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Abstract

The

current study investigated the effects that barriers (both real and perceived) had on

participation

and completion of speech and language programs for preschool children with

communication delays.
communication delay

compared 36 families of preschool children with an

I

that

have completed services (completers)

identified

to 13 families that

have not

completed services (non-completers) prescribed by Speech and Language professionals. Data
findings reported were

drawn from an interview with

the mother, a speech and language

assessment of the child, and an extensive package of measures completed by the mother.
Children ranged in age from 32 to 71 mos. These data were collected as part of a project funded

by

the

Canadian Language and Literacy Research Networks of Centres of Excellence.
Findings suggest that completers and non-completers shared commonalities in a number

of parenting characteristics but differed significantly in two areas. Mothers in the non-

completing group were more permissive and had lower maternal education than mothers in the

completing families. From a systemic standpoint, families also differed in the number of
perceived barriers to treatment experienced during their time with Speech Services Niagara.

Mothers

in the

non-completing group experienced more perceived barriers to treatment than

completing mothers. Specifically, these mothers perceived more stressors and obstacles that

competed with treatment, perceived more treatment demands and they perceived the relevance of
treatment as less important than the completing group. Despite

non-completing families were

no

100%

this, the

findings suggest that

satisfied with services. Contrary to predictions, there

significant differences in child characterisfics

and economic characteristics between

completers and non-completers. The findings in this study are considered exploratory and
tentative

due

to the small

sample

size.

were
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Introduction

In recent years, the development of early childhood intervention programs and

other initiatives has

become

North America. This

is

a significant priority for

many government

due, in large part, to recent research that has demonstrated the

clear and measurable benefits that such programs and initiatives have

health, education,

provided

agencies across

on the long-term

and well-being of maturing children, when prevention programs are

at critical stages

of their development (Cohen, 2001). In particular,

this

research demonstrates the importance and lasting impact of children's experiences during
the

first six

years of

life.

Ultimately, this has dramatically increased the widespread

interest in early intervention

programs for children who are

at risk for

poor

life

outcomes

(Warr-Ueper, 2001).
Early Intervention Defined

An

understanding of the concept of early intervention

proceeding. For the purposes of this study, Meisels'
early childhood intervention will be used.

It is

is

necessary before

& Shonkoff's (1990) definition of

defined as follows;

Early childhood intervention consists of multidisciplinary services provided for
children

families.

who

are developmentally vulnerable

These programs are designed

to

from

birth to age six years

and

their

enhance the child's development,

minimize potential delays, remediate existing problems, prevent further
deterioration, limit the acquisition of additional handicapping conditions,

and

/

or

promote adaptive family functioning. The goals of early intervention are
accomplished by providing developmental and therapeutic services for children,

and support and instruction for

their families (p. xvi)

Early intervention programs provide an array of therapeutic and social services to

young children with developmental concerns and

their families.

These programs are

based on the assumption that therapies and enriching experiences provided

can help lessen the impact of developmental problems in the

later years.

at

an early age

Successful

intervention programs are those that prevent or reduce difficulties early in a child's life or

at

early stages in the development of problem situations.

such as crime, unemployment and

illiteracy

As Okerklaid

notes: "Social

ills

could be countered by early intervention

therapies designed to root out problems before they flourished" (cited in

Szego and Nader

2002: p.4).
This idea that early intervention programs can be proactive and can potentially

have a positive impact on

later

outcomes

is

supported by a recent report by the Florida

State University Center for Prevention and Early Intervention Policy (Ontario Ministry of

Health, 1996). In this study, researchers found that children not involved in an early

educational program were more likely to be placed in special education, drop out of high
school, participate in welfare programs, and have a greater

those

who participated

the fact that a large

in early interventions (Ontario Ministry

number of Canadian

studies demonstrating the

Project,

Head

statistics

Start,

number of incarcerations than

researchers have

of Health, 1996). Despite

documented

economic benefits of early intervention

Elmira Prenatal

have been published

/

specific

(e.g..

American

Perry Preschool

Early Infancy Project), no explicitly Canadian

to the researcher's

knowledge.

