ Family-Centered Practices 

Bruder (2010) asserted that in order for the EI (Part C) Program to remain a strong 

support to families, a recognition of the changing family and cultural differences was imperative. 

Additionally, the author recognized components essential to progressing the field, such as: (a) a 

cultural shift in the accountability measures across disciplines, (b) a professional development 

system that recognizes evidenced-based practices, and (c) a push for the future of EI providers to 

be exposed to the family-centered model in preparation.  A recognized need for the shift comes 

in light of a dwindling financial infrastructure supporting the EI (Part C) Program (Bruder, 2010; 

Hebbeler, Kathleen, Maureen Greer, & Hutton, 2011).  Bruder’s (2010) proposed conceptual 

shift appeared to have received recognition through the research, which has shown support to the 

improvement of professional development models in EI (Part C).  

Additionally, Odom (2009) proposed a model of “enlightened professional development” 

(p. 59), which assumed a logic model of assisting providers in adopting the evidenced-based 

practices.  The author outlined several dynamic professional development opportunities, 

including teaming, coaching, communities of practice, and online supports.  Snyder, Hemmeter, 

and McLaughlin (2011) organized the literature of professional development utilizing a 

historical, four-level, perspective. The levels included: (a) forming, (b) storming, (c) norming, 

and (d) performing.  The authors described the inception of the training model, beginning in the 

1990s with the formation (forming) of training modalities.  In this perspective, training revolved 
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around the child’s skills.  This perspective was in contrast to the family-centered practices of 

providers’ support to strengthen family capacity through the family’s participation in EI (Part C) 

services (Snyder, Hemmeter, & McLaughlin, 2011).  With the recognition that providers were 

delivering services to families in a child-centered way, the authors described the next wave of 

training strategies.  Norming, described by the authors, focused upon providing training that was 

workshop-driven, one-time lectures.  Norming then shifted the focus to requiring more training 

of providers, or storming.  With the intention that more is better, the one-time lecture-driven 

workshop model came dosed in high quantities; however, the authors emphasized, provider 

practices remained unchanged (Snyder, Hemmeter, & McLaughlin, 2011). 

Finally, Snyder Hemmeter, and McLaughlin (2011) contended that EI (Part C) would 

begin a period of performing models in professional development.  The period of performing 

constituted a mentored coaching process aimed at the provider performing the role of an EI 

Provider as guided by evidence-based, developmentally appropriate practices.  It appears that 

Odom’s (2009) and Snyder, Hemmeter, and McLaughlin’s (2011) urges for movement in 

professional development became recognized within the research sector.  The focus of research 

has made a shift toward the process of coaching providers and the direct effects on provider 

practices. 

Coaching providers in EI (Part C) family-centered service delivery.  Coaching has 

been reportedly ill-defined in the literature as described earlier in the chapter (Kemp & Turnbull, 

2014).  In addition to the provider coaching of families, the model has also been used to promote 

provider practices of coaching.  In other words, coaching providers to effectively coach families. 

More recent studies utilized the model, producing positive outcomes for effective provider 

coaching (Fox, Hemmeter, Snyder, Binder, & Clarke, 2011; Marturana & Woods, 2012).  This 
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sub-section of review aims to identify EI (Part C)’s responses to the identified lack of family-

centered coaching practices used by providers.  

Artman-Meeker et al. (2015) conducted a review of studies that included coaching in 

early childhood settings.  The authors asserted that “[d]espite the lack of consensus on a 

definition of provider coaching, there is consistent agreement regarding the characteristics of 

effective coaching” (p. 184).  For example, studies identified essential components of coaching 

including: (a) planning, (b) observation, (c) action, (d) reflection, and (e) feedback (Conroy, 

Sutherland, Vo, Carr, & Ogston, 2014; Fox et al., 2011; Hemmeter, Snyder, Fox, & Algina, 

2011; Hemmeter, Snyder, Kinder, & Artman, 2011; Rush & Shelden, 2011; Snyder et al., 2011; 

Woods, 2013).  Additionally, Woods (2013) provided a relational approach to coaching in EI 

(Part C) that added three vital elements, including: (a) the ability to build relationships, (b) the 

ability to facilitate a reciprocal style of communication, and (c) an ability to plan and set goals 

for the purpose of implementation.  In Artman-Meeker et al.’s (2015) review, the studies 

presented a majority of research focused upon coaching in early childhood settings.  The authors 

noted that, while the majority of the studies identified a large portion (four of five) of the 

essential components for coaching, there was little emphasis given for building a coaching 

partnership or collaboration within the relationships between coach and the coachee.  Of the 35 

studies identified for the authors’ review, however, only three studies focused solely on home-

based intervention.   

Following a review of the three studies identified, one study focused upon a more clinical 

approach to intervention (Isaacs, Embry, & Baer, 1982) which was not indicative of the EI (Part 

C) family-centered approach.  The coaching model used in the study focused upon training 

therapists in their interactions with parents on the variables of praise, providing information, and 
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informing with regard to child compliance in a clinic-based setting.  However, the study found 

parents who received coaching in the clinical setting translated their experiences with the 

therapist into the home, providing the child with praise and increasing their focus of compliance 

(Isaacs, Embry, Baer, 1982).  The second of three studies focused upon home-based childcare, 

working with low-income families for literacy development (Koh & Neuman, 2009).  The third 

study encapsulated an EI (Part C) model (Martuana & Woods, 2012).  

Martuana’s and Woods’ (2012) study utilized a Distance Mentoring Model (DMM) that 

focused upon performance-feedback as a means to improve the practices of providers in EI (Part 

C) home visiting using a technology-based approach to coaching.  In the author’s model, the 

coachees (EI providers) submitted fidelity checklists used to encode videotapes.  Coaches 

assisted coachees in identifying practices that indicated fidelity and areas for improvement.  The 

identification considered their use of embedding intervention into the natural environments of the 

family and overall coaching strategies.  The authors found significant decreases in child-focused 

intervention and significant increases in the use of family-centered practices (routine-embedded 

interventions) following an initial workshop and one feedback session with the EI (Part C) 

providers (Martuana & Woods, 2012).  The authors noted that changes were maintained 

following four feedback sessions.  Through this study, a model of coaching the coaches in EI 

(Part C) appeared as a promising means to promoting a family-centered system of service 

delivery.  Additionally, although coaching indicated in Artman-Meeker et al.’s (2015) review 

identified an approach to understanding the coaching process for the providers delivering 

services, a literature base existed that described coaching from the standpoint of providers’ use 

of direct coaching with parents.   
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Improved provider practices for coaching parents.  Graham, Rodger, and Ziviani 

(2010) enacted an Occupational Performance Coaching [OPC] model that embraced three 

domains of emotional support, information exchanges, and structured supports (p. 5).  Further, 

Foster, Dunn, and Lawson (2013) also conducted a study with the OPC model expressing that 

the intention of coaching as one in which providers aim to become problem-solvers in 

collaboration with the family versus simply telling them what to do.  Both studies identified that 

positive relationships and exchanging information in a way that leads to capacity-building were 

essential components of coaching families (Foster et al., 2013; Graham et al., 2010).    

Knoche, Kuhn, and Eum (2014) examined the coaching process from early childhood 

settings from the perspective of family coachees.  In this qualitative study, coachees reported 

enjoying the benefits of the coach’s, or the EI (Part C) Provider’s experience and knowledge as 

well as the coach’s (providers) provision of other resources.  Furthermore, families gained 

empowerment through the coaching relationship and reported experiencing various 

transformations (Knoche, Kuhn, & Eum, 2014).  Although the responses were generally 

favorable to the coaching process, parents expressed concerns, including: (a) not enough time (b) 

feelings of judgment, and (c) a general inability to implement strategies through discussion 

alone.  In other words, parents reported that applying strategies in real-world context was 

difficult after only having discussed those strategies.  The authors concluded that hiring 

standards and professional development of providers should consider the providers’ effectiveness 

in executing coaching practices with families (Knoche, Kuhn, & Eum, 2014). 

Graham et al. (2010, 2014) conducted two mixed-methods studies finding that, through 

OPC, a model of coaching in occupational therapy, several positive benefits were observed.  

With regard to parenting and inclusion of their child in daily activities, mothers experienced 
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higher levels of self-efficacy and empowerment through OPC coaching. Table 1 summarized the 

information gathered through the review of studies of coaching practices, which show positive 

benefits as well as concerns of the individuals that received coaching. Both the parent and 

provider coaching studies were summarized within the table.  

Table 1 

 

Reported Benefits and Concerns of Coaching 

 

  

Benefits of Coaching Concerns of Coaching Research 

Coachee utilized the coach’s experience and 

knowledge 

Not enough time 

Feelings of judgment 

Knoche, Kuhn, & 

Eum, 2014 

Expanded provision of resources 

Empowerment through the coaching 

relationship 

Transformation of coach’s practice 

Propensity of coaches 

to describe versus 

direct the parent 

through an activity 

 

 

Providers decreased their focus on play 

  

Marturana & 

Woods, 2012 

   

Coach included more routines including the 

family home and community 

 Marturana & 

Woods, 2012; 

Foster, Dunn, & 

Lawson, 2013 
   

Increases in self-efficacy of coachee 

 

 

 

 

Increased mindfulness of coachee 

 

 

 

 

Lower stress reported by coachees 

Empowerment in coachees 

 

Increased problem-solving strategies of 

coachees  

 

Child developmental progress 

 

 Graham, Rodger, & 

Ziviani, 2010, 

2014; Foster, Dunn, 

& Lawson, 2013 

 

Graham, Rodger, & 

Ziviani, 2014; 

Foster, Dunn, & 

Lawson, 2013 

 

Graham, Rodger, & 

Ziviani, 2010 

 

Foster, Dunn, & 

Lawson, 2013 

 

Brown & Woods, 

2015 
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 Following the call for the effective training of providers in EI (Part C), it appears as 

though the research sector has shifted from that of simply observing practices to ways in which 

provider practices may be improved (Odom, 2009; Snyder, Hemmeter, & McLaughlin, 2011). 

The literature suggested that the coaching model may be a positive step forward in shifting the 

practices of providers in EI, while increasing the family capacity to meet the needs of their I/T. 

Despite the positive steps forward in the recognition of the coaching model, wide support of 

coaching practices in the field is generally lacking and states have individual control over the 

inclusion of such practices (Campbell & Sawyer, 2009; Fleming, Sawyer, & Campbell, 2011; 

Granger et al., 2012; Salisbury & Cushing, 2013).   

Available resources for effective coaching practices.  Various resources are available 

to EI (Part C) Providers in supporting their coaching practices, such as The Technical Assistance 

Center for Social Emotional Intervention ([TACSEI], 2016) and The Center on the Social 

Emotional Foundations for Early Learning ([CSEFEL, 2016).  These grant-funded programs 

offer evidenced-based support in the form of video, PDF, and other non-interactive forms. 

Additionally, Florida State University [FSU] (2016) offers Family Guided Routines Based 

Intervention [FGRBI].  FGRBI (2016) stated, on the FSU website, that the FGRBI: 

is an ongoing research endeavor that focuses on developing and validating an EI 

approach that incorporates the (Part C) of IDEA mandates and the recommended 

evidence-based practices for supports and services for young children with special needs 

and their families.  

These resources offer a wide array of information with regard to home visiting practices 

for EI (Part C) providers; however, they do not offer direct coaching support readily accessible to 

all providers.  The Autism Navigator (2016) recently became available as a web-based support 
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for coaching parents of I/Ts with ASD; however, this platform would be at cost incurred directly 

through the providers unless the specific agency or state has purchased the project.  It appears as 

though EI (Part C) is making strides in developing provider practices through the dissemination 

of information related to coaching and professional development opportunities.  However, direct 

coaching resources for providers are not widely accessible without cost.  In the case of families 

of I/Ts who are diagnosed with an ASD, further challenges to the family-centered model of EI 

(Part C) may be present.   

ASDs 

An ASD is a recognized neurological information processing disorder, or 

neurodevelopmental disorder, estimated at a diagnosis rate of 1:68 children (APA, 2013; CDC, 

2016a; Zablotsky et al., 2015).  ASDs occur across all socioeconomic, racial, and ethnic 

backgrounds (CDC, 2016a; Durkin et al., 2010).  Clinical diagnosis is made by a licensed 

professional utilizing the diagnostic criteria of the Diagnostic and Statistical Manual of Mental 

Disorders, fifth edition ([DSM-5] APA, 2013).  The Autism Diagnostic Observation Scale 

(ADOS) has become widely accepted as the current gold standard for the identification and 

diagnosis of an ASD (Lord, Luyster, Gotham, & Guthrie, 2012; McCrimmon & Rostad, 2014). 

Recent changes to the DSM-5 (APA, 2013) have shifted a classification from three foci (social-

emotional deficits, communication and language deficits, and stereotypic and repetitive 

behaviors) into two focuses, including: (a) social interaction and social communication deficits 

(or social-communication), and (b) stereotypic and repetitive behaviors.  The DSM-5’s initial 

focus considers the social-communication deficits in a child’s daily interactions (APA, 2013).  

The social-communication area of diagnosis examines the child’s ability to function within 

pragmatic social constructs, with an emphasis on relatedness to others in their communicative 
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ability using both verbal and non-verbal socially directed communication exchanges (APA, 

2013).  The second classification described by the APA’s (2013) DSM-5 identifies the child’s 

propensity to engage in restrictive and repetitive patterns of behavior.  This classification 

includes the perseveration of objects, vocalizations, and general insistence on sameness to the 

degree that it interferes with the developmental process (APA, 2013).  The second classification 

also includes a recognition of the difficulties in the individual’s ability to process sensory 

information in typical ways, such as hyposensitive (avoidance of sensory input) to hypersensitive 

(seeking out sensory input) (APA, 2013).   

         According to the CDC and Prevention’s website, the prevalence of children estimated to 

be diagnosed with an ASD shows a sustained increase (CDC, 2016a).  The most recent release 

by the CDC (2016a) reported that data collected in the surveillance year of 2010 estimated 1:68 

children with an ASD, up from 1:88 from the surveillance of 2008.  Boyle et al. (2011) reported 

that, from the years 1997-2008, ASD prevalence rates increased by 289.5%.  To date, the most 

current estimate expressed 1:68 children diagnosed with an ASD (CDC, 2016a); however, 

Zablotosky, Black, Maenner, Schieve, and Blumberg (2015) authored a National Health 

Statistics Report which indicated potential survey discrepancies in this estimate.  The authors 

concluded that previous reports potentially underestimated the full prevalence of ASDs. 

Following further statistical analysis, the authors reflected a potential diagnosis rate of 1:45 

children diagnosed with an ASD (Zablotosky et al., 2015).  While these numbers were conveyed 

with limitations, the report indicated that a specific category of ASD would be added to 

upcoming survey questions in order to provide accuracy in future surveillance (Zablotosky et al., 

2015).  
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The dramatic, increased prevalence of ASDs is supported not only by improved 

prevalence measuring, but also by increased screening efforts and awareness programs 

(Christensen et al., 2016; DeVilbiss & Lee, 2014; Kruizinga, Visser, van Batenburg-Eddes, 

Carter, Jansen, & Raat, 2014).  Organizations, such as Autism Speaks (2016) and the CDC 

(2016b) have created informative materials to bring awareness to the specific markers that allow 

for more definitive separation of ASD-specific qualities from typical development and other 

developmental delays in young children.  This differentiation is significant, as ASD has been 

found to present as overall developmental delays in I/Ts (Bolton, Golding, Emond, & Steer, 

2012; Chawarska, Klin, Paul, Macari, & Volkmar, 2009; Mitchell, Cardy, Zwaigenbaum, 2011).  

ASDs: I/Ts 

The DSM-5 (APA, 2013) classified ASD under an umbrella term of developmental 

disorders that are observed in early childhood (birth to age four).  Only 18% of children with 

ASD are diagnosed prior to the age of four, indicating that many children are missed in the early 

identification process (Angie et al., 2015; Baio & National Center on Birth Defects and 

Developmental Disabilities, 2014; CDC, 2016a; Zwaigenbaum et al., 2009).  Organizations, such 

as Autism Speaks (2016) and the CDC, have created informative materials to bring awareness to 

the red flags that serve to offer a more definitive separation of ASD-specific qualities from other 

developmental delays and typical development in I/Ts (CDC, 2015b).  With ASD indicators so 

often interpreted as overall developmental delays, this proactive effort is a crucial step towards 

making proper distinctions (Chawarska, Klin, Paul, Macari, & Volkmar, 2009).  Further support 

has come from another group, the American Academy of Pediatrics ([AAP], 2013), who have 

offered their recommendations for more effective identification of risk factors for ASD in I/Ts.  
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These recommendations include a full developmental screen at 9, 12, 24, and 30 months, with 

the addition of an autism specific screening tool at 18 and 24 months (AAP, 2013).   

Screening tools prove very effective at measuring the behaviors associated with ASD in 

the early stages of development (DeVilbiss & Lee, 2014).  The accessibility of these tools allows 

for an earlier identification and referral to a qualified clinician for a definitive diagnosis.  For 

example, the Modified Checklist for Autism in Toddlers (M-CHAT) is a widely used tool, is 

easily accessible, and is free to download at http://www.m-chat.org (Robins, Fein, & Barton, 

2009).  The M-CHAT has been shown to be a reliable tool to screen for and identify ASD in 

toddlers as early as 16-30 months of age (Kleinman et al., 2008).   

Research indicates that markers can appear as early as nine months of age, providing 

opportunities for the identification of a future ASD (Feldman et al., 2012; Paul, Fuerst, Ramsay, 

Chawarska, & Klin, 2011).  A more recent study conducted by Veness, Prior, Eadie, Bavin, and 

Reilly (2014) indicated that differences were apparent in infant behavior as early as eight 

months.  The knowledge in the field is progressing rapidly in terms of identifying markers that 

separate ASD specific indicators.  Tables 2 and 3 provided a condensed research synopsis related 

to the two identified categories of diagnostic features for ASD in the I/T population.  With the 

current rate of early diagnosis described as low, however, the practices of identification of these 

markers still have ample room to progress.  ASD in infancy and toddlerhood (9-36 months) was 

reviewed in the following sections in order to place the literature within the context of the study. 

Namely, behaviors were indicated to define ASDs specifically for I/Ts, which are likely to be 

apparent in the provision of EI (Part C) service delivery. 
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Table 2 

 

Early Identifiers of ASD in I/Ts: Social Communication 

 

  

 

Identified age 

 

Finding for I/Ts with ASDs 

 

Research 

 

9 months 

 

Fewer speech-like vocalizations, fewer 

consonant types, and significantly 

fewer canonical syllable shapes than 

typically developing infants and 

toddlers [TDIT]  

 

Paul, Fuerst, Ramsay, 

Chawarska, and Klin (2011) 

   

 Little interest in faces, lower response 

to their own name, and lower rates of 

attention shifting to people than TDIT 

 

Feldman et al. (2012) 

   

12 months Little interest in faces, lower rates of 

attention shifting to people, and lower 

rates of sound/word imitation than 

TDIT 

Feldman et al. (2012) 

   

 Less joint attention and sharing of 

interests with others than TDIT 

Low occurrence of gestural 

communication such as giving, 

pointing and showing, is significantly 

lower than TDIT 

Veness et al. (2012) 

   

 Attention to more non-social stimuli 

and shift attention less frequently than 

TDIT 

Hutman, Chela, Gillespie-

Lynch, and Sigman (2012) 

   

18 months Significantly less coordination 

between a point and gaze than TDIT 

Feldman et al., (2012) 

   

 Deficits in functional play. Significant 

differences in self-directed and other-

directed play than TDIT; however, 

increased object-directed play in ASD 

 

Christensen et al., (2010) 

 Social referencing and latency in 

shifting is significantly lower in 

toddlers with ASD than TDIT 

 

Cornew, Dobkins, 

Akshoomoff, McCleery, & 

Carver, (2012) 
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 Significantly less typical vocalizations 

as compared TDIT and those with 

developmental delays [DD]. Higher 

distress vocalizations production than 

TDIT and those with DD. Engaged in 

significantly less communicative acts 

to signify joint attention than TDIT 

and DD. 

 

Plumb & Wetherby, (2013) 

24 months Significantly lower use of all joint 

attention (basic, associated, and joint 

visual) than TDIT 

 

Naber et al., (2008) 

 Significantly less coordination 

between a point and gaze, imitate 

actions less frequently, and point in 

response to questions less frequently 

than do TDIT 

Feldman et al., (2012) 

 

 

Table 3 

 

Early Identifiers of ASD in I/Ts: Stereotypic and Repetitive Behaviors 

 

 

Identified Age 

 

Findings for I/Ts with ASDs 

 

Research 

 

8-24 months 

 

Increased frequency of repetitive 

behavior with body movement: 

rocking, rubbing body, stiffened 

fingers. Objects: rocking, flipping, 

rolling, moving, licking, clutching, 

and fixating. 

 

Barber, Wetherby, & Chambers, 

(2012) 

   

24-30 months Variation in the types of behaviors 

exhibited, including the frequency 

and intensity of behaviors 

Branson, Vigil, & Bingham, 

(2008) 

 

Social-communication deficits.  The CDC (2016b) reported overall developmental cues 

that may indicate the presence of an ASD including an overall lack of sharing interest, lack of 

response to contextual cues, lack of child’s response to their own name, and lack of coordination 

of non-verbal communication.  Infants at 9-12 months, later diagnosed with an ASD, showed 
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lower, socially interactive involvement in several ways.  For instance, Feldman et al. (2012) 

conducted an initial analysis of their screening tool, Parent Observation of Early Markers Scale 

(POEMS).  In this preliminary study, the authors demonstrated reliable and valid differentiation 

between I/Ts later diagnosed with an ASD from those who were not diagnosed.  The authors 

reported that within the group of I/Ts later diagnosed with an ASD, parental reports reflected 

lower incidences of social behaviors, such as: (a) facial interest, (b) shifted attention to people, 

and (c) responses to their name (Feldman et al., 2012).  Further, Paul, Fuerst, Ramsay, 

Chawarska, and Klin (2011) studied the communicative behaviors of infants at nine months of 

age.  The authors reported lower incidence of speech-like vocalizations, fewer consonant types, 

and significantly fewer instances of canonical sounds (i.e., baba, mama, dada) for the group of 

I/Ts later diagnosed with an ASD.  Additionally, in the communicative findings, Veness et al. 

(2014) conducted a longitudinal study on infants from eight months to seven years of age.  The 

authors reported, through repeated measures of communicative and symbolic communication 

scales, infants as young as eight months showed lower joint attention behaviors (i.e. gesturing) 

and lower use of communicative behaviors (i.e., requesting). 

Social interaction behaviors.  Basic joint attention behaviors, such as pointing, sharing 

interest, and behaviors used to show or display,  have been reported to correlate significantly 

with later diagnosis of ASD (Feldman et al., 2012; Hutman, Chela, Gillespie-Lynch, & Sigman, 

2012; Naber et al., 2008; Veness, Prior, Bavin, Eadie, Cini, & Reilly, 2012).  Naber et al. (2008)  

described that as basic joint attention remains underdeveloped (9-12 months), the more complex 

development of joint attention skills (12-24 months) - such as associated joint attention - take on 

atypical qualities or fail to develop at all.  The higher skill sets required of typical developmental 

behaviors, such as imitation and coordination, require a socially directed harmonization, or co-
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regulation (Casenhiser, Shanker, Stieben, 2011; Naber et al.).  Casenhiser et al. (2011) described 

co-regulation as “the natural, perhaps instinctive, effect of one person’s arousal level on another 

person’s arousal level” (p.224).  Therefore, without the harmonization, I/Ts are further 

developmentally affected through missed opportunities for interaction.   

Studies have indicated that social interaction behaviors, such as lack of shifting attention 

to others decreased interest in faces (or aversion) are noted into 12-36 months (Feldman et al., 

2012; Hutman, Chela, Gillespie-Lynch, & Sigman, 2012; Veness et al., 2012).  Research 

indicates that lower social interactions and joint attention, observed in children with ASD, affects 

the interactive and socially motivated quality of communication (Naber et al., 2008).  Naber et 

al. (2008) indicated that social interactions, therefore, become object-directed, such as a child 

taking an adult’s hand to a desired item, versus a socially engaged communication of need.  This 

instrumental communication meets the desired needs of the child; however, does not include the 

use of communicative intent using socially directed means (Gutstein & Whitney, 2002). 

Communication behaviors.  Early behaviors of I/Ts ranging from 12-24 months found 

that when fewer communicative intent behaviors were used, a higher likelihood of a later ASD 

diagnosis was observed (Veness et al., 2012).  The study conducted by Veness and colleagues 

(2012) indicated that receptive difficulties related to communication, including a lack of giving, 

showing, and pointing gestures, exhibited by infants 12 months of age, significantly predicted the 

later diagnosis of an ASD.  Also reported as a predictor for diagnosis was lacking 

communicative intentions, such as waving and nodding gestures (Veness et al., 2012).  Through 

these missed opportunities for socially interactive communication, as seen in both imitation of 

sounds and words in children between the ages of 12-24 months, the development of expressive 

speech was affected (Feldman et al., 2012; Plumb & Wetherby, 2013).  As such, the CDC 
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(2016b) included elements of speech production, such as unusual prosody, as a red flag for ASDs 

(CDC, 2016). Elements of communication deficits in early childhood coinciding with later ASD 

diagnosis were observed in Table 2.  

Play behaviors.  The lower frequency of joint attention behaviors exhibited, or avoided 

altogether, along with lack of communicative intent, have significant effects on the overall 

development of the I/T with an ASD (Christensen et al., 2010; Hutman, 2012).  Play, for 

example, is a significant opportunity for learning in childhood.  Christensen et al. (2010) 

expressed that lower joint attention behaviors show negative effects on play and development for 

I/Ts.  Hutman (2012) described atypical play behaviors exhibited in children later diagnosed with 

an ASD.  The author found that the I/Ts who preferred to attend to non-social stimuli, such as 

objects instead of adults during play, were significantly more likely to receive an ASD diagnosis. 

Additionally, Hutman (2012) identified toddlers later diagnosed with an ASD not only 

preferentially attended to objects in play, but also engaged in more object-directed atypical play. 

The identified atypical play, depending on the nature, may take the form of what is termed 

stereotypic and repetitive patterns of behavior (APA, 2013). 

Restrictive and repetitive patterns of behaviors.  Restrictive and repetitive patterns of 

behavior describe the fascinations or preoccupations with objects, body movements, and 

vocalizations (CDC, 2016b; APA, 2013).  I/Ts, 9-24 months later diagnosed with ASDs, 

displayed significantly higher frequencies of repetitive behaviors than I/Ts who were developing 

typically (Barber, Wetherby, & Chambers, 2012).  Most children express repetitive movements 

in typical development, most notably, between the ages of two and four (Barber et al., 2012).  

The Ounce Scale: Standards for the Developmental Profiles indicated that at 24 months, a typical 

measure of development includes the tendency to “empty and refill containers with small blocks, 
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puzzle pieces, large beads, dumping and filling over and over again” (Meisels, Dombro, 

Marsden, Weston, & Jewkes, 2003, p. 42).  Therefore, the classification for ASDs does not focus 

simply on the presence of repetitive behaviors, but the intensity, frequency, and characteristics of 

behaviors that are expressed (Barber et al., 2012). 

In one case study account, children, aged 24-30 months, exhibited restrictive and 

repetitive patterns of behavior in varied ways (Branson, Vigil, & Bingham, 2008).  It was 

reported that one child became adamantly fixated on his toy trains, where another expressed rigid 

body movements while pacing in specific patterns to move about familiar space (Branson et al., 

2008).  These variations display a critical measure for the diagnosis of an I/T with an ASD.  Both 

frequent and atypical body movements and vocalizations, at an intensity that restricts the typical 

functioning of the child, must be present for the diagnosis of an I/T with an ASD (Barber et al., 

2012).  

Additionally, in a more recent study, Rojahn, Barnard-Brak, Medeiros, and Schroeder 

(2016) conducted a longitudinal study assessing the link between stereotypic behaviors of infants 

at risk for ASD and later self-injurious behaviors.  The authors presented the topic as previously 

“inconsistent and ambiguous” (p. 156); however, following one year of linear tracking, the 

authors supported that a link was observed.  Although the authors expressed the need for further 

examination of this topic, initial conclusions support a connection between stereotypic behaviors 

with later self-injurious behaviors.  Table 3 presented several studies and major findings related 

to the observation of stereotypic and repetitive behaviors in later diagnosis of ASD. 

ASD and Families  

Behavioral issues associated with ASD have correlated with higher stress levels 

experienced by the family (Davis & Carter, 2008; Estes, Munson, Dawson, Koehler, Zhou, & 
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Abbott, 2009; Pozo, Sarria, & Brioso, 2014).  Pozo et al. (2014) conducted a study of family 

well-being in the case of an ASD.  The authors found that families’ feelings of well-being and 

“sense of coherence” (p. 442), or the enduring ability to remain confident, showed negative 

impact in the case of raising a child with an ASD (Antonovsky, 1987).  More intense behaviors 

associated with the disorder, such as self-injurious behaviors, have shown to cause families a 

great deal of stress in earlier research (Donenberg & Baker, 1993; Lecavalier, Leone, & Wiltz., 

2006; Tomanik, Harris, & Hawkins, 2004).  More recent studies have taken the focus of 

identifying the more subtle elements of particular sensory deficits that serve to inhibit a child’s 

functioning within the family unit (Ashburner, Rodger, Ziviani, & Hinder, 2014; Bagby, Dickie, 

& Baranek, 2012; LaVesser & Berg, 2010; Little, Ausderau, Sideris, & Baranek, 2015).  

There is a wealth of literature that suggests that parents of children with ASDs experience 

stress, fatigue, anxiety, and depression at higher levels than do parents of typically developing 

children (Estes, Munson, Dawson, Koehler, Zhou, & Abbott 2009; Jeans, Santos, Laxman, 

McBride, & Dyer, 2013; Montes & Halterman, 2007; Pozo & Sarriá, 2014; Zablotsky, 

Bradshaw, & Stuart, 2013).  Research also indicates that the stressors of parenting a child with 

ASD can become so persistent that mental health issues may arise (Ekas, Lickenbrock, & 

Whitman, 2010; Weiss, Cappadocia, MacMullin, Viecili, & Lunsky, 2012).  Feinberg, Donahue, 

Bliss, and Silverstein (2012) reported a 35% rate of depressive symptoms in mothers whose 

children, at age two, received EI (Part C) services as opposed to mothers of typically developing 

children. 

Research has suggested that parents’ self-efficacy has both a direct and an indirect 

influence on their interactions with their children, and contributes to a general sense of well-

being (Feinberg et al., 2012; Trivette, Dunst, & Hamby, 2010).  Weiss et al. (2013) indicated that 
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feelings of self-efficacy and social support mediated the stressors of parenting a child with an 

ASD, affording a sense of “family-hardiness” (p. 1310).  “Hardiness” was defined in the 

literature as a family characteristic that afforded a sense of maintaining control over family life 

and being able to endure challenges (McCubbin & McCubbin, 1996; VanBreda, 2001; Weiss et 

al., 2013).  A positive level of “hardiness” reflected a feeling of optimism among the family 

(Weiss et al., 2013).  The sensory deficits and challenges presented by children with autism were 

found to negatively affect the feelings of self-efficacy and empowerment in parents (Foster, 

Dunn, & Lawson, 2013; Marquenie et al., 2011).  Foster, Dunn, and Lawson (2013) further 

expressed that parents felt inhibited in their ability to include their children in daily-life and 

family routine activities, due to sensory challenges.  The authors described the child’s lack of 

inclusion as decreased in feelings of self-efficacy and empowerment in parents.  The routines of 

families parenting a child with an ASD appear to carry heavy weight in the overall family 

functioning. 

Family routines.  Rodger and Umaibalan (2011) conveyed that family routines and 

rituals contribute to the “normalcy of life” (p.20).  In addition, positive feelings of identity and 

family well-being correlated with the presence of family participation within these routines 

(Rodger & Umaibalan, 2011; Segal, 2004; Werner DeGrace, 2003; Wolin & Bennett, 1984).  

Family routines are considered the consistent and loosely structured activities of the family, 

described as happening daily, regularly, and predictably (Bagby et al., 2012; Boyd, McCarthy, & 

Sethi, 2014; Evans & Roger, 2008).  Further, family routines described the coordinated overall 

rhythms that served as the “enveloping framework within which daily lives are given shape and 

meaning” (Koome, Hocking, & Sutton, 2012, p. 320).  Rituals, by contrast, reflect a cultural 

perspective of the family and the overall “meaning” created through symbolic communication 
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and family connectedness (Evans & Rodger, 2008; Spagnola & Fiese, 2007).  The recognition of 

their impact on family well-being and strength has caused family rituals to become a focus of 

study within the literature base (Boyd et al., 2014; Marquenie et al., 2011; Rodger & Umaibalan, 

2011).  By way of traditions, rituals provide a generational component to the identity and 

belongingness to the family unit (Boyd et al., 2014; Spagnola & Fiese, 2007). 

Boyd and colleagues (2014) conducted a synthesis of the occupation-related research that 

focused on the routines and rituals of families of children with ASDs.  In their review, the 

authors move to merge the concepts of occupations, rituals, and routines by asserting “that by 

engaging in family routines, families enact cultural values and ideals, meeting instrumental and 

symbolic goals, structure their daily lives, and share time and occupation together” (p.325).  For 

the purposes of this review, routines, rituals, and occupations will adhere to Boyd’s and 

colleagues’ (2014) explanation in order to provide a consistency throughout the study.    

The most recent literature in the area of family routines appears to have a strong base in 

the occupational sciences.  Occupational therapists often focus on the ability of the child to 

participate in and develop a skill base within the occupations of family life (Ashburner et al., 

2014; Bagby et al., 2012; Bagatell et al., 2014; Foster, Dunn, & Lawson, 2013; Graham, Rodger, 

& Ziviani, 2014).  The occupation of the parent is to provide developmentally stimulating 

activities that contribute to the overall functioning of the family unit (i.e., going to work, taking 

children to daycare/school, maintaining the cleanliness and health of children).  Child 

occupations, in the area of EI (Part C), are considered to embrace the elements of “work” that are 

consistent with childhood, such as play, dressing, and eating.  Occupations of childhood, such as 

developmental play and taking part in routine activities, serve to foster eventual independence, 
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such as learning to feed oneself, learning to dress oneself, and participating fully in the family 

unit (Campbell & Sawyer, 2009). 

Ausderau and Juarez (2013) conducted a phenomenological study on the mealtime 

routines of families of children (aged two years and 10 months, to seven years and five months) 

with ASDs.  In their qualitative study, the researchers captured the essence of the stress 

experienced during family mealtimes.  One family described mealtime as such: 

Umm, I make a family, like a dinner, but we rarely sit down together and eat anymore . . . 

Because it turns into a challenge with him, and then all of the focus is on him, so then his 

sister ends up finishing her meal while I’m still trying to get him settled enough to focus 

and even want to try and then my husband tries to help a little bit and then it all falls 

apart. (p. 318)  

The depiction of the difficulties experienced by families of children with ASDs, through 

the disruption of family routines, displays the essential nature of routine family functioning in 

this population.  Ausderau and Juarez (2013) mentioned an instance described by a family in 

which mealtimes were adapted through an EI (Part C) provider’s guidance; yet, there was no 

direct mention of the type of accommodation or how the provider’s specific accommodation was 

implemented.  While the stress of parenting a child with an ASD has been well recognized, the 

recommendations of researchers continues to advocate for parent-mediated interventions that 

serve to enhance family well-being and child functioning in the natural environment (Jeans et al., 

2013; Feinberg et al., 2012; Trivette, Dunst, & Hamby, 2010).  Despite the push for family well-

being and child functioning in the natural environment, a chasm was observed between the 

evidenced-based approaches to ASD treatment and the EI (Part C) model of family-centered 

service delivery.  Through the review of the literature on ASDs, this chasm may be furthered 
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explored through a review of ASD treatment and intervention approaches recognized within the 

literature.   

ASD Treatment and Intervention 

Since the identification of ASD within the literature, a long history of debate has 

surrounded the disorder (Asperger, 1944; Cooijmans, 2009; Kanner, 1943).  Despite being an 

adversary in war, Nazi Germany still exacted a powerful influence on social attitudes in the U.S. 

at that time (Kennedy, 1942).  During that time, medical debates of nature and nurture led to 

discussion surrounding the euthanasian of “nature’s mistakes”, or individuals living with 

significant disabilities in the United States (Kennedy, 1942, p. 14).  

The morale of the time indicated a lack of hope for individuals living with ASDs.  Yet, 

the late 1960s saw the emergence of pioneering work in the field of autism from Dr. Ole Ivar 

Lovaas.  Lovaas valued the process of research and attempted to dispel the nature/nurture debate 

in order to gain a focus on treatment effectiveness.  In the Proceedings of the Second Annual 

Meeting and Conference of the National Society for Autistic Children (Park, 1970), Lovaas 

stated: 

I have not asked questions about the etiology of autism, on why these children became 

the way they are, whether the cause is environmental or genetic.  I think it is reasonable 

to conclude that it is organic, but we can't as yet point to any decisive experiment, neither 

can we conceive of a procedure which would clearly distinguish between organic and 

environmental contributions. (p. 39) 

Lovaas incited a turn of events in the field of ASDs.  In a sense, the mainstream shift from 

etiology to treatment had begun, which led the way for the research on treatment outcomes. 
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         Lovaas’s focus became the “concrete, delimited and tangible aspects of the child's 

behavior” (Park, 1970, p. 40).  The clinician provided the child with intervention that would 

encourage the learning of routine tasks, or skills of functioning, and adaptive behavior while 

being introduced to the elements of self-regulation (Lovaas, 1987).  Often, disruptions in self-

regulation manifested as extreme, self-injurious behaviors (Park, 1970).  Lovaas captured the 

element of humanity, missing for years in autism study, with his quote:  

Here you see another child, spread-eagled on his bed, and restrained on hand and foot in 

order to prevent such behavior from occurring.  Some of these children had been 

restrained for most of their lives.  This would be a meaningful direction to human work, 

would it not, just to get this boy out of his restraints? (Park, 1970, p. 41)   

For years, institutionalization and denial to the education system was a common practice for 

children and adults with disabilities (OSEP, Archived).  As in Lovaas’s quote, above, restraint 

was often the only antidote (Park, 1970).  The transition from institutionalization to applying 

techniques in order to provide the skills necessary for functioning in everyday life was at the 

time, a revolutionary crusade (Strain, Swartz, & Barton, 2011). 