Children with Speech and Language Delays and Early Intervention

Delays

A

in

speech and language development are quite

common

British study found that delay in language development, defined

in

young

children.

by an overall delay

in

the

components of language

symptom of developmental

in relation to other skills,

was found

disability in the preschool years

to

be the most prevalent

(Law, 1989). The Ontario

Ministry of Health (1996) reported the prevalence of communication disorders
Ontario's preschool children

was estimated

to

be 10%.

A U.S.

among

study found that

69%

of

those children receiving early intervention between the ages of three and five have

language disabilities (Rosetti, 2001).
Early intervention appears to be particularly successful in rectifying

communication disorders
Mustard (1999)

in

if

they are identified and addressed early enough.

The Early Years Report, suggested

with communication delays, particularly during the

initiation

of appropriate intervention. This

from conception
cycle.

that early identification of children

first six

years of

abilities,

social,

improvement

for the

and health over the

and other cognitive functioning
in a child's

life, is critical

because brain development in the period

to six years sets a base for learning, behaviour

Because academic,

language

is

McCain and

language

skills

is

life

largely influenced

by

can result in greater academic

and social success, and increased access to vocational opportunities. Therefore, the
strengthening of children's language skills

may

lead to an increased likelihood of success

in the future of the child (Schuele, 2001).

Communication and

literacy skills clearly provide a significant foundafion for

effective social functioning and for academic, occupational/economic

When

children

fail to

develop adequate language and literacy

of profound and enduring consequences.

A

and

skills, there

number of studies have

life

success.

can be a range

clearly established

the relationship between delayed language development and significant repercussions

during adulthood in terms of educational, social and emotional development (Bruck,

1985; Shonaut, 1983; Ward, 1999). All of these factors have the potential to reduce the
opportunities for lifelong success

& Mustard,

(McCain

Research has established that there

is

1999).

a relationship between speech and language

delays and a child's success in school. Children's early language development has a
direct bearing

on

later

development and readiness for learning and social competence

(Cohen, 2001). Lack of development in

this area

can lead to academic

failure,

dropping

out of school, poor psycho-social development, and reduced self esteem and sense of
well-being.

U. S. studies indicated that the school drop out rate for children with speech

and language problems was

43% compared

23%

to

for the general population (Ontario

Ministry of Health, 1996). Cohen (1996) also found that children with poor language
skills are

not only less ready for school but also

may encounter

difficulties in social

and

emotional development that lead to referral for mental health services (Cohen, 1996).

Canadian studies have found

that

between 50 and

89%

of children with psychiatric

diagnoses also have speech and language disorders (Ontario Ministry of Health, 1996).
Statistics like these reinforce the conclusion that, if left untreated, children

speech and language disabilities are
society.

For example, 80

to the

From

problems

that are costly to

% of adolescent boys in the U. S. prisons demonstrated

subnormal speech and language

compare

at risk for lifelong

with

disability,

and

it is

generally accepted that these rates

Canadian experience (Ontario Ministry of Health, 1996).

a purely financial standpoint, research has

shown

preschool child for speech and language delay or disability
treating an older child.

The

disorders

may be

less

is

that the cost of treating a

significantly less than

complex and may not

yet be

complicated by emotional, behavioural and educational problems that often develop with

,-}

speech and language disorders over time. In Ontario,
dollar spent

it

has been estimated that for every

on services for preschool children, approximately

providing these services

at

six dollars are

saved on

a later age (Ontario Ministry of Health, 1996).

The Development of a Speech and Language Service System for Preschoolers
Acquiring appropriate speech and language

skills in the early years

of

life

enables

children to progress academically, socially and vocationally (Ontario Ministry of Health,
1996). Noteworthy findings like those

emphasis

in the past

documented above have prompted a greater

decade on the importance of and need for providing early

intervention programs for

young children with speech and language

delays. In 1996, the

Ontario government responded to findings like these by announcing that

it

would

contribute ten million dollars annually towards the development of a speech and language
service system for preschool children. This

would be one of four

give the children of Ontario a better start in

life

speech and language

initiative

and

was

its

principal goal

was

initiatives

designed to

(Ontario Ministry of Health, 1996). This

called the Preschool Speech

to identify preschool-aged children

and Language

who needed

learning language and to provide services across the province to assist

Initiative

assistance with

them with

their

needs.

Thirty-one initiatives were developed for preschool children in the province.