  Lovaas’s behavioral methods of treatment were widely applied, generating excitement, 

and inspiring a sense of hope in a long-suffering autism community (Lovaas, 1987; Park, 1970; 

Strain et al., 2011).  Groundbreaking in the results it produced, his treatment remains one of the 

most evidence-based forms for children with ASDs (Dawson, et al., 2010).  Due to Dr. Lovaas’s 

intensive research and focus on providing skills that allow for daily functioning, he is considered 

the founding father of the behavioral movement for children with autism (Smith & Eikeseth, 

2010). 
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Behavioral Models of Support for ASDs 

Lovaas (1979) first utilized applied behavior analysis as an ASD intervention.  His 

treatment found a basis in the principles and application of B. F. Skinner’s work with behavioral 

modification (Axelrod et al., 2012).  Skinner’s work proved to be an available influence to 

Lovaas, as his behavioral theories of development served to dominate the view of child 

development from the 1920s-1960s (Behaviorism, 2015).  Lovaas (Park, 1970) contended that 

the ability to shape desired behaviors, or “behavioral engineering” (p.37), was born of the ability 

to externally motivate the child to create the potential for internal motivation.  Using behavioral 

techniques, such as applied behavior analysis and discrete trial training, he displayed that it was 

possible to teach children with autism desirable behaviors that would allow for functioning 

outside of institutions (Park, 1970; Lovaas, 1987).    

Lending to a research focus, Lovaas’s treatment utilized a standardized methodology and 

included intensive efforts, such as 40 hours a week of one-to-one direct clinician-led therapy for 

the child (Park, 1970; Lovaas, 1987).  In therapy, Lovaas (1987) often used aversion and 

punishment to abolish negative behaviors.  Alternatively, Lovaas (1987) used a stimulus, prompt 

stimulus and reinforcement model to obtain a desired behavior.  For instance, the child was 

provided a stimulus such as “touch red” with a red card in front of him or her.  If the child did 

not respond, the therapist would employ a prompt stimulus by placing the red card closer to the 

child so that the child would brush the card with a hand.  Finally, a reinforcement was given, 

such as a food item.  Lovaas contended that through receiving a reward, motivation was afforded 

to perform a desired task.  He asserted “the emphasis of our treatment program is to make the 

child look as neat and appropriate as possible” (p. 43), effectively aligning the goals of his 

treatment with the accepted behavioral theories of development (Park, 1970). 
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  Lovaas’s (1987) best known, and perhaps, most groundbreaking study on behavioral 

intervention for young children with autism produced historic results.  When presented with 40+ 

hours per week, 365 days a year of applied behavior analysis therapies, 47% of the experimental 

group had achieved normal levels of functioning, categorized as “normal intellectual” and 

“educational functioning” (Lovaas, 1987).  The finding proved even more significant when 

considering that the control group, who received only 10 hours per week of behavioral 

intervention, saw only 2% falling into those same categories (Lovaas, 1987).  At that time, hope 

was afforded to a population of individuals, where there was little before (Strain, Swartz, & 

Barton, 2011).  Most notably, functionality for a child with autism was achievable with 

intervention.   

Intensive behavioral interventions continue to persist in the current literature and with 

great empirical support (Axelrod, Kates, McElrath, & Wine, 2012).  Recommendations for 

intervention hours typically range from 25-40 per week (National Research Council, 2001; 

Lovaas Institute, 2016), with families functioning as therapists to their children within the 

intervention programs (Granger et al., 2012).  Criticisms of the applied behavior analysis 

approaches have emerged, offering concerns over the number of hours required for therapy and 

the generalizability of the treatment outcomes (Wallis, 2006).  Such concerns have even led to an 

attack of the methodology of behavior analysis (Wallis, 2006).  In a Time Magazine article, 

Wallis (2006) expressed concern towards the behavioral approach, stating that due to the overuse 

of drilling information versus developing the ability to think on one’s feet, the treatment created 

robotic-like behaviors in patients.   

Lovaas and Wright (2006) rebutted Wallis’s article by standing by years of proven 

research and expressing the treatment’s ability to utilize motivation as reinforcements: 
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Rather than play on a parent's emotions or use pleasant terminology (such as "being 

intentional"), ABA holds itself to a higher standard -ongoing analysis and evaluation, 

normative tests and assessments, and long-term outcomes in peer-reviewed journals.  

This approach continues to be the best hope for the majority of children with autism. (p. 

234) 

The authors further acknowledged movement within the provision of behavioral supports, which 

indicated that changes to the clinically based delivery model had occurred (Lovaas & Wright, 

2006).  For instance, Lovaas and Wright (2006) indicated that treatment had shifted to include 

natural, fun, opportunities for child motivation to occur in contrast to earlier contrived situations. 

The Lovaas and Wright (2006) response elicited a major theme in science, challenge, movement, 

and varying perspectives.  

Alternative Treatment Approaches for ASDs 

Although applied behavior analysis remains the most evidenced-based approach to the 

treatment of ASD in the research sector, other methods, including various forms of relational 

treatment strategies, have emerged.  The alternatives to the behavior-based models appear to 

build upon the previously-identified criticisms of clinical measurement of outcomes, such as 

progress determination through intelligence measures, lack of generalization from clinical 

settings, and child reliance on prompts (Pajareya & Nopmaneejumruslers, 2011; Wallis, 2006).  

Alternative approaches appear to capitalize on social-communication deficits and elements of 

flexibility, which target the core diagnostic categories of ASD, as defined in the ASD section of 

this review (Gutstein, Burgess, & Montfort; 2007).  Most notably the alternative therapies 

discussed in this section indicate a treatment that shows increased outcomes in the area of social 

competence (Pajareya & Nopmaneejumruslers, 2011). 
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Social competence.  Gutstein and Whitney (2002) identified social competence as a core 

deficit negatively affecting the lives of individuals with ASD.  Studies have shown low ratings in 

quality of life measures for individuals on the autism spectrum (Da-wei, Yan, Xin-ning, & Shu-

juan, 2015; Ikeda, Hinckson, & Krägeloh, 2014; van Heijst, & Geurts, 2015).  For instance, 

Bernard et al. (2001), through The National Autistic Society, conducted a large study consisting 

of 450 adults with ASD.  They found that of the participants surveyed: (a) 3% were living fully 

independently, (b) 49% were living at home, (c) 10% were able to manage the routine tasks of 

life without assistance, (d) 12% of participants in the high-functioning category (high 

intelligence quotient and language abilities) had full-time paying jobs, and (e) 31% of the 

individuals with ASD surveyed had no social interaction outside of family (Bernard et al., 2001).  

Gutstein and Whitney (2002) asserted that, in order to improve the quality of life of 

individuals with ASD, intervention required significant attention toward developing an ability to 

navigate social relationships through targeted interventions of social competence.  The authors 

defined social competence as an ability to possess: (a) secure attachments with others, (b) social 

learning that is instrumental in nature, or an ability to indicate needs and wants to others, and (c) 

the desire and ability to share a social experience with another (Gutstein & Whitney, 2002; 

Prizant & Schuler, 1987).  Gutstein and Whitney (2002) indicated that many individuals on the 

autism spectrum display an ability to acquire secure attachments and instrumental social 

learning; however, the development of experience-sharing relationships oftentimes take an 

atypical path, leading to problems with navigating the social world.  

Developmental Social Pragmatic (DSP) Interventions 

 Earlier research of the core deficits of ASDs has produced programs that work directly 

with the social-emotional deficits linked with ASDs (Gilkerson & Kopel, 2005; Mahoney & 
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Perales, 2003).  Additionally, the accepted measures of success, such as increased intelligence 

quotients, have spurred the discussion of defining appropriate measures of success for 

individuals with ASDs (Burgess & Gutstein, 2007; Pajareya & Nopmaneejumruslers, 2011).  

DSPs are recognized as unique in their approach to ASDs, straying from strict behavior models 

to that of a developmentally-based, socially-pragmatic, and parent-led consideration 

(Casenheiser, Shanker, & Stieben, 2011).  Casenheiser et al. (2011) indicated that developmental 

considerations included in DSP models are the typical, developmental trajectory of skills and 

knowledge, recognizing the need for foundational skills.  The intention of DSPs asserted that a 

purposeful progression of social and pragmatic communication development is essential in 

creating fluid social interaction rather than teaching behavior, independently, as discrete skills 

(Casenheiser et al., 2011; Gutstein, 2009a, b; Pajareya & Nopmaneejumruslers, 2011).  Eye 

contact, for example, in a behavioral approach is treated as an independent skill that uses operant 

conditioning to shape behavior.  DSP interventions allow for a step-by-step developmental 

breakdown of the child’s interactions, which provides a foundation in order to achieve readiness 

(Casenheiser et al., 2011; Gutstein, 2009a, 2009b; Pajareya & Nopmaneejumruslers, 2011).  

 In the five studies reviewed on this particular approach, ranging from the years of 2007-

2014, positive benefits were observed which included the improvement of social interactions and 

the improvement of diagnostic classification ratings specific to ASDs.  Studies selected indicated 

peer-reviewed research available in the two identified DSP models: DIR Floortime™ (ICDL, 

2016b) and RDI (2016).  Table 4 indicates the research methods utilized in the studies, 

participant ages and numbers, and significant results gained from the studies.  

It appears as though the DSP model is effective in promoting the reduction of the core 

deficit areas of ASD while promoting the functional and social-emotional behaviors, or the social 
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competence, of individuals with ASD (Casenheiser et al. 2011; Pajareya &  

Nopmaneejumruslers, 2011; Solomon, Necheles, Ferch, & Bruckman, 2007).  Considering the 

core deficits of the disorder, the treatment showed peer-reviewed evidence to the development of 

the behaviors associated with social interaction versus the behavior as a skill, as indicated 

through decreased ratings of ASD severity (Gutstein, Burgess, & Montfort, 2007; Pajareya & 

Nopmaneejumruslers, 2011; Solomon, Necheles, Ferch, & Bruckman, 2007).  Overall, the 

studies reviewed indicated significant progress in the social abilities of children who had 

received the DSP intervention.  

Table 4 

 

Findings of DSP Studies 

 

 

Research Method 

 

Participants 

 

Results 

Pre-Post Controlled 

Randomized 

Comparison 

(Casenheiser, 

Shanker, & Stieben, 

2011) 

51 children,  

ages 2 years to 4 

years 11 months 

Significant differences between experimental 

and control groups in quality of social 

interaction; involvement; attention to activity; 

initiation of joint attention; enjoyment in 

interaction. Children in the experimental 

group (DIR) performed significantly better 

following treatment. 

 

*No significant differences indicated in 

subset of compliance 

   

Pre-Post Test 

Measure of 

Intervention 

Effectiveness 

(Gutstein, Burgess, & 

Montfort, 2007) 

16 children, 

ages 21 months, to 7 

years 10 months 

Significant improvements in the areas of 

diagnostic classification, flexibility, and 

school placement 

   

Pre-test post-test 

Control Group 

Experimental Design  

(Lal & Chhabria, 

2013) 

26 children,  

ages 3 to 6 years 

Significant differences in the mean scores of 

all measures of pretest and posttest scores for 

the DIR-Floortime™ group including 

measures of turn-taking, two-way 

communication, cause and effect 

understanding, and emotional thinking.   



 

82 
 

Significant group (experimental-control 

group) differences in overall social 

interaction post scores measures in favor of 

DIR-Floortime™ intervention. 

   

 

 

Stratified Random 

Assignment Baseline 

and Posttest 

intervention 

measurement 

(Pajareya & 

Nopmaneejumruslers, 

2011) 

 

 

32 participants, ages 

2 years to 6 years. 

 

 

Statistically significant differences in posttest 

measurement in the areas of functional 

emotional development and autism rating 

scales.  

Children in the experimental (DIR-

Floortime™) group lowered their symptoms 

of autism severity and increased their 

functional emotional development at a 

significantly higher rate than the control 

group. 

   

Pre-Post Controlled 

Randomized 

comparison 

Solomon, Van 

Egeren, Mahoney, 

Quon, Huber, 

Zimmerman, (2014) 

128 children, 

Ages 2 years 8 

months, to 5 years 

11 months 

At post-treatment, parents in the experimental 

group were significantly less depressed when 

compared to parents in the control group. 

 

Significant differences in interaction and 

diagnostic classification at posttest. Children 

in the experimental group had significantly 

lower scores in diagnostic classification 

ratings and significantly higher ratings of 

interaction and social development 

 

Summary of Alternative Treatment Approaches 

Research studies conducted on DSP models, though limited, display promising results in 

the areas of social interaction, educational placement, and lessened severity of ASD 

classification (Gutstein, Burgess, & Montfort; 2007; Hobson, Tarver, Beurkens, & Hobson, 

2015).  The emergence of randomized, controlled studies using DSP models indicates significant 

improvements in parent-child social interaction to those of behaviorally-based approaches 

(Casenheiser et al., 2011; Solomon, Necheles, Ferch, Bruckman, 2007; Pajareya &  

Nopmaneejumruslers, 2011; Solomon, Van Egeren, Mahoney, Quon Huber, & Zimmerman 
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2014).  However, the depth of behavioral intervention research appears to present a challenge to 

DSP models.  Additionally, although the alignment of theory between the DSP based models 

appears to correlate more closely with the EI (Part C) approach to service delivery, more 

research into the effectiveness of the models will potentially provide empirical support for the 

use of DSP interventions. 

ASD Intervention and EI (Part C) Compatibility 

Literature specific to EI practices for I/Ts with ASDs remains quite sparse (Boyd et al., 

2010; Schertz et al., 2011; Siller et al., 2013).  Rogers (2009) indicated that when literature on 

young children with ASDs is located, elements of family and their cultural perspectives are 

nearly vacant in the material.  Additionally, Schertz, Reichow, Tan, Vaiouli, and Yildirim (2012) 

conducted a comprehensive review of intervention studies for I/Ts with ASDs.  Their review 

found 20 available articles, with only one article focusing on parent and family well-being.   

Schertz et al. (2011) reviewed literature regarding EI (Part C) regulations (IDEA, 2011), 

the DEC’s (DEC, 2014), and NAEYC’s (NAEYC, 2009) recommended practices.  The authors 

found considerable overlap in the recommended practices of: (a) family-centered practice, (b) 

natural environment, (c) active learning, and (d) functional and systematic practices that consider 

developmental readiness and unique variations in learning.  Noting the significance of such 

overlaps, the authors labeled these multiple source-supported guidelines as, “critical principles 

for toddler intervention” (p.5). 

EI (Part C) of IDEA’s (2011) recommended practices included support for its providers’ 

intervention methods utilizing natural environments and everyday family routines (DEC, 2014).  

Behavioral interventions have been consistently evidence-supported and the accepted as the 

traditional approach to ASDs (Dawson, et al., 2010; Lovaas Institute, 2016; Reed & Osborne, 
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2012).  In contrast with the practices of the EI (Part C) family-centered model, the behavioral 

model often situates the provider as direct therapist to the child, leaving the parent in a more 

managerial position (Granger et al., 2012; DEC, 2014).  In fact, Granger et al. (2012) identified 

that parents utilizing behavioral supports in early childhood often take on a dual role as parent-

therapist.  The dual-roles created a stress for the parents as they described feeling more like 

therapist-educators rather than parents (Granger et al., 2012).  

Boyd and colleagues (2010) studied a particular group of intensive behavioral models 

known as Comprehensive Treatment Models (CTM).  They identified CTMs as being organized 

around a structured framework and implemented over a period of time.  Further, it was noted that 

like many contemporary treatments, CTMs are focused on addressing the specific developmental 

and core behavioral deficits of ASDs.  Following a comprehensive review of CTM research, the 

authors acknowledged that the application of the model to an I/T population produced little 

efficacy (Boyd et al., 2010).  The authors’ finding identified discrepancy in treatment 

effectiveness in young populations between behavioral approaches and the family-centered 

model of EI (Part C) (DEC, 2014; IDEA, 2011).   

The goal of determining and practicing the most effective evidence-based and 

population-appropriate treatment for I/Ts with ASDs is not without further challenge.  Due to the 

intensity of hours prescribed by the recommended clinically-based, behavioral intervention 

model, Schwartz and Sandall (2010) expressed that autism could financially “break the EI (Part 

C) system” (p. 105).  As a possible solution, the authors advocated for the use of intensive 

behavioral therapies as an initial means to target the behaviors of I/Ts with ASDs (Schwartz & 

Sandall, 2010).  Advancing the discussion of potentially deviating from currently recommended 

treatments to conserve time and dollars, Rollins, Campbell, Hoffman, and Self (2015) studied an 
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alternative approach.  Using search criteria previously defined by Schertz et al. (2012), a 

curricular-based model of Early Intensive Behavioral Intervention, that also employed principles 

of EI (Part C) was developed and applied (Rollins et al., 2015).  In the authors’ study, providers 

employed a cost-effective (1.5 hours per week) training model to increase family capacity to 

meet the identified developmental areas of need for ASDs.  The I/Ts indicated positive results 

with reports of increased eye contact, social engagement, and reciprocity (Rollins et al., 2015).   

Distinctions made between that of “evidence-based” behavioral interventions versus the 

developmental models of EI (Part C) in the treatment of ASD in I/Ts remains a topic of 

discussion.  While numerous differences between the methods have been identified, most can be 

understood as one of three variables: (a) duration of therapy, (b) frequency of treatment, and (c) a 

child-centered versus family-centered model.  While the challenge to marry the goals of clinical-

effectiveness and cost-effectiveness remains great, research such as the study conducted by 

Rollins et al. (2015) offers a promising, possible solution through a compromise between 

treatment methods. 

Summary of the Chapter 

This review utilized three major sections from which to understand EI (Part C) services 

for I/Ts with ASDs.  The sections included the framework for understanding the study, the EI 

(Part C) Program, and ASDs.  Each section contained relevant concepts to understanding the 

study as a whole.  This summary provided the link to the sections contained within the review, 

which provided a sturdy basis from which to conduct this research.  The purpose of this present 

study is to explore the influences and use of routines within EI (Part C) home visit sessions for 

I/Ts with ASDs.  
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The theoretical lens from which this literature review was conducted included a blended 

model of Ecological Systems Theory (Bronfenbrenner, 1979, 1986, 1993) and Transition Theory 

(Anderson, Goodman, Schlossberg, 2012; Schlossberg 1981, 1984).  Ecological Systems Theory 

reviewed research that utilized an already existent theoretical basis in EI (Part C) (Barnett, Lentz, 

Bauer, & Macmann, 1997; Fleming, Sawyer, & Campbell, 2011).  Additionally, the EI (Part C) 

model encouraged the provision of services from an ecological standpoint, which built upon the 

use of this particular theory (DEC, 2014; DE, 2011).  Further, Ecological Systems Theory was 

used in a way that did not appear to be present in EI (Part C) research literature to date.  The 

chronosystem was a later addition to the model encouraging the consideration of the passage of 

time in societal context (Arnold, Lu, & Armstrong, 2012; Bronfenbrenner, 1986).  Therefore, 

historical and societal accounts within the transitions experienced in EI (Part C) and ASD were 

included to highlight this change over time, allowing the research conducted to create meaning 

surrounding the potential influences in the providers’ use of the strategy of routines in home visit 

sessions for I/Ts with ASDs.  Transition Theory further served to support the understanding of 

the parts within the system, namely the EI (Part C) providers and families of I/Ts with ASDs. 

Therefore, this review considered the identified transition of the EI (Part C) system as a whole, in 

addition to the transition experienced by the EI providers and families of children with ASD 

(Sawyer & Campbell, 2012; Snyder, Hemmeter, & McLaughlin, 2011; Strain, Swartz, & Barton; 

2011).  

Research reviewed considered the transitional positioning of the EI (Part C) Program as a 

whole, indicating that the system has not yet fully embraced a family-centered model (Dunst, 

Bruder, & Espe-Sherwindt, 2014).  While a great deal of earlier literature focused upon the study 

of provider practices, research has moved to show that through coaching models practices of 
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providers may shift to a more family-centered nature (Foster, Dunn, & Lawson, 2013).  

However, wide access to coaching models for the EI providers is not apparent in the literature 

(Salisbury, Cambray-Engstrom, & Woods, 2012).  

Studies revealed that provider practices were evaluated in a general context from the 

standpoint of family-participation, teaching strategies, and family-capacity building.  In the 

review, research indicated that EI provider preparation afforded little to no understanding of the 

family-centered system (Francois, Coufal, & Subramanian, 2015).  EI (Part C) providers often 

expressed feeling stressed due to their lack of training, which often affected their confidence and 

competence in the position (Bruder, Dunst, & Mogro-Wilson, 2011; Dunst & Bruder, 2014). 

Emotional needs of families, coupled with lack of training, were reported to create burnout or 

situations in which providers often created their own judgements of families’ willingness to 

participate in services (Brotherson et al., 2010).  Often providers were reported to resort to a 

clinical, more child-directed model in these situations (Sawyer & Campbell, 2012).  It was 

indicated that providers cognitively held the ideal practices; however, the implementation of 

those practices were in contrast (Fleming, Sawyer, & Campbell, 2011).  The researcher was 

unable to locate any specific studies on the providers’ direct influences and use of the strategy in 

utilizing family routines in EI (Part C) home visit sessions for I/Ts with ASDs.  This strategy is 

valuable to the EI (Part C) system as a whole and recommended as a developmentally 

appropriate practice by the DEC (2014).  Additionally, the use of family routines holds a 

distinctive position in the well-being of families of children diagnosed with an ASD (Ausderau 

& Juarez, 2013).  

Evaluating the experiences of families raising a child with an ASD requires careful 

consideration for the diagnostic criteria (APA, 2013; Ashburner et al., 2014).  Therefore, the 
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ASD section engaged the literature from a diagnostic standpoint.  The diagnostic review allowed 

for an understanding of the symptomology associated with ASDs.  Additionally, because ASD is 

a neurodevelopmental disorder, characterization requires significant knowledge into how the 

disorder presents in the I/T population (Feldman et al., 2012).  Unlike a physical or genetic 

disorder, tests that confirm diagnosis remain behavior and symptomology-based (Lord et al., 

2012).  Although there is considerable overlap in diagnostic characteristics and presentation in 

I/T populations, these overlaps are not always clear in the developmental progression for 

professionals and parents (CDC, 2016a).  Diagnostic criteria and the presentation of ASD in I/Ts 

was relevant to this discussion in order to identify the variables that surround and potentially 

influence the supports of providers to families in EI (Part C). 

Upon review of the diagnostic features of ASDs, an abundance of research presented the 

challenges that families endure while supporting and parenting their child with an ASD 

(Bagatell, 2015).  Variables related to the core deficits of ASD (social interaction, social 

communication, and stereotypic and repetitive behaviors) appeared to influence the family well-

being (Little et al., 2015).  Families found to possess a level of “hardiness” were associated with 

personal characteristics, such as a general sense of optimism; yet, an abundance of literature 

presented indicated that families undergo a very stressful process in parenting their children with 

ASDs, which may ultimately affect their quality of life (Pozo, Sarriá, & Brioso, 2014).  The 

stress experienced by parents of I/Ts with ASDs appeared to be heavily reflected in the research 

surrounding carrying out daily activities through family routines (Bagatell et al., 2014). 

Families reported partaking in extensive accommodations to include their child with ASD 

within the family routines, exclude their child from the routines, or altogether avoiding the 

routines (Bagatell et al., 2014; DeGrace, 2004; Wolin & Bennett, 1984).  The conclusions 
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indicated the need of support for families in providing the accommodations necessary to include 

their child with an ASD into daily family routines (Bagatell, 2015; Campbell & Coletti, 2013; 

Crespo et al., 2013).  These conclusions supported the efforts of those who serve families with 

ASD to increase the opportunities for natural developmental learning in addition to supporting 

the family well-being (Boavida, Aguiar, & McWilliam, 2014).  

Relevant to the present study, research indicated that coursework offered at the level of 

higher education provided a clinically-based preservice training model for providers (Francois, 

Coufal, & Subramanian, 2015; Campbell & Sawyer, 2009).  ASD currently recognizes 

behavioral therapies as the gold standard treatment, based upon a historical wealth of peer-

reviewed literature supporting positive gains for children with ASD (Da-wei et al., 2015; 

Dawson et al., 2010; Lovaas, 1987).  However, alternative or DSP therapies have emerged in 

light of further understanding of the core deficits of ASD, which appear to more closely reflect 

the EI (Part C) family-centered model.  Behavioral therapies use a clinical model of intervention, 

which typically show contrast to the family-centered models (Lovaas, 1987; Schertz et al., 2011). 

Although a study was located indicating a blend of behavioral and coaching model, the wealth of 

studies indicates high frequency, child-directed therapy in behavioral practices (Rollins, 2015). 

The observance of a clinical model is relevant to the current discussion as higher education 

institutions offer degree programs that are based in specific behavioral therapies (Association for 

Behavior Analysis International, 2016).  However, while DSP or alternative therapies may align 

more closely with the EI (Part C) model and offer promising peer-reviewed research, two 

reviewed DSP programs appeared to be independent certification programs not yet offered at the 

level of higher education (ICDL, 2016b; RDI, 2016). 
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Each of the sections in this review offered peer-reviewed insight into the current situation 

under study.  Chapter 3 will discuss the methodology used for this study.  The purpose of this 

present study was to explore providers’ influence and use of family routines within the context of 

EI (Part C).  Therefore, methodology was selected on the premise of gaining an in-depth, 

naturally occurring viewpoint from which to describe the influence and use of family routines in 

EI (Part C) home visit sessions.    
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CHAPTER 3 

METHODOLOGY 

The purpose of this qualitative case study was to describe the EI (Part C) supports 

afforded to families of I/Ts with ASDs.  Namely, providers’ influences and use of family 

routines in the context of EI (Part C) home visit sessions for I/Ts with ASDs was the focus of the 

study.  A blended, theoretical approach was used to guide the study.  Ecological Systems Theory 

asserted that child development is influenced by forces that are both, seen and unseen 

(Bronfenbrenner, 1979, 1986, 1993).  Transition Theory showed relevance within this study as a 

blended theoretical focus, due in part to the observed transition occurring within the EI (Part C) 

service provision (Anderson, et al., 2012; Bruder et al., 2013; Campbell et al., 2009).  A review 

of the literature produced, overall, an observed research-to-practice mismatch (Fleming et al., 

2011; Salisbury et al., 2010).  

Recommended practices in EI (Part C) asserted a family-centered service delivery model 

(DEC, 2014).  Through a review of the literature, it appeared as though the providers in the EI 

(Part C) system are experiencing a transition in their use of child-centered or clinical models of 

service delivery to that of a firm, family-centered model (Colyvas et al., 2010).  Therefore, 

Transition Theory was used to uncover the experience of transition from the EI (Part C) system, 

as a whole, along with the individuals involved in the transition, such as providers and families 

of I/Ts with ASDs.  A visual depiction of the blended theoretical framework is located in 

Appendix A.   

The seen elements indicated through Ecological Systems Theory have been described as 

the microsystem and mesosystem (Bronfenbrenner, 1979, 1986, 1993).  The microsystem 

considered the child’s direct interactions with familiar adults.  In this study, the microsystem 
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reviewed literature surrounding the families and providers of EI (Part C) services for I/Ts with an 

ASD.  The mesosystem described the interactional quality of the child’s microsystem, namely, 

how the members of the child’s microsystem interact with one another serve to promote or 

inhibit child development.  Ecological Systems Theory asserted that the most relevant aspects 

within the discussion become apparent through a scan of the ecology (Morse, 1987).  Therefore, 

through the review of the literature, elements of researched, provider practices and family 

experiences added to the current understanding of the situation under study.  Further, Transition 

Theory highlighted the “The 4 S System” which included the situational elements of the 

situation, self, supports, and strategies that allow for successful transitions (Anderson et al., 

2012, p. 33).  The microsystemic discussion related to the elements of the provider and family 

selves, further enhanced the discussion of the transition to a firm family-centered system of EI 

(Part C).  Mesosystemic elements of the coaching relationship indicated the not yet fully 

inclusive, family-centered practices of providers (Sawyer & Campbell, 2012); however, studies 

utilizing coaching models showed an ability to promote positive interactions between providers 

and families (Woods et al., 2011; Marturana & Woods, 2011).  

Unseen influences, described by Ecological Systems Theory, included the exosystem, 

macrosystem, and chronosystem (Bronfenbrenner, 1979, 1986, 1993).  The exosystem influences 

were described as the social systems that the child does not directly interact with, such as the EI 

(Part C) system as a whole.  The macrosystem rendered consideration for the cultural 

dispositions of the family and society at large.  Therefore, the developmentally appropriate 

practices and program goals were reviewed for consideration in the exosystem and 

macrosystemic influences.  The chronosystem considered the historical context and passage of 

time apparent in the child’s life within society.  Therefore, a historical review of ASDs and the 
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treatment, along with the EI (Part C) system, provided a chronological viewpoint which further 

indicated the current lack of consensus in the evidence-based treatment for I/Ts with ASDs 

(Schertz et al., 2011). 

Under the framework of Ecological Systems and Transition Theories, this study 

attempted to gauge the providers’ supports for a family of I/T with ASD in the context of EI 

(Part C) home visit sessions.  More specifically, the use of family routines within the context of 

EI (Part C) home visits for the I/T with ASD was of particular interest to this study.  The focus 

on routines was based upon the reviewed literature of the difficulties families of children with 

ASD face in engaging in everyday routines (Ausderau & Juarez, 2013).  Identification of the 

potential seen and unseen elements that may influence the providers’ use, or non-use, of a 

family-centered approach that would utilize family routines was uncovered through the review of 

the literature.  The observed lack of preparation for EI (Part C) providers, in addition to the 

providers’ judgements of families, appeared to influence both confidence and competence in 

service delivery (Bruder & Dunst, 2015; Fleming et al., 2011). 

 This study served to describe the interrelatedness of variables of the situation, self, 

supports, and strategies of the members involved in the team highlighting the use or non-use of 

family routines as the context of EI (Part C) home visit sessions for I/Ts with ASDs.  The study 

aimed to uncover the influences and use of family routines as the context of EI (Part C) home 

visit sessions through studying the current functioning and perceptions of a contemporary EI 

(Part C) team supporting an I/T with ASD.  

Case study methodology was used to examine the elements that influence the use of 

family routines in the context of EI (Part C) home visit session for an I/T with an ASD. 

Observations, document analysis, and semi-structured interviews were conducted with a 



 

94 
 

contemporary team of individuals serving a toddler diagnosed with an ASD in EI (Part C).  The 

team approach allowed for multiple perspectives to be considered within the situation (Yin, 

2014).  Each individual unit, or case, served to engage the data through a case-within-a-case 

approach (Gondo, Amis, & Vardaman, 2010).  

An inductive approach to the thematic analysis allowed for the identification of themes to 

emerge through the data collection process (Gondo, Amis, & Vardaman, 2010; Hatch, 2002; 

Lapadat, 2010).  An inductive approach was used to allow for an open approach to the analysis 

of individual cases (Hatch, 2002).  Following individual case analysis, a cross-case thematic 

analysis was utilized in order to answer the research questions defined in this study.  Data 

collected served to answer the following questions: 

1. In what ways are providers supporting families of I/Ts with ASDs in EI (Part C)? 

2. How are families of I/Ts with ASDs supported in their daily routines through EI (Part 

C) home visit sessions? 

3. How are EI (Part C) providers and families supported and influenced in their 

implementation of family-centered use of routines for I/Ts with ASDs? 

The purpose of this chapter was to describe the qualitative approach to research in 

addition to rationale for the selected methodology.  Additionally, a description of the 

participants, procedures, theoretical propositions, and methods used for data analysis were 

described.  Chapter 4 will describe the results of the inductive approach to thematic analysis in 

the context of the identified research questions.  

Qualitative Research Methods 

This research study utilized a qualitative approach.  Qualitative research is an empirical, 

comprehensive investigation of a contemporary issue utilizing natural contexts and multiple 
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sources of evidence (Creswell, 2011; Hancock & Algozzine, 2011; Merriam, 1998; Yin, 2014). 

Stake (1995) identified that, through a “thick description” (p. 39) of data collected, research 

participant viewpoints allow for understanding without “expectation of causal explanation” (p. 

38).  Further, Hancock and Algozzine (2011) articulated that qualitative researchers elicit this 

understanding through an “emic” (Hancock & Algozzine, 2011, p. 9), or insider perspective, 

which is then analyzed by the researcher (Creswell, 2011).  

Qualitative research emphasizes the capacity to delve into the “how” and “what” of a 

given situation lending to the methodology’s heavy utilization in the educational, psychological, 

and sociological fields (Yin, 2014, p. 2).  With an emphasis in understanding a phenomenon, 

qualitative research serves an exploratory function in research, allowing for emphasis on 

questions, rather than the hypothesis (Creswell, 2011).  The exploratory function of this approach 

to research utilizes exploration as a means to conceptualize and describe “a host of factors that 

may be influencing a situation” (Hancock & Algozzine, 2011, p. 9).  Therefore, qualitative 

research has been found to be particularly useful when there is a limited amount of information 

on a given phenomenon to be studied (Hancock & Algozzine, 2011; Yin, 2014). 

Case Study Methodology 

Case study methodology is an accepted approach to qualitative research (Creswell, 2011). 

Case study methodology provides a comprehensive approach to studying an identified case or 

unit of analysis within the identified context or setting (Merriam, 2001; Yin 2014; Hancock & 

Algozzine, 2011).  Case-study methodology is a method of qualitative research in which the 

researchers aim to describe, document, or discover characteristics of a group of individuals 

(Hancock & Algozzine, 2011).  Creswell (2011) described that case-study research was utilized 

in the social sciences dating back to the 1920s.  Due to the interdisciplinary backgrounds 
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drawing from law, psychology, political science, and medicine, case study research has a strong 

and grounded history across multiple disciplines (Creswell, 2011).  Qualitative case study 

research focuses on the individual representation of a group and “attempts to explore a host of 

factors that may be influencing a situation” (Hancock & Algozzine, 2011, p. 9).  Baxter and Jack 

(2008) described this process as the researcher’s exploration of data related to the subjective 

perceptions of the participants, which required objectivity in creating meaning from their 

experiences. 

Qualitative case study research represents a constructivist paradigm of social life (Stake, 

1995; Yin, 2003).  Creswell (2014) described the social constructivist approach as one that 

appreciates the individual’s understanding as created through social experiences.  This social 

perspective includes the recognition of, both, the subjective experience of the participants and 

the objectivity of the researcher to identify the complexity of the participant views (Baxter & 

Jack, 2008).  Historical and social perspectives were identified as an influence in the process of 

meaning-making for the individual.  Therefore, as the participants interpret their meaning 

through the engagement with the social and historical world, researchers use an inductive 

approach to interpreting the meaning of the gathered data (Hatch, 2002). 

In addition, case study research allows for flexibility in the data collection and analysis. 

In the field of education, Merriam (2001) advocated a general approach to case study research. 

Further, Creswell (2011) indicated the ability of case study research to “…be a design… that 

may be an object in study, as well as product of inquiry” (p. 97).  “Hence, information is 

explored and mined in the case study environment for a more thorough examination of a given 

phenomenon” (Hancock & Algozzine, 2011, p. 16).  This examination was further supported by 

a descriptive approach to the research, which aims to describe the situation under study 
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(Creswell, 2014).  The findings from case study analysis allows for the expansion of theories and 

the potential for improvement in practice (Hancock & Algozzine, 2011; Merriam, 2001). 

Creswell (2011) outlined a method for conducting case-study research, which included a 

model of organized research selection.  Creswell (2011) identified aspects of conducting case-

study research, which require attention, including (a) appropriateness of case-study research, (b) 

identification of the cases, (c) data collection, (d) data analysis, and (e) data interpretation. 

Defining the appropriateness, when selecting case-study research, involves careful consideration 

and planning of the implementation of the study by the researcher (Hancock & Algozzine, 2011). 

Clearly identified cases selected provide an “in-depth understanding of the comparison of several 

cases” (Creswell, 2011, p. 100).  The case is selected to identify an issue, as the researcher gains 

the perspectives of the cases and analyzes the information to create understanding around an 

identified conceptual framework (Hancock & Algozzine, 2011).  This particular study engaged 

an approach to case study research that identified in-depth, multiple perspectives of the 

participants from within the case.  

Case-within-a-case approach.  Gondo, Amis, and Vardaman (2010) described a case-

within-a-case approach as, “a specific research strategy that can be used when employing the 

case study methodology” (p. 135).  A case-within-a-case approach utilizes the overall case under 

study, but also recognizes the importance of the multiple perspectives of the individual units, or 

cases, within the overall identified case (Gondo, Amis, & Vardaman, 2010; Hancock & 

Algozzine, 2011).  Therefore, multiple perspectives of the identified issue under study provide 

meaningful opportunities to view the overall case as a subject of study, while representing the 

individual subcases as units within the case (Yin, 2014).  It is recommended that an overall case 
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consists of four to ten subcases in order to provide an in-depth understanding, yet, allow for 

manageable data (Gondo, Amis, & Vardaman, 2010).   