Ontario government provided specific targets for each service provider to
included having no more than a six month waiting

between the ages of

Van Lankveld,

to 5 years,

list,

registering a total of

and achieving an average

personal communication,

March

1 1

,

attain.

2004).

referral

The

These

2500 children

age of 24 months

(J.

Speech Services Niagara (SSN) - An Example of One of the Thirty-one Service

Model
Speech Services Niagara (SSN)

is

Initiatives

one of the 3 1 service providers

that

were

granted funding by the Ontario government. All children residing in the Niagara Region

from

birth until the

At SSN,

all

age of entry into Senior Kindergarten are eligible for referral to SSN.

children

who

are 3 years of age

and under with a speech and language delay

are provided with services through parent education.

the

most

From

the age of three and beyond,

likely intervention that a family will receive is child-focused therapy.

children

who come

deemed

to

in after 3 years

of age will

start service

with parent education,

is

run on a block system of

12 weeks in therapy, followed by 12 weeks of rest, followed by 12

if

recommended by

September of the year
to attend

in

the

which they enter Senior Kindergarten (SK).

SK but chooses not to go,

are given

more weeks of

SLP. Children receiving services are discharged

the child will

active in this therapy process since they

They

if it is

be appropriate for the family.

At SSN, with few exceptions, child-focused therapy

therapy

At times,

homework

to

as during the off-block cycle

must

still

in

If a child is eligible

be discharged. The parents are very

participate in

and

/

or observe

all

sessions.

be completed with their child throughout the week, as well
(J.

Van Lankveld,

personal conmiunication,

March

11,

2004).
Referrals to Speech Services Niagara can

the physician, parent, or

is

community

offered an appointment time to

come from

professional.

come

Once

a referral

in for a screening

Pathologist (SLP). This usually happens within 3

various sources, including

is

received, the parent

with a Speech and Language

weeks of the

initial referral.

Following

this, if the child is

deemed

eligible for service, parents are notified

by mail and can then

wait up to 4-6 months for therapy for their child.

Purpose of the Current Research
Despite the fact that these Speech and Language Programs are available,
families

still

do not use the services

offered, or if they access the services, they

some

do not

always fully complete the requirements of the intervention program as prescribed by the

Speech and Language professionals. There are many potential reasons for

failure to

complete the program. This leads to the purpose of the current research, which

on the investigation of the

is

focused

effects that child characteristics, parent characteristics,

systemic characteristics, and parents' perceived barriers to service access have on
participation in and completion of speech

with communication delays.

and language programs

An improved understanding

for preschool children

of the factors influencing

families' decisions to prematurely terminate professional services

may

assist in the

identification of service delivery areas requiring further modification, in order to ensure

that intervention

It is

programs are accessible and responsive

anticipated that research will inform practice

to family needs.

by establishing which child

characteristics (e.g. severity of delay, behavioural issues); parent

(e.g.

/

family characteristics

maternal education, paternal education, number of children living in the home,

parenting style, family environment, family economic characteristics, maternal thoughts

regarding child's future); and systemic features

(e.g.,

available social support, resource

access, and perceived barriers to service such as timing and location) relate to completion

of program outcomes.

A

more thorough understanding of the

relationships

among

child

and family characteristics, program features and completion of program outcomes could

8

lead to the development of

more

efficient

and effective programs

that

would be

accessible and responsive to the needs of the children and families.

A Systemic

Understanding of Potential Barriers

to Service for

Children with

Speech and Language Delays
It is

evident that developmental research has successfully acquainted the public

with the pervasiveness of communication delays in preschool children and with the value
of early intervention for this population (McCain

& Mustard,

In doing so,

1999).

clearly accentuated the fact that effective early intervention with children

communication delays involves the collaboration of many individuals

it

has

who have

or, to

put

it

more

succinctly, requires a systemic approach.

Bronfenbrenner's Ecological Model (1977)
connections that exist

among

theorized that to understand

is

a systemic

model

that describes the

different events in the life of a child. Bronfenbrenner

human development, one must go beyond

the direct

observation of the behaviour of one or two persons in the same place. Instead,

an assessment of the multi-person systems of interaction that
setting

and

it

must take

into consideration facets of the

is

it

requires

not confined to a solitary

environment beyond the

immediate situation containing the individual being investigated.
Bronfenbrenner's Model continues to be a solid reference point in

many

developmental research projects today (Garbarino, 1990). Recent research has clearly
established that communication and language play fundamental roles in

development and behaviours across the

lifespan.