Identification of a bounded system, which enhances the data collected within case, must 

be purposeful (Gondo, Amis, & Vardaman, 2010; Yin, 2014).  While single case studies are 

cautioned for generalization, utilizing the case-within-a-case strategy conceptualizes the case as 

individual subcases allows for the expansion and generalization to theory (Creswell, 2011; 

Gondo Amis, & Vardaman, 2010; Yin, 2014).  A case-within-a-case approach allows for 

theoretical generalizations to be made from the identified observations from the larger case under 

study (Gondo Amis, & Vardaman, 2010).  Yin (2014) advocated that researchers identify 

theoretical propositions garnered from the literature base from which to conduct research and 

analyze data for the case under study.  Therefore, in this particular case, theoretical propositions 

were uncovered from a detailed review of the literature. 

Theoretical propositions.  A detailed review of the literature uncovered theoretical 

generalizations from which theoretical propositions were constructed.  Theoretical propositions 

were garnered from the literature base and allowed for an understanding into the situation under 

study.  Therefore, elements of Anderson et al.’s (2012) 4 S System were recognized as 

contributing to the influences and interrelatedness of variables of providers’ use of routines in the 

context of home visit sessions.  For example, provider pre-service preparation and personal 

judgments were theoretically viewed as influences in their use of family routines in EI (Part C) 

home visit sessions (Bruder et al., 2013; Dunst et al., 2014; Francois et al., 2015).  Additionally, 

family attributes were indicated to serve to enhance or detract from providers’ use of family-

centered supports in EI (Part C) home visit sessions (Fleming et al., 2011).  The observed 
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literature base appears to have indicated the microsystemic and macrosystemic influences 

apparent within EI (Part C). 

Bronfenbrenner’s (1979, 1986, 1993) exosystemic, mesosystemic, and chronosystemic 

influences were observed within the literature related to the providers’ use of family-centered 

supports and strategies in EI (Part C) home visiting.  Therefore, the exosystemic influences of 

the EI (Part C) system’s developmentally appropriate and recommended practices were 

considered (DEC, 2014).  The viewpoint of treatment appropriateness, in ASD, conceptualized a 

chasm between EI (Part C) developmentally appropriate practices and evidenced-based treatment 

specific to ASD (Boyd et al., 2010; Granger et al., 2012; Noyes-Grosser et al., 2013).  The 

evidence-based practices related to ASD further encapsulated a historical perspective to 

treatment within the situation specific to ASD in EI (Part C) (Strain, Swartz, & Barton, 2011). 

This historical perspective provided insight to the current practices of providers, indicated as 

more clinical versus family-centered in their approaches to EI (Part C).  Therefore, based upon 

the review of the literature, the following theoretical propositions were used from which to 

analytically generalize the findings from the study (Yin, 2014). 

1. The provider (self) along with their educational preparation and training (supports) 

will reflect their home visitation style and use of family routines (strategies) in EI 

(Part C) sessions with families of infants and toddlers with ASDs (situations). 

2. Social, cultural, and historical influences are present in the implementation of EI (Part 

C) home visitation lending to the use or non-use of family routines.  

3. As a whole, in the EI (Part C) (Part C) Program, family-centered practices are in 

transition, indicating that child-centered models may be over utilized. 
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Ultimately, through the review of the literature, it appeared that the direct, naturalistic 

study of providers’ support for families of I/Ts with ASDs produced a gap in the literature.  More 

specifically, while a vast amount of studies recommended the direct support of providers in the 

family routines, it appeared that no study had directly studied the providers’ influences and use 

of family routines specific to I/Ts with ASDs in EI (Part C).  Therefore, participants were 

purposefully selected as a contemporary EI (Part C) team supporting an I/T with an ASD. 

Participants 

The identification of cases, within the case study research, involved the specific focus of 

a contemporary team in EI (Part C) serving an I/T with an ASD, stemming from purposeful 

sampling.  The purposeful sampling offered differing perspectives within the same identified 

issue creating depth within the study (Creswell, 2011; Hancock & Algozzine, 2011; Stake, 

1995).  A challenge in case-study research is identifying the cases to study and how in-depth the 

research proceeds (Yin, 2014).  One consideration of case-study research considers that the more 

cases that are selected, the less depth that the research will cover (Creswell, 2011; Hancock & 

Algozzine, 2011).  While there is an assumption that more cases will lead to generalizability, 

Glesne and Peshkin (1992) expressed that this assumption should hold little meaning to 

qualitative researchers.  Cases must be accessible to the researcher and provide enough 

information in order to create a comprehensive picture of the issue (Creswell, 2011; Hancock & 

Algozzine, 2011).  A suggestion from Creswell (2011) was that four to five cases is considered a 

recommended maximum for case study research; however, Creswell (2011) indicated that this 

choice is solely the decision of the researcher for the purposes of the study. 

Stake (1995) expressed that boundaries must be placed on a case in order to assure that 

the case is bound and resists becoming too broad.  Gondo et al. (2010) recommended that a case-
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within-a-case be selected strategically in order to present an overall case connected by a unifying 

situation.  Therefore, the purposeful sampling method that was used for this study identified 

“different perspectives on the problem” (Creswell, 2011, p. 100).  The purposefully sampled case 

in this study was defined as a contemporary, bound team of providers working with a family of 

an I/T with an ASD in EI (Part C).  

The researcher contacted a large EI (Part C) agency serving three counties in 

Pennsylvania in order to gauge interest for participation in the research study.  The agency’s 

Executive Director provided the researcher with a site approval letter on the agency’s letterhead.  

The researcher provided the agency with formal consent letters which the agency delivered to the 

qualifying families in self-addressed stamped envelopes (Appendix B).  Qualifying families 

included a family of an I/T diagnosed with an ASD in EI (Part C).  One qualifying family agreed 

to participate in the research study.  Additionally, the agency provided the family’s providers and 

service coordinator with the signed consent forms in order to gauge their interest in participation 

(Appendix C; Appendix D).  Upon the researcher’s receipt of the signed consent form for each of 

the participants involved in the case, the family was contacted to clarify any questions.  

Additionally, the providers and SC of the identified teams were contacted to address any 

questions or concerns that they had.   

 The team selected for participation included all providers serving on the team consisting 

of the (a) SC, (b) SLP, (c) SI, (d) OT, and (e) three family members.  In total, four EI (Part C) 

professionals and three family members participated in the study.  Three of four of the most 

widely utilized disciplines in EI (Part C) were represented within the study which created an in-

depth analysis of multiple perspectives within the situation under study (Hebbeler et al. 2011; 

Raspa et al., 2010).  The family participants included a mother, father, and a paternal 
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grandmother, whom the family was living with and who cared for the child during the day when 

the parents worked outside of the home.  Of the professionals represented by the EI (Part C) 

team, one participant was male (SC) and three (SI, SLP, and OT) were female.  All research 

participants were 18 years of age and voluntarily consented to the study as indicated through the 

consent letters (Appendices B, C, and D).  The Institutional Review Board for the Protection of 

Human Subjects (IRB) of Indiana University of Pennsylvania approved this study.   

Data Collection Tools 

This research study examined the situation under study using three data collection tools: 

(a) observations, (b) document analysis, and (c) semi-structured interviewing (Hancock & 

Algozzine, 2011; Merriam, 2001; Yin, 2014).  This triangulated method of data collection 

offered multiple views from which to discover in-depth information and build trustworthiness 

into the study (Creswell, 2011; Edmonson & Irby, 2008).  Kreftings (1991) identified that data 

triangulation provides the researcher an ability to crosscheck data, sources, and interpretation.   

Each of the data collection tools and procedures was reviewed, in detail, in the next sections, in 

order to provide a thorough understanding of the relevance to the current study. 

Observations 

Observations, in the context of case study research, provide an objective perspective of 

the research topic (Hancock & Algozzine, 2011).  Hatch (2002) identified that researchers must 

identify what will be attended to within the observation in order to remain focused to answer the 

research questions.  Through conducting the structured, non-participant observations between 

providers and families, the researcher was able to gauge the supports offered to families during 

EI (Part C) home visit sessions.  The identification of direct support during the observations 

provided the researcher with the ability to structure the observations to be specific to the contexts 
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for intervention, namely the family routines utilized during the home visit sessions.  This element 

of structure provided an opportunity for the data collection, through observation, to focus on the 

identified issue (Hancock & Algozzine, 2011; Hatch, 2002).  Measures of trustworthiness were 

incorporated within the observation data collection, including the observation protocol, field 

notes, and video documentation of the data collected (Creswell, 2014; Edmonson & Irby, 2008; 

Yin, 2014).   

 For this research study, structured, non-participant observations included the researcher’s 

observation of participants in each provider-family dyad during a typical home visit session.  

There were three observations altogether, including (a) SI-family, (b) OT-family, and (c) SLP-

family.  The observations occurred during the regularly scheduled home visit sessions between 

the providers and family at the family home.  Specific to this study, the purpose of the 

observations was to examine the supports for families of I/Ts with ASDs in EI (Part C) home 

visit sessions, namely the family routines utilized as the context for intervention.  Additionally, 

family-centered practices were observed through field notes, generated by the researcher, 

included the providers’ engagement throughout the session in a participatory fashion with the 

parent, and the willingness to allow the parent to lead the home visit session (Yin, 2014).   

Using non-participant approach, the researcher did not engage in questioning the 

participants during the observation, but engaged in an objective perspective while “jotting” field 

notes using the structured observation protocol located in Appendix E (Creswell, 2014; Yin, 

2014, p. 124).  Each of the observations were video recorded for the purposes of further review 

by the researcher as indicated through family consent (Appendix  B).  The family and providers 

observed were encouraged to conduct the sessions as they typically occurred.  Following the 

observed home visit session for each of the provider-family dyads, the researcher engaged in 
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document analysis of the observed and previous three home visit session notes generated by each 

of the providers.  In the following section, the process of document analysis will be described to 

indicate the rationale and methodology for the data collection.   

Document Analysis 

Gibson and Brown (2009) expressed that “documentary research refers to the process of 

using documents as a means of social investigation and involves exploring the records that 

individuals and organizations produce” (p. 65).  Documents, as an empirical source, provide a 

view of the organizational qualities, along with the social aspects of interaction and functioning 

(McCulloch, 2004).  Hakim (1983) described routine documents as those that are produced 

within the normal functioning of an organization.  EI (Part C) home visit session notes are the 

routine documents generated by the providers of EI (Part C) services (Gibson & Brown, 2009). 

Session notes are written at the conclusion of the home visit and provided to the family for the 

purposes of describing what was done during the visit and how families may carry over the 

strategies utilized during the visit.  Additionally, the documents indicate the Individualized 

Family Service Provision (IFSP) outcome(s).  The IFSP outcomes are the designated goals that 

were agreed upon at the initial meeting and function to drive the intervention process.  

Additional aspects of tracking and documentation are reported through the home visit session 

notes including data tracking, strategies of intervention utilized, and child and family updates.  A 

blank session note is included in Appendix F. 

Documents in research assist with answering the research questions (Gibson & Brown, 

2009).  Following the initial observation, the researcher collected, from each of the providers, a 

copy of the observed home visit session notes in addition to the previous three session notes.  

The release of these documents was obtained through a signature of, both, the providers and the 
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family, indicated on the consent forms (Appendix B; C).  To add trustworthiness to the data 

collected, an ability to compare the session notes of the observed visit to that of the previous 

three visits afforded the researcher the ability to form an overall picture of the supports that were 

provided to the family during the home visit session.  Research identified that providers reported 

less coaching than occurred in EI (Part C) home visit sessions (Salisbury, Cambray-Engstrom, & 

Woods, 2012).  The comparison between observed visits and session documentation allowed the 

researcher to gain further understanding into this phenomena (Creswell, 2014).  Additionally, as 

the observation of the home visit may have been influenced by the researcher’s presence, the 

additional and previous three documents provided clarification in the types of support that the 

family typically received.  Specifically, the routine documents generated by the providers were 

utilized to identify the written recording of the use of family routines during home visit sessions 

and the carry-over strategies for families.  The purpose of the collection of documents was to 

filter the data according to the research problem.  Additionally, documents were combined with 

observation in order to strengthen understanding through comparison (Gibson & Brown, 2009).   

The purpose for utilizing the routines’ documents generated by the providers was to 

search for all documentation related to the use of family routines in home visit sessions.  

Additionally, the routine documents allowed for further examination of the overall supports 

provided to a family of an I/T with an ASD in EI (Part C) home visit sessions.  Overall, this 

study utilized the routine documents in order to add additional insight to the written strategies 

utilized by the providers for the purpose of carry-over support to the family with a toddler with 

an ASD.  Following the observations and collection of the documents, a review of this 

information assisted with the semi-structured interview of the participants.   
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Semi-Structured Interviews 

Interviews are a common form of gathering rich, personalized information from 

participants in case study research (Creswell, 2014; Hancock & Algozzine, 2011).  For the 

purpose of gathering direct perspectives of the supports provided to families of infants and 

toddlers with ASDs, individual interviews utilized a semi-structured format.  Semi-structured 

interviews are well-suited for case-study research allowing for the direct exploration of a topic 

(Hancock & Algozzine, 2011).  In semi-structured interviewing, interviewers prepare a guide of 

questions that utilize an open-ended format (Roulston, 2010).  Roulston (2010) expressed that 

open-ended questions serve to create an opportunity for the interviewer to utilize probes in order 

to gain further insight from the participant.  Additionally, the basic structure of semi-structured 

interviews further supports the ability to gain the participants’ lived experiences of the 

phenomenon, or situation, under study (Creswell, 2011).  

In order to gain multiple perspectives of the participants, semi-structured interviews were 

conducted with the seven participants.  The setting of the interview was selected by the 

participants for comfort.  Two family members selected to jointly participate in the interview at 

the family home.  One family member requested to participate in the interview via telephone.  

Three providers requested to meet at local restaurants to conduct the interviews, and one 

provider selected the agency office to conduct the interview for convenience.  A total of six 

interviews took place.  The researcher attempted to minimize as many distractions as possible 

during the interviews.  Each participant interview was audio recorded, with signed consent for 

the purpose of transcription and further researcher analysis (Appendices B, C, and D).  Interview 

protocols were created for each of the participant roles in order to gain insight into the situation 
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under study (Hancock & Algozzine, 2011).  Interview protocols were included for the family 

(Appendix G), the providers (Appendix H), and the SC (Appendix I). 

Transition Theory was used in the development of the interview protocol highlighting 

The 4 S System engaged by each of the participants experiencing the individual transition 

(Anderson et al., 2012).  The interview items based upon Transition Theory were created to 

recognize the experience of the self within a particular transition (e.g., the recognition of the 

providers functioning in a transitional system and their overall experience as an individual within 

the EI (Part C) system).  Additionally, the family’s experience in transitioning through their 

child’s diagnosis of an ASD offered further understanding into the family characteristics.  The 

items selected were done so to highlight individual characteristics of the self that have been 

found to enhance or detract from successful transitions (Frankyl, 2006; Seligman, 2002). Initial 

items were selected for the interview to encourage comfort of the participants and a general 

conversational flow. 

Two tools developed by McWilliams (2010) were used as supplemental guides within the 

semi-structured interview: The Family Preparation Checklist (FPC) and the Ecomap Checklist 

(McWilliams, 2010).  Each of the tools were used as guides and adapted by permission from the 

author (Appendix J). The following sections further describe the tools in detail along with the 

adapted use for this particular study. 

The Family Preparation Checklist.  The FPC is a tool used to identify family routines 

and the families’ reported satisfaction within those routines (McWilliams, 1992, 2010; 

McWilliams & Casey, 2010).  Specifically, the FPC explores the family’s ecology around the 

everyday routines through an interview format (McWilliams, 1992, 2010; McWilliams & Casey, 

2010).  The FPC is designed to gather information through the direct perspective of the family 
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regarding their current experiences of engaging their I/T in the family routines and their overall 

satisfaction of the routines (McWilliams, 1992, 2010; McWilliams & Casey, 2010).  

Specifically, questions in the FPC are structured to elicit (a) family main concerns, (b) the main 

routines engaged in by the family, (c) family functioning within the routines, (d) child 

functioning within each of the routines, and (e) general satisfaction felt in each of the routines. 

Additionally, adaptations in the form of additional question probes were made to the FPC 

by the researcher.  The adaptations included (a) accommodations and support offered in the 

routines by EI (Part C) providers, (b) overall success of the accommodations, and (c) ease of 

family carry-over and follow through with the accommodations.  Two models of the FPC were 

created in order to create an in-depth understanding as to the use of family routines including a 

family FPC (Appendix G) and a provider FPC (Appendix H).  The FPC (McWilliams, 2010) was 

administered to the family and providers assisting with the identification of family routines, 

current functioning, and provider supports within those routines.  The checklist provides an 

opportunity for families to share their current routines and satisfaction with them.  Additionally, 

as a comparison, using this checklist with providers offered an opportunity to assess providers’ 

knowledge of the family’s routines.  The use of the FPC in this study further identifies how 

providers are directly supporting families in their everyday routines through EI (Part C) home 

visit sessions.  Further highlighting the supports afforded to both families and providers in EI 

(Part C) for I/Ts with ASDs, visual depiction was provided through the creation of ecomaps.  

The Ecomap Checklist.  Ecomaps are a tool that provide a visual representation of a 

family inclusive of the supports, formal and informal, and stressors apparent within the family 

ecology (McWilliams, 2010).  Ecomaps have been utilized in social work for the purpose of 

intervention planning (Hartman, 1995), and have been employed in the research sector 
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highlighting the choices parents make for their children with disabilities (Cole, 2014).  Cole 

(2014) utilized ecomaps as a means to highlighting the microsystemic influences and parental 

decisions that were made in transition from EI (Part C) to preschool programs.  In the creation of 

an ecomap, McWilliams (2010) suggested that each system of support is recognized in order to 

minimize the overuse of formal supports.  More specifically, emphasis is placed upon the family 

utilizing the existing natural supports or forming a network of natural supports that may remain 

consistent in the family’s life (McWilliams, 2010).  

For the purpose of this study, the ecomap checklist was adapted with permission from the 

author (Appendix J) in two ways.  For the family participants, the ecomaps served to further 

capture the essence of the family’s experience with routines.  Using the routines identified 

through the FPC, a visual representation was created for each of the routines to indicate the 

consistent participation of individuals in the routines, in addition to the overall experience of, and 

between, individuals within the routine.  The visual representation provided clarification for the 

researcher and further expanded opportunities for the family to share experiences.  For providers 

in the study, the ecomap indicated their supports in the provision of EI (Part C) home visiting. 

More specifically, the provider listed their educational preparation and training as the supports to 

their practice.  Each of the supports reported by the providers was further evaluated to gather 

information regarding the supports of family-centered practices and ASD specific to I/Ts.  While 

the visual depictions of the providers and family maintained a separate focus, the interrelatedness 

was evaluated in the supports offered and overall family functioning.  

Trustworthiness of the interview protocol must be maintained.  Edmonson and Irby 

(2008) asserted that trustworthiness is built into the interview protocol through peer examination. 

Therefore, the interview protocol was reviewed by a state-level director of EI (Part C) services, 
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four colleagues in the EI (Part C) system, and one family of a child with an ASD.  Each 

examiner offered suggestions for clarification and challenges related to the collection of 

unnecessary information.  The interview protocol was modified based upon the suggestions in 

order to clarify and reduce unnecessary questioning. 

Procedures for Data Collection 

Each participant within the case selected a pseudonym to assure confidentiality 

(Creswell, 2014).  The data collection included first, the researcher engaging the participants in 

provider-family dyad, using the non-participant, structured observations in the family home.  The 

observed family and providers were encouraged to conduct the sessions as they typically 

occurred.  The purpose of the observation was to gauge the context for intervention, namely, the 

routines utilized by providers as the context for intervention.  Three observations were 

conducted.  The order of the observations was dependent of the family and provider scheduling, 

showing a two-week span between the first and final observation.  The researcher engaged in 

writing “field notes” during the home visit in order to document anecdotal evidence of family-

centered supports utilized by providers during the home visit (Yin, 2014, p. 124).  Each of the 

observations was video recorded for the purposes of further review by the researcher.  The video 

documentation was stored using NVivo software and on a flash drive that was stored in a secure 

location for further review (QSR International Pty Ltd., 2012).  The observations were conducted 

before any other data collection occurred.  The researcher purposely selected observations to 

occur initially in order to allow provider-family interactions to be uninfluenced by any other data 

collection. 

Directly following the observation of home visit sessions with the providers, the family 

provided the researcher with the current, and previous, three-session notes given to the family by 
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each provider.  In the case that the family could not locate the documents, the researcher viewed 

the documents at the agency with the consented permission of the family (Appendix B). 

Following the collection of home visit session documents, the researcher scheduled individual 

interviews with each of the participants.  Interviews utilized a face-to-face, semi-structured 

format, and were scheduled at the convenience of the family, each provider, and service 

coordinator (Roulston, 2010).  Each individual interview was audio-recorded and transcribed by 

the researcher in order for further review.  Bloor and Wood (2006) indicated that while the 

transcription process is often delegated to a professional, self-transcription allows for a deeper 

understanding of the data. 

The family was interviewed first, in order to gain insight into the individuals involved 

including their current routines.  Two family members opted to participate together in the 

interview, requested at the family home.  One family member requested to participate by 

telephone.  The FPC prompted an identification of the family routines, satisfaction, and 

accommodations initiated by the providers.  Following the identification of the current family 

routines, an adapted Ecomap was created with the family in order to show visual representation 

specific to the family routines, all individuals involved in the routines, the relationships between 

the individuals in the routines, and the accommodations delivered by providers as reported by the 

family.  The family reviewed the Ecomap for accuracy of the information (Edmonson & Irby, 

2008).  The joint family interview lasted approximately 1.5 hours.  The individual family 

interview lasted approximately 30 minutes.  

Following the family semi-structured interview, provider and SC’s semi-structured, face-

to-face interviews were scheduled (Roulston, 2010).  For the comfort of the participants, 

locations of the interviews were chosen by the participants.  Interviews were audio-recorded and 
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transcribed to allow for further analysis by the researcher.  An examination of the provider “self” 

was elicited through semi-structured questions based upon the literature and transition theory’s 

framework (Anderson et al., 2012).  During the provider semi-structured interviews, open-ended 

questions were structured using an adapted FPC by the researcher for the purposes of gauging 

the current understanding of family routines, and for comparison to the family’s indicated 

routines.  Additionally, providers and the SC answered open-ended questions structured from the 

adapted Ecomap Checklist.  Open-ended questions were structured in order to gain information 

with regard to their education and training experiences.  The Ecomap provided a visual 

representation of the supports afforded to the professionals regarding their education and training 

experiences that indicated family-centered practices or utilization of family routines in EI (Part 

C). Additionally, the ecomaps included an observation of education and training specific to the 

understanding and treatment of ASD as observed in I/T populations. The provider and service 

coordinator individual interviews lasted approximately one hour each.  

On-going analysis is an integral part of case study research; therefore, as the data were 

collected from the observations and documents, interview questions were tailored in order to 

gain further clarification to the identified research questions (Hancock & Algozzine, 2011; Yin, 

2014).  In order to practice the methods used during data collection, interviews were conducted 

with two individuals unrelated to the research project as a pilot study.  

Pilot Study 

Pilot testing is a method for rehearsing the data collection tools prior to their use in 

the study in order to create ease and modification (Creswell, 2011; Yin, 2014).  The 

researcher enlisted two contemporary EI (Part C) providers unrelated to the study from the 

disciplines of SLP and SI.  Both providers resided outside of the selected county in order to 
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avoid their potential participation in the current study (Yin, 2014).  Pilot participant feedback 

provided opportunity to clarify potentially confusing questions and allow the researcher to 

ask the questions in order to assess for conversational flow.  For example, through the pilot 

studies, several questions were repositioned in order to allow for a more conversational 

movement.  Two sample ecomaps were created for the pilot participants to allow the 

researcher the opportunity to become accustomed to creating adapted ecomaps related to 

education and training supports.  

The researcher found the pilot study process to be beneficial for the ease of the 

interview process and collection of data.  In the process of conducting the pilot interviews, 

the researcher observed several themes emerging from the pilot process.  The pilot study 

further assisted with the addition and modification of questions that allowed for the 

exploration of educational experiences that influence providers’ use of routines in the context 

of EI (Part C) home visit sessions.  For example, it was noted that neither of the pilot 

interviewee participants experienced a family-centered philosophy or direct education in 

ASD for I/Ts in their educational or training experiences.  Both providers indicated that any 

training that was relevant to these topics was gained through their self-sought and personally-

funded training.  Additionally, both providers indicated that they often adopted a more 

clinically-based model of support for parents.  In other words, the pilot participants indicated 

that they often found themselves working directly with children, with the parents as 

bystanders, or, occasionally participating in the service delivery. 

While both participants reflected a family-centered background and mentality, neither 

indicated that home visit sessions occurred outside of a single context, namely, the family 

living room.  The pilot finding is reflected in research which indicated that most providers 
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valued family-centered care, yet, service often focuses exclusively on the child (Hodgetts, 

Zwaigenbaum, & Nicholas, 2014).  The pilot interviews allowed the researcher to refine and 

reflect on the experiences of the providers, while further refining the study to identify factors 

that contribute to the use, or non-use, of family routines in the context of EI (Part C) home 

visit sessions for infants and toddlers with ASD.  

Data Analysis 

Ongoing analysis of the data of the data occurred throughout the data collection phase. 

Yin (2014) advocated that ongoing analysis is essential in case study research to ensure the 

research questions are addressed.  Following each structured, non-participant observation, the 

researcher engaged in an inductive analysis of the data, which allowed for the generation of 

themes to emerge regarding the overall supports provided to the family.  Hatch (2002) described 

the inductive process with the intention to “begin with particular pieces of evidence, then pull 

them together into a meaningful whole” (p. 161).  The inductive process allowed the researcher 

to explore the data, while forming an initial portrait of each individual case (Yin, 2014; Hancock 

& Algozzine, 2012).  Additionally, the researcher engaged the data from the inductive approach 

in order to reduce potential bias related to the analysis of data (Edmonson & Irby, 2008).  

Following each observation with the participants, the routine documents were 

analytically filtered according to initial codes that were generated through inductive analysis of 

the observation data in addition to the theoretical propositions generated from the literature 

review (Bogdan & Biklen, 2011; Lapadat, 2010; Yin, 2014).  An inductive approach was 

maintained throughout the filtering of the data to allow for additional themes to emerge (Hatch, 

2002).  Following the participant interviews, an inductive thematic analysis was engaged for 

each individual case, within the overall case (Gondo, Amis, & Vardaman, 2010).  
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Hatch (2002) referred to inductive analysis as a procedural-based method in which the 

researcher must identify the “frames of analysis” (p. 163).  In other words, the researcher decides 

how the data would be looked at through reading and re-reading the data sets for each 

participant.  The deep exploration of the data provided the researcher with general parameters for 

analysis, or domains (Hatch, 2002).  Spradley (1979) expressed that domains are overarching 

categories that include other relational categories.  Specifically, “All members of a domain share 

at least one feature of meaning” (Spradley, 1979, p. 100).  Hatch (2002) defined a concept as 

“mammals, fish, and birds are categories that fit among other categories under a domain called 

‘animals’” (p. 165).  Domains were formulated through an inductive process of identifying 

support, family routines, and accommodations specified through the data.  During the inductive 

stage, the researcher expressed the meaning with regard to the observations, documents, and 

interviews for each case (Hatch, 2002).  

Spradley (1979) indicated nine semantic relationships that served as a guide to the 

creation of domains utilizing “included terms” and “cover terms” (p. 114).  The researcher 

utilized the cover terms as a way to describe the semantic relationships observed in the single 

case data, as described by the included terms.  Within the domain analysis, the researcher 

explored possible subcategories within the domains further extrapolating the data into 

meaningful categories for outlining the observed relationships (Hatch, 2002; Miles & Huberman, 

1994).  

The outlined categories within the domains were then examined for potential themes that 

had developed across domains (Miles & Huberman, 1994; Spradley, 1997).  Hatch (2002) 

referred to the generation of themes as a way to “bring the pieces together” (p. 173).  Patterns 

and links between domains, categories, and raw data were analyzed to uncover the overall 
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meaning in the analysis of the data.  As meaning was formulated within each of the individual 

cases, the analysis and findings from each of the case studies were presented as narrative 

summaries in Chapter 4 of this document.  The inductive analysis of individual cases was 

warranted to allow the researcher to construct themes that identified the supports, identification 

of family routines, and accommodations that were provided to the family of the child diagnosed 

with an ASD.  

In order to challenge any bias that may have been apparent in the researcher, a peer in EI 

(Part C) was consulted to review of initial analysis of the researcher (Edmonson & Irby, 2008). 

Upon the consensus of the initial data collected within the individual cases, the researcher 

utilized the initial analysis to move to the cross-case analysis (Creswell, 2011; Yin, 2014). 

Thematic cross-case analysis indicated the divergent and convergent elements within each 

subcase. The results of the cross-case analysis served to answer the research questions outlined 

within this study. 

The dissertation committee was consulted in order to challenge the findings as a process 

of peer-review (Edmonson & Irby, 2008).  Any inconsistencies were further examined by the 

researcher to form consensus with the dissertation committee.  The researcher then invited the 

participants and agency director to participate in the dissemination of the results of the study. 

This meeting was held at the agency, and provided a means to gather any additional insight 

through member checking, in addition to an ability to share the results of the study with the 

participants (Edmonson & Irby, 2008).  

Braun and Clarke (2006) identified writing the final report as the final level of analysis. 

In Chapter 4, the researcher formed the identity of each case through detailed description.  The 

researcher utilized the findings from the cross-case thematic analysis, as a means to answer the 
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research questions for the overall case study.  Additionally, the researcher positioned the findings 

within the larger scope of research, discussing the findings found in Chapter 5 of this document. 

Strict measures of consultation were taken in order to reduce personal bias of the researcher 

throughout this study, thus increasing the trustworthiness of the researcher’s conclusions 

(Edmonson & Irby, 2008).  

Trustworthiness 

The researcher engaged in multiple measures throughout the study process in order to 

ensure the trustworthiness and validity of this study.  The researcher engaged the research design 

with consideration of key informants to the EI (Part C) Program, strengthening a relevant study 

with construct validity (Yin, 2014).  Edmonson and Irby (2008), and Yin (2014) further added 

that utilizing the method of triangulation adds to the internal validity of a study.  Additionally, 

the use of multiple theories as a framework further enhanced the internal validity of the study 

(Edmonson & Irby, 2008; Yin, 2014).  Theoretical validity led to the creation of propositions, 

which were based in available literature, offering an opportunity for the findings of the study to 

be generalized within a strong literature base (Yin, 2014).  The researcher’s established 

authority, both through a detailed review of the literature, practical experience as a provider, and 

previous state-level coach in home visiting, further strengthened the truth value and applicability 

of the study findings (Edmonson & Irby, 2008). 

During the data collection phase, the researcher ensured a process of data triangulation 

(Creswell, 2011), code-recode, and researcher reflexivity (Edmonson & Irby, 2008).  These 

initial measures provided the study with both internal and construct validity, and, with neutrality 

of the researcher, further added to the overall truth value (Creswell, 2011; Edmonson & Irby, 

2008; Yin, 2014).  As the research progressed into the data analysis phase, measures of pattern-
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matching (Yin, 2014), member-checking, and a participant feedback session (Edmonson & Irby, 

2008) added to the construct and interpretative validity of the study.  Data triangulation, peer 

examination, researcher experience, and a structural coherence provided a truth value to the data 

analysis described by Edmonson and Irby (2008).   

 The composition phase of the study engaged the review of key informants, such as state-

level EI (Part C) (Part C) leaders, along with providers serving the field, unattached to the 

research study.  This informative measure provided a construct validity, adding to the neutrality 

of the study (Edmonson & Irby, 2008).  Dense description of the participant cases, and the 

overall case in the composition, positioned the research for theoretical generalization through 

consistency and applicability (Edmonson & Irby, 2008).  In this study, the methods employed 

added to the reduction of researcher bias.  The following section will include the researcher 

positioning for the purposes of identifying personal interest in this area.  

Researcher Positioning 

The researcher was serving as an SI for two counties in Pennsylvania.  While the 

specialization area of the researcher (SI) is a role that was studied, this study occurred 

outside of any counties served by the researcher.  Therefore, the study was not conducted 

with a family that the researcher was, or would be, working with as an SI.  Additionally, all 

providers, SC, and the family in this study were unfamiliar to the researcher prior to the 

study.  

The rationale for this study and methodology choice stemmed from the researcher’s 

participation as a provider in the EI (Part C) system as an SI in Pennsylvania and West Virginia. 

Additionally, the researcher served as a trainer and master cadre member for the state of West 

Virginia Home Visitor Coaching Practices.  In addition to the work with I/T populations as a SI, 
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the researcher also worked as a behavioral therapist for children with ASD, and has been 

certified as an RDI™ Program Consultant in the past.  Therefore, with a vested interest in the 

supports provided to families of I/Ts with ASDs, the researcher relied upon the dissertation 

committee and peer review for any challenges regarding researcher neutrality.  A detailed 

literature review in the practices of coaching, home visiting, family-centered services, and use of 

family routines was conducted to initiate this study.  Additionally, literature was reviewed, 

specifically, for the identification of ASD in infancy and toddlerhood, for the purposes of 

positioning the disorder within the EI (Part C) Program. Due to the considerations of the 

ecological systems theory, historical aspects of the EI (Part C) Program and ASD were 

thoroughly reviewed.  

Through the researcher’s personal experiences serving the (Part C) system and thorough 

review of the literature, the selection of a case-study approach was determined to provide an in-

depth exploration of the phenomenon of provider use of family routines for the families of 

infants and toddlers with ASD.  The case study approach provided multiple, in-depth, 

perspectives to the problem under study, the EI (Part C) supports for families of infants and 

toddlers with ASD, and, more specifically, the use of family routines as the context for 

intervention.  The researcher’s counseling background also added to the ability to interact with 

participants as an active listener throughout the strategies of engagement, creating comfort in 

interviews, building rapport, and leading to expand on open-ended questions.  While the 

researcher held personal experiences with the EI (Part C) (Part C) Program, extensive measures 

were taken in order to safeguard against bias appearing in the data collection and analysis 

throughout the study.   
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Chapter Summary 

 This chapter provided a detailed review of the methods utilized in this study.  A detailed 

literature review was conducted that enabled theoretical propositions to develop surrounding the 

situation of supports in EI (Part C) home visiting practices.  Through a case-within-a-case 

approach to this qualitative research, the researcher sought to provide a description of the 

supports received through the EI (Part C) Program from the perspectives of a contemporary team 

involved in the system.  More specifically, the research aimed to uncover the providers’ supports 

for the inclusion of the I/T with ASD within the family’s routines.  A description of the 

accommodations for these routines was a focus of the study. 

 The research engaged a qualitative approach based upon the desire to identify the lived 

experiences of a contemporary team supporting an I/T with an ASD (Creswell, 2011).  Through 

the use of observation, document analysis, and interviews, the researcher was able to use an 

inductive approach to thematic analyses in order to describe the results of the study (Hatch, 

2002; Lapadat, 2010; Yin, 2014).  Inductive methods were used as a means to analyze the 

individual case representations within the study.  This method was selected due to the 

researcher’s ability to approach the data inductively with no preconceived notions of the results. 

From the inductive analysis, the cross-case analysis engaged a thematic analysis for the purpose 

of describing the case as a whole within the confines of the theoretical framework used for this 

study.  Measures of trustworthiness were built into the study, positioning the study to generalize 

the findings to a larger theoretical basis. 

Chapter 4 will highlight the results of this study. Individual cases will be discussed, in 

addition to the cross-case results discovered through the analysis.  Chapter 5 will position the 

findings within the larger theoretical and literature base.  
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CHAPTER 4 

RESULTS 

This chapter reports the findings of this qualitative case within a case study describing the 

supports afforded to families of I/Ts with ASDs.  Additionally, providers’ influences and use of 

family routines in the context of EI (Part C) home visit sessions were presented.  Observations 

(N = 3) were conducted to directly identify the interactions and context that occurred between 

the family-provider dyads.  Document analyses were conducted to explore the written 

documentation of the observed and previous three home visit session notes for each of the 

providers (N = 12).   Finally, semi-structured interviews were conducted (N = 7) with each of the 

participants.   Data were collected to answer the following research questions: 

1. In what ways are providers supporting families of I/Ts with ASDs in EI (Part C)? 

2. How are families of I/Ts with ASDs supported in their daily routines through EI 

(Part C) home visit sessions? 

3. How are EI (Part C) providers and families supported and influenced in their 

implementation of the family-centered use of routines for I/Ts with ASDs? 

Weatherbee (2010) stated that reporting case study research is “complex” and 

“demanding” due to a “wider latitude and a greater range of choice for the form and format of 

their case reports” (p. 807).  Initially, the results section aimed to provide an in-depth view of the 

individual cases within the overall case using an inductive approach (Hatch, 2002).  Findings of 

the research questions for each of the individual participants were indicated in the distinctive 

sections.  Additionally, following the inductive approach, a thematic analysis was conducted 

using a deductive approach in order to identify the prominent themes from the perspective of a 
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cross-case analysis.  Findings were presented to answer the study’s research questions across the 

cases. 

A Presentation of the Individual Participants 

An inductive analysis was utilized for each individual case (Hatch, 2002).  Participant 

pseudonyms were used to ensure the privacy of the participants (Hancock & Algozzine, 2011).   

The following section describes the individual participants within the study (Stake, 1995).  The 

family presentation includes an observance of the situation, namely, the family’s identified 

process in the utilization of EI (Part C) services.  Following the introduction of the family each 

of the provider participants are described.  

The Family 

The family within the case was comprised of three participants including Biancah (mom), 

Chris (dad), and Donna (grandmother).  Donna was included within this study due to the 

family’s living situation.  Biancah and Chris reported that they were currently residing with 

Donna until they were able to secure their own living arrangements.  Additionally, Donna was 

the child’s [Cole’s] caretaker during the day and was an active participant within his EI (Part C) 

services.  Cole, a two and a half year old boy, was referred to EI (Part C) at the age of 12 months 

due to “falling off the growth chart” for weight.  Biancah and Donna described the situation as 

stressful due to the fact that Cole would not eat any food.  Reportedly, Cole never ate baby food; 

he would only take a bottle.  The family described that they had “tried everything” and had 

expressed their concerns to the pediatrician multiple times; however, their description of the 

process indicated that their concern went unheard until Cole’s weight was significantly low.   

During that time, concerns for Cole’s social behaviors were observed by a professional 

within the EI (Part C) Program and brought to the attention of the family.  Mom expressed 
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frustration with the experience.  She described many people asking about specific social 

behaviors; however, she expressed that professionals had never mentioned “the word autism” to 

her prior to that time.  Mom described looking autism up on the internet and reported that she 

recognized Cole’s behaviors aligning with the red flags for ASD.   At the age of two, Cole was 

diagnosed on the autism spectrum.  The family continues to receive supports through EI (Part C) 

from the disciplines of SC, SI, SLP, and OT.    

Biancah (Mom).  Biancah is a 20 year old woman who gave birth to Cole in high school.  

She described being a “teen mom” as difficult; however, during the interview she was reflective 

on the joy and motivation that Cole brought to her life.  Biancah described never having 

contemplated college in her early years.  Following the birth of her son, however, she expressed 

her desire to pursue a career.  

You know if it wasn’t for Cole, I don’t think I would have ever went to college. I don’t 

think I would have done much. I mean I’m sure I would have had a job of some sort 

but… I always said, ya know, when I was in school, I ain’t going to college. (laughter) 

Once I’m done with school, I’m done with it, who wants to go to college? (laughter) but 

then after I had him I was like, alright, I need to do something with my life. I didn’t have, 

like, the best home experience. 

She recently completed a two-year degree and works as a dental hygienist.  She expressed that 

her work schedule does not allow her as much time with Cole as she would like.  She described 

that certain routines offer them the individual time that “keeps her going”.  Specifically, she 

described that their night time routine of cuddling and sleeping together allowed for a strong 

bond.  
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Chris (Dad).  Chris, the biological father of Cole, is 22 years old.  He currently works in 

the restaurant business as a delivery driver.  Chris reportedly finds enjoyment in being with his 

family by, “just hanging out. Just staying at home, staying with the kid, watching tv… later at 

night, maybe playing a couple of games, watching a movie.”  Chris expressed that patience is 

required in parenting Cole, but conveyed his gratitude for everything that Cole has added to his 

life.  

Donna (Grandmother).  Donna is 52 years old woman, who recently retired from her 28 

year career in nursing, in order to become Cole’s full-time caretaker.  She expressed that she 

“love[s] to see [Cole] happy” and finds great joy in spending her day with him.  Donna is an avid 

reader and expressed that she finds joy in reading nursing journals to remain current in the field.  

She also expressed her drive to understand ASD, through reading, in order to assist with Cole’s 

progress.  

Family Concerns   

Interview data collected from the family participants uncovered two identified terms that 

described their overall concerns for the child, including: (a) present concerns and (b) future 

concerns.  Present concerns were described as the fear of taking the child into the community 

due to what mom described as “elopement” (i.e., running/wandering away from the family).  

This flight behavior was expressed by each of the participants as a present and significant 

concern, which harbored their ability to enact the family routine of going into the community.  

The family shared several stories of Cole walking away from them during outings in public 

places.  Biancah described the behavior as Cole “being in his own world” and “not caring where 

[they’re] at”.  Additionally, within the present concerns, the family indicated that his social 

connection and interaction were problematic.  The concern was expressed more frequently in the 
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interview with Biancah and Donna than with Chris.  Biancah also indicated that Cole often 

appears to “only hear what he wants”.  The selective attention affected his ability to follow 

directions, play with the family, and participate within the family routines.  The family identified 

these areas of present concern; however, they also indicated concerns for Cole’s future.   

 Future concerns were expressed by Chris as a fear “that [Cole’s] condition won’t 

improve”.  Biancah and Donna expanded upon this concern stating that they feared how children 

in school would treat Cole.  Biancah expressed concern for his ability to navigate the social 

aspects of the school setting and the effects that “being made fun of” would have on his later 

years.  Additionally, the family expressed concerns in the educational system’s ability to 

challenge Cole’s academic capability.  For example, during observations, Cole was interacting 

with grandma by asking her to draw shapes.  Cole was correctly able to identify and clearly 

enunciate complex geometric shapes such as isosceles and scalene triangles, along with 3-D 

geometric shapes including triangular and hexagonal prisms.  The family reported that Cole 

requests for them to draw the shapes, and that he enjoys naming them.  This high level of 

academic skill prompted a future fear that included anxiety that Cole’s abilities would not be 

challenged and he would become bored.  Donna indicated: 

Like [Biancah] said, everybody gets picked on but with him, that’s, I’m more concerned 

about that than my other grandkids and meeting his needs intellectually… because of 

how smart, I mean, he’s smarter than us. How do you teach someone who’s smarter than 

you? (laughing) You know what I mean? At 2 I’m already looking stuff up. What am I 

going to be doing at 4? 
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The Providers 

This section provides an introduction to each of the providers serving the family within 

this study.  Each of the participant providers held a Master’s degree in their respective field. 

Additionally, each of the providers expressed enjoying their work in EI (Part C).  The providers’ 

identified supports allowed for the cross-case analysis of research question three “How are EI 

(Part C) providers and families supported and influenced in their implementation of the family-

centered use of routines for I/Ts with ASDs?” found later in this chapter.  

Kai (Service coordinator).  Kai has been serving as a SC for two years in the EI (Part C) 

Program.  He describes his role for the family as a direct support for the services that are offered.  

Additionally, he expressed viewing himself as a means “to making things easier for families” 

who are experiencing challenges related to their I/T’s development.  He expressed his philosophy 

of EI (Part C) from a place of flexibility indicated as: 

my philosophy is, you kind of, you go with the flow you don’t make assumptions, and 

cause each case is very different and, you know, it almost kind of goes back to what I 

said earlier, you know, the best laid plans and sometimes you need to throw them out the 

window.   

This flexibility provided to the families, with his drive to create ease in situations for families of 

I/Ts, was indicated through his own personal challenges.  Kai expressed that his drive for 

working in EI (Part C) stemmed from his own involvement with special services due to 

significant physical disabilities present at birth.  Kai reported that his purpose with families is to 

encourage their belief in their child’s capabilities, as his parents did for him.    

Kai’s educational progression began in the field of elementary education, where he 

expressed having no formal support in ASD, EI (Part C), or family-centered systems.  He 
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expressed his desire to have learned about EI (Part C) services sooner in life.  Kai indicated that 

with the knowledge of the EI (Part C) Program, he would have chosen this career path much 

earlier in life.  His education ultimately turned toward youth ministry following an opportunity to 

work at a youth camp during a summer.  He expressed that within his master’s level educational 

experience, there was a heavy focus of family-centered systems from the youth ministry 

perspective; however, it was not directly related to EI (Part C) services.  Additionally, EI (Part 

C) services or specific training in ASD was not present within the youth ministry curriculum.  

Kai discovered the opportunity to work with EI (Part C) and described himself “finding a home”.   

Within the mandated courses and training opportunities afforded to him through EI (Part C), Kai 

has been provided with training related to ASD and the model of EI (Part C) services; however, 

he expressed he was unaware of any specific training related to family-centered systems.  Kai 

articulated that his supervisor provides him with guidance and support in his job performance.   

Additionally, as health issues arise, his supervisor is understanding and assists with any 

difficulties in which he may need assistance.  Kai expressed due to recent health issues, he has 

not pursued any additional trainings or activities outside the requirements of the position.  An 

ecomap indicating Kai’s educational and training experiences is shown below in Figure 2. 
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Nikki (Special instructor).  Nikki is a SI in the EI (Part C) Program serving in a 

supervisory role within the agency.  Nikki has been serving as an SI in EI (Part C) for 39 years.   

Her education and training included a Bachelor’s degree in Family and Child Relations along 

with a Master’s degree in Education.  While her bachelor’s degree provided little support for 

family-centered systems, her master’s degree provided a wealth of EI (Part C) family-centered 

knowledge along with education on ASD.  Additionally, Nikki was a seeker of knowledge 

attending multiple trainings afforded to her through her agency.  She expressed a deep desire to 

understand the situation of ASD through attending trainings, utilizing online coursework, family 

contacts, and seeking knowledge via the internet.  A visual representation of Nikki’s educational 

experiences is presented in Figure 3 at the conclusion of this section.    
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Nikki appeared to use compassion as a driving force in her interactions with families as 

evident in the interview and through direct observation.  She reflected on her compassionate 

stance in her ability to allow families to express when they were feeling overwhelmed by the 

numerous suggestions provided by the EI (Part C) professionals.  She expressed her desire to 

create positive relationships with families that allowed them to express their feelings to her for 

the purposes of finding a solution or simply a sense of feeling understood.  On several occasions, 

during the observed visit Nikki served to lessen the family’s expressed feelings of anxiety toward 

the child’s transition from EI (Part C) to Part B services.  Overall, Nikki appeared to assume a 

positive and compassionate approach to family support from her education, training, and general 

outlook on EI (Part C).   
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Chloe (Occupational therapist).  Chloe is an OT serving in the EI (Part C) system.  

Chloe has been serving as an OT in EI (Part C) for 15 years.  She described her experiences of 

working with I/Ts with ASDs as both frustrating and rewarding.  Chloe described her “love” for 

her job, and that she could not imagine herself “doing anything else”.  She also described a 

feeling of support from her agency and the colleagues that she works with.  Regarding her 

supervisor, she expressed that, “We can talk anytime. Sometimes we do visits together just 

because of the time, or whatever, but anytime I have any questions or need anything I can always 

call her.” 

 She described her frustration stemming from the position of often having to work hard to 

engage parents within the sessions.  Additionally, she described her process of learning the work 

of family-centered systems with EI (Part C) as “on the job learning”.  More specifically, Chloe 

described her education and preparation in both her undergraduate and graduate degrees, which 

provided little to no education in ASDs.  Additionally, she was not exposed to any training in EI 

(Part C) or the family-centered model.  She described her educational experiences as heavily 

theoretical, which focused on clinical skills.  Despite this strong theory-based learning, she 

expressed that several of her Master’s level professors instilled a functional approach to OT 

which she described as a driving force to her work with families.  

While her agency offers the opportunity to attend trainings, Chloe described that with a 

family, it is often difficult to attend these trainings.  She has, however, taken advantage of 

several trainings which were focused upon feeding issues for children with feeding tubes.  

Several in house opportunities have provided her with “refresher” courses in EI (Part C) models 

of support.  Figure 4 provides an ecomap of Chloe’s education and training experiences related 

to ASD, EI (Part C), and family-centered systems.  When asked how she would describe her 
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work with families, she expressed a desire to impact a child’s life through the education and 

support of the family. Chloe expressed her work as:  

The occupations of childhood. And it’s really just our job to go in there, um, go in and 

help the parents, to educate them help their child because they’re the one that are with 

them all of the time, not us. We need to show them, how to help their child. 

 

 

Sarah (speech and language pathologist).  Sarah is a SLP in the EI (Part C) system.  

She has been working as a SLP in EI (Part C) for 13 years and with the family within this case 

study for approximately one year.  Her education and training included a Bachelor’s degree in 
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Education along with a Master’s degree in Speech and Language Pathology.  Sarah reported 

feeling underprepared for her work with young children with ASD in the EI (Part C) Program.  

She reported that her master’s and undergraduate educations did not include a course, or mention 

within a course, of EI (Part C) or the family-centered model.  Her undergraduate program 

included a class that touched upon ASD specifically for infants and toddlers described as: 

 A little bit, just kind of like the blank stares and how they didn’t really attend to 

anything.  It wasn’t like a whole semester on it or anything.  Like a piece in a class.  

Probably, like in my language disorders class, it was mentioned.  

However, reportedly, there was no mention of ASD for I/T populations within Sarah’s master’s 

program.  Sarah described a desire to have encountered the opportunity to have had “a separate 

class, like an elective for that.  I wish there would have been.  Something like that would have 

been very helpful.  Even a mandatory class would be.  We do need it.” 

Sarah described herself as a seeker of knowledge stating “every chance I get, I try to 

attend some sort of training”.  She considered herself “lucky” to have any training financially 

taken care of through her agency, which affords her to continue her learning for the population of 

I/Ts.  A graphic representation of Sarah’s training and educational experiences is presented in 

Figure 5.  Sarah described her philosophy as play-based, taking a developmental stance on the 

importance of play experiences in learning.  She described that she utilizes the play model as a 

means to her work with families.  Sarah provided the researcher with a self-created form that she 

provides to families as they begin their work together.  This form served as an educational 

document for parents, which indicated her philosophy of play-based supports, along with 

developmental justification.  She expressed that this provided parents “right off the bat” with an 

understanding that what they are doing together is “not just play, but play with purpose”.  
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Supports for the Family 

This section presents the data collected to answer the first research question “In what 

ways are providers supporting families of I/Ts with ASDs in EI (Part C)?”  To answer the first 

research question, family and provider described supports provided within EI (Part C) home visit 

sessions are shared.  Data were gathered through the observation, document analysis, and 

interviews for each of the participants.  Initially, findings are presented as the individuals’ overall 

themes. Initially, the individual family findings of described providers’ supports were presented. 

Following the presentation of the family’s described supports each individual providers’ reported 
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supports were described.  At the conclusion of the section the cross-case findings are presented 

to answer the research question. 

Family Identified Supports  

Overall, the family regarded the supports delivered by the providers to have been an 

incredible asset.  Each family member offered statements of gratitude toward the program and 

each of the individuals who had assisted in their EI (Part C) experience.  Specifically, Biancah 

stated, “Honestly, I don’t know where we would be, like, with him right now if it wasn’t for 

them.”   Donna added, “They told us to do things with him that I would have never thought 

of…like, I would have never thought that the bubbles would help him eat.”   Further, Chris 

expressed, “Well, it means a lot. He got to see a lot of faces and meet a lot of people that are 

genuinely interested in helping him.” The overall reports of the family indicated that their 

relationships with EI (Part C) had made a positive impact upon the family.  Using a thematic 

approach to data analysis, three overall supports were described by the family, which included: 

(a) expectations, (b), suggestion and (c) follow-up.  Each of the areas were supported across the 

data sets, thereby providing reliability for the generated themes.  

Expectations. Expectations were described as knowing what the providers’ expected and 

Cole’s recognition of the expectation.  For instance, Donna stated: 

but he seems to know what they expect too, cause he’s now answering [Sarah] real good 

yes or no, cause he knows that’s what she wants, and with [Nikki], the next day after we 

were building puzzles that she brought, he pulled out the chair and said ‘sit in the chair 

please’, so he knows that she likes him to sit in the chair, and [Chloe] he’s just known her 

the longest. 
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The family indicated that the support of providers’ expectations, and Cole’s recognition of the 

expectations, served to provide the family with an understanding of what was expected during 

the EI (Part C) home visiting time.  

Suggestions. Additionally, within the identified supports provided to the family, the 

theme of suggestions for enhancing Cole’s skills through defined activities was described by the 

family.  Suggestions were described to enhance Cole’s skill-set during the routines of playing, 

eating, and mealtimes.  Most notably, suggestions for the use of rewards and Cole’s required 

participation in activities were indicated by the family as supports delivered by the providers.  

Biancah and Donna expressed an engaged participatory role within the suggestions conveyed by 

the EI (Part C) providers.  Biancah described: 

Well like she’s (Donna), she’s always here for [Sarah]. I’m not really here for [Sarah’s] 

sessions because [Sarah] likes to do more like afternoon time. Yeah, I’m always at work 

or I’d be way more involved with those ones but I’m almost always here for [Nikki] and 

um, [Chloe], and same with Donna, she’s usually always here for [Nikki] and [Chloe] 

and she is always here for [Sarah]. I’d say we’re both pretty involved with, cause even 

whenever [Sarah’s] here I try to incorporate what she’s suggested us doing. 

A finding presented within the data set indicated that Chris was not heavily or directly 

involved within the service delivery.  Chris stated that he’s “not as involved as [he’d] like to be, 

to be honest.”  Chris’s described his non-participatory stance as not feeling he knew the right 

things to say in situations during home visit sessions.  Additionally, he described feeling “dumb” 

when he shared his ideas or feelings related to Cole.  He described “watching” or observing the 

suggestions and then implementing the supports during his own time with Cole.  The concept of 

watching the child-provider interactions, was evident in each of the family members’ 
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descriptions of the services.  For instance, Chris stated, “they’re there to show you techniques 

and so you’re just really there to watch what they’re doing so you can do it later and, just kind of 

sit there and just watch.”  Additionally, Biancah stated, “but for the most part we kind of just let 

them [providers and Cole] do their own thing, and anything they have to, recommend or 

anything like that, we pretty much agree on.” 

Follow-up support.  An additional support indicated by the family included the 

providers’ use of follow-up to maintain progress.  Follow-up was described as asking how the 

strategies were beneficial to the family and any difficulties that they family had in their 

implementation.  The follow-up support enacted by the providers was indicated to be beneficial 

due to the family’s description of an overwhelming amount of suggestions between each of the 

providers.  The family indicated that remembering the suggestions of all three of the providers 

was sometimes difficult.  The family described the providers’ use of follow-up from the previous 

week as a means to maintain the focus of the suggestions and supports.  Additionally, the family 

described the beneficial support of providers’ non-judgment in the cases when a suggestion that 

was not implemented by the family.  This non-judgmental type of support was recognized as a 

means for maintaining a positive relationship with each of the providers.  The family indicated 

that the providers appeared to show understanding if a suggestion or technique was not followed 

through with before the next visit. 

Provider Identified Supports 

Individual thematic analysis using an inductive approach allowed the researcher to 

explore the data in depth for each participant searching for relationships that described the 

providers’ observed, documented, and described supports provided to the family.  Initially, the 

represented cases, are presented (Yin, 2014).  The findings serve to answer the first research 
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question, “In what ways are providers supporting families of I/Ts with ASDs in EI (Part C)?”  

Following the individual case representations, the overall case findings are presented.   

Nikki.  The ways in which Nikki supported the family of the toddler with ASD revealed 

four included terms or themes within the data set, identified as: (a) enhancing child skills, (b) 

engaging families, (c) responding to child needs, and (d) responding to the family.  Initial 

identification of supports showed that enhancing the child’s skills, was a focus area; however, 

additional elements of family engagement and responsiveness were observed.  Figure 6 

expressed the occurrences of the identified themes observed in each of the data sets.  

 

Figure 6. Nikki’s supports: Observed occurrences within the data. This figure represents the observed occurrences 

of supports utilized through each data collection set by Nikki. 

 

Enhancing child skills.   Enhancing the child’s skills represented the bulk of the data 

collected represented in each of the three data collection steps.  Nikki described enhancing child 

skills for an infant or toddler by way of teaching play skills, engaging in eye contact, and using 
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cognitively stimulating items such as puzzles and art activities.  Nikki described learning to 

attend as an area of deficit for I/Ts with ASDs.  For example, Nikki described supporting Cole’s 

attention through conversations with the family that encouraged the use of a small table to 

increase attentional skills related to learning and play.    

I do think that there are quite a few kids that it helps them to attend. That 90-90-90 type 

of thing. I mean I have kids where their feet don’t touch, to put something under their feet 

to touch just because it helps to focus attention. 

Nikki’s use of child skill enhancement was observed in each of the data sources.  A majority of 

the observed home visit supported Nikki’s descriptions.  Services provided during the visit 

occurred predominately at the table with the provider and child working on various puzzles and 

shape naming.  Documents produced additional support for the identified theme.  For instance, 

attentional skills were documented widely through the use of skill based instruction such as 

follow directions, matching, maintaining eye contact, and the child communicating functionally.   

Data collected within the ways in which providers’ support families of I/Ts with ASDs 

relationship produced several subthemes related to Nikki’s attention to skill development 

including, (a) self-regulation, (b) utilizing strengths to progress need areas, (c) communication, 

and (d) play, not therapy.    

Self-regulation.  Self-regulation was observed as a support to the family through 

providing the child with: (a) opportunities to wait for desired items or activities and (b) ending 

desired activities.  The sub-category also engaged the ability to tolerate and self-regulate during 

unwanted transitions.  The following quotation taken directly from a home visit session note 

highlighted the type of self-regulation support Nikki was able to provide to the family during a 

home visit session: 
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Five minutes into the session [child] began asking for bubbles. We did bubbles for a 

while, but [child] would not let us end the activity. We decided to set a timer and told him 

when it went off the bubbles were done. Once the timer went off we stopped the bubbles. 

He did fuss, but we explained that when the timer went off we would blow bubbles again. 

The amount of time in activities was set for 5 minutes. [child] did well for the first 35 

minutes. When the timer went off we did bubbles. While mom and [child] did bubbles I 

got the next activity ready.  (Bubble time was set for 3 mins) [child] did much better 

during the next set of activities, I even paused the timer. 

 Nikki actively engaged the use of a rotation between preferred and non-preferred 

activities as a means to encourage self-regulatory skills.  Nikki described within the interview 

that both preferred activities and the use of child strengths encouraged the child’s development 

of self-regulation, participation, and interest in the activities.   

Utilizing strengths to progress need areas.  Nikki described the process of identifying 

child strengths as integral to her practices in EI (Part C) for I/T with ASD.  Her experience with 

the identification and use of child strengths related to the attentional needs of I/Ts with ASDs.   

For instance, the child in this study had developed the ability to sight read at the age of two.   

Nikki asserted: 

And in his case…he learned to read, it was totally incidental, nobody taught it to him. But 

it’s obviously a strength that can be used for a variety of things, like even his 

communication. Using sentences versus like (asking) what is this? And him saying “what 

is it?” (Referring to repeated language, or echolalia) Like, using that… you could even do 

the sentence and have the answer written so that he learns to speak in a sentence… you’re 

building, you’re using one of his strengths to aid in developing his skills in a weak area. 
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Nikki indicated that through the identification of child strengths and areas of enjoyment, 

opportunities for interaction became more available between her and the child.   While 

communication was indicated to be an area stimulated through the use of the child’s strengths, a 

depth of support related to his functional communication warranted a single sub-category.    

Communication.  During the interview, Nikki expressed communication as a core area of 

deficit related to ASD and described communication as a pivotal interest in her role with the 

family.  Within the documents, supports were utilized through engaging with the family and 

Nikki’s modeling of the techniques.  For instance, one of the progress entries indicated that the 

child had begun to say “I need help” although not consistently; however, he was attempting to 

guide the adult to the desired item.  Nikki’s descriptions of her experience with the process of EI 

(Part C) for I/Ts with ASDs highlighted the delicacy of assisting families in shifting their focus 

from accommodating the needs of the child to requiring more functional communication.    

I think it’s just that they’re focused on the object that we need to just get them to start 

focusing on us instead, start having some sort of communication to us. That’s one of the 

things, and one of the things we need to stop is meeting all of their needs before they do 

it. And we need to do it gently, because it usually increases.” 

The “gentle” approach described above was echoed multiple times throughout the interview and 

observed in both the documents and observations.  This gentle approach, described by Nikki, 

also engaged the final subtheme within the enhancing child skills category which Nikki 

described as, “Play, not therapy”.   

Play, not therapy.  Nikki described her approach through a sturdy rationale of play as a 

developmental and family-centered approach.  Within the interview data, Nikki described a 

strong desire to impart the developmental nuances of play within her work.  More specifically, 



 

141 
 

within the interview, Nikki reflected the family-centered philosophy of using family toys and 

items versus bringing outside items into the home.  She expressed that: 

I really get upset when providers still bring toys into the house because for years we 

brought, and I heard so many people say, where can I buy that toy? Where can I buy it? If 

a kid doesn’t have toys, start making toys, a newspaper with duct tape on it, it doesn’t 

matter. You don’t have to go out and spend a lot of money. But when you take your bag 

of tricks back out of that house that kid is still left with nothing at all, period. 

Nikki expressed that play is the building block for learning in I/T populations; however, 

she also identified the family-centered approach of using the family’s resources within the play.  

She expressed in the interview that the recognition came in light of watching an older sibling 

using a bag of toys while interacting with his younger sibling who was receiving EI (Part C) 

services.  She expressed her concern for the situation in the interview by recalling, “I saw was 

older brother who, made bags of toys to sit down and play with his brother and he did his 

paperwork and he did his paperwork, and I’m like… what are we doing, what are we saying?” 

Documental data while supporting developmental play activities within the context of the 

session provided lower amounts of observed support for the family’s carry-over of the identified 

support.  For instance, Nikki offered the recommendation “Continue to encourage pretend play” 

within the opportunities for practice section of the document (home visit session note).  Pretend 

play was an activity that was enacted during that home visit as evidenced on the session note. 

The intervention was described as a “play food activity”; however, an observation from the 

documents revealed that this pretend play suggestion provided little guidance for the family’s 

execution of the activity during non-provider led hours.  Documents also indicated measures to 

prevent the child from fleeing the play interactions, which indicated that the child had a 
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propensity to retreat during their exchanges.  Nikki offered the physical positioning support to 

the family, which included, “While play[ing], sit so that you block the exit from the play area to 

help [the child] attend”.   

Engaging with the family.  Through observation, document analysis, and an interview 

with the participant, family engagement produced several methods of interaction.  Most notably, 

discussion and play interaction appeared to represent the data collected.  Discussion appeared 

most frequently in the interview data.  Nikki described that often “if we couldn’t follow through 

(referring to an opportunity for intervention) we’d at least talk about it.  And they were to 

practice and if we needed to come up with, like, if it failed, what could we do to make it better 

next time?” Within the observations, discussion also served as a predominate means for Nikki’s 

engagement with the family.  The observation conducted revealed that the session heavily 

involved the provider and child interacting through play with puzzles and shapes.  Biancah 

joined the session after returning from work (45 minutes into the session), she immediately 

joined the play in a triangulated positioning with Nikki.  Within the interactions, Biancah 

observed and reflected Nikki’s models of support for Cole and offered insights into the 

exchanges.   

It appeared as though, through the observations that Biancah took an active role within 

the intervention process whereas Donna and Chris appeared to be less actively involved within 

the session.  On one occasion during the observed home visit, Nikki had asked the child to throw 

something away.  She encouraged Chris to direct the task, encouraging his active participation in 

the direction provided and the child’s follow through.   

Responding to the child’s needs.   Nikki appeared to engage an informed position in her 

recognition of child needs.  She reported actively reading and seeking knowledge to gain a 
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deeper understanding into the experience for individuals diagnosed with ASD.  She reported 

using the information gained as a means to share with families the underlying processes that may 

influence their child’s behaviors.  Evidence of Nikki’s ability to respond to the child’s need was 

also present in the documentation and observation data.  The responsiveness was evidenced 

through the child’s physical as well as emotional needs.  Nikki reported recognizing that the 

child was upset due to overstimulation and offered “deep pressure” (a sensory technique) as a 

means to calm the child with reported success.  Additionally, during the observation, the child 

made a request for cucumbers and Nikki asked the Chris to provide Cole with the cucumbers in 

order to recognize Cole’s verbal request.  It appears that as a support to the child in his ability to 

develop skills, Nikki took an active role to respond to the child’s needs evidenced within each of 

the data sources.   

Responding to the family needs.  Responding to family needs were identified in 

interview and observation data, but not within the documented home visit session notes.  

Recognition of family needs encompassed the provider’s response to family concerns and or 

preferences within the service delivery.  The responsiveness toward the family appeared most 

notably in Nikki’s ability to extend understanding and compassion toward grandma in her role 

within the family.  For instance, Donna had expressed that she was feeling sad about EI (Part C) 

services coming to a close and the child’s transition into the Part B program for preschool 

services.  Nikki extended words of comfort and compassion in response to Donna’s concerns.  

Additionally in the interview, Nikki mentioned the delicate dual-role that grandma plays within 

the family, as caretaker and grandma.  In the interview, Nikki stated, “…it’s harder when people 

are living together in the same household.  To be able to turn off that grandma mode and help be 

the parent mode. It is very hard.”  As evidenced through the observation and interview data, 
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Nikki appeared to approach her service delivery from a compassionate standpoint.  Her use of 

relationship building skills, such as active listening, were apparent within the observation and 

indicated throughout the interview.    

Chloe.  The ways in which Chloe supported the family of the toddler with ASD revealed 

three overall themes and two subthemes within the data set identified as (a) enhancing child 

skills, (b) engaging with the family, and (c) trial and error. Figure 7 expresses the occurrences of 

the themes within the data sets.   

 

Figure 7. Chloe’s supports: Observed occurrences within the data. This figure represents the observed occurrences 

of supports utilized through each data collection set by Chloe. 

 

Engagement with the family.   Family engagement appeared within each of the data sets 

through several means.  Chloe was observed providing a high level of coaching support to the 

family during the observed visit.  For instance, within the observed session Chloe predominately 

utilized triangulation, positioning herself as a coach to the interactions that happened directly 
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between the child and family members.  Chloe appeared to respond to family suggestions, 

shifting her focus to allow for recognition of the family statements.  For instance, during the 

observed visit, grandma advised that the child had been drinking from a different cup than the 

one they had been using during the session.  Chloe immediately asked for the cup and the session 

continued with the traditionally used cup.  Additionally Chloe used questions in order to engage 

the family.  Within the interview data, Chloe reported an event in which a parent (not in this 

particular case) had wanted to do the dishes while she was on the home visit.  When asked how 

she engaged this parent, she responded “I mean, I started asking her questions and saying well, 

what about this? And what about that? And can you help with this? At least getting her to stay in 

the room and participate a little bit.” 

While lack of participation was not observed during the home visit session in this case 

study observation, Chloe frequently questioned the family which allowed for maintained 

engagement.  For instance, Chloe questioned if the family had observed a hand preference in 

their work with using utensils, which allowed the family to ponder and conclude to use the 

alternative hand.  Questioning also took the form of direct participation from family members.  

For example, during a swinging activity Chloe asked, “I wonder if Dad wants to give this a try” 

to encourage dad’s participation within the activity.  Despite the wide support for engagement 

within the observation and interview data, document analysis included much less occurrences of 

engagement.    

Engagement within the data reflected the provider and family member doing something 

together with the child.  For example, occurrences in the documented home visit sessions 

between mom, the provider and child appeared to serve a play function such as, “[w]e played in 

the waiting room or [w]e also played with some playdoh.”  Additionally, during the interview 
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Chloe indicated that the participation observed was typical for Donna and Biancah; however, she 

had not worked directly with Chris prior to that visit.  The documents also supported this 

statement.  Chloe reported that between the observation and interview (approximately one 

month), that Chris had been more present and participatory within the home visit sessions.    

Enhancing Child Skills.  Child skill enhancement was identified as a primary means of 

Chloe’s support to the family.  Demonstration, suggestion, and interaction were used as the 

primary means for supporting the child skills.  Data within this theme showed inconsistency 

between data sets.  For example, data from the documents presented as skill-based reports for the 

majority of the session notes.  Support gathered from this source showed a high use of support 

for specific skills such as using utensils, drinking from a cup, and dressing skills.  The 

documents indicated a heavy child-focused approach to reporting the session.  Document data 

included reports of the session including, “[the child] has still been using his fingers to eat, [h]e 

took his pants off, and he did turn his spoon upside down.”  Strategies provided to the family for 

carryover within the documents indicated a slightly vague support for intervention such as, “keep 

working with the spoon, practice with an open cup, and work with playing with toys in different 

ways.” 

 During the observation however, Chloe primarily supported the family in enhancing the 

child skills through demonstration and suggestion.  The child skill enhancing support was 

observed to occur through Chloe’s engagement with the family.  Support gathered from this 

source showed a high use of support for specific skills such as using utensils, drinking from a 

cup, dressing, and play skills.  For instance, while dad attempted to assist the child in using a 

spoon, Chloe indicated that by repositioning the spoon the child would refine his grasp.  Through 

the analysis of the data, play was noted in the observation to be less specific with little guidance 
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in the area of child skills enhancement.  In the observational data, a field note indicated by the 

researcher which noted, “Chloe was encouraging play, but not making specific suggestions 

within the play.  Appeared to be more skill-based such as “can you do this?” In addition to 

utensils, drinking from a cup, dressing, and play skills, communication was also indicated within 

the interview data as a skill that was enhanced through Chloe’s support of the family.  

Trial and error.  An analysis of the data served to uncover trial and error as an overall 

theme describing Chloe’s support to the family.  Chloe indicated that trial and error can be a 

“frustrating” part of supporting families.  Chloe specified: 

And that’s what I always tell parents, we need to find out what, every child is different. 

Some things work with some kids, some things, ya know, other things. Just depends. And 

some things that work now, aren’t going to work in five months. 

In addition to the frustration described, two subthemes developed within the analysis including 

sensory supports and the use of rewards.  

Sensory supports.  Chloe indicated that she regularly uses sensory supports for the 

family, and other families of children diagnosed with ASD.   

I said with the sensory stuff, I mean I do a lot, that’s one of those things I do a lot of.  

And um, just finding out the right things to help that child, I mean everybody’s.  Every 

child is so different and finding the things that will help them.  

Sensory supports noted within the review of the data were indicated to assist with calming the 

child and supporting the sensory integration necessary for tolerating different textures.  

Specifically within each of the data sets, swinging was predominately used as a means for 

calming.  Swinging was observed by the researcher as allowing the child to lay in a blanket and 

two adults swinging him in the blanket.  The child enjoyed the activity and became slightly upset 
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when the activity was ended.  Swinging was noted in each of the data sets.  Additionally, the use 

of various textures such as playing with playdoh and rice were reported to be a support provided 

to the family.  

Rewards.  Rewards were uncovered as a predominant, and reportedly successful, trial and 

error based support for the family.  The use of rewards were described to assist with the child’s 

ability to try new foods.  Chloe reported that “[w]e used rewards for trying bites, which worked 

really well for him.”  Chloe reported that she discovered that rewards were a motivating force for 

the child which assisted with much of his progress; however, she expressed that the rewards 

often become less motivating over time and often need to be shifted to reflect what the child 

finds motivating, which required the trial and error approach in order to be discovered.   

Sarah.  The findings exhibited three predominant ways in which Sarah offered support to 

the family including: (a) enhancing child skills, (b) flexible supports, and (c) engaging the 

family.  The predominant support mechanism indicated within the data sets were enhancing child 

skills which were represented within three sub-categories.  Figure 8 shows the identified 

occurrences of supports represented within the data sets.  

 

Figure 8. Sarah’s supports: Observed occurrences within the data. This figure represents the observed occurrences 

of supports utilized through each data collection set by Sarah.  
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Enhancing child skills.  The predominant focus of the supports observed within the data 

set included enhancing the child’s skills.  A skill-based focus was observed to occur in two main 

sub-categories of functional communication and play with purpose.  Each of these categories 

were supported with a wealth of data from each of the data sets.   

Functional communication.  Sarah expressed a strong desire to increase the child’s ability 

to communicate functionally in his environment.  Specifically, the child’s ability to request 

assistance, answer yes-and-no questions, and stimulate his imagination for communicative 

purposes was indicated in each of the data sets.  Functional communication was explained, by 

Sarah, within the interview as deficit area of ASD.  Additionally, Sarah expressed 

that the family had indicated this concern as well.  For instance, in describing her feelings of 

working with an I/T diagnosed with an ASD Sarah indicated: 

It makes me feel like I have a lot more work to do than just teaching a child to say, 

‘cracker’.  I need to teach a kid what a cracker is, where it is, how he needs to tell 

somebody that he wants it.  

Sarah offered the direct support to the child, in addition to providing a model to the family.  The 

provision of support to the functional communication of the child was indicated to occur within 

the documents and during the observed home visit session.   

 Play with purpose.  Sarah described her support to the family as “play with purpose.”  

She expressed that “Play is how kids learn, regardless of their age.  Infant, toddler, preschool, 

school age, you learn through play.  It varies, your play will vary, generally speaking, but that’s 

how you learn.”  This statement was consistent across all data sets as Sarah offered supports to 

the family that focused her effort upon playing with the child, as a means to the enhancement of 

a skill.  Sarah expressed that for I/Ts with ASDs difficulty with joint attention further pose 
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challenges within social interactions.  The observation within the data sets expressed that Sarah’s 

supports attempted to build the child’s capacity to play in social fashions such as turn-taking and 

back and forth activities.   

Flexibility in the support.  The supports afforded to the family were described by Sarah 

as “trial and error”.  She expressed that remaining flexible in the supports provided to the family 

allowed for the discovery of new techniques that enhanced the child’s interactions.  For example, 

flexibility was described as a support to the child’s communication and motivation.  Sarah 

described how allowing the child to lead the session and following his preferences, opportunities 

to join in the preferred activities arose.  Additionally, this flexibility in her approach provided an 

opportunity to introduce challenges within preferred activities that extended learning 

opportunities for the child.  For instance, Sarah shared: 

Trial and error… we used what he liked.  So he’s really into Paw Patrol. Paw Patrol, so 

we used that, I also used the fact that he liked shapes, and naming shapes so the first part 

of the session we would do what he liked so we would name shapes and then we would 

go back to play, and when I would see him struggling or getting a little frustrated, we 

would go back to the shapes.  And then we would go back to play.  

Sarah expressed that remaining flexible meant not going in with a lesson plan or a defined skill 

that she intended to work on with the child.  She expressed that remaining flexible in her 

supports decreased any frustrations on the part of the family, the child, and herself within home 

visit sessions.  For instance, Sarah described: 

You cannot go in there with a lesson plan.  You have to go in there with a very open 

mind, you have to be flexible.  You need to relinquish any control that you have and you 

need to gently integrate yourself into their home.  And it’s very hard to do.  It takes time, 
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this is not something that comes in one or two sessions.  It might come 6 months later, it 

might come in 6 sessions, it’s just being patient.  

Family engagement.  Through a review of the data sets, the theme of family engagement 

expressed a presence within the supports provided by Sarah to the family.  Sarah’s engagement 

was much more prevalent within the interview than the documents or observed home visit 

session.  For instance, during the interview Sarah described grandma’s participation within the 

home visit sessions.  It is also noted that participation took several forms, such as providing a 

disciplinary presence for the child.  For example, Sarah shared: 

Oh she was right there in the action.  She would like, um, in the living room she would sit 

so he could not escape… and not that she would say no, but she when, when he would 

look to the corner like there’s my route to go, she was sitting there so he couldn’t go.   

And she would be like verbally prompting she, (noise) we’re going to stay in here, this is 

where we’re playing today.  

This statement was followed by “at the beginning that’s how we got him to play and now that 

he’s made progress I don’t think that she needed to be as involved, during the sessions.”  The 

lack of the family’s active involvement was observed within the observed home visit session and 

through the analysis of the documents.  Document data with regard to the family engagement 

was predominantly focused upon grandma’s sharing of information and discussion of child 

progress within the home visit sessions.  Within the documents and observed home visit session, 

each activity appeared to primarily occur between Sarah and the child.   

Cross-Case Analysis: Supports 

 This section presents the findings of the cross-case analysis to answer the first research 

question, “In what ways are providers supporting families of I/Ts with ASDs in EI (Part C)?” 
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This cross-case, thematic analysis used a deductive approach in order to identify the supports 

provided by the EI (Part C) team of providers to a family of a toddler with an ASD in EI (Part 

C).  Findings were presented as overall observed themes using the thick descriptions within the 

individual analysis (Miles & Huberman, 1994).  Visual representations were used to organize 

and display the findings (Miles & Huberman, 1994).  Figure 9 presented the cross-case use of 

providers’ supports to the family within the case.   

 

Figure 9. Cross-case analysis: Observed supports. This figure represents the occurrences of each support utilized by 

the participants across the data. 

 

Enhancing Child Skills 

 Within each of the participants’ observations, documents, and interview data, an apparent 

and predominant support provided to the family was indicated as a focus on enhancing child 

skills.  Child skill enhancement included the specific focus on the child’s ability to develop a 

solitary skill.  For instance, observations included the development of child skills with regard to 

using utensils, completing puzzles, identifying pictures in a book, language and functional 
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communication skills.  Attentional skills were also indicated to be a focus of child skill 

enhancement through the observations such as activities to encourage turn-taking, back and forth 

activities, and general attention to the activity.  Play skills, including pretend play and 

imagination appeared present as a main focus of supports offered to families.    

Within the documents, a predominately skill-centered focus was also apparent.  Session 

notes reflected the child’s ability to perform specific skills within the context of the home visit 

sessions.  The child’s self-regulation skills included the ability to tolerate activities that involved 

social interaction.  These self-regulatory skills were indicated to be of particular interest within 

the SLP and SI focus; whereas, the use of utensils and participation in dressing appeared to be 

the predominant focus within the OT’s session notes.  The ways in which the provider engaged 

with the family in the observed skill development was perceived to be an additional support to 

the family.  

Engaging with Families  

 The second theme included the providers’ engagement with the family.  Each of the 

providers were observed to engage with the family through varied means; however, across all 

data sets for each of the providers, discussion was the primary means of engagement.  Discussion 

included the questioning strategies used by each of the providers.  For instance, at the conclusion 

of each observed home visit session, each of the providers engaged in a process of questioning 

the family for progression of the child’s skills and engaging the families to share additional 

information.  Questioning families appeared throughout the documents as a means to 

understanding the progress achieved in the child’s skills over the previous week, along with the 

opportunity for the family to share stories with the provider.  Documented observances of 

discussion appeared most frequently within the interviews with providers.   
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 Additional observance within the data included elements of interaction occurring between 

the child, family, and provider in each of the three cases.  For example, in each of the participant 

interviews, providers indicated that the family was involved within the home visit sessions.  The 

family was involved in several ways, including their direct participation within an activity and 

actively watching the interactions between the provider and child.  Through the observation data, 

it was noted that providers, on several occasions, encouraged the family’s participation through 

various means.  For instance, in one home visit, the provider actively stated “I wonder if dad 

wants to swing you,” indirectly inviting the parent into the interaction.  The overall observed 

interactions indicated, a more provider-child interaction during home visit sessions with 

discussion as the primary means for engagement of the family through observations, documents, 

and interview.  

 An element of teaching and educating parents was apparent in each of the provider 

interviews as a means of engaging with families during home visit sessions.  For instance, during 

the observation, the OT utilized a coaching model, encouraging the parents to interact with the 

child while she guided the interactions using positive statements and suggestions to progress the 

child’s skills.  The teaching and education supports, however, were not apparent within the 

documents for each of the providers.  

Flexibility Within the Supports 

 The third subcategory observed within the supports provided to the family included the 

providers’ ability to remain flexible within their approach to supporting the family during the 

home visit sessions.  Flexible supports were described and observed by the EI (Part C) team 

which included the ability to remain malleable, or open, in their approach to services within the 

family’s situation.  Within the observed data, flexibility encompassed three critical features.  The 
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initial feature, or subtheme, included a compassionate approach to working with families.  Each 

of the providers indicated the challenges they observed, for families parenting an I/T on the 

autism spectrum.  Each of the providers, including the SC, indicated that their approach to 

supports included an element of understanding in the face of unforeseen circumstances.  For 

example, two providers described this understanding as an ability to accept when the family did 

not follow through with an identified activity or skill.  One provider actively described 

supporting the family in these instances by encouraging them to focus on the most relevant 

suggestions provided by the team.  This compassion for the family further extended to the child.  

 Each of the providers, in addition to the SC, described remaining flexible to support the 

child; thus, supporting the family.  Flexibility of support was indicated in two sub-themes 

including: (a) child’s regulatory processes and (b) functional teaching moments.  Within the 

functional support for the child’s regulatory processes, a recognition of the child’s sensory needs 

were apparent.  For example, during the home visit as described in each of the providers’ 

documents (home visit session notes), the child was observed to become overstimulated during 

the session.  Each of the providers indicated that they had provided the child with a sensory 

technique (i.e. deep pressure, swinging).  Sensory supports were observed in one visit, within 

three documents, and indicated within each of the interviews with the providers.  Functional 

teaching moments were described as the provider utilizing the naturally occurring moments to 

shift focus in response to the needs of the child.  For example, the child during an observed home 

visit session expressed hunger, upon which the provider requested that the family provide the 

desired item.   

 Within the theme of flexibility, a final subtheme indicated the providers’ use of trial and 

error for the supports provided to the child and family.  The use of trial and error supports were 
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described as a recognition for the variance in child and family preferences within each of the 

provider interviews.  Providers described this approach as learning about the child, discovering 

their strengths, and identifying the family preferences.  Each of the providers described that trial 

and error often created a source of frustration within the work.  The providers described that they 

were required to learn about the individual child and discover what works.  Providers expressed 

that frustration occurred when having to accept that preferences eventually satiated, thus moving 

on to identify the next preference.  

 Supports to the Family Routines 

 This section presented the data collected to answer the second research question, “How 

are families of I/Ts with ASDs supported in their daily routines through EI (Part C) home visit 

sessions?” This section reports the findings of the family’s identified routines, satisfaction with, 

and provider accommodations to those routines.  Additionally, findings of each individual 

providers’ identified family routines, satisfaction with, and accommodations within those 

routines were presented.  The multiple perspectives provided the opportunity for an overall 

cross-case analysis, which is presented following the individual case presentations.  The findings 

were indicative of the observed, documented, and described EI (Part C) support of the family 

routines for a family of a toddler diagnosed with ASD.   

Family Reported Routines  

The family identified their main family routines as: (a) waking up, (b) eating, (c) getting 

dressed, (d) diapering, (e) playing, (f) reading bedtime stories, and (g) going to bed.  For each of 

the identified routines, the family described the overall satisfaction with and provider 

accomodations given to the support of the routine.  The family’s identified routines and overall 

concerns within the routines are displayed in Figure 10. 
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Outings.  Outings were identified as the major challenge to the family, represented by 

each of the family members.  The family expressed difficulty with assuring that Cole was paying 

attention to where they were when out in the community.  Biancah expressed that Cole often 

requires “24-7, eyes on him” when in public places.  Biancah expressed that, “he’s not like those 

kids, ya know, where they’ll stop and look if their parents are around, he just keeps going.”  The 

family expressed that he will see something that intrigues him and wander away without 

awareness of a family member.  Donna expressed that she will not take Cole out into the 

community by herself due to the fear that he will wander away.  The family indicated that Cole 

was very well-behaved while sitting in the resturaunts; however, there is a persistent fear that is 

associated with outings and Cole’s safety.    
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Provider accommodations: Outings.  Within the identified family routine of outings, the 

family expressed that there have not been any instances of support for this routine from the EI 

(Part C) providers to date.  

 Playing.  The family routine of playing was also described as a concern area for two 

family members.  Cole was described to prefer playing on his electronic tablet.  The family 

expressed that due to this type of play, Cole has gained a great deal of academic knowledge.  

Electronic play was described as beneficial to Cole in his knowedge-base; yet, the family 

described concern due to his lack of social interaction while he engaged in the play.  The 

family’s expressed concern involved Cole’s desire to be alone and disconnected from play 

interaction with others.  Mom described Cole’s disconnection as a self-driven personality: 

He doesn’t really allow us to engage with… I mean, sometimes.  But usually he, I mean I 

would say, he more prefers to play alone. Especially if he’s lining stuff up or something 

like that.  If I help him, he’ll push my hand away. 

The family expressed that the majority of interactions with Cole during play were intstrumental 

in nature.  Instrumental interactions are described as as a means to an end or an interaction for a 

specific outcome (Gutsetin, 2009).  For instance, the family would draw a shape and ask Cole to 

name the shape.  The family reported that dynamic encounters, or interactions that involved 

Cole’s participation in back and forth unstructured play, were infrequent (Gutstein, 2009).  

 Provider accommodations: Playing.  The family described providers’ various methods 

used to accommodate the routine of play.  For instance, the family described Cole’s initial 

resistance to interaction.  An expressed level of requirement was used as a support to this routine, 

meaning that the providers encouraged the family to require Cole’s participation.  Additionally, 

the family described the providers’ use of activities that Cole enjoyed as a means to increase his 
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willingness to engage in the playing routines.  Observed measures of support to the family 

routine of playing included specific skill behaviors such as “pretend play, naming things during 

play”, and attention to play. 

Eating/mealtime.  The family reported that eating and mealtime were the most 

significantly improved routines within their home.  The family described that prior to EI (Part C) 

services, Cole would not eat anything.  Now, he is eating a wide variety of foods and the family, 

together, expressed satisfaction within the routine.  Donna reported: 

If he’s hungry he’ll take me and he’ll take me to the frigerator and he’ll take us and put 

our hand right on the handle and he’s getting real good.  I’ll say , do you want some 

yogurt, no, do you want some waffles, no, so yeah, his eating, unless he goes out to eat 

with us, he’s like more of a… grazer. 

The family indicated that because he’s eating more foods, they are not necessarily concerned 

with the routine of eating at the present time.  

 Provider accommodations: Eating/mealtime.  The family reported the most frequent 

accomodations to the eating and mealtime routines of the family. Two identified categories of 

support were identified for eating/mealtime routines including: (a) the physical act of eating and 

(b) communicating for preference.  The family described the initial stages of support to this 

routine included the use of rewards for Cole’s physical act of eating new foods.  The family 

reported blowing bubbles and overexaggerated cheering for each bite during eating/mealtime. 

Additionally, the family described the use of sensory and texture play strategies to increase 

Cole’s tolerance of varied textures.  The family described the use of arts and crafts that required 

Cole to touch glue, cotton balls, and large amounts of rice.  
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Diapering and dressing.  Similar to the eating and mealtime routines, the family 

reported that Cole has shown improvement in the routines of diapering and dressing.  Diapering 

and dressing were indicated to have improved over the year and a half of EI (Part C) service 

delivery; however, concerns with regard to his ability to attend to the routine persist.  For 

example, Biancah described: 

He’s gotten a lot better, especially with the diaper changes ugh, I used to, it was literally 

like a workout trying to change his diaper, especially if he went number two, trying to 

wipe him and keep him on my lap, and keep him still so it didn’t get everywhere else, 

like it was a struggle. 

While the family as a whole reported progress with the routines of diapering and dressing, 

elements of each were indicated by Biancah to continue to harbor this family routine.  Elements 

of difficulty included getting Cole to participate in the dressing and listening when he was called 

to change his clothes or diaper.  

 Provider accommodations: Diapering and dressing.  The family described a main 

overall support to the routines of diapering and dressing,  requiring Cole’s participation within 

the interaction.  For instance, having him pull up his pants or having him push his arms through 

the sleeves during the enactment of the routine.  Donna expressed that she had difficulty 

requiring Cole’s participation in dressing because she never required her own children to dress 

themselves at Cole’s age.  

 Going to bed and reading bedtime stories.  The family identified going to bed and 

reading bedtime stories as an area that provides connection and stability to their relationship with 

Cole.  More specifically, Biancah and Chris viewed the bedtime routine as their opportunity for 

connection with their child.  The family expressed that Cole enjoys reading books together and 
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has memorized several that he reads to the family.  Biancah reportedly sleeps with Cole, which 

she described as a time that she enjoys and values with him.  She expressed that she does so for 

two main reasons: (a) so that Cole will fall asleep, and (b) so that they have their time to connect 

and be physically close.  Cole will often play with Biancah’s hair at night to assist him in falling 

asleep.  Biancah expressed that overall, the routine was one that she ultimately enjoyed and 

while she may occasionally become frustrated over not being able to get anything done at night, 

she and Cole continue to sleep together. 

 Provider accommodations: Going to bed and reading bedtime stories.  The family 

indicated that one provider assisted in their bedtime routine following Biancah’s expressed 

frustration in a home visit session.  Within the family routine of going to bed, suggestions were 

discussed which provided alternatives to the family within this routine.  For instance, the 

provider suggested teaching Cole to play with his own hair at bedtime for comfort.  

Waking up in the morning.  The family described the family routine of waking up as a 

pleasant time for their family.  They expressed that generally Cole wakes up happy and enjoys 

coming down stairs.  Occasionally, if Cole sleeps later than everyone he will wait by the gate. 

Donna described that he does not yet call out for anyone during this time; however, this routine 

was not indiciated as a concern for the family. 

Provider accommodations: Waking up in the morning.  Within the identified family 

routine of waking up in the morning, the family expressed that there have not been any instances 

of support for this routine from the EI (Part C) providers to date. 

Nikki’s Support for the Family’s Daily Routines 

Nikki reported that the main routines of the family during the interview, which included: 

(a) eating, (b) night time routine, (c) bath time, (d) play, and (e) getting ready to leave the home.   
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Nikki’s identification of family routines.  Within the identification of need within the 

routines of the family as reported by Nikki, two main themes were identified throughout the 

interview including: (a) uncertainty of family routines and (b) situational identification of 

routines.  First, it appeared that overall Nikki was uncertain of the family routines.  This 

uncertainty was evidenced by each response containing, “I think” (or) “I don’t think” prior to the 

description of the routines.  For example, when asked “How would you describe that routine of 

eating?” Nikki responded: 

For the most part, I don’t think that they utilize the sit down at the table as a family meal 

because everybody is on a variety of schedules.   

 An additional finding regarding the needs within the family routines included the 

providers’ use of situational identification of family needs within the routines.  For example, 

Nikki indicated that following a home visit session with the family, the family needed to leave 

the home in order to go to the local store.  The child was resistant which reportedly caused the 

family stress, and the identified need to accommodate the family arose due to the situational 

observation of the concern.   

Nikki’s accommodations for the family’s routines.  Nikki described various 

accommodations provided to the family routines.  Three major findings related to 

accommodations were uncovered through the data sets including: (a) discussion and/or 

suggestion, (b) instruction, and (c) internal conflicts with state-level policy.  The delivery of 

services was indicated through each of the three data sources to include discussion.  Specifically, 

when the occurrence and the routine was not happening during the home visit session, the 

provider described her approach, which included a discussion of the identified issue, providing 

suggestions to the family,  and discussing the family’s progress at the following session.   
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 An additional finding was uncovered in the interview.  The provider described feelings of 

disagreement with the state policy to utilize multiple spaces within the family’s home as a means 

to provide intervention (i.e. bathrooms, kitchen, bedrooms, etc.).  The provider described her 

concerns as a possible feeling of intrusion for some families.  While the provider described 

several occasions where she has utilized multiple contexts with families, she expressed that not 

all families are comfortable with having professionals in multiple rooms within their homes.  

Therefore, she described offering to assist with multiple routines; however, if the family does not 

invite or follow through with the invitation, she does not push the issue.  For instance she 

described,  

This is their child, and their home. I’m a visitor to that house and even though I could say 

I will do this, if they don’t want to do it, I never want a family to say, I’m ending services 

because she pushed me to do things all the time that I didn’t want to do. 

 The overall findings with regard to the provider’s identification of routines, indicated 

concerns of the family and accommodations provided to the family uncovered a contextual or 

situational approach to the direct support to family routines.  Additionally, accommodations were 

provided through a discussion of strategies that the family would enact and trouble-shoot at the 

following home visit.  Direct instruction with the child was also found to be a vehicle for 

accommodating the family, which occurred during the home visit sessions primarily in the living 

room and kitchen as indicated throughout the data sets.  The family’s participation appeared to 

be varied between an active and observational positioning.  Figure 11 summarized Nikki’s 

identification of the family routines, identification of family needs within the routines, and 

accommodations provided to the family within the routines.  
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    Figure 11. Nikki’s report of family routines, needs, and accommodation provision.  

 

Chloe’s Support for the Family’s Daily Routines 

  During the interview data collection, Chloe reported the main routines of the family 

which included, (a) daycare, (b) play, (c) eating and mealtime, (d) naptime/bedtime, and (e) 

dressing.   

Chloe’s identification of the family routines.  Overall, findings of Chloe’s 

identification of the family routines indicated two overall themes including: (a) discipline skill-

specific focus of family routines and (b) uncertainty of family routines.  The identified finding of 

a discipline skill-specific focus included the approach Chloe engaged in describing the family 
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routines.  For instance, when asked to describe what the routine of mealtime looked like for the 

family, Chloe expressed, “That’s something that we’re still working on, using his utensils, 

because he still prefers to use his fingers.”  Similarly, with the routine of dressing, Chloe 

expressed: 

That goes along with dressing too, we’re still working on dressing.  Although he is 

getting better at that! He pulled up his pants the other day! And he helped take off his 

shirt and put it back on, which was amazing.  That was like the first time, he didn’t uh, 

didn’t throw a fit.  

Chloe described an overall unsureness with regard to how the naptime and bedtime 

routines were enacted within the household; however, expressed that the family was satisfied 

with the family’s daycare situation of grandma taking care of the child.  In each of the 

opportunities to report on how the routines were enacted, the routine was not described, as much 

as the skills that the child had acquired or needed to acquire within those routines.  Additionally, 

a great deal of unsureness was indicated by the participant.  

Chloe’s accommodations for the family’s routines.  Overall, the findings of Chloe’s 

accommodations supporting the family routines included two overall themes: (a) coaching 

supports and (b) functional skill-focused accommodations.  Overall, Chloe’s interactions 

observed during the home visit session and through the interview reflected a coaching model of 

support placing Chloe as a guide to the interactions that were occurring between the family 

members and child.  The researcher noted the triangulated approach to service delivery in the 

field notes during the observation which included:  

The majority of the visit consisted of triangulated positioning among the provider, family, 

and child.  Coaching supports were used to assist the family in practicing the skills, and 
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guidance was provided to assist the family in techniques that enhanced the interaction 

between the family member and child.   

Triangulation was noted predominately during the family routine of eating.  Support for 

the family routine appeared to reflect the functional obtainment of skills in order to enhance the 

child’s ability to participate appropriately through the use of utensils.  The use of eating and 

drinking utensils was observed as a main focus of the provider’s home visit sessions through 

each data set.  Accommodations were provided as suggestions and questions for the family in 

assisting Cole to use the utensils during mealtime.  Chloe utilized a coaching approach with the 

family by suggesting alternative methods, positioning, and utensils to assist with the child’s 

ability to eat independently.    

Through the functional skill-focused accommodations, coaching was provided to the 

family with suggestions aimed to improve the child’s ability to use the utensils, participate in 

dressing, and engage in playing routines.  Skill-centered techniques for enhancing the skill set of 

the child’s functioning appeared to present heavily within throughout the data sets.  The 

inclusion of Chloe’s accommodations for the functional skill-enhancing techniques was most 

apparent, and described by Chloe within the routines of eating, dressing, and playing routines. 

Chloe indicated that the majority of her time was spent with the family and child 

engaging in the routines of eating and dressing, with occasional play, in their respective contexts 

within the home.  The respective contexts included the kitchen used for the routine of eating and 

the living room for the routine of playing.  Chloe expressed that her encouragement for the 

family’s continued practice of the skills, during non-intervention hours was a focus in her work.  

Figure 12 provides a visual depiction of Chloe’s reported identified family routines, identified 

needs within those routines, and accommodations provided within those routines.      
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   Figure 12. Chloe’s report of family routines, needs, and accommodation provision. 

 

Sarah’s Support for the Family’s Daily Routines  

Sarah reported the main family routines during the interview as: (a) playing, (b) eating, 

(c) reading books, (d) watching television, and (e) bathing.   

Sarah’s identification of the family routines.  Within the findings of Sarah’s 

identification of the family’s routines, two themes emerged from the analysis of the data 

including: (a) direct intervention-based identification and (b) discipline and function-specific 

identification.  Sarah’s identification of the family routines engaged a direct intervention-based 

approach to the observed contexts utilized within home visits throughout the data sets.  This 
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identification approach was true except for the bath time routine, which was described as 

unfamiliar to Sarah.  She expressed that she believed that bath time was an enjoyable time for 

Cole and his family.  As Sarah identified the routines of the family, the explanation included the 

overall functionality of the child within the routine as the context for discussion.   

ASD-specific deficits, such as joint attention and social interaction, were identified 

within each description of the family routines.  Additionally, discussion of ASD deficits 

prompted the recognition of additional routines.  For example, watching television was indicated 

as a family routine.  The identification of watching television prompted a discussion of the 

scripted use of communication that affected the child’s functionality across the playing and 

eating (mealtime) routines.  Additionally, Sarah expressed the family’s recognition of Cole’s 

limited functionality across skills used within the routines of play from a comparative standpoint.  

For example, the routine of play was identified through the comparative view of functionality 

between Cole and his typically developing similar-aged relative.   

Sarah’s accommodations within the routines.  Within the identified findings, Sarah’s 

accommodations to the family routines produced two themes including: (a) modeled supports 

and (b) functional skill-based accommodations.  Sarah was observed through each of the data 

sets to include the use of modeled support in the accommodations provided to the family.  The 

modeled supports were observed in the data to include the use of provider-child interactions that 

engaged the participation of the family from an observing or watching position.  The use of 

modeled supports provided to the family included a functional skill-based accommodation to the 

child’s communication abilities within the family’s routines of eating and play.  For example, 

Sarah encouraged the use of functional communication such as teaching Cole to reply yes-or-no 

to an offered item.  Functional communication was described to occur naturally in the context of 



 

169 
 

both eating/mealtimes and play routines.  A detailed list of the strategies and accommodations 

that Sarah expressed within the interview, and utilized within the documents and observations 

appeared in Figure 13.  

 

  Figure 13.  Sarah’s report of family routines, needs, and accommodation provision. 

 

Cross-Case Analysis: Accommodation and Support for Family Routines 

 The findings of this cross-case analysis served to answer the second research question 

“How are families of I/Ts with ASDs supported in their daily routines through EI (Part C) home 

visit sessions?”  As a result of a deductive approach to the thematic analysis, three overall 

themes were observed including, (a) generally the providers identified family routines that were 
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inclusive of a specific targeted child skill (b) providers were generally unfamiliar with family 

routines that did not identify a context aimed at a targeted child skill, (c) the providers largely 

accommodated the child’s skills within the routines using varying models of support.  

Generally the providers identified family routines that were inclusive of a specific 

targeted child skill included evidence supporting the overall knowledge of playing routines and 

eating/mealtime routines.  The identification of routines reflected the predominant context, or 

setting, of the services that were delivered by the providers.  Therefore, the providers were able 

to express a matched identification with the family’s identified routines and concerns/needs in 

these areas.  A finding of importance included none of the providers that identified outings as a 

family routine.  A measure of discrepancy existed in the finding that outings produced the 

highest levels of concern for the family; however, outings were not identified to be supported 

through the EI (Part C) services.  Figure 14 provides a visual depiction of the mismatch that 

occurred between the family’s description of family routines of concern and providers 

occurrences of accommodation within routines.  

The recognized mismatch between family concerns and provider accommodations served 

to provide evidence for the second theme identified, family routines that did not identify a 

context for targeted child’s skills were often unfamiliar to the providers.  More specifically, the 

family’s highest expressed concern included the child’s behavior of wandering away in public.  

Wandering away was not a targeted skill within the providers’ overall observed IFSP goals or 

expressed concerns.  Therefore, the family routine of outings were not identified by providers as 

a family routine or accommodated in service delivery.  Additionally, each of the providers 

expressed a routine outside of the context or setting for their service delivery; however, in these 

cases providers expressed general unfamiliarity with the holistic and routine family functioning.   
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Figure 14. Concern-accommodation comparison: Family and providers. This figure represents a comparative 

view of family concerns and providers’ accommodations.  

 

A final theme indicated that providers largely accommodated the child’s skills within the 

routines using varying models of support.  Providers for example, engaged in various styles of 

support to the family in their accommodation of the family routines.  Types of supports included 

one provider’s coaching, another modeling provider-child interactions, and another discussion-

suggestion supports.  All providers used their supports for the purpose of progressing an 

identified child skill, which was consistent with a specific setting or context (i.e. play occurred in 

the living room, eating occurred in the kitchen).  The utilization of family routines did not reflect 

a purposeful selection but more so a coinciding context that provided an opportunity for discrete 

skills to be targeted functionally. 
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Support and Influences: Providers’ use of Family Routines 

 This section will address the third research question, “How are EI (Part C) providers and 

families supported and influenced in their implementation of family-centered use of routines for 

I/Ts with ASDs?” Provider self-reports of education, preparation, training, and supports were 

used to evaluate the supports and influences present in the data.  The individual providers’ case 

presentations provided in the beginning of this chapter were used to identify the overall themes 

related to support and influences within EI (Part C) service delivery.  The themes were (a) lack 

of educational preparation, (b) supported pursuance of additional training, and (c) positive 

relationships with colleagues.  Subthemes were observed within each of these categories 

discussed below.  

Lack of Educational Preparation 

The theme highlighting the lack of educational preparation was apparent, most notably, 

within each of the providers’ and SC’s undergraduate training.  Table 5 showed the training 

experiences of each provider and their undergraduate experience within the topic content of 

ASD, specific ASD training for I/T populations, family-centered systems, and the EI (Part C) 

Program.  One of the four professionals received EI (Part C) content within their undergraduate 

experience.  The participant recalled “I actually had to write an IEP goal.  It wasn’t a lot, there 

wasn’t a lot of training, but there was a section, maybe a semester on it.  Where we worked on 

that.”  One of four professionals received any mention of ASD and specific ASD in I/T 

populations.  The participant described the education as a descriptive component, stating that the 

ASD training was “just what it (ASD) is.  Describing it, best practices, you know like the ABA 

style.”  Additionally, education on ASD in I/T populations was described by the participant as: 
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just kind of like the blank stares and how they didn’t really attend to anything.  Um, but it 

wasn’t like a whole semester on it or anything.  Like a piece in a class.  Probably like in 

my language disorders class it was mentioned.  

Table 5 

Provider Undergraduate Training and Preparation 

Participant ASDs ASDs for I/Ts Family-Centered Models EI (Part C) 

Nikki    * 

Sarah * *   

Chloe     

Kai     

* Participant indicated exposure to the identified area 

 

Additionally, the influence at the graduate level of education offered the participants an 

overall limited amount of support in the work with families of I/Ts with ASDs in EI (Part C) 

depicted in Table 6.  For example, while there were a greater amount (3/4) participants that 

received content in ASDs, only one provider indicated specific training for I/T populations for 

ASDs.  Two of four of the participants indicated that the education focused on a small overview 

of ASD.  For example, Chloe shared, “We may have touched on autism, once, not even a whole 

class.  Just a little blurb.”  In terms of family-centered systems, several (2/4) participants 

described content within the educational program.  Specifically, one provider described a family-

centered education from a youth ministry perspective; however, not specific to EI (Part C).  

Nikki appeared to have received the greatest amount of training related to EI (Part C) service 

delivery for families of I/Ts with ASDs.  She described her program model as: 
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a shift towards, at that time they were talking about implementing like play-based 

evaluations versus doing the sit down direct testing.  We even had a practicum where 

were worked on that.  

While several providers described practicum experiences, the experiences were within clinical 

settings such as school, hospital, and professional clinics with the population of school-aged 

children.  The practicum approach was not evident in any other of the disciplines, specific to EI 

(Part C).  Additionally, Nikki had described working in EI (Part C) for ten years prior to her 

graduate work.   

Table 6 

Provider Graduate Training and Preparation 

Participant ASDs ASDs for I/Ts Family-Centered Models EI (Part C) 

Nikki * * * * 

Sarah *    

Chloe *    

Kai   *  

* Participant indicated exposure to the identified area 

 

Supported Pursuance of Additional Training 

 The second theme observed within the data related to provider supports included, 

supported pursuance of additional training.  The observed agency and EI (Part C) sponsored 

training and support offered the most widely observed occurrences of exposure to training 

related to EI (Part C) for I/Ts with ASDs depicted in Table 7.  For example, each of the providers 

received EI (Part C) training funded through the providers’ agency.  Three of four of the 
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participants expressed receiving ASD specific training through the paid attendance to a large 

university conference specific to ASD, including I/T populations.  Chloe had expressed wanting 

to attend; however, family obligations prevented her from attending.  Additionally, Nikki 

expressed obtaining family-centered content within another conference funded through her 

agency.  When asked what she has taken from the conferences, Nikki expressed a statement of 

reassurance stating that, “Sometimes I think it just more reinforces things that I’ve been doing 

with the kids.”  Each participant expressed that they were thankful for their agency providing the 

financial support to receive additional training.  Sarah stated, “Yeah, I know.  We’re lucky.” 

Sarah’s expression suggested that paid training is not a common phenomenon for an EI (Part C) 

provider.   

Positive Relationships With Colleagues   

In addition to the financial support that was provided through the agency, positive 

relationships with colleagues offered a support through the agency.  Each of the providers 

described finding support through their colleagues and supervisors within the agency.  There 

were not weekly supervision meetings, coaching, or ongoing mentoring occurring within the 

organization; however, a sense of support was found to be described as, always having someone 

to consult or talk with when they needed assistance or ideas with the families they worked with.  

It appeared that through the agency’s provision of training supports, providers were afforded 

opportunities to pursue their interests within EI (Part C) in addition to finding support in their 

work with families.   
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Table 7 

Provider Agency or EI (Part C) Sponsored Training and Preparation 

Participant ASDs ASDs for I/Ts Family-Centered Models EI (Part C) 

Nikki * * * * 

Sarah * *  * 

Chloe    * 

Kai * *  * 

* Participant indicated training provided in the identified area 

 

Providers shared that overall they did not pursue additional self-funded trainings (Table 

8).  Providers expressed that lack of self-funded training was due to the ability to access agency 

funding training.  However, Kai expressed health related issues that had prevented him from 

seeking out further training.  Nikki and Chloe had reportedly self-sought training.  Nikki 

described her training as constant reading on topics related to ASD.  She actively expressed 

seeking out information for deeper understanding of ASDs.  Additionally, she revisited families 

that she had worked with in the past, in order to gain additional techniques to share with current 

families.  She expressed reaching out to families as a family-centered approach to self-sought 

training.   

Chloe had self-funded a training that certified her as a specialist for advancing the 

communication and language abilities of children on the autism spectrum.  She expressed that 

she was very proud to offer the specialized service to her families and does so exclusively in EI 

(Part C) with families that she knows will be able to follow the strict protocol.  Overall, the 
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pursuance of self-funded trainings appears to be limited due to the intensive support offered by 

the agency, health issues, and family obligations.   

Table 8 

Provider Self-Sought and Individually Funded Training and Preparation 

Participant ASDs ASDs for I/Ts Family-Centered Models EI (Part C) 

Nikki *  *  

Sarah     

Chloe *    

Kai     

* Participant indicated self-sought training  in the identified area 

 

Summary of the Chapter 

This chapter aimed to answer the research questions related to the types of support 

provided to the families of I/Ts diagnosed with ASDs in EI (Part C) home visit sessions.   

Findings indicated that overall, families are supported through the enhancement of child skills, 

family engagement, and flexible supports.  This finding served to highlight the nature of the 

service delivery in the context of EI (Part C) for I/Ts with ASDs.  

Within the family’s routines, accommodations afforded to a family of toddler with ASD 

in EI (Part C) expressed a mismatch between the highest concerns of the family and provider 

support to the family routines.  Mealtime and play appeared to be the most commonly utilized 

context for intervention within this study.  While the family indicated that play was, in fact, an 

area that served as a concern, the family indicated that mealtime was not experienced as a 

challenging time.  Observations of provider accommodations versus family concerns appeared to 
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reflect the provider skills that were expressed to be commonly deficient in ASD, rather than 

supports to the child’s participation within the family routine.    

Overall, with regard to the educational preparation, providers appear to lack the 

preparation necessary to support families of I/Ts with ASDs based upon education alone.  

Several providers commented on strictly theoretical learning with little practical experience to 

perform the job with confidence.  The agency involved in this study provided additional financial 

support and training to the staff.  There was an indication, however, that paid training is not a 

common phenomenon which indicates that without direct financial support, providers are 

required to self-seek and fund their own progression and learning.  Several providers expressed 

difficulty in attending trainings due to external constraints.  The providers within this study 

indicated a strong network of colleagues dedicated to assisting each other and the families that 

they serve.  Chapter 5 will discuss this study’s findings to the larger literature base.  
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CHAPTER 5 

DISCUSSION 

This chapter presents a summary and discussion of this study’s overall findings.  This 

qualitative study explored the supports provided to families of I/Ts diagnosed with ASDs in EI 

(Part C) home visit sessions.  More specifically, the purpose of this qualitative case study was to 

describe the EI (Part C) supports afforded to families of I/Ts with ASDs, namely, providers’ 

influences and use of family routines within the context of EI (Part C) home-visit sessions.  A 

comprehensive and contemporary EI (Part C) team, comprehensively serving an I/T with an 

ASD, participated in this study.  Participants included three EI (Part C) providers, a SC, and 

three family members of a toddler with ASD (N = 7).   A SI, SLP, and OT were observed during 

their regularly occurring home visit sessions (n = 3) in order to identify the supports and the use 

of routines.  Routine documents generated by the providers were used as an additional data 

collection technique (N=12).  Finally, an interview was conducted with each participant, using 

semi-structured interviews.  Data were collected to answer the following questions of the case 

study: 

1.  In what ways are providers supporting families of I/Ts with ASDs in EI (Part C)? 

2. How are families of I/Ts with ASDs supported in their daily routines through EI (Part 

C) home visit sessions? 

3. How are EI (Part C) providers and families supported and influenced in their 

implementation of the family-centered use of routines for I/Ts with ASDs? 

This chapter begins with a summary of the research findings.  Following the summary of 

results, a discussion of the findings is presented through the theoretical propositions that were 

used to guide the research based upon the current literature within the field (Yin, 2014).  Next, 
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implications for future research and recommendations for the promotion of family-centered 

practices in EI (Part C) for I/Ts with ASDs are provided.  The chapter concludes with a summary 

of the study. 

Research Question 1: Supports for Families of I/Ts with ASDs 

The first research question in this study examined, “In what ways are providers 

supporting families of I/Ts with ASDs in EI (Part C)?” This study utilized three sources of data 

in order to identify themes of support afforded to a family of the toddler with an ASD.  The data 

sources provided direct (observation), indirect (home visit documents), and perceived (interview) 

supports in order to answer this identified research question.  Overall, the research found that 

providers were supporting the family through three overall themes within the EI (Part C) home 

visit sessions.    

Child Skill Enhancement 

The most predominant way the providers supported the family was through enhancing the 

child’s skills.  This theme included measures from the observations, documents, and interviews 

from each of the providers.  This theme also included the providers’ propensity to place the 

child’s skills as the focus within the home visit sessions.  For example, provider-focused child 

skills included using utensils, completing puzzles, identifying pictures in a book, language use, 

and functional communication skills.  Attentional skills were also indicated to be a main focus of 

child skill enhancement.  Attentional skills included the provider, and occasionally a family 

member, engaging the child in activities to encourage turn-taking, back and forth activities, and 

general attention to the activity.  Play skills, including pretend play and imagination, were further 

child skills that were frequently supported by the providers in home visit sessions. While the skill 

development of the child is a goal of the EI (Part C) Program as a whole, the family’s versus the 
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providers’ ability to meet the needs of the child is the recommended practice within the program. 

Therefore, the provider is recommended to engage the family through a coaching model that 

supports the interactions between the child and family (DEC, 2014). 

Family Engagement  

In addition to the enhancement of child skills, family engagement appeared as a means of 

family support.  The research study observed family engagement through additional subthemes 

including: (a) discussion, (b) family participation, and (c) teaching and educating.  Elements of 

family engagement were observed within the three data sources and occurred primarily through 

the use of discussion with families.   

Discussion.  Discussion included providers’ follow-up with families on the child’s 

progress from the previous home visit session.  Questioning techniques were also utilized by the 

providers to enhance the child’s skills, along with sharing of information and stories.  Providers 

used discussion as a means to identify progression with child skills.  

Family participation.  An additional subtheme of family engagement included family 

participation within the home visit session.  Family participation was reported most frequently 

within the interviews.  Home visit documents produced the lowest occurrences of family 

participation.  Independent family member participation styles were observed.  

Family independent participation styles.  Varied participatory styles were observed 

across family members which included either: (a) watching (observation) participant or (b) active 

participant.  The family utilized the interactions as a modeled actions of the providers for the 

carry-over of the target child skill areas throughout the week.  However, one family member, 

mom, was involved with the sessions as a direct and active participant within the interactions that 

occurred between the child and provider.  In these situations, mom practiced the skill-
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enhancement techniques alongside the provider during in the home visits.  Additionally, within 

family engagement, providers expressed that teaching and educating families were a focus of 

their work.    

Teaching and educating.  Providers’ use of teaching and educating parents was observed 

during the home visit sessions.  The use of a teaching approach often encouraged the specific 

knowledge to progress child skills.  However, teaching and educating were also used as a 

strategy for providers to show compassion and understanding.  For example, during an observed 

home visit the family expressed fear about Cole’s soon transition from Part C to Part B, the 

preschool program.  Nikki used teaching and educating to convey the transition as a process that 

was warm and non-anxiety provoking.  This education afforded the family an expressed comfort 

surrounding the situation.  Each of the providers expressed the use of teaching and educating 

parents within their interviews.  However, there was no direct evidence of teaching or educating 

within the reviewed documents.   

Flexibility Within Service Delivery   

The third overall theme within the overall supports provided to the family included the 

providers’ flexibility within the service delivery.  This included the providers’ recognition of 

child’s needs within the context of the home visit sessions.   

Sensory supports.  For instance, sensory overstimulation was described in each of the 

provider interviews to include a specific need for I/Ts with ASDs.  Observations and document 

analysis also identified the providers’ support to the family by recognizing and supporting the 

child’s sensory overstimulation.  The providers offered supports to the family through calming 

techniques for sensory overstimulation.  The way in which the providers delivered this support 

identified another subtheme, trial and error.   
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Trial and error.  Providers described the process of trial and error, as “figuring out what 

works” (Chloe, Interview).  Each of the providers described that the process of trial and error 

may become a source of frustration within their work.  Overall, this frustration was described as 

a need to continually re-evaluate and find meaningful and enjoyable activities.  Providers 

indicated that, for Cole and other I/Ts with ASDs, the trial and error process can be frequent.   

Summary of Research Question 1: Supports for Families of I/Ts With ASDs  

The EI (Part C) support for the family included a discussion-based means for the 

enhancement of child skills during the home-visit sessions.  Providers additionally utilized 

flexibility within their supports that were delivered to the child and family.  The direct family 

engagement for this case was varied.  In order to answer the initial research question within this 

study, the findings supported that a discussion-based, child skill-enhancing, and flexible support 

appeared most frequently within the data sets.  

Research Question 2: Support for the Family Routines 

 The second question served an exploratory function which aimed to describe, “How are 

families of I/Ts with ASDs supported in their daily routines through EI (Part C) home visit 

sessions?” The cross-case findings identified that, overall, provider perceptions of family 

routines and concerns were inconsistent.  Three themes emerged from the data including: (a) 

identified family routines that were inclusive of a specific targeted child skill (b) general 

unfamiliarity with family routines that did not identify a context aimed at a targeted child skill, 

and (c) accommodated child’s skills within the routines, using varying models of support.  

Skill-Identified Routines 

Overall, providers identified family routines that were inclusive of a specific targeted 

child skill. More specifically, the skill sets that the providers typically addressed in home visit 
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sessions promoted the providers’ identification of the family routines inclusive of those skills.  

The cross-case findings identified that, overall, provider perceptions of family routines and 

concerns were varied with that of the family’s.   

Provider Unfamiliarity With Family Routines 

Findings appeared to indicate that, overall, providers were unfamiliar with the family 

routine functioning and daily activities that occurred outside of the home visit session service 

delivery times.   

Accommodated Skills Within Routines 

The use of routines appeared to be secondary to the providers’ focus on child skill 

enhancement.  Therefore, it was identified that the use of family routines was an unplanned 

context for the planned enhancement of the focus skill.  The identified skill-focus appeared to 

determine the overall use and recognition of the family routines within the home visit sessions.  

With regard to the overall family concerns, the providers each expressed varied responses 

indicating that the concerns discussed may have arisen from the skill or discipline-specific 

service provision.  Overall the accommodations to the family routines occurred primarily in two 

contexts, play and eating routines.  The lack of depth in family routines appeared to have 

matched the identified skill-focused concerns indicated by the providers, however, did not appear 

to reflect the family’s identified greatest concern, outings.   

Summary of Research Question 2: Supports for Family Routines  

The findings suggested that targeted child skills were the link to the providers’ awareness 

and identification of family routines.  The family routines served as a functional context for 

practicing child skills.  The providers were generally unfamiliar with routines used outside of the 

context of the home visit sessions.   
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Overall, supports within the routines of the family appeared to engage the skill-focused 

approach indicated within the general supports category including the use of discussion, 

modeling, suggestion, while the family assumed their identified role of observer-participant or 

active participant.  The providers offered discipline specific guidance for the child from which to 

enhance an identified skill.  The family members’ descriptions of the home visit sessions also 

supported this finding.  Family perceptions of service delivery indicated the provider as the 

child’s teacher who enacted supports for the identified skill within the context that the skill 

functionally occurred.   

Research Questions 3: Support for Providers in Using Family Routines 

This section will address the third research question, “How are EI (Part C) providers and 

families supported and influenced in their implementation of family-centered use of routines for 

I/Ts with ASDs?” The cross-case analysis of the supports for providers in utilizing the family 

routines showed that, generally, there was a lack of educational curricular experiences that 

provided exposure to the EI (Part C) model or family-centered systems.  The themes were 

identified as: (a) lack of educational preparation, (b) supported pursuance of additional training, 

and (c) positive relationships with colleagues.   

Lack of Educational Preparation 

The providers indicated that overall their undergraduate education provided a limited or 

non-existent exposure to EI (Part C) and family-centered models of service delivery.  ASD 

training appeared to be slightly more prevalent; however, the providers expressed a theoretically-

based exposure with little to no practical exposure to working with families of, and I/Ts, with 

ASDs.  The providers described their work with I/Ts with ASDs as an on-the-job learning 

experience.    
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Each professional participant involved in the study had obtained a master’s degree.  ASD 

in childhood was more prevalent in the providers’ graduate work; similar to the undergraduate 

experience there was little to no exposure in the population of I/Ts.  Theoretical education on the 

topic of ASD was most indicated.  Overall, the providers described on-the-job learning 

experience, which consisted of trial and error approaches. 

Supported Pursuance of Additional Training  

Additionally, a finding with regard to this specific study indicated that the providers were 

granted a supported pursuance of additional training.  The providers expressed that the agency 

allotted financial support to attend trainings of interest along with agency sponsored trainings.  

Within the identified trainings, the providers received the majority of their training in ASD, ASD 

in I/T populations, and EI (Part C).  ASD and ASD in I/T populations training were received 

primarily through the providers’ participation at a specific conference.  The agency granted EI 

(Part C) training through the mandated EI (Part C) continuing education requirements.  Family-

centered systems training was less common as indicated by the providers.  The providers each 

expressed their feelings of gratitude toward their agency for the financial provisions, which may 

have indicated that opportunities to attend paid trainings was not a typical phenomenon.  

Positive Relationships With Colleagues 

In addition to the financial support of the agency, the providers indicated a general 

comradery within the agency.  Each of the providers expressed feeling supported in their 

practices; however, regular supervisions and mentoring were not an observed practice.  The 

providers did, however, indicate feeling comfortable in contacting the supervisor with any issues 

or concerns that arose in their daily practices.   
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Summary of Research Question 3: Provider Supports 

The providers gained their working knowledge of EI (Part C), family-centered models, 

and I/Ts with ASDs through on-the-job and trial and error learning.  Overall, providers expressed 

a desire to gain knowledge that would enable them to assist families of I/Ts with ASDs in the 

child’s development.  The majority of provider supports were provided by the agency. 

Discussion 

Through the review of the literature, the complexity of family-centered systems became 

evident.  Yin (2014) advocated for the use of theoretical propositions to generalize the findings 

of case study research to the larger literature base.  The discussion of this study will utilize the 

identified, theoretically-based propositions to discuss and generalize the overall findings to the 

larger literature base. 

Theoretical Proposition 1: Assets and Liabilities  

Theoretical proposition number one stated “The provider (self), along with their 

educational preparation and training (supports), will reflect their home visitation style and use of 

family routines (strategies) in EI (Part C) sessions with families of I/Ts with ASDs (situations).” 

This discussion will include the identified assets and liabilities with regard to the self, supports, 

strategies, and situation observed within the context of this study.  Additionally, the discussion 

will include the convergent, divergent, and consideration for additions to the observed literature 

base.   

 Provider self.  An observance of the self is encouraged in the theory of transition 

(Anderson, Goodman, & Schlossberg, 2012).  A potential asset or liability, the individual self 

serves to conceptualize the ability to move through potential transitional barriers (Seligman, 

2002).  Demographically, each of the providers had been practicing in EI (Part C) for ten years 
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or greater, which indicated familiarity with the EI (Part C) system.  The SC, however, had only 

been practicing in EI (Part C) for two years, which indicated less practical experience than the 

providers.   

The provider participants and SC indicated a general sense of enjoyment in their work.   

Fleming, Sawyer, and Campbell (2011) described that providers’ willingness to teach caregivers 

was primarily due to family characteristics such as the education level of parents, home 

environments, and caregiver expectations for EI services.  Within this overall case, providers 

expressed a compassionate and understanding approach to service delivery for the family’s 

situation.  However, it was also identified that providers expressed the family’s willingness to 

participate in services which may have determined the providers’ compassionate and 

understanding approach (Fleming, Sawyer, & Campbell, 2011).  Providers have been described 

to enact a judgment, or cognitive process, that may detract from the use of family-centered 

practice in their home visit sessions (Salisbury, Woods, & Copeland, 2010).  

Each provider described a desire to educate and teach the family within the case; 

however, multiple approaches to teaching and educating the family were observed within the 

findings.  Discussion and Suggestions appeared most frequently within the data sets.  Overall, 

the predominant use of discussion occurred through the family’s observing-role, versus active 

participation.  Knoche, Kuhn, and Eum (2014) discovered a potential barrier to coaching 

practices, which included the family’s inability to enact the providers’ suggestions through 

discussion alone.  The family in this study identified that they often became overwhelmed with 

the amount of providers’ suggestions.  This study’s findings appeared to reflect the barriers of 

discussion-only approaches.  The providers in this study approached the situation of family non-
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follow through with compassion and understanding which served to maintain positive 

relationships among the team.   

 The providers expressed a desire to educate and teach families consistent with family-

centered help-giving strategies (Dunst, 2010).  Dunst, Trivette, and Hamby (2007) conducted a 

study which identified that families expressed a satisfaction with the supports and increase in 

self-efficacy when providers’ used help-giving practices.  The providers’ use of family-centered, 

help-giving strategies within this study were further supported by the statements of satisfaction 

from the family in this study.   

Chloe was observed to use a coaching process with the family during the home visit. 

Campbell (1997) described the process of coaching as a means to encourage active participation 

and collaboration with the family.  The majority of Chloe’s home visit reflected a triadic model 

of interaction.  However, Chloe’s documented home visit session notes presented a heavily direct 

teaching, child skill-enhancing approach.  Salisbury, Cambray-Engstrom, and Woods (2012) 

observed a similar finding in a case study measuring providers’ actual and reported use of 

coaching strategies in EI (Part C) home visit sessions.  The authors found that overall providers 

did not give themselves “credit for the range of practices they actually employed” (p. 95).  

Within the authors’ study, however, providers had been trained in fidelity for a two-year period 

prior to data collection.  The observed provider supports within this study reflected a dissimilar 

viewpoint.   

Provider supports.  Caplan (1976) expressed that the utility of a support system assists 

the individual in (a) the mobilization of psychological resources, (b) emotional burden mastery, 

(c) provision for the material, financial, and cognitive guidance necessary to handle situations. 

The providers described the agency for which they worked as their predominant support system. 
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Additionally, the SC described the county agency as his main support for his work.  The 

providers and SC expressed their support from these sources as consistent with Caplan’s (1976) 

description.   

Psychological and emotional support.  Psychological and emotional support was 

provided by the agency through open lines of communication and support. The providers 

expressed feeling supported when they reached out to their supervisor for guidance in 

challenging situations.  

Material and financial resources.  Material and financial resources provided by the 

agency included paid training attendance in order to enhance their work in the I/T EI (Part C) 

Program.  A large number of trainings were sought out by the participants, which produced 

divergent findings to the larger literature base (Bruder et al., 2013).  However, overall, the 

trainings that were sought out and funded through the agency, lacked a family-centered focus. 

Additionally, the numerous trainings reflected the one-time, lecture-driven workshops described 

by Snyder, Hemmeter, and McLaughlin (2011) as norming and storming.  This generational 

classification was further supported by one provider indicating that the trainings simply reinforce 

the practices that she currently used.  Norming and Storming were second and third generation 

trainings said to precede the period of performing, which capitalized on changing provider 

practices (Snyder, Hemmeter, & McLaughlin, 2011).  Odom (2009) further encouraged the 

movement toward “enlightened professional development” (p. 59) models of communities of 

practice, dynamic teaming, coaching, and distance supports. 

It appeared that, although providers were granted the financial support to pursue self-

selected training opportunities, the overall awareness or availability of performing models of 

professional development were not apparent.  The providers had mentioned the process of 
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teaming allotment early in their careers; however, budget restraints and infrastructure tightening 

have lessened the availability of this model of support.  Additionally, within this study, the 

providers indicated a need for a deeper support in the practical application, rather than theoretical 

understanding, of strategies.  This sentiment was described by three out of the four participants. 

Overall, providers indicated that their educational experiences provided little to no preparation 

for their work in EI (Part C).  This finding reflects the wide recognition of ill-equipped providers 

serving I/Ts in the EI (Part C) Program (Bruder, Dunst, Wilson, & Stayton, 2013; Campbell, 

Chiarello, Wilcox, & Milbourne, 2009; Dunst, Bruder, & Espe-Sherwindt, 2014). 

Bruder et al. (2013) indicated that approximately one-third of providers felt “very well 

prepared” to work with young children and their families (p. 258).  Francois, Coufal, and 

Subramanian (2015) suggested that curricular experiences for SLPs have not changed 

significantly over the last decade and continue to overlook the EI (Part C) family-centered 

model.  Further, the EI (Part C) family-centered model has been defined as nearly vacant in 

higher education (Fleming, Sawyer, & Campbell, 2011).  Additionally, literature suggests that 

providers often receive clinically-oriented training in higher education, which conflicts the 

family-centered model (Bruder, Dunst, Wilson, & Stayton, 2013; Campbell et al. 2009; Francois, 

Coufal, & Subramanian, 2015). 

The providers articulated an overabundance of theoretically-focused learning, with little 

practical experience.  Within the identified opportunities for hands-on work, such as practicums, 

most of the providers were placed within the school-aged continuum.  Therefore, the providers 

were typically administering clinically-based service delivery approaches, either in hospital or 

school-based settings without exposure to the EI (Part C) family-centered model.  For example, 

Sarah indicated that her educational experiences “taught her what it was, but not how to do it.”  
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More specifically, the provider articulated that she was able to define ASD, but did not know 

how to work with the children with ASD in order to progress their development based upon her 

education alone.  Both Chloe and Sarah described learning to work with I/Ts in EI (Part C), as 

“on the job learning.”  

 Provider strategies.  Child-centered approaches often favored the acquisition of child 

skills to that of child participation within family routines (McWilliam, 2012, 2015).  Findings of 

this study asserted that providers were generally more apt to focus upon enhancing the child’s 

skills, rather than enhancing the family’s routines.  The skill-centered focus of providers in this 

study was recognized in the literature and showed alignment to this study’s findings (Campbell 

& Sawyer, 2009; Colyvas, Sawyer, & Campbell, 2010).  Additionally, this study added further 

consideration to the literature base, indicating that providers were generally unaware of the 

family’s routines if the identified child skill set that was targeted was not functionally utilized 

within the routine.  Accommodations provided to the family within their routines were indicated 

to reflect the observed findings of providers’ general supports within this study.  Ultimately, a 

provider-led approach to the use of routines, for the purpose of enhancing skills, appeared most 

frequently within the data sets.   

Salisbury and Cushing (2013) contended that a provider-led approach proved effective to 

some degree; however, triadic sessions, where the caregiver was in the lead, engaged, and 

focused on the child, produced significantly more opportunities for progressing the child’s 

development.  The findings related to this study indicated that overall, the family adopted a 

participation style of observing, or watching, the interactions that occurred between the provider 

and the child.  Kellar-Guenther, Rosenberg, Block, and Robinson (2014) expanded upon the 

participatory actions of families indicating that while in-home provision of services produced 
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higher levels of family participation than clinic based settings, this difference was not significant.  

Therefore, this finding serves to support the findings within the observed literature base for the 

family and providers’ lack of routines utilization and within home visit sessions.  Additionally, 

this study added further consideration for the family independent participation styles. 

 Situation of EI (Part C) for I/Ts with ASDs.  Specific to this study in the discussion on 

the identified assets and liabilities for I/Ts with ASDs, a prominent element of stress is indicated 

within the situation.  An identified measure of stress has been correlated with families of children 

with ASD (Montes & Halterman, 2007; Pozo & Sarriá, 2014; Zablotsky, Bradshaw, & Stuart, 

2013).    

Additionally, while the providers expressed an enjoyment in their job overall, difficulties 

in the case of an ASD were described.  Bright and Pryor (2008) described that a process of 

reinvention is necessary which allows for the identification of new opportunities, setback 

recovery, capitalization on new opportunities, and finding meaning within employment.  The 

providers expressed a sense of frustration in working with I/Ts with ASDs with regard to the trial 

and error process observed in their support provided to the family.  Providers described 

flexibility as an essential feature of their service delivery for I/Ts with ASDs.  Sarah described 

flexibility as, suspending the creation of a lesson plan for the session.  Chloe described flexibility 

as understanding that rewards and reinforcements won’t work for long.  Nikki further described 

flexibility as being compassionate and understanding when families are too overwhelmed for 

visits.   

While providers described their required need for flexibility in the case of I/Ts with 

ASDs, they expressed that family flexibility is also essential.  Research has indicated that 

families of children with ASDs often focus exclusively on the child’s needs or potentially 
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exclude the child from participation within the family routines (DeGrace, 2004; Segal, 2004; 

Wolin & Bennett, 1984).  The exclusive focus on the child was mentioned by each of the 

providers in a way that included placating the child’s needs.  Nikki described the process of 

assisting families of I/Ts with ASDs in EI (Part C) as “rocking the boat” which often produced a 

slight heighten state of stress for the family.  The challenges, however, were indicated by the 

providers to produce successful results when the family bought in to the methods suggested. 

Mattern’s (2015) research suggested the importance of family buy-in through the use of 

providers’ meaningful communication to families.  The author’s research showed that in day-

school based settings and home-based settings, families and teachers did not generally feel that 

providers communicated their approach in a way that was meaningful.  Therefore, providers in 

this study indicated that families must buy-in to the suggestions in order for the suggestions to be 

successful.  Within this study, the family had indicated that several provider suggestions for their 

child did not match the family’s desire due to the upset that it caused the child.  This study 

served to align with the larger literature base which indicated that effective communication is 

critical for family buy-in.   

 Summary of Theoretical Proposition 1: Assets and Liabilities 

 Overall, the findings of this study served to generalize to the larger literature base with 

regard to the (a) general lack of provider preparation, (b) the use of child-directed approaches, 

and (c) a research to practice gap.  The findings, alongside the literature base suggest that overall 

this theoretical proposition may stand as measure from which to develop potential theories for 

further identifying relationships between the variables. 



 

195 
 

Theoretical Proposition 2: Influences   

 Theoretical proposition number two stated “Social, cultural, and historical influences are 

present in the implementation of EI (Part C) home visitation lending to the use of family 

routines.”  This finding was most notably reflected within the education and training gathered 

from the providers within this study.  For example, a majority of the providers had indicated that 

ASDs was not discussed until their master’s studies.  The providers described that the education 

of ASDs was predominately presented in a theoretically descriptive way.  Only one ASD 

treatment methodology was mentioned within the providers’ education.  Sarah described that 

Applied Behavior Analysis [ABA] was expressed as the evidenced-based option for children 

with ASD; however, she further described that this method was only described theoretically 

without instruction of practical application.    

 ABA has been identified to focus on discipline strategies for increasing child attention 

and compliance (Casenheiser, Shanker, & Stieben, 2011).  The use of a table to assist with the 

child’s attending has been utilized in behavioral approaches.  Nikki, who had received the most 

education, training, and self-sought information related to ASD described her recommendation to 

the family in the use of the table in order to increase Cole’s attention, which may have been 

indicative of the ABA approach.  Although Nikki did not specifically indicate an ABA approach 

to services; her extensive training may have influenced her use of techniques which appeared to 

be skill-based in nature such as naming items and putting together puzzles.  During the home 

visit session, the majority of the visit was spent in a child-provider interactive capacity with 

discussion as the primary means of engagement with the Chris and Donna.  However, as mom 

returned home from work, she actively engaged using triangulation with Nikki and Cole at the 

table using the family routine of playing with toys.   
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 Within the current study, findings identified providers’ desire to better understand 

strategies for working with and supporting I/Ts with ASDs.  Providers described seeking out 

information such as websites and trainings; however, it appears that a need continues to exist for 

the progression within the researched understanding of how to best assist families of I/Ts with 

ASDs.  Literature specific to EI practices for I/Ts with ASDs remains quite sparse (Boyd et al., 

2010; Schertz et al., 2011; Siller et al., 2013).  Rogers (2009) indicated that when literature on 

young children with ASDs is located, elements of family and their cultural perspectives are 

nearly vacant in the material.  Additionally, Schertz, Reichow, Tan, Vaiouli, and Yildirim (2012) 

conducted a comprehensive review of studies of interventions for I/Ts with ASDs.  Their review 

found 20 available articles, with only one article focusing on parent and family well-being.  

Summary of Theoretical Proposition 2: Influences 

 While the second theoretical proposition was created to identify examples of societal and 

historical influence, overall, these findings was not deeply supported within the data.  Several 

instances were noted that indicated a knowledge of historically accepted models of behavioral 

treatments; however, the mentions of ABA and behavioral treatment were mentioned 

theoretically rather than in a practical context.  Additionally, while the chronosystem indicated 

changes due to the passage of time, it appears that relatively little change has occurred in provide 

practices (Bronfenbrenner, 1986).  Therefore, within this study, theoretical proposition number 

two did not provide the research with enough evidence to generalize the statement to the larger 

literature base.    

Theoretical Proposition 3: Child-Centered Overutilization 

Theoretical proposition number three stated, “As a whole, in the EI (Part C) Program, 

family-centered practices are in transition, indicating that child-centered models may be over 
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utilized.”  Child-centered referred to the direct interactions between the provider and child.  

McWilliam (2012) expressed that for EI (Part C) to progress, research needs to address what is 

actually happening during home visit sessions.  This study served to explore home visit sessions 

finding that overall, parents were participatory, however, in varied ways.  This study presented 

varied findings with regard to the observations, documents, and interview data in the use of 

child-centered approaches.  As a majority, the child-centered, skill-focused approach was 

observed within this study showing that the majority of the interactions occurred between the 

providers and child, with discussion and suggestion being the main vehicles of interaction 

between the provider and family.  There were, however, several exceptions to this finding.  

When Biancah (mom) was present for the observed visits, she engaged in direct 

interaction with the provider placing herself in a triangulated fashion during the session.  This 

participation often included Biancah interacting with the child while the provider guided, 

providing suggestions to enhance the skill, or interaction.  Biancah was not present for Sarah’s 

observed visit.  Sarah’s visit included Donna (grandma) who took a more observatory-engaged 

role.  Sarah described grandma having been more active in the past in a more disciplinary 

fashion, in order to keep Cole within the space.  Sarah expressed that since Cole had become 

more familiar with and accepting of the expectations, Donna didn’t need to be as involved, 

suggesting a child-centered approach.  The observations of mom’s participation through 

observations, documents, and interview data however, suggest that she would be involved with 

the SLP sessions if she were not at work.  The varied approaches to family participation also 

suggests that the providers’ use of active family participation may be guided by the family 

member’s comfort, understanding of EI (Part C), and interpretation of the services as well.  
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Whereas grandma was participating in a watching role in all observed sessions; she was not as 

actively involved with the observed sessions from an active participatory standpoint.   

Therefore, Biancah’s observed participatory role appeared to guide the interactions as 

triangulated, or an active-engaged.  Whereas, Chris and Donna described and enacted a more 

observatory-engaged approach.  Specific findings that may be generalized to the larger literature 

base from this study included the skill-specific focus and individual family members’ 

participation style that appeared to drive the home visit sessions.  

 Individual family members represented a participation type (active-engaged, 

observatory-engaged).  The providers involved the family members by actively engaging in 

discussion and questioning reflecting a family-centered help-giving style; however, providers 

remained skill-focused in their approach.  Through provider interviews, an indication of expected 

participation of the family was evident; however, the family also indicated an expectation with 

regard to the providers’ leading of the session.  Therefore, it was indicated that an overall 

mismatch of participation expectations from providers and families may be apparent.  The 

mismatch may lie in the family’s view of traditional forms of therapy in which a therapist is 

working directly with a client; however, this child-centered approach is contrasted with the 

family-centered model (DEC, 2014).  Therefore, within this study, a participation-expectation 

mismatch between the providers and family was observed.   

Implications of the Research 

 The implications of this research served to generalize the findings to the current literature 

base, provide alternative evidence to the literature base, and add further consideration for the 

potential improvement of EI (Part C) practices.  The direct study of multiple perspectives 

involved in an EI (Part C) team supporting an I/T with an ASD provided a naturalistic view of 
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the supports that were provided to the family and how the family routines were utilized within 

the home visit sessions.  This exploration provided a rich description of the findings in order to 

add to the current literature base.  The following sections will discuss the direct implications of 

this study.  

Provider Preparation   

It was identified that a majority of the providers were afforded a practicum or internship 

within their graduate work.  One provider described the opportunity to work with I/Ts in play-

based evaluations; however, this experience was offered in a clinic setting.  Two providers 

expressed the opportunity to work in clinically-based settings such as clinics and schools within 

their graduate work.  None of the providers described practicum or internship experiences within 

their undergraduate work that pertained to I/Ts or family-centered systems.  More specifically, 

the undergraduate experience was described as “theory only” or “no opportunities for practical 

application.”  In each of these providers’ experience, there were no opportunities to directly work 

with I/Ts or conceptualize the family-centered model which resulted in the majority of providers 

expressing a desire to have known about the EI (Part C) Program.  This lack of awareness for the 

EI (Part C) Program indicated that without chance encounters, one may not know about the 

opportunity to work with families of I/Ts with developmental delays or disabilities.  One 

provider expressed that EI was considered “preschool”, or age three to five, within their 

program.  In addition to this finding that considered the direct lack of contact with the I/T 

populations, further lack of exposure to the EI (Part C) model was apparent.  A research-to-

practice gap has also been identified within the current provision of services (Dunst, Bruder, & 

Espe-Sherwindt, 2014). 
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Recommendations for provider preparation.  It would be of great value for accrediting 

bodies of the disciplines specific to the EI (Part C) program (OT, SLP, PT, and SI) to include an 

experience in EI (Part C) for their future educators.  This addition to the accreditation process 

would ensure that the university has introduced the educator or clinician to the EI (Part C) 

Program and the family-centered model.  Additionally, accreditation could potentially include 

the addition of one practicum experience, within a class that links the local EI (Part C) Program 

with the university.  Francois, Coufal, and Subramanian (2015) expressed that challenges to the 

curricular experiences for students included lack of knowledgeable staff to convey family-

centered approaches.  To rectify this issue, linkages between the local EI (Part C) Programs and 

universities could dissolve such issues.  A measure could include inviting the lead contact or 

providers within the EI (Part C) community as a guest speakers within one or several class 

periods.  Following the class, linking students to one provider for the purpose of attending a 

home visit would provide both the opportunity to become exposed to the model of EI (Part C) 

theoretically in the classroom setting, in addition to viewing and engaging with the family-

centered model that considers the child in the context of a larger family-home system (practical).   

This recommendation included the consideration that clinical models may target the 

child’s acquisition of skills as a stand-alone entity without the conceptualization of the child’s 

functioning within the family system.  It is possible that undergraduates pursuing education 

majors with the intention of becoming a teacher within school systems have not observed the 

interworking of the family system of an infant or toddler.  This opportunity, whether the students 

pursue EI (Part C) service provision or not, may further provide a family-centered consideration 

rather than simply a child, clinical focus.  In other words, the potential teacher of a second grade 
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classroom may view the student, as not only a solitary student within a classroom, but show 

consideration for the student as part of a larger ecological system, inclusive of a family system.   

Family preparation.  The findings identified an individual disposition may have 

influenced family members’ active or watching participation within the home visit sessions.  It is 

recommended that EI (Part C) Programs serve to educate families about the family-centered 

model and their active participatory role within the sessions.  It was observed through the 

findings from this particular study that family members assumed a particular role within the 

session, whether they were participating through discussion or through active means was varied 

between individuals.  Through provider interviews within this study it was discovered that one 

provider assumed that “parents see me as a therapist that is there to just work with their child”.  It 

appears that, similar to the lack of preparation for therapists, an assumed lack of preparation for 

families within the process of EI (Part C) is indicated.  Therefore, a recommendation gained 

from the results of this study include an element of family preparation for EI (Part C). 

Current providers.  Providers expressed an on-the-job learning experience within EI 

(Part C).  Additionally, providers expressed that specifically for I/Ts the job required an extra 

skill set that was not apparent within their training.  While the core deficits were mentioned by 

the providers within the study by way of on-the-job learning and experience, additional 

opportunities for the training specific to I/Ts with ASDs in EI (Part C) is recommended.  

Additionally, while research supports the use of family routines in the context of ASD for I/Ts 

through adolescence, the findings of this particular study identified a skill-focus that is context 

dependent.  Therefore, it is recommended that training opportunities offer practical, as well as 

theoretical training opportunities for current providers that incorporate the core deficits with 

practical ideas for using family routines as the focus of the intervention.  A theoretical-practical 
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training opportunity would provide current practicing providers with a practical skill set 

application, along with the theoretical knowledge of why family routines are essential in the 

intervention for I/Ts with ASDs.   

Additionally, while agencies such as the one in this study provide paid training 

opportunities to the providers, consideration for the types of training provided for is 

recommended.  As research is suggesting that coaching models are a beneficial for changing the 

practices of providers (Marturana & Woods, 2012), agencies may encourage providers to seek 

out trainings that engage a performing model of professional development (Snyder, Hemmeter, 

& McLaughlin, 2011). In other words, agencies funding of training may begin to examine the 

coaching models associated with providers’ change in practice.   

Future Research 

 Based upon this study’s research findings, several recommendations for future research 

were indicated.  This section will discuss the recommendations based upon the findings of the 

current study and existent literature base.  Recommendations included the future direction of 

research from the provider and family perspectives in EI (Part C) home visiting for families of 

I/Ts with ASDs.  

Providers’ awareness of family routines.  Specific to the findings from this research 

study, an identified lack of awareness of family routines was apparent.  It is recommended that 

future studies of provider perceptions within the actual use of family routines in EI (Part C) may 

further identify the needs with regard to training.  Specifically, within the study, one provider felt 

as though using multiple locations through the home may result in the family feeling an invasion 

of privacy.  Further analysis into the perceptions of providers in their use of family routines may 

guide the curricular development of trainings to target those perceptions and concerns.   
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Providers’ use of research.  An identified research-to-practice mismatch has been 

identified in EI (Part C).  Therefore, research in the understanding of practicing providers’ 

utilization and perceptions of research may uncover potential barriers to the identified gap.  For 

instance, large scale research that identifies providers’ knowledge of pivotal research documents 

and resources within the field of EI (Part C) may provide insight into the current awareness 

and/or use of research by practicing providers.  A wealth of conceptually-based approaches were 

described within family-centered service delivery such as coaching, triangulation, family 

participation, and the providers’ use of routines.  Each concept presented multi-level 

considerations for researchers, in addition to the providers working in the field.  A finding of 

interest to the researcher within this study was that providers did not report self-sought research 

to educate themselves.  Such research would have included journals, research articles, DEC 

(2014) Recommended Practices, or other self-sought research-based methodologies as part of 

their training or education.    

A described gap between research and practice was pinpointed within the literature base 

(Swanson, Raab, & Dunst, 2011; Hodgetts, Zwaigenbaum, & Nicholas, 2014; Sawyer & 

Campbell, 2009).  This study served as a consensus with the larger literature base which 

observed that none of the practicing providers pursued research-based information within their 

training, education, or self-sought activities) serving to offer a direction for future research. 

Discipline-specific awareness of EI (Part C).  The findings from this exploratory, 

qualitative case study serve to provide a direction in future research from the multiple 

perspective approach utilized within this research.  For example, an identified need area included 

the providers’ education and training in the EI (Part C) model.  Therefore, studies of current 

undergraduate and graduate students’ in the areas of education, occupational therapy, physical 



 

204 
 

therapy, speech and language pathology, and additional areas of specialty in EI (Part C) service 

delivery may be addressed through the research. For instance, future provider disciplines’ 

knowledge and awareness of the EI (Part C) Program would benefit the understanding of such 

awareness.  As indicated in this study, a majority of the providers had indicated that before they 

began serving in EI (Part C) they were unfamiliar with the program.  Additionally, this study 

provided an indication that families hold multiple views of their active engagement within the 

services provided.  Therefore, further studies examining families and their perception of 

participation in EI (Part C) may assist with identifying potential blocks to the use of family 

routines in EI (Part C). 

Challenges in EI (Part C) for families of I/Ts with ASDs.  An identified need for 

future research of evidence-based intervention models for ASDs in EI (Part C) is apparent 

(Schertz et al., 2011; Siller et al., 2013).  A continued need for research in the challenges that 

families of I/Ts with ASDs face in the daily family routines has also been indicated (Boyd et al., 

2010).  This research study offered an indication that providers are generally focused on the 

skills of children, more so than the family routine functioning.  Further research may include the 

observed match of provider focus and family concerns.  A focus on matching of the provider-

family concerns may provide the field with additional understanding of how skills of I/Ts with 

ASDs may be enhanced through the direct link of family concern.  Further, through the 

continued research of the core deficits associated with ASDs in I/Ts and family concerns, 

research may begin to provide more practical techniques for the providers working directly with 

families.   
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Strengths of the Research 

An extensive review of the literature provided this study with an informed position from 

which to conduct this research.  McWilliam (2012) indicated that further research was necessary 

to understand the practices of home visitors.  This research provided an in-depth, multiple 

perspective view of home visit sessions for an I/T with an ASD (Hancock & Algozzine, 2010; 

Yin, 2014).  This research provided the literature base with an understanding of provider current 

practices in their direct supports to families of I/Ts with ASDs.  More recent literature has 

engaged a cause-effect approach to changing the practices of providers in home visit sessions 

(Fox et al., 2011; Marturana & Woods, 2012); however this study provided a view from which to 

evaluate provider practices without intervention.  The opportunity to view direct practices that 

have not been modified by specific training allowed for the exploration of the natural supports 

and use of routines in EI (Part C) home visit sessions for a toddler diagnosed with an ASD.  This 

provided research with the opportunity to begin a discussion of assets and liabilities to the use of 

family routines in EI (Part C) for I/Ts with ASDs.  More specifically, this study provided the 

literature base with a description of the providers’ perceptions and use of family routines in EI 

(Part C) home visit sessions for I/Ts with ASDs. 

This study utilized Transition Theory as a means to evaluating assets and liabilities for 

the providers’ use or non-use of family routines in EI (Part C).  It appears that Transition Theory 

is a promising theoretical stance from which to evaluate EI (Part C) providers’ movement from 

child-centered to family-centered practices.  Additionally, the adapted data collection tools 

proved a useful exploration of provider experience in EI (Part C) models.  Knoche, Kuhn, and 

Eum (2014) identified that hiring standards and professional development of providers should 

consider the providers’ experience and effectiveness in coaching strategies.  The adapted ecomap 
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provides a clear visual graphic from which to evaluate the balanced and meaningful professional 

development training activities of providers.  Additionally, hiring could include the use of the 

adapted ecomap as a training indicator for evaluating knowledge of EI (Part C) family-centered 

models.   

Limitations of the Research 

Limitations of the current study include the nature of case study research with regard to 

generalization to a wider population (Hancock & Algozzine, 2011).  This research observed the 

functioning of one team supporting a family of an I/T with an ASD in EI (Part C) home visit 

sessions.  Therefore, this study presents a narrow window of findings.  Glesne and Peshkin 

(1992) expressed that wide generalization should hold little meaning to qualitative researchers.  

However, the framework of this study could be conducted on a large scale using various 

researchers in various states to explore a larger population.  Therefore, while the study sought to 

create an in-depth understanding to the situation a framework for larger exploration was 

engaged.  As a single case, however, limited the generalization of the research to a wide 

population.  Additionally, the researcher indicated her positioning within the methodology 

section in order to assert herself within the research (Creswell, 2011).  Due to the work and 

training completed in the EI (Part C) system, a potential for bias existed in the researcher’s 

interpretation of the study’s findings.     

Summary of Conclusions 

This study sought to explore the providers’ supports for families of I/Ts with ASDs in EI 

(Part C) home visit sessions.  More specifically, this research served to describe the use of family 

routines within the context of EI (Part C) home visit session for an I/T with an ASD.  Ecological 

Systems Theory was used to guide the conceptualization of the child’s environmental systems 
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that influence their development.  Further, Transition Theory was used to evaluate the assets and 

liabilities that are associated with the supports that were afforded to a family of an I/T diagnosed 

with an ASD.  A case within a case approach provided depth within the research which included 

an EI (Part C) team serving a toddler diagnosed with an ASD.   

The findings from this study identified that providers utilized the family routines of play, 

eating or mealtime, and dressing as the context for intervention.  Child skill enhancement was 

observed within the data to be the primary means of support to the family.  The ways in which 

providers offered this support included engaging with the family and remaining flexible within 

the supports provided.  The observed vehicles for engaging with the family included discussion, 

active engagement, and family education through provider teaching.  Providers described the 

need for a flexible approach in service delivery through the use of trial and error strategies and 

compassion within the family’s typical functioning.   

The use of family routines was indicated to be secondary to the focus of child skill 

enhancement within this study.  Providers often utilized the family routines of play, dressing, or 

mealtimes/eating as a means to providing specific guidance to the child skill enhancement versus 

the child’s functional engagement within the routine.  Providers expressed an overall lack of 

education and training specific to EI (Part C) service provision.  Indications of a theoretically-

based knowledge of clinical service delivery were apparent.  Service delivery appeared to reflect 

a blend of family-centered help-giving practices with a child-centered, skill-based focus.  

Providers described their experiences in EI (Part C) as on-the-job learning, which appeared to 

reflect this blended approach to service delivery.  Additionally, implications of the skill-centered 

focus differentiated the individual family members’ perception of their involvement with the 

services provided.   
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The overall findings within this research support previous findings of lack of provider 

education and training, however, describe the need for practical exposure to EI (Part C) family-

centered models.  Additionally, this study served to describe the need for training specific to the 

use of family routines in EI (Part C), most notably for the population of I/Ts with ASDs.  This 

included both providers and families in the EI (Part C) system.  Based upon the 

recommendations of research to support the family routines for families of children with ASD, 

this study serves to convey the need for both theoretical and practical education in the areas of 

family-centered services and the use of family routines in EI (Part C).   

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

209 
 

References 

Adams, R. C., Tapia, C., & The Council on Children with Disabilities. (2013). EI, IDEA (Part C) 

services, and the medical home: Collaboration for best practice and best outcomes. 

Pediatrics, 132(4), E1073-E1088. 

American Academy of Pediatrics. (2013). Center for Disease Control and Prevention. Retrieved 

from http://www.medicalhomeinfo.org/downloads/pdfs/AutismAlarm.pdf 

American Psychiatric Association. (2013). Diagnostic and statistical manual of mental disorders 

(5th ed.). Arlington, VA: American Psychiatric Publishing. 

American Speech-Language-Hearing Association. (2008). Roles and responsibilities of speech-

language pathologists in EI. Retrieved from http://www.asha.org/policy/GL2008-

00293.htm 

Anderson, M., Goodman, J., & Schlossberg, N. (2012). Counseling adults in transition: Linking 

Schlossberg's theory with practice in a diverse world (4th ed.). New York, NY: Springer.  

Angie, W. S., Zwaigenbaum, L., Nicholas, D., & Sharon, R. (2015). Factors influencing autism 

spectrum disorder screening by community pediatricians. Pediatrics & Child Health, 

20(5), e20-e24. 

Antonovsky A. (1987). Unravelling the mystery of health: How people manage stress and stay 

well (1st ed.) San Francisco, CA: Jossey-Bass. 

Applequist, K. L., McLellan, M. J., & McGrath, E. R. (2010). The apprenticeship model: 

Assessing competencies of EI practitioners. Infants and Young Children, 23(1), 23-33.  

Arnold, K. D., Lu, E. C., & Armstrong, K. J. (2012). Chronosystem: The role of time in college 

readiness. Association for the Study of Higher Education Report, 38(5), 83-89. 



 

210 
 

Artman-Meeker, K., Fettig, A., Barton, E. E., Penney, A., & Zeng, S. (2015). Applying an 

evidence-based framework to the early childhood coaching literature. Topics in Early 

Childhood Special Education, 35(3) 183-196. 

Ashburner, J. K., Rodger, S. A., Ziviani, J. M., & Hinder, E. A. (2014). Optimizing participation 

of children with autism spectrum disorder experiencing sensory challenges: A clinical 

reasoning framework. Canadian Journal of Occupational Therapy, 81(1), 29-38.  

Asperger, H. (1944). Die Autistischen Psychopathen’ im Kindesalter [Autistic psychopaths in 

childhood]. Archiv für Psychiatrie und Nervenkrankheiten (in German), 117, 76–136. 

Association for Behavior Analysis International (2016). List of ABAI accredited programs. 

Retrieved from https://www.abainternational.org/accreditation/accredited-programs.aspx 

Ausderau, K., & Juarez, M. (2013). The impact of autism spectrum disorders and eating 

challenges on family mealtimes. Infant, Child, & Adolescent Nutrition, 5(5), 315-323. 

Autism Navigator. (2016). Autism navigator learner community. Retrieved from 

http://autismnavigator.learnercommunity.com/ 

Autism Speaks. (2016). Learn the signs of autism. Retrieved from https://www.autismspeaks.org 

/what-autism/learn-signs 

Axelrod, S., Kates, McElrath, K., & Wine, B. (2012). Applied behavior analysis: Autism and 

beyond. Behavioral Interventions, 27, 1-15. doi:10.1002/bin.1335 

Bagatell, N. (2015, May 18). The routines and occupations of families with autism spectrum 

disorders. Focus on Autism and Other Developmental Disabilities, 1-11.                       

doi:10.1177/1088357615587503 

https://www.abainternational.org/accreditation/accredited-programs.aspx


 

211 
 

Bagatell, N. J., Cram, M., Alvarez, C. G., & Loehle, L. (2014). Routines of families with 

adolescents with autistic disorders: A comparison study. Canadian Journal of 

Occupational Therapy, 81(1), 62-67. 

Bagby, M. S., Dickie, V. A., & Baranek, G. T. (2012). How sensory experiences of children with 

and without autism affect family occupations. American Journal of Occupational 

Therapy, 66(1), 78–86. 

Bailey, B. (2000). I love you rituals. New York, NY: HarperCollins. 

Baio, J., & National Center on Birth Defects and Developmental Disabilities. (2014). Prevalence 

of autism spectrum disorder among children aged 8 years — Autism and developmental 

disabilities monitoring network. Surveillance Summaries, 63(SS02), 1-21. Retrieved from 

http://www.cdc.gov/mmwr/preview/mmwrhtml/ss6302a1.htm?s_cid=ss6302a1_w 

Barber, A., Wetherby, A., & Chambers, N. (2012). Brief report: Repetitive behaviors in young 

children with autism spectrum disorder and developmentally similar peers: A follow-up 

to Watt et al. (2008). Journal of Autism and Developmental Disorders, 42, 2007-2012. 

Bard, M. (2015, July 22). UMMS pediatrician develops improved rapid screening test for autism 

in toddlers. University of Massachusetts Med NOW. Retrieved from 

http://umassmed.edu/news/news-archives/2015/07/umms-pediatrician-develops-

improved-rapid-screening-test-for-autism-in-toddlers/ 

Barnett, D. W., Lentz, F. E., Bauer, A. M., & Macmann, G. (1997). Ecological foundations of 

EI: Planned activities and strategic sampling. The Journal of Special Education, 30(4), 

471-490. doi:10.1177/002246699703000407 



 

212 
 

Behaviorism. (2015). In Funk & Wagnalls new world encyclopedia.  Retrieved from 

http://navigator-iup.passhe.edu/login?url=http://search.ebscohost.com/ 

login.aspx?direct=true&db=funk&AN=BE059500&site=ehost-live 

Bejerano, A. R. (2015). An examination of the role of social support, coping strategies, and 

individual characteristics in students' adaptation to college. Abstract retrieved from 

Dissertation Abstracts International (Section A, 75). 

Belcher, H. E., Hairston‐Fuller, T. C., & McFadden, J. (2011). How do we assess family 

supports and fairness in EI? Developmental Disabilities Research Reviews, 17(1), 36-43. 

doi:10.1002/ddrr.137 

Bergin, A. E., Masters, K. S., Stinchfield, R. D., Gaskin, T. A., Sullivan, C. E., Reynolds, E. M., 

& Greaves, D. (1994). Religious life-styles and mental health. In L. B. Brown (Ed.), 

Religion, personality, and mental health (pp. 69-93). New York, NY: Springer. 

Berk, L. E., & A. Winsler. (2009). Scaffolding children’s learning: Vygotsky and early childhood 

education (Rev. ed.). Washington, DC: National Association for the Education of Young 

Children. 

Bernard, J., Harvey, V., Potter, D., & Prior, A. (2001). Ignored or ineligible? The reality for 

adults with autism spectrum disorders. London, England: The National Autistic Society. 

Bloor, M., & Wood, F. (2006). Transcription. In Keywords in Qualitative Methods. (pp. 167-

170). London, England: SAGE. doi:10.4135/9781849209403.n55 

Boavida, T., Aguiar, C., & McWilliam, R. A. (2014). A training program to improve IFSP/IEP 

goals and objectives through the routines-based interview. Topics in Early Childhood 

Special Education, 33(4), 200-211. 



 

213 
 

Bodrova, E., & Leong, D. J. (2006). Vygotskian perspectives on teaching and learning early 

literacy (Vol. 2). In D. K. Dickinson & S. B. Neuman, (Eds.), Handbook of early literacy 

research (pp. 243–256). New York, NY: Guilford. 

Bolton, P. F., Golding, J., Emond, A., & Steer, C. D. (2012). Autism spectrum disorder and 

autistic traits in the Avon longitudinal study of parents and children: Precursors and early 

signs. Journal of the American Academy of Child & Adolescent Psychiatry, 51(3), 249-

260. 

Boyd, B. A., McCarty, C. H., & Sethi, C. (2014). Families of children with autism: A synthesis 

of family routines literature. Journal of Occupational Science, 21(3), 322-333. 

doi:10.1080/14427591.2014.908816 

Boyd, B. A., Odom, S. L., Humphreys, B. P., & Sam, A. M. (2010). Infants and toddlers with 

autism spectrum disorder: Early identification and EI. Journal of EI, 32(2), 75-98. 

Boyer, V. E., & Thompson, S. D. (2014). Transdisciplinary model and EI: Building collaborative 

relationships. Young Exceptional Children, 17(3), 19-32. 

Boyle, C. A., Boulet, S., Schieve, L., Cohen, R. A., Blumberg, S. J., Yeargin-Allsopp, M., … 

Kogan, M. D. (2011). Trends in the prevalence of developmental disabilities in US 

children, 1997–2008. Pediatrics, 127(6), 1034-1042. doi:10.1542/peds.2010-2989 

Branson, D., Vigil, D., & Bingham, A. (2008). Community childcare providers’ role in the early 

detection of autism spectrum disorders. Early Childhood Education Journal, 35, 523–

530. 

Braun, V. & Clarke, V. (2006). Using thematic analysis in psychology. Qualitative Research in 

Psychology, 3, 77-101. 



 

214 
 

Brendtro, L. K. (2006). The vision of Urie Bronfenbrenner: Adults who are crazy about kids. 

Reclaiming Children and Youth, 15(3), 162-166. 

Bright, J. E. H. & Pryor, G. L. (2008). Shiftwork: A chaos theory of careers agenda for change in 

career counseling. Australian Journal of Career Development, 17, 63-72. 

Bronfenbrenner, U. (1979). The ecology of human development: Experiments by nature and 

design. Cambridge, MA: Harvard University Press. 

Bronfenbrenner, U. (1986). Ecology of the family as a context for human development: Research 

perspectives. Developmental Psychology, 22(6), 723-742. 

Bronfenbrenner, U. (1993). The ecology of cognitive development: Research models and 

fugitive findings. In R. H. Wozniak & K. W. Fischer (Eds.), Development in context: 

Acting and thinking in specific environments (pp. 3-44). Hillsdale, NJ: Lawrence 

Erlbaum. 

Brookman-Frazee, L. S. (2012). Building a research-community collaborative to improve 

community care for infants and toddlers at-risk for autism spectrum disorders. Journal of 

Community Psychology, 40(6), 715-734. 

Brotherson, M. J., Summers, J. A., Naig, L. A., Kyzar, K., Friend, A., Epley, P., … Turnbull, A. 

P. (2010). Partnership patterns: Addressing emotional needs in EI. Topics in Early 

Childhood Special Education, 30(1), 32-45. 

Brown, J. J., & Woods, J. J. (2015). Effects of a triadic parent-implemented home-based 

communication intervention for toddlers. Journal of Early Intervention, 37(1), 44-68. 

doi:10.1177/1053815115589350 

Bruder, M. B. (2010). Early childhood intervention: A promise to children and families for their 

future. Exceptional Children, 76(3), 339-355. 



 

215 
 

Bruder, M. B., & Dunst, C. J. (2015). Parental judgments of early childhood intervention 

personnel practices: Applying a consumer science perspective. Topics in Early Childhood 

Special Education, 34(4), 200-210. doi:10.1177/0271121414522527 

Bruder, M. B., & Dunst, C. J., (2005). Personnel preparation in recommended EI practices: 

Degree of emphasis across disciplines. Topics in Early Childhood Special Education, 

25(1), 25-33. 

Bruder, M. B., Dunst, C. J., & Mogro-Wilson, C. (2011). Confidence and competence appraisals 

of EI and preschool special education practitioners. International Journal of Early 

Childhood Special Education, 3(1), 13-37. 

Bruder, M. B., Dunst, C. J., Wilson, C., & Stayton, V. (2013). Predictors of confidence and 

competence among early childhood interventionists. Journal of Early Childhood Teacher 

Education, 34, 249–267. 

Burgess, A., & Gutstein, S. (2007). Quality of life for people with autism: Raising the standard 

for evaluating successful outcomes. Child and Adolescent Mental Health, 12(2), 80-86. 

Burkhart, L., & Hogan, N. (2015). Being a female veteran: A grounded theory of coping with 

transitions. Social Work in Mental Health, 13(2), 108-127. 

doi:10.1080/15332985.2013.870102 

Campbell, P. H., & Coletti, C. E. (2013). EI use of child-caregiver teaching strategies. Infants & 

Young Children, 26(3), 235-248. 

Campbell, P. H., Chiarello, L., Wilcox, M. J., & Milbourne, S. (2009). Preparing therapists as 

effective practitioners in EI. Infants and Young Children, 22(1), 21-31. 

Campbell, P. H., Sawyer, L. B., & Muhlenhaupt, M. (2009). The meaning of natural 

environments for parents and professionals. Infants & Young Children, 22(4), 264-278. 



 

216 
 

Campbell, P., & Sawyer, B. (2009). Changing EI providers’ home visiting skills through 

participation in professional development. Topics in Early Childhood Special Education, 

28(4), 219-234. 

Campbell, S. K. (1997). Therapy programs for children that last a lifetime. Physical and 

Occupational Therapy in Pediatrics, 17(1), 1-15. 

Campbell, S. K. (2007). Therapy programs for children that last a lifetime. Physical and 

Occupational Therapy in Pediatrics, 17(1), 1-15. 

Caplan, G. (1976). The family as support system. In G. Caplan & M. Killilea (Eds.), Support 

systems and mutual help: Multidisciplinary exploration (pp. 19-36). New York: Greene 

& Stratton. 

Casenhiser, D. M., Shanker, S., & Stieben, J. (2011). Learning through interaction in children 

with autism: Preliminary data from a social-communication-based intervention. Autism, 

1-22. doi:10.1177/1362361311422052 

Center for Disease Control and Prevention. (2016a). Autism spectrum disorders (ASDs): Data 

and statistics. Retrieved from http://www.cdc.gov/ncbddd/autism/data.html 

Center for Disease Control and Prevention. (2016b). Learn the signs: Act early. Retrieved from 

http://www.cdc.gov/ncbddd/actearly/index.html 

Center for Social Emotional Foundations for Early Learning (2016). Retrieved from 

http://csfel.vanderbilt.edu/ 

Chawarska, K., Klin, A., Paul, R., Macari, S., & Volkmar, F. (2009). A prospective study of 

toddlers with ASD: Short-term diagnostic and cognitive outcomes. Journal of Child 

Psychology and Psychiatry, 50, 1235-1245. 



 

217 
 

Chen, D., Klein, D. M., & Minor, L. (2009). Interdisciplinary perspectives in EI: Professional 

development in multiple disabilities through distance education. Infants & Young 

Children, 22(2), 146-168.  

Chown, N. (2012). History and first descriptions of autism: A response to Michael Fitzgerald. 

Journal of Autism & Developmental Disorders, 42(10), 2263-2265. 

Christensen, D. L., Bilder, D. A., Zahorodny, W., Pettygrove, S., Durkin, M. S., Fitzgerald, R., 

… Yeargin-Allsopp, M. (2016). Prevalence and characteristics of autism spectrum 

disorder among 4-year-old children in the autism and developmental disabilities 

monitoring network. Journal of Developmental and Behavioral Pediatrics, 37(1), 1-8. 

doi:10.1097/DBP.0000000000000235 

Christensen, L., Hutman, T., Rozga, A., Young, G., Ozonoff, S., Rogers, S., ... Sigman, M. 

(2010). Play and developmental outcomes in infant siblings of children with autism. 

Journal of Autism and Developmental Disorders, 40, 946-957. doi:10.1007/s10803-010-

0941-y 

Cole, B. L. (2014). A qualitative case study of five mothers' experiences with early intervention 

services and preschool choices for their children with disabilities. Retrieved from 

ProQuest Digital Dissertations. (Order No. 3615499).  

Colyvas, J., Sawyer, B., & Campbell, P. (2010). Identifying strategies EI occupational therapists 

use to teach caregivers.  American Journal of Occupational Therapy, 64, 776-785. 

doi:10.5014/ajot.2010.09044 

Conroy, M. A., Sutherland, K. S., Vo, A. K., Carr, S., & Ogston, P. L. (2014). Early childhood 

teachers’ use of effective instructional practices and the collateral effects on young 

children’s behavior. Journal of Positive Behavior Interventions, 16, 81–92. 



 

218 
 

Cooijmans, P. (2009). Asperger's 1944 article summarized. Retrieved from 

http://paulcooijmans.com/asperger/asperger_summarized.html 

Copple, C., Bredekamp, S., & National Association for the Education of Young Children. 

(2009). Developmentally appropriate practice in early childhood programs serving 

children from birth through age 8 (3rd ed.). Washington, DC: National Association for the 

Education of Young Children. 

Cornew, L., Dobkins, K., Akshoomoff, N., McCleery, J., & Carver, L. (2012). Atypical social 

referencing in infant siblings of children with autism spectrum disorders. Journal of 

Autism & Developmental Disorders, 42(12), 2611-2621. doi:10.1007/s10803-012-1518-8 

Crespo, C., Santos, S., Canavarro, M. C., Kielpikowski, M., Pryor, J., & Féres-Carneiro, T. 

(2013). Family routines and rituals in the context of chronic conditions: A review. 

International Journal of Psychology, 48(5), 729-746. 

Creswell, J. W. (2014). Research design: Qualitative, quantitative, and mixed methods 

approaches (4th ed.). Thousand Oaks, CA: Sage.  

Danaher, J., & The National Early Childhood Technical Assistance. (2010). (Part C) lead 

agencies. NECTAC Notes No. 26. National Early Childhood Technical Assistance Center 

(NECTAC), Retrieved from 

http://www.eric.ed.gov/contentdelivery/servlet/ERICServlet?accno=ED512725. 

Danaher, J., Goode, S., & Lazara, A. (Eds.). (2011). (Part C) updates (12th ed.). The University 

of North Carolina, Chapel Hill, NC: FPG Child Development Institute, National Early 

Childhood Technical Assistance Center. 



 

219 
 

Davis, N. O., & Carter, A. S. (2008). Parenting stress in mothers and fathers of toddlers with 

autism spectrum disorders: Associations with child characteristics. Journal of Autism & 

Developmental Disorders, 38(7), 1278-1291. 

Da-wei, D., Yan, Z., Xin-ning, C., & Shu-juan, J. (2015). Effectiveness of applied behavior 

analysis training on the quality of life in children with autism. Chinese Journal of 

Clinical Psychology, 23(3), 564-566. 

Dawson, G., Rogers, S., Munson, J., Smith, M., Winter, J., Greenson, J., … Varley, J. (2010). 

Randomized, controlled trial of an intervention for toddlers with autism: The early start 

Denver model. American Academy of Pediatrics, 125(1), 17-23. 

de Cássia Ribeiro, L., & Cardoso, A. A. (2014). Floortime™ approach in the treatment of autistic 

child: Possibilities for use by occupational therapists. Cadernos De Terapia Ocupacional 

Da Ufscar, 22(2), 399-408. doi:10.4322/cto.2014.060 

DeGrace, B. (2004). The everyday occupation of families with children with autism. American 

Journal of Occupational Therapy, 58(5), 543-550. 

Department of Education. (2011). EI Program for infants and toddlers with disabilities; 

Assistance to states for the education of children with disabilities; Final rule and 

proposed rule, 73 Fed. Reg.188, 60140-60303 (34 C.F.R. pts. 300 and 303). 

Department of Education. (2016). Building the legacy: IDEA 2004. Retrieved from 

http://idea.ed.gov/ 

DeVilbiss, E. A., & Lee, B. K. (2014). Brief report: Trends in U.S. national autism awareness 

from 2004 to 2014: The impact of national autism awareness month. Journal of Autism 

and Developmental Disorders, 44(12), 3271-3273. doi:10.1007/s10803-014-2160-4 



 

220 
 

Dionne, M., & Martini, R. (2011). Floor Time Play with a child with autism: A single-subject 

study. Canadian Journal of Occupational Therapy, 78, 196-203. 

doi:10.2182/cjot.2011.78.3.8 

DiRamio, D., Ackerman, R., & Mitchell, R. L. (2008). From combat to campus: Voices of 

student-veterans. National Association of Student Personnel Administrators Journal, 

45(1), 73-102. 

Division for Early Childhood. (2014). DEC recommended practices in EI/early childhood 

special education 2014. Retrieved from http://www.dec-sped.org/recommendedpractices 

Donenberg G., & Baker B. L. (1993). The impact of young children with externalizing 

behaviours on their families. Journal of Abnormal Child Psychology 21, 179–98. 

Dunst, C. J., & Bruder, M. B. (2014). Preservice professional preparation and teachers’ self-

efficacy appraisals of natural environment and inclusion practices. Teacher Education 

and Special Education, 37(2), 121-132. 

Dunst, C. J., & Trivette, C. M. (2009). Using research evidence to inform and evaluate EI 

childhood practices. Topics in Early Childhood Special Education, 29(1), 40-52. 

Dunst, C. J., Bruder, M. B., & Espe-Sherwindt, M. (2014). Family-capacity building in early 

childhood intervention: Do context and setting matter? School Community Journal, 24(1), 

37-48. 

Durkin, M. S., Maenner, M. J., Meaney, F. J., Levy, S. E., DiGuiseppi, C., Nicholas, … Schieve, 

L. A. (2010). Socioeconomic inequality in the prevalence of autism spectrum disorder: 

Evidence from a U.S. cross-sectional study. Public Library of Science One, 5(7), 1-8. 

doi:10.1371/journal.pone.0011551 

http://dx.doi.org/10.2182/cjot.2011.78.3.8


 

221 
 

Early Childhood Accountability in Pennsylvania. (2007). How are we measuring child progress 

in PA? Retrieved from http://ectacenter.org/eco/pages/states_cosf_materials.asp 

Early Childhood Outcomes Center. (2011). Family data: Indicator C4 highlights results and 

state approaches, ffy 2009. Retrieved from 

http://ecoutcomes.fpg.unc.edu/resources/family-data-indicator-c4-highlights 

Early Childhood Technical Assistance Center. (2015). Child outcome highlights for ffy 2013. 

Retrieved from http://ectacenter.org/eco/assets/pdfs/childoutcomeshighlights.pdf 

Early Childhood Technical Assistance Center. (2016a). State approaches to family outcomes 

measurement (Part C) indicator 4: FFY 2013 (2013-2014). Retrieved from 

http://ectacenter.org/eco/assets/pdfs/map_partfamily.pdf 

Early Childhood Technical Assistance Center. (2016b). Outcomes measurement: Federal 

requirements. OSEP requirements. Retrieved from 

http://ectacenter.org/eco/pages/fed_req.asp 

Edmonson, S., & Irby, B. (2008). Ten tips for producing a top qualitative research study. New 

York, NY: Pearson. 

Ekas, N. V., Lickenbrock, D. M., & Whitman, T. L. (2010).  Optimism, social support, and well-

being in mothers of children with autism spectrum disorder.  Journal of Autism and 

Developmental Disorders, 40(10), 1274–1284. 

Estes, A., Munson, J., Dawson, G., Koehler, E., Zhou, X., & Abbott, R. (2009). Parenting stress 

and psychological functioning among mothers of preschool children with autism and 

developmental delay. Autism: The International Journal of Research and Practice, 13(4), 

375-387. 



 

222 
 

Evans, J., & Rodger, S. (2008). Mealtimes and bedtimes: Windows to family routines and rituals. 

Journal of Occupational Science, 15(1), 98-104. 

Evans, N. J., Forney, D. S., Guido, F. M., Patton, L. D., & Renn, K. A. (2010). Student 

development in college: Theory, research, and practice (2nd ed.). San Francisco, CA: 

Jossey Bass. 

Fein, G., Gariboldi, A., & Boni, R. (1993). The adjustment of infants and toddlers to group care: 

The first 6 months. Early Childhood Research Quarterly, 8, 1-14. 

Feinberg, E., Donahue, S., Bliss, R., & Silverstein, M. (2012). Maternal depressive symptoms 

and participation in EI services for young children. Maternal & Child Health Journal, 16, 

336–345. 

Feldman, M., Ward, R., Savona, D., Regehr, K., Parker, K., Hudson, M., … Holden, J. (2012). 

Development and initial validation of a parent report measure of behavioral development 

of infants at risk for autism spectrum disorders. Journal of Autism and Developmental 

Disorders, 42, 13-22. 

Fitzgerald, M. (2008). Autism: Asperger’s syndrome—History and first descriptions. In J. L. 

Rausch, M. E. Johnson, & M. F. Casanova (Eds.), Asperger’s disorder. New York: 

Informa Healthcare. 

Fleming, J. L., Sawyer, B., & Campbell P. H. (2011). EI providers’ perspectives about 

implementing participation-based practices. Topics in Early Childhood, 30(4), 233-244. 

Florida State University. (2016). Family guided routines based intervention. Retrieved from 

http://fgrbi.fsu.edu/ 



 

223 
 

Foster, L., Dunn, W., & Lawson, L. M. (2013). Coaching mothers of children with autism: A 

qualitative study for occupational therapy practice. Physical & Occupational Therapy in 

Pediatrics, 33(2), 253-263. 

Fox, L., Hemmeter, M., Snyder, P., Binder, D. P., & Clarke, S. (2011). Coaching early childhood 

special educators to implement a comprehensive model for promoting young children’s 

social competence. Topics in Early Childhood Special Education, 31(3), 178-192. 

doi:10.1177/0271121411404440 

Francois, J. R., Coufal, K. L., & Subramanian, A. (2015). Student preparation for professional 

practice in EI. Communication Disorders Quarterly, 36(3), 177-186. 

doi:10.1177/1525740114543349 

Frankyl, V. (2006). Man’s search for meaning. Boston, MA: Beacon Press. 

Frey, J. R., & Kaiser A. P. (2011). The use of play expansions to increase the diversity and 

complexity of object play in young children with disabilities. Topics in Early Childhood 

Special Education 31(2), 99-111. 

Gartner, A., & Lipsky, D. K. (1998). The 1997 Reauthorization of IDEA: Individuals with 

disabilities education act. National Center on Educational Structuring and 

InclusionBulletin, Spring 1998. Retrieved from 

http://www.eric.ed.gov/contentdelivery/servlet/ERICServlet?accno=ED445446 

Giallo, R., Wood, C. E., Jellett, R., & Porter, R. (2011). Fatigue, wellbeing and parental self-

efficacy in mothers of children with an autism spectrum disorder. Autism, 7(4), 465-480. 

Gibson, J. W., & Brown, A. (2009). Working with qualitative data. London, England: Sage. 



 

224 
 

Gilkerson, L., & Kopel, C. (2005). Relationship-based systems change: Illinois' model for 

promoting social-emotional development in (Part C) EI. Infants & Young Children: An 

Interdisciplinary Journal of Early Childhood Intervention, 18(4), 349-365. 

Glaser, B., & Strauss, A. (1967). The discovery of grounded theory: Strategies for qualitative 

research. Chicago, IL: Aldine. 

Glesne, C., & Peshkin. (1992). Becoming qualitative researchers: An introduction. White Plains, 

NY: Longman. 

Gondo, M., Amis, J., & Vardaman, J. (2010). Case-within-a-case. In Mills, A.J., Durepos, G., & 

Wiebe, E. (Eds.), Encyclopedia of case study research (pp. 135-137). Thousand Oaks, 

CA: Sage. 

Goode, S., Diefendorf, M., & Colgan, S. (2011, July). The outcomes of EI for infants and 

toddlers with disabilities and their families. Chapel Hill, NC: Early Childhood Technical 

Assistance (ETCA) Center. Retrieved from: 

ectacenter.org/~pdfs/pubs/outcomesofearlyintervention.pdf 

Graham, F. R., Rodger, S., & Ziviani, J. (2010). Enabling occupational performance of children 

through coaching parents: Three case reports. Physical and Occupational Therapy in 

Pediatrics, 30(1), 4-15. 

Graham, F., Rodger, S., & Ziviani, J. (2014). Mothers' experiences of engaging in occupational 

performance coaching. British Journal of Occupational Therapy, 77(4), 189-197.  

Granger, S., des Rivières-Pigeon, C., Sabourin, G., & Forget, J. (2012). Mothers’ reports of their 

involvement in early intensive behavioral intervention. Topics in Early Childhood 

Special Education, 32(2), 68-77. 



 

225 
 

Greenspan, S. I., DeGangi, G., & Wieder, S. (2001). The functional emotional assessment scale 

for infancy and childhood, FEAS. Bethesda, MD: Interdisciplinary Council on 

Developmental and Learning Disorders. 

Gregg, K., Rugg, M., & Souto-Manning, M. (2011). Fostering family-centered practices through 

a family-created portfolio. School Community Journal, 21(1), 53-70. 

Griffin, K. A., & Gilbert, C. K. (2015). Better transitions for troops: An application of 

Schlossberg's transition framework to analyses of barriers and institutional support 

structures for student veterans. Journal of Higher Education, 86(1), 71-97. 

Gutstein, S. (2009a). The RDI book. Houston, TX: Connections Center Publishing. 

Gutstein, S. (2009b). Build pathways. Harvard Business Review, 29-30. 

Gutstein, S., & Whitney, T. (2002). Asperger syndrome and the development of social 

competence. Focus on Autism and Other Developmental Disabilities, 17(3), 161-171. 

Gutstein, S., Burgess, A., & Montfort, K. (2007). Evaluation of the relationship development 

intervention program. Autism, 11(5), 397-412. doi:10.1177/1362361307079603 

Hancock, D. R., & Algozzine, B. (2011). Doing case study research (2nd ed.). New York, NY: 

Teacher College Press. 

Hartman, A. (1995). Diagrammatic assessment of family relationships. Families in Society, 

76(2), 111–122. 

Hartwood, R., Miller, S. A., & Vasta, R. (2008). Child psychology: Development in the context 

of a changing society. Hoboken, NJ: Wiley & Sons. 

Hatch, J. A. (2002). Doing qualitative research in education settings. Albany, NJ: SUNY Press. 

Hebbeler, K., Greer, M., & Hutton, B. (2011). From then to now: The evolution of (Part C). Zero 

to Three, 31(4), 4-10. 



 

226 
 

Hebbeler, K., Spiker, D., Bailey, D., Scarborough, A., Mallik, S., Simeonsson, R., … Nelson, L. 

(2007). EI for infants and toddlers with disabilities and their families: Participants, 

services, and outcomes (Final report of the National EI Longitudinal Study (NEILS). 

Menlo Park, CA: Stanford Research Institute. Retrieved from 

http://www.sri.com/sites/default/files/publications/neils_finalreport_200702.pdfHickman 

Hebert, E. B. (2014). Factors affecting parental decision-making regarding interventions for their 

child with autism. Focus On Autism and Other Developmental Disabilities, 29(2), 111-

124. 

Hemmeter, M. L., Snyder, P., Fox, L., & Algina, J. (2011, June). Coaching to support teachers 

in using the Teaching Pyramid practices. Paper presented at the Annual Meeting of the 

Society for Prevention Research, Washington, DC. 

Hemmeter, M. L., Snyder, P., Kinder, K., & Artman, K. (2011). Impact of performance feedback 

delivered via electronic mail on preschool teachers’ use of descriptive praise. Early 

Childhood Research Quarterly, 26, 96–109. 

Hickman, R., Westcott-McCoy, S., Long, T. M., & Rauh, M. R. (2011). Applying contemporary 

developmental and movement science theories and evidence to EI practice. Infants and 

Young Children, 24(1), 29-41. 

Hobson, J. A., Tarver, L., Beurkens, N., & Hobson, R. (2015). The relation between severity of 

autism and caregiver-child interaction: A study in the context of relationship 

development intervention. Journal of Abnormal Child Psychology. doi:10.1007/s10802-

015-0067-y 



 

227 
 

Hodgetts, S., Zwaigenbaum, L., & Nicholas, D. (2014). Profile and predictors of service needs 

for families of children with autism spectrum disorders. Autism, 1-11.                            

doi:10.1177/1362361314543531 

Honig, A. S. (2002). Secure relationships: Nurturing infant/toddler attachment in early care 

settings. Washington, DC: National Association for the Education of Young Children. 

http://www.playproject.org/assets/PLAY_Project_Home_Consultation_Intervention.1.pdf 

Hutman, T., Chela, M., Gillespie-Lynch, K., & Sigman, M. (2012). Selective visual attention at 

twelve months: Signs of autism in early social interactions. Journal of Autism and 

Developmental Disorders, 42, 487-498. doi:10.1007/s10803-011-1262-5 

Ikeda, E., Hinckson, E., & Krägeloh, C. (2014). Assessment of quality of life in children and 

youth with autism spectrum disorder: A critical review. Quality of Life Research: An 

International Journal of Quality of Life Aspects of Treatment, Care and Rehabilitation, 

23(4), 1069-1085. doi:10.1007/s11136-013-0591-6 

Individuals with Disabilities Education Improvement Act, 34 C.F.R. § 303. (2011). Early 

intervention program for infants and toddlers with disabilities: Final regulations. 

Retrieved from http://www.gpo.gov/fdsys/pkg/FR-2011-09-28/pdf/2011-22783.pdf 

Interdisciplinary Council on Development and Learning (2016a). Redefining autism: The DIR® 

model and DIRFloortime™ approach. Retrieved from http://www.icdl.com/research 

Interdisciplinary Council on Development and Learning (2016b). DIR® research & evidence. 

Retrieved from http://www.icdl.com/research 

Isaacs, C. D., Embry, L. H., & Baer, D. M. (1982). Training family therapists: An experimental 

analysis. Journal of Applied Behavior Analysis, 15, 505–520. 

http://www.playproject.org/assets/PLAY_Project_Home_Consultation_Intervention.1.pdf
http://www.gpo.gov/fdsys/pkg/FR-2011-09-28/pdf/2011-22783.pdf


 

228 
 

Jeans, L. M., Santos, R. M., Laxman, D. J., McBride, B. A., & Dyer, W. J. (2013). Examining 

ECLS-B: Maternal stress and depressive symptoms when raising children with ASD. 

Topics in Early Childhood Special Education, 33(3), 162-171. 

doi:10.1177/0271121413481680 

Kanner, L. (1943). Autistic disturbances of affective contact. Nervous Child, 2, 217-250. 

Kashinath, S., Coston, J., & Woods, J. (2014). Reflecting on the early interventionist’s ROLE 

using a logic model approach. Young Exceptional Children, 18(2), 3-18. 

Kashinath, S., Woods, J., & Goldstein, H. (2006). Enhancing generalized teaching strategy use in 

daily routines by parents of children with autism. Journal of Speech, Language & 

Hearing Research, 49(3), 466-485. 

Kato, L. N. (2011). The psychological adjustment of veterans returning from Afghanistan and 

Iraq. Abstract retrieved from Dissertation Abstracts International. (71, 7727). 

Kellar-Guenther, Y., Rosenberg, S. A., Block, S. R., & Robinson, C. C. (2014). Parent 

involvement in EI: What role does setting play? Early Years: Journal of International 

Research & Development, 34(1), 81-93. doi:10.1080/09575146.2013.823382 

Kemp, P., & Turnbull, A. P. (2014). Coaching with parents in EI. Infants & Young Children, 

27(4), 305-324. 

Kennedy, F. (1942). The problem of social control of the congenital defective. The American 

Journal of Psychiatry. 99(1), 13-16. 

Klein, D. M., & Chen, D. (2008). Home visiting practices in EI with infants with disabilities: An 

exploratory study. Early Childhood Services, 2, 207-224. 

Kleinman, J., Robins, D., Ventola, P., Pandey, J., Boorstein, H., Esser, E. L., … Fein, D. (2008). 

The modified checklist for autism in toddlers: A follow-up study investigating the early 



 

229 
 

detection of autism spectrum disorders. Journal of Autism and Developmental Disorders, 

38, 827-839. 

Knoche, J. L., Kuhn, M., & Eum, J. (2014). More time. More showing. More helping. That’s 

how it sticks: The perspectives of early childhood coachees. Infants & Young Children, 

26(4), 349-365. 

Koh, S., & Neuman, S. B. (2009). The impact of professional development in family child care: 

A practice-based approach. Early Education and Development, 20, 537-562. 

Koome, F., Hocking, C., & Sutton, D. (2012). Why routines matter: The nature and meaning of 

family routines in the context of adolescent mental illness. Journal of Occupational 

Science, 19, 312–325. doi:10.1080/14427591.2012.718245 

Kruizinga, I., Visser, J. C., van Batenburg-Eddes, T., Carter, A. S., Jansen, W., & Raat, H. 

(2014). Screening for autism spectrum disorders with the brief infant-toddler social and 

emotional assessment. Public Library of Science One, 9(5), 1-8. 

doi:10.1371/journal.pone.0097630 

Lal, R., & Chhabria, R (2013). EI of autism: A case for floor time approach. In M. Fitzgerald 

(Ed.), Recent advances in autism spectrum disorders (Vol. I). Retrieved from 

http://www.intechopen.com/books/recent-advances-in-autism-spectrum-disorders-

volume-i/early-intervention-of-autism-a-case-for-floor-time-approach 

Lapadat, J. (2010). Thematic analysis. In A. Mills, G. Durepos, & E. Wiebe (Eds.), Encyclopedia 

of case study research. (pp. 926-928). Thousand Oaks, CA: SAGE. 

doi:10.4135/9781412957397.n342 



 

230 
 

LaVesser, P., & Berg, C. (2011). Participation patterns in preschool children with an autism 

spectrum disorder. Occupational Therapy Journal Research: Occupation, Participation 

and Health, 31(1), 33-39. 

Lecavalier, L., Leone, S., & Wiltz, J. (2006). The impact of behaviour problems on caregiver 

stress in young people with autism spectrum disorders. Journal of Intellectual Disability 

Research 50, 172–183. 

LeCompte, M. D., & Preissle, J. (1993). Ethnography and qualitative design in educational 

research (2nd ed.). San Diego, CA: Academic Press. 

Lin, R., Wu, C., Chiang, C., Chou, W., & Hou, Y. (2015). The performances and correlates of 

imitation in children with autism spectrum disorders. Chinese Journal of Psychology, 

57(1), 45-66. 

Little, L. M., Ausderau, K., Sideris, J., & Baranek, G. T. (2015, May 15). Activity participation 

and sensory features among children with autism spectrum disorders. Journal of Autism 

and Developmental Disorders. Retrieved from: http://link.springer.com.proxy-

iup.klnpa.org/article/10.1007%2Fs10803-015-2460-3 

Little, L. M., Sideris, J., Ausderau, K., & Baranek, G.T. (2014). Activity participation among 

children with autism spectrum disorder. American Journal of Occupational Therapy, 

68(2), 177-185. 

Lord, C., Rutter, M., DiLavore, P. C., Risi, S., Gotham, K., & Bishop, S. L. (2012). Autism 

diagnostic observation schedule (2nd ed.). (ADOS-2). Torrance, CA: Western 

Psychological Services. 

Lovaas Institute. (2016). The Lovaas institute. Retrieved from http://lovaas.com/ 



 

231 
 

Lovaas, I., & Wright, S. (2006). Response to critics. Journal of Early and Intensive Behavior 

Intervention, 234-236. 

Lovaas, O. I. (1987). Behavioral treatment and normal educational and intellectual functioning in 

young autistic children. Journal of Consulting and Clinical Psychology, 55, 3-9. 

Mahoney, G., & Perales, F. (2003). Using relationship-focused intervention to enhance the 

social-emotional functioning of young children with autism spectrum disorders. Topics in 

Early Childhood Special Education, 23, 77-89. 

Marquenie, K., Rodger, S., Mangohig, K., & Cronin, A. (2011). Dinnertime and bedtime 

routines and rituals in families with a young child with an autism spectrum disorder. 

Australian Occupational Therapy Journal, 58(3), 145-154. 

Marturana, E. R., & Woods, J. J. (2012). Technology-supported performance-based feedback for 

EI home visiting. Topics in Early Childhood Special Education, 32(1), 14 -23. 

Mattern, J. A. (2015). A mixed-methods study of EI implementation in the Commonwealth of 

Pennsylvania: Supports, services, and policies for young children with developmental 

delays and disabilities. Early Childhood Education Journal, 43(1), 57-67. 

McCrimmon, A., & Rostad, K. (2014). Test Review. Journal of Psychoeducational Assessment, 

32(1), 88-92. 

McCubbin, M. A., & McCubbin, H. I. (1996). Resiliency in families: A conceptual model of 

family adjustment and adaptation in response to stress and crises. In H. I. McCubbin, A.  

I. Thompson, & M. A. McCubbin (Eds.), Family assessment: Resiliency, coping and 

adaptation: Inventories for research and practice (pp. 1-64). Madison, WI:  University of 

Wisconsin, Madison. 



 

232 
 

McWilliams, R. A. (2012). Implementing and preparing for home visits. Topics in Early 

Childhood Special Education, 31(4) 224 –231. 

McWilliams, R. A. (2015). Future of EI with infants and toddlers for whom typical experiences 

are not effective. Remedial and Special Education, 36(1), 33-38. 

Meisels, S., Dombro, A., Marsden, D., Weston, D., & Jewkes, A. (2003). The ounce scale: 

Standards for developmental profiles. Minneapolis, MN: NCS Pearson. 

Merriam, S. B. (2001). Qualitative research and case study application in education (Rev. ed.). 

San Francisco, CA: Jossey-Bass. 

Miles, M. B. & Huberman, A. M. (1994). Qualitative data analysis (2nd ed.). Thousand Oaks, 

CA: Sage Publications. 

Mitchell, S., Cardy, J. O., & Zwaigenbaum, L. (2011). Differentiating autism spectrum disorder 

from other developmental delays in the first two years of life. Developmental Disabilities 

Research Reviews, 17, 130-140. 

Montes, G., & Halterman, J. (2007). Psychological functioning and coping among mothers of 

children with autism: A population-based study. Pediatrics, 119(5), e1040-e1046. 

Morse, W. (1985). The education and treatment of socio-emotionally impaired children and 

youth. Syracuse, NY: University Press. 

Mott, D., & Dunst, C. (2006). Influences of resource-cased intervention practices on parent and 

child outcomes. CASEinPoint, 2(6). Retrieved from 

http://www.fippcase.org/caseinpoint/caseinpoint_vol2_no6.pdf 

Naber, F., Bakermans-Kranenburg, M., Van Ijzendoorn, M., Dietz, C., Van Daalen, E., Swinkles, 

S., … Van Engeland, H. (2008). Joint attention development in toddlers with autism. 

Early Child and Adolescent Psychiatry, 17,143-152. doi:10.1007/s00787-007-0648-6 



 

233 
 

National Association for the Education of Young Children. (2009). Developmentally appropriate 

practice in early childhood programs serving children from birth through age 8. Position 

statement. National association for the education of young children. Retrieved from 

http://www.naeyc.org/files/naeyc/file/positions/position%20statement %20Web.pdf 

National Early Childhood Technical Assistance Center. (2011). The importance of EI for infants 

and toddlers with disabilities and their families. Retrieved from 

www.nectac.org/~pdfs/pubs/importanceofearlyintervention.pdf 

National Research Council. (2001). Educating children with autism. Washington, DC: National 

Academy Press. 

Neas, K. B., & Mezey, J. (2003). Addressing child care challenges for children with disabilities: 

Proposals for CCDBG and IDEA reauthorizations. Retrieved from 

http://www.eric.ed.gov/contentdelivery/servlet/ERICServlet?accno=ED475959 

Noyes-Grosser, D. M., Rosas, S. R., Goldman, A., Elbaum, B., Romanczyk, R., & Callahan, E. 

H. (2013). Conceptualizing child and family outcomes of EI services for children with 

ASD and their families. Journal of EI, 35(4), 332-354. doi:10.1177/1053815114551415 

Odom, S. (2009). The tie that binds: Evidenced-based practice, implementation science, and 

outcomes for children. Topics in Early Childhood Special Education, 29(1), 53-61. 

Odom, S. L., Boyd, B. A., Hall, L. J., & Hume, K. (2010). Evaluation of comprehensive 

treatment models for individuals with autism spectrum disorders. Journal of Autism and 

Developmental Disorders, 40, 425-436. 

Odom, S. L., Collet-Klingenberg, L., Rogers, S. J., & Hatton, D. D. (2010). Evidence-based 

practices in interventions for children and youth with autism spectrum disorders. 

Preventing School Failure: Alternative Education for Children and Youth, 54, 275-282. 



 

234 
 

Office of Special Education Programs (Archived). History: Twenty-five years of progress in 

educating children with disabilities through IDEA. Retrieved from 

www2.ed.gov/policy/speced/leg/idea/history.pdf 

Pajareya, K., & Nopmaneejumruslers, K. (2011). A pilot randomized controlled trial of 

DIR/Floortime™.  Parent training intervention for pre-school children with autistic 

spectrum disorders. Autism: The International Journal of Research and Practice, 15(5), 

563-577. 

Park, C. C. (1970). Research and education: Top priorities for mentally ill children. Proceedings 

of the Second Annual Meeting and Conference of the National Society for Autistic 

Children (San Francisco, California, June 24-27, 1970). Health Services and Mental 

Health Administration (DHEW): Bethesda, MD. 

Paul, R., Fuerst, Y., Ramsay, G., Chawarska, K., & Klin, A. (2011). Out of the mouth of babes: 

Vocal production in infant siblings of children with ASD. Journal of Child Psychology 

and Psychiatry, 52(2), 588-598. doi:10.1111/j.1469-7610.2010.02332.x 

Pendleton, K. J. (2008). Using Schlossberg's transition theory to identify coping strategies of 

welfare recipients attending postsecondary institutions. Abstract retrieved from 

Dissertation Abstracts International. (Section A, 68, 4979). 

Pengelly, S., Rogers, P., & Evans, K. (2009). Space at home for families with a child with 

autistic spectrum disorder. British Journal of Occupational Therapy, 72(9), 378–383. 

Penn State Extension. (2016). Coaching and mentoring: Building bridges to best practice. 

Retrieved from https://bkc.vmhost.psu.edu/documents/HO_CoachingArticle.pdf 

Pennsylvania Department of Human Services. (2016). Child care and early learning. Retrieved 

from www.dhs.pa.gov/citizens/childcareearlylearning 



 

235 
 

Pennsylvania Office of Child Development and Early Learning. (2012a). Annual report 2010-

2011. Retrieved from http://www.ocdelresearch.org/Reports/Forms/AllItems. 

aspx?RootFolder=%2FReports%2FOCDEL%20Annual%20Reports&FolderCTID=0x01

200092EA27E29EEE3E4AAE2D4C5508AC9E5A&View={5EEC6855-F8A8-486E-

B6E0-FE6B9FDEBE2E} 

Pennsylvania Office of Child Development and Early Learning. (2012b). Announcement: EI-12 

#07: Collecting and reporting child outcome data in infant/toddler and preschool EI 

programs. Retrieved from www.education.pa.gov/Documents/Early Learning 

Pennsylvania Office of Child Development and Early Learning. (2015). EI supports and 

services. Retrieved from http://www.pattan.net/category/Resources/ 

PaTTAN%20Publications/Browse/Single/?id=4dc09560cd69f9ac7f5c0000 

Plumb, A., & Wetherby, A. (2013). Vocalization development in toddlers with autism spectrum 

disorder. Journal of Speech, Language, and Hearing Research, 56, 721-734. 

doi:10.1044/1092-4388(2012/11-0104)  

Podvey, M. C., Hinojosa, J., & Koenig, K. P. (2013). Reconsidering insider status for families 

during the transition from EI to preschool special education. Journal of Special 

Education, 46(4), 211-222. 

Popp, T. K., & You, H. K. (2014). Family involvement in EI service planning: Links to parental 

satisfaction and self-efficacy. Journal of Early Childhood Research, 1-14, 

doi:10.1177/1476718X14552945 

Pozo, P., & Sarriá, E. (2014). A global model of stress in parents of individuals with autism 

spectrum disorders (ASD). Anales De Psicología, 30(1), 181-192.  



 

236 
 

Prizant, B. M., & Schuler, A. L. (1987). Facilitating communication: Language approaches. In 

D. J. Cohen & A. M. Donnellan (Eds.), Handbook of autism and pervasive developmental 

disorders. New York, NY: Wiley. 

QSR International Pty Ltd. (2012). NVivo qualitative data analysis software. Version 10, 2012. 

Rains, L. P. (2009, January 1). Remote rural students' perceptions of their collegiate transition 

experience. ProQuest LLC, EBSCOhost (accessed April 25, 2016). 

Raspa, M., Hebbeler, K., Bailey, D. B., & Scarborough, A. A. (2010). Service provider 

combinations and the delivery of EI services to children and families. Infants & Young 

Children, 23(2), 132-144. 

Reed, P., & Osborne, L. (2012). Impact of severity of autism and intervention time-input on 

child outcomes: Comparison across several EIs. British Journal of Special Education, 

130-136. 

Relationship Development Intervention. (2016). RDI Connect. Retrieved from 

www.rdiconnect.com 

Robins, D. L., Fein, D., & Barton, M. (2009). M-CHAT: Download M-CHAT-R. Retrieved from 

https://www.m-chat.org/print.php 

Rodger, S., & Umaibalan, V. (2011). The routines and rituals of families of typically developing 

children compared with families of children with autism spectrum disorder: An 

exploratory study. British Journal of Occupational Therapy, 74(1), 20-26. 

Rogoff, B. (2003). Apprenticeship in thinking. Oxford, England: Oxford University Press. 

Rojahn, J., Barnard-Brak, L., Medeiros, K., & Schroeder, S. R. (2016, February). Stereotyped 

behaviours as precursors of self-injurious behaviours: A longitudinal study with infants 



 

237 
 

and toddlers at risk for developmental delay. Journal of Intellectual Disability Research, 

156-166. doi:10.1111/jir.12224 

Rollins, P. R., Campbell, M., Hoffman, R. T., & Self, K. (2015). A community-based EI 

program for toddlers with autism spectrum disorders. Autism, 1-14. 

Rosenberg, S., Zhang, D., & Robinson, C. (2008). Prevalence of developmental delays and 

participation in EI services for young children. Pediatrics, 121(6). e1503-e1509. 

doi:10.1542/peds.2007-1680 

Rush, D. D., & Shelden, M. L. (2011). The early childhood coaching handbook. Baltimore, MD: 

Paul H. Brooks. 

Ryan, J. B., Hughes, E. M., Katsiyannis, A., McDaniel, M., & Sprinkle, C. (2011). Research-

based educational practices for students with autism spectrum disorders. Teaching 

Exceptional Children, 43(3), 56-64. 

Salisbury, C. L, Cambray-Engstrom, E., & Woods, J. (2012). Providers’ reported and actual use 

of coaching strategies in natural environments. Topics in Early Childhood Special 

Education, 32(2) 88–98. 

Salisbury, C. L., & Cushing, L. S. (2013). Comparison of triadic and provider-led intervention 

practices in EI home visits. Infants & Young Children, 26(1), 28-41. 

Salisbury, C. L., Woods, J., & Copeland, C. (2010). Provider perspectives on adopting and using 

collaborative consultation in natural environments. Topics in Early Childhood Special 

Education, 30(3), 132-147. 

Sameroff, A. J., & Fiese, B. H. (2000). Transactional regulation: The developmental ecology of 

EI. In J. P. Shonkoff, S. J. Meisels, J. P. Shonkoff, & S. J. Meisels (Eds.), Handbook of 



 

238 
 

early childhood intervention (2nd ed.) (pp. 135-159). New York, NY, US: Cambridge 

University Press. doi:10.1017/CBO9780511529320.009 

Sawyer, B. E., & Campbell, P. H. (2012). EIists’ perspectives on teaching caregivers. Journal of 

Early Intervention, 34(2), 104-124. 

Schaaf, R. C., Toth-Cohen, S., Johnson, S. L., Outten, G., & Benevides, T. W. (2011). The 

everyday routines of families of children with autism: Examining the impact of sensory 

processing difficulties on the family. Autism, 15(3), 373-389. 

Schertz, H. H., & Odom, S. L. (2007). Promoting joint attention in toddlers with autism: A 

parent-mediated developmental model. Journal of Autism & Developmental Disorders, 

37(8), 1562-1575. 

Schertz, H. H., Baker, C., Hurwitz, S., & Benner, L. (2011). Principles of EI reflected in toddler 

research in autism spectrum disorders. Topics in Early Childhood Special Education, 

31(1), 4-21.  

Schertz, H. H., Reichow, B., Tan, P., Vaiouli, P., & Yildirim, E. (2012). Interventions for 

toddlers with autism spectrum disorders: An evaluation of research evidence. Journal of 

Early Intervention, 34(3), 166-189. doi:10.1177/1053815112470721 

Schiavone, V. V., & Gentry, D. (2014). Veteran-students in transition at a midwestern university. 

Journal of Continuing Higher Education, 62(1), 29-38. 

doi:10.1080/07377363.2014.872007 

Schlossberg, N. K. (1981). A model for analyzing human adaptation to transition. The 

Counseling Psychologist, 9, 2-18. 

Schlossberg, N. K. (1984). Counseling adults in transition. New York, NY: Spring Publishing. 



 

239 
 

Schwartz, I. S., & Sandall, S. R. (2010). Is autism the disability that breaks (Part C)? [Peer 

commentary on the paper “Infants and toddlers with autism spectrum disorder: Early 

identification and EI” by B. A. Boyd, S. L. Odom, B. P. Humphreys, & A. M. Sam]. 

Journal of Early Intervention, 32(2), 105-109. 

Sealy, J., & Glovinsky, I. P. (2016). Strengthening the reflective functioning capacity of parents 

who have a child with a neurodevelopmental disability through a brief, relationship 

focused intervention. Infant Mental Health Journal, 37(2), 115-124. 

doi:10.1002/imhj.21557 

Segal, R. (2004). Family routines and rituals: A context for occupational therapy interventions. 

American Journal of Occupational Therapy, 58(5), 499-508. 

Seibel, N. L., & Gillespie, L. (2006). Child care as a setting for helping to prevent child abuse 

and neglect. Exchange, 169, 16-20. 

Seigle, D. J. (2012). The developing mind (2nd ed.). New York, NY: The Guilford Press. 

Seligman, M. (2002). Learned optimism. New York, NY: Knopf. 

Seymour, M., Wood, C., Giallo, R., & Jellett, R. (2013). Fatigue, stress and coping in mothers of 

children with an autism spectrum disorder. Journal of Autism & Developmental 

Disorders, 43(7), 1547-1554. doi:10.1007/s10803-012-1701-y 

Shonkoff, J. P., Phillips, D. A., & National Research Council (U.S.). (2000). From neurons to 

neighborhoods: The science of early child development. Washington, D.C: National 

Academy Press.  

Siller, M., Morgan, L., Turner-Brown, L., Baggett, K. M., Baranek, G. T., Brian, J., … 

Zwaigenbaum, L. (2013). Designing studies to evaluate parent-mediated interventions for 

toddlers with autism spectrum disorder. Journal of Early Intervention, 35(4), 355-377.  



 

240 
 

Simons, H. (2009).  Start at any point: Reporting and writing. In Case Study Research in 

Practice. (pp. 147-162). London: SAGE.  doi:10.4135/9781446268322.n9 

Smith, T., & Eikeseth, S. (2010). O. Ivar Lovaas: Pioneer of applied behavior analysis and 

intervention for children with autism. Journal for Autism and Developmental Disorders, 

41,375–378. 

Snyder, P., Hemmeter, M. L., & McLaughlin, T. (2011). Professional development in early 

childhood intervention: Where we stand on the silver anniversary of PL 99-457. Journal 

of EI, 33(4), 357-370. 

Solomon, R., Necheles, J., Ferch, C., & Bruckman, D. (2007). Pilot study of a parent training 

program for young children with autism: The PLAY project home consultation program. 

Autism, 11(3), 205-224. 

Solomon, R., Van Egeren, L., Mahoney, G., Quon Huber, M., & Zimmerman, P. (2014). PLAY 

project home consultation intervention program for young children with autism spectrum 

disorders: A randomized controlled trial. Journal of Developmental and Behavioral 

Pediatrics, 35(8), 475-485. Retrieved from  

Sood, D., Szymanski, M., & Schranz, C. (2015). Enriched home environment program for 

preschool children with autism spectrum disorders. Journal of Occupational Therapy, 

Schools & EI, 8(1), 40-55. 

Spagnola, M., & Fiese, B. (2007). Family routines and rituals: A context for development in the 

lives of young children, infants & young children. An Interdisciplinary Journal of Early 

Childhood Intervention, 20(4), 284-299. 

Spradley, J. P. (1979). The ethnographic interview. New York: Harcourt College Publishers. 

Squires, J. (2011, July). Strengths in EI. Zero to Three, 4. 



 

241 
 

Stadnick, N., Drahota, A., & Brookman-Frazee, L. (2013). Parent perspectives of an evidence-

based intervention for children with autism served in community mental health clinics. 

Journal of Child & Family Studies, 22(3), 414-422. doi:10.1007/s10826-012-9594-0 

Stahmer, A. C., & Aarons, G. A. (2009). Attitudes toward adoption of evidence-based practices: 

A comparison of autism EI providers and children’s mental health providers. 

Psychological Services, 6(3), 223-234. doi:10.1037/a0010738 

Stahmer, A. C., Collings, N. M., & Palinkas, L. A. (2005). EI practices for children with autism: 

Descriptions from community providers. Focus On Autism & Other Developmental 

Disabilities, 20(2), 66-79. 

Stake, R. E. (1995). The art of case study research. Thousand Oaks, CA: Sage Publications.  

Stern, D. N. (2004). The first relationship. Cambridge: University Harvard Press. 

Strain, P. S., Schwartz, I. S., & Barton, E. E. (2011). Providing interventions for young children 

with autism spectrum disorders: What we still need to accomplish. Journal of Early 

Intervention, 33(4), 321-332 12p. doi:10.1177/1053815111429970 

Swanson, J., Raab, M., & Dunst, C. J. (2011). Strengthening family capacity to provide young 

children everyday natural learning opportunities. Journal of Early Childhood Research, 

9(1) 66-80. 

Technical Assistance Center for Social Emotional Intervention. (2011). Technical assistance 

center for social emotional intervention for young children. Retrieved from 

http://challengingbehavior.fmhi.usf.edu/ 

Tomanik S., Harris G. E., & Hawkins J. (2004). The relationship between behaviours exhibited 

by children with autism and maternal stress. Journal of Intellectual and Developmental 

Disability 29, 6-26. 



 

242 
 

Trivette, C., Dunst, C., & Hamby, D. (2010). Influences of family-systems intervention practices 

on parent-child interactions and child development. Topics in Early Childhood Special 

Education, 30(1), 3-19. doi:10.1177/0271121410364250 

van Heijst, B., & Geurts, H. M. (2015). Quality of life in autism across the lifespan: A meta-

analysis. Autism, 19(2) 158-167. 

VanBreda, A. D. (2001). Resilience theory: A literature review. Pretoria, South Africa: South 

African Military Health Service. 

Veness, C., Prior, M., Bavin, E., Eadie, P., Cini, E., & Reilly, S. (2012). Early indicators of 

autism spectrum disorders at 12 and 24 months of age: A prospective, longitudinal 

comparative study. Autism, 16(2), 163-177. 

Veness, C., Prior, M., Eadie, P., Bavin, E., & Reilly, S. (2014). Predicting autism diagnosis by 7 

years of age using parent report of infant social communication skills. Journal of 

Paediatrics & Child Health, 50(9). 693-700. doi:10.1111/jpc.12614 

Vygotsky, L. (1987). Interaction between learning and development. Mind and society.  

Cambridge, MA: Harvard University Press. 

Wallis, C. (2006, May 07). Inside the autistic mind. Retrieved from 

content.time.com/time/magazine/article/0,9171,1191843,00.html 

Warren, Z., McPheeters, M. L., Sathe, N., Foss-Feig, J., Glasser, A., & Veenstra-VanderWeele, 

J. (2011). A systematic review of early intensive intervention for autism spectrum 

disorders. Pediatrics, 127, 1303-1311. 

Weatherbee, T. (2010). Reporting case study research. In A. Mills, G. Durepos, & E. Wiebe 

(Eds.), Encyclopedia of case study research. (pp. 807-809). Thousand Oaks, CA: SAGE 

Publications, Inc. doi:10.4135/9781412957397.n296 



 

243 
 

Weismer, S., Lord, C., & Esler, A. (2010). Early language patterns of toddlers on the autism 

spectrum compared to toddlers with developmental delay. Journal of Autism and 

Developmental Disorders, 40,1259-1273. 

Weiss, J. A., Cappadocia, M. C., MacMullin, J. A., Viecili, M., & Lunsky, Y.  (2012). The 

impact of child problem behaviors of children with ASD on parent mental health: The 

mediating role of acceptance and empowerment. Autism, 16(3), 261–274. 

Weiss, J. A., Robinson, S., Fung, S., Tint, A., Chalmers, P., & Lunsky, Y. (2013). Family 

hardiness, social support, and self-efficacy in mothers of individuals with autism 

spectrum disorders. Research in Autism Spectrum Disorders, 7, 1310-1317. 

Werner DeGrace, B. (2004). The everyday occupations of families with children with autism. 

The American Journal of Occupational Therapy, 58, 543-550. 

Westin, D. A. (2008). Social support during the academic transition of international students in 

Ph.D. programs. Abstract retrieved from Dissertation Abstracts International. (Section A, 

68, 3766). 

Wheeler, H. A. (2012). Veterans’ transitions to community college: A case study. Community 

College Journal of Research & Practice, 36(10), 775-792. 

doi:10.1080/10668926.2012.679457 

Wilcox, M. J., & Woods, J. (2011). Participation as a basis for developing EI outcomes. 

Language, Speech & Hearing Services in the Schools. Retrieved March 8, 2011. 

doi:10.1044/0161-1461(2011/10-0014) 

Wilson, L. L., & Dunst, C. J. (2005, July). Checklist for assessing adherence to family-centered 

practices.  Case Tools, 1(1), 1-6. Retrieved from 

http://r.search.yahoo.com/_ylt=A0LEVoCuWodXkIAAuhYnnIlQ;_ylu=X3oDMTEyMTl



 

244 
 

kcnI5BGNvbG8DYmYxBHBvcwMxBHZ0aWQDQjE4NjFfMQRzZWMDc3I-

/RV=2/RE=1468517167/RO=10/RU=http%3a%2f%2ffipp.org%2fstatic%2fmedia%2fup

loads%2fcasetools%2fcasetools_vol1_no1.pdf/RK=0/RS=Wp3IovoAFtZV8BWv_e5tmD

Dp1wg- 

Wise, M. D., Little, A. A., Holliman, J. B., Wise, P. H., & Wang, J. (2010). Can EI programs 

meet the increased demands of children suspected of having autism spectrum disorders? 

Journal of Developmental Behavioral Pediatrics, 31, 469-476. 

Wolin, S., & Bennett, L. (1984). Family rituals. Family Process, 23, 401-420. 

Woodruff, G & McGonigel, M. J. (1988). EI team approaches: The transdisciplinary model. 

Reston, VA: Council for Exceptional Children. 

Woods, J. J. (2013). Coaching in home based EI. Presented in Pittsburgh, PA, Retrieved from 

www.eita-pa.org/assets/Home-Based-Coaching-Pre-Post-Test-Answers.pdf  

Woods, J. J., & Brown, J. A. (2011). Integrating family capacity building and child outcomes to 

support social communication development in young children with autism spectrum 

disorder. Topics in Language Disorders 31(3), 235-246.    

Woods, J. J., & Wetherby, A. M. (2003). Early identification of and intervention for infants and 

toddlers who are at risk for autism spectrum disorder [Electronic version]. Language, 

Speech, and Hearing Services in Schools, 34, 180-193. 

Woods, J. J., Wilcox, M. J., Friedman, M., & Murch, T. (2011). Collaborative consultation in 

natural environments: Strategies to enhance family-centered supports and services. 

Language, Speech & Hearing Services in Schools, 42(3), 379-392. 

Workgroup on Principles and Practices in Natural Environments. (2008). Seven key principles: 

Looks like/doesn't look like. Office of Special Education Programs Technical Assistance 



 

245 
 

community of practice-(Part C) settings. Retrieved from 

http://www.nectac.org/topics/families/families.asp 

Yildirim, E. (2013). Developmental interventions for young children with autism spectrum 

disorders. Ilkogretim Online, 12(4), 1200-1211. 

Yin, R. K. (2014). Case study research: Design and methods (5th ed.). Thousand Oaks, CA: 

Sage. 

Zablotosky, B., Black, L. I., Maenner, M. J., Schieve, L. A., & Blumberg, S. J. (2015, November 

13). Estimated prevalence of autism and other developmental disabilities following 

questionnaire changes in the 2014 National Health Interview Survey. National Health 

Statistics Reports, 87, 1-21. Retrieved from www.cdc.gov/nchs/data/nhsr/nhsr087.pdf 

Zablotsky, B., Bradshaw, C., & Stuart, E. (2013). The association between mental health, stress, 

and coping supports in mothers of children with autism spectrum disorders. Journal of 

Autism & Developmental Disorders, 43(6), 1380-1393. doi:10.1007/s10803-012-1693-7 

Zwaigenbaum, L, Bryson, S, Lord, C, Rogers, S, Carter, A, Carver, L, … Yirmiya, N. (2009). 

Clinical assessment and management of toddlers with suspected autism spectrum 

disorder: Insights from studies of high-risk infants. Pediatrics, 123, 1383-1391. 

 

 

 

 

 

 



 

246 
 

Appendix A 

The 4 S System in Ecological Context 

 

 

 

Figure 1. The 4 S System in Ecological context. This figure represents the framework used to review the 

literature surrounding the situation of Early Intervention (Part C) for infant and toddlers with ASDs. 
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Appendix B 

Family Informed Consent Letter 
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Appendix C 

Provider Informed Consent Letter 
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Appendix D 

Service Coordinator Informed Consent Letter 
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Appendix E 

Structured Observation Protocol 

Provider Code:       Date: 

Context for 

Intervention (Activity 

or Routine) 

Observations Initial 

Coding 

Final Coding 
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Appendix F 

Blank Home Visit Session Note 
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Appendix G 

Family Semi-Structure Interview Protocol 

1. I’d like to start out by getting to know you a little bit. Can you please tell me a little 

bit about yourself? 

 Age 

 What is your general outlook on life? (Optimism/Pessimism)  

 What things do you do to keep yourself mentally healthy? Hobbies? How does 

this help? 

 How would you describe your experience of parenting your child? 

 What is your outlook on religion? How does this, if at all, fit into your 

experience in raising your child? 

2. What are your main concerns? Think about questions, difficulties, or needs for both 

your child and your family as a whole. 

 

3. What are the main routines of your family’s weekday? 

 

4. For each routine checked, think about these questions:  

 What do you do during this routine? 

 What does the child do during this routine? 

 Who else is typically involved in the routine? 

 How does your child affect this routine? 

 How satisfied are you with this routine? 

 How well does your child fit into the routine? 

 What specific strengths or needs does the child have in the routine? 

 

5. What accommodations have been provided to you by EI Providers in this routine? 

 Have the accommodations or modifications been successful in their 

implementation? 

 Have the accommodations been easy to utilize in daily life? 

 

6. Can you describe your perception of early intervention services? What does and has 

this meant to you as a family?  

 

7. Can you tell me a little about the services that have been provided to your family?  

 Where do they typically happen?  

 Who leads the sessions? Choses what to work on, etc.  

 How involved are you in the services?  
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Appendix H 

Provider Semi-Structured Interview Protocol 

1. I’d like to start out by getting to know you a little bit. Can you please tell me a little 

bit about yourself? 

 Age 

 General Outlook on life 

 General outlook on providing EI services 

 How long have you been providing services? 

2 Please tell me about your educational background. Let’s start with your degrees 

from granting institutions. Where, What? 

 Which of these educational experiences included a focus on Early Intervention 

family-centered services? 

 Which of these educational experiences included a study of autism spectrum 

disorder in infants and toddlers?  

 

3 What trainings have you received through Early Intervention that were provided to 

you by your agency, the state, or sponsored by the state (paid to attend, or not 

required to pay)? 

 Which of these training experiences included a focus on Early Intervention 

family-centered services? 

 Which of these training experiences included a study of autism spectrum disorder 

in infants and toddlers?  

 

4 Can you tell me about any self-sought training experiences that you have completed 

not provided by your Early Intervention agency or sponsored by Part C, in other 

words something that you had to pay to attend? 

 Which of these educational experiences included a focus on Early Intervention 

family-centered services? 

 Which of these educational experiences included a study of autism spectrum 

disorder in infants and toddlers?  

 

5 Are there any other types of support that you have for providing early intervention 

services? 

 Colleagues, meetings, supervision, belonging to organizations, journal 

subscriptions, etc. 

 Which of these educational experiences included a focus on Early Intervention 

family-centered services? 

 Which of these educational experiences included a study of autism spectrum 

disorder in infants and toddlers?  
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6 Thinking about the family that you serve, what are their main concerns? Think 

about questions, difficulties, or needs for both the child and the family as a whole. 

 

7 What are some of the family’s main routines that they engage in?  

 

8 Now, for each one of those routines, I’d like to know how you perceive the child and 

family functioning during those routines.  

 What does the family do during this routine? 

 What does the child do during this routine? 

 How does the child affect this routine? 

 How satisfied is the family with this routine? 

 How well does the child fit into the routine? 

 What specific strengths or needs does the child have in the routine? 

 

9 Looking towards the services that you provide, how would explain your role within 

the family how you’d describe how you provide accommodations for these routines? 

 Have the accommodations or modifications been successful in their 

implementation? 

 Do you believe that there is carry-over in the strategy? Why or why not? 

 

10 Can you describe your perception of family-centered services? What does this mean 

to you as an early intervention provider?  

 

11 Can you tell me a little about the services that you provide for infants and toddlers 

with autism spectrum disorders- or if autism spectrum disorders are suspected in 

the child? 

 Where do they typically happen?  

 Who leads the sessions?  

 How involved are the parents?  

 

12 Can you tell me a little bit about your perception of autism in infancy and 

toddlerhood? 

 What are some of the core defining features or autism in infant/toddlers?  

 What areas are most important to address when a child is diagnosed or suspected 

of an autism spectrum disorder?  

 

13 Can you tell me about your perceptions and experiences of providing family-

centered services to infants and toddlers with autism spectrum disorders? 
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Appendix I 

Service Coordinator Semi-Structured Interview Protocol 

1. I’d like to start out by getting to know you a little bit. Can you please tell me a little bit 

about yourself? 

 Age 

 General Outlook on life 

 General outlook on coordinating EI services 

 How long have you been coordinating services? 

 

2. Please tell me about your educational background. Let’s start with your degrees from 

granting institutions. Where, What?  

 Which of these educational experiences included a focus on Early Intervention 

family-centered services? 

 Which of these educational experiences included a study of autism spectrum disorder 

in infants and toddlers?  

 

3. What trainings have you received through Early Intervention that were provided to you 

by your agency, the state, or sponsored by the state? 

 Which of these educational experiences included a focus on Early Intervention 

family-centered services? 

 Which of these educational experiences included a study of autism spectrum disorder 

in infants and toddlers?  

 

4. Can you tell me about any self-sought training experiences that you have completed not 

provided by your Early Intervention agency or sponsored by Part C, in other words 

something that you had to pay to attend? 

 Which of these educational experiences included a focus on Early Intervention 

family-centered services? 

 Which of these educational experiences included a study of autism spectrum disorder 

in infants and toddlers?  

 

5. Are there any other types of support that you have for providing early intervention 

services? 

 Colleagues, meetings, supervision, belonging to organizations, journal subscriptions, 

etc. 

 Which of these educational experiences included a focus on Early Intervention 

family-centered services? 

 Which of these educational experiences included a study of autism spectrum disorder 

in infants and toddlers?  

 

6. How would you describe coordinating services for infants and toddlers with ASD? 

 What special considerations are needed? 

 Challenges/Joys 



 

259 
 

 How if at all do you handle these families differently? 

 

7. When engaging providers in writing outcomes for families, what considerations must be 

made for I/T with ASD? 

 What is your main priority? 

 How do you handle family desires and provider recommendations when they are in 

contrast? 
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Appendix J 

Email Permission to Adapt the Ecomap and Family Preparation Checklists 
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