Capute (1997) identified language as

the single best predictor of future cognition in the developing

communication and language

are so pivotal in the

human

young

development of a

child. Since

child,

it

is

essential

to distinguish the range

of risk and protective factors that influence

development from a broad systemic perspective. In order to do
Ecological

Model (1977)

will be

this

this,

realm of

Bronfenbrenner's

used as a basis to identify the different components that

contribute to the development of children's communication and language.

Bronfenbrenner's Ecological Model

A more in-depth investigation of each system of Bronfenbrenner's Ecological
Model (1977)

is

necessary to gain a better understanding of the basis of each system as

discussed in this research, as well as the interconnectedness of the systems as a whole.

Figure

1.

Garbarino's (1990) interpretation of Bronfenbrenner's ecological model of human
development.

10

There are many interpretations of Bronfenbrenner's Ecological Model. For the
purposes of this study, Garbarino's interpretation of what each system constitutes will be
used since he
ecological

is

a leading advocate in Early Intervention research. In Bronfenbrenner's

is

model of human development (1977), ( Figure

considered to be

at the center

1) , the

human

individual (child)

of a series of concentric circles that contain factors that

directly or indirectly affect the child's development.

The microsystem
is

is

the

most immediate system impacting the developing

within this context that the child has the most direct contact.

The microsystem

within the individual. However, the individual develops in response to

Some

responds to the other levels of the system (Garbarino, 1990).
that exist at the

microsystem level include family-level

which children are

raised, including their family's

attributes.

economic

how

child.

It

starts

she/he

of the risk factors

The environment

situation,

in

and the age and

education of the mothers, have been found to be correlated with developmental outcomes

of the child (Meisels

& Shonkoff,

1990).

Hence,

at the

microsystem level

in this study,

child behavioural characteristics, family sociodemographic factors, parenting styles,

parental thoughts regarding the child's future, family environment and family economic
characteristics will be investigated as potential barriers for participation in speech and

language intervention.

The next

layer of Bronfenbrenner's Ecological

mesosystem represents the relationships

that exist

Model

among

is

the mesosystem.

the microsystems in

The

which the

individual experiences reality. These direct links form an interdependent system

(Garbarino, 1990). Aspects of the mesosystem include the child's immediate

environment. This can incorporate the connections the child has with extended family,

11

neighbourhood, and social

institutions.

The number and

quality of these connections

is

In this study, social support networks available to the family will be investigated

critical.

as a potential barrier for participation in speech and language intervention.

One of the most
situations in

critical aspects

of the ecological approach

which the actions of people with

is its ability

whom the individual

to identify

has no direct contact

can significantly affect development. The next level of Bronfenbrenner's ecological
system, the exosystem,

is

just that.

The exosystem includes

the systems that have a

bearing on the development of children, but in which those children do not play a direct
role (Garbarino, 1990).

they operate

These structures include the major

at the local level

-

the parents' workplace, the neighbourhood, various

governmental agencies, transportation
satisfaction with services

potential

institutions of our society as

facilities, etc.

and perceived barriers

In the present study, parents'

to treatment will

exosystem level barriers for participation

in

be examined as

speech and language intervention.

Following the exosystem, the next system of the ecological model

is

the

macrosystem. The macrosystem involves those influences that are most removed from the
child.

It

refers to the general organization of the

world as

it is

and might be (Garbarino,

1990). This system includes cultural, social, educational, legal and political systems.

Research has suggested that assessment and intervention practices are likely to be

acknowledged and successful only
cultural beliefs

Language
this study.

they are consistent with the family's lifestyle and

(Eamon, 2001). The Ontario government's Preschool Speech and

Initiative

It is

if

would be considered a macrosystem

programs and systems such as

level variable for the purpose of

this that serve as carriers

of information
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and,

more importantly, ideology

that potentially will influence the

developmental

processes of children.

As mentioned, an aim

of the present research

intervention service system currently in place that

their family's participation in

is

to

examine elements of the

may relate to

speech and language intervention.

parents' decisions about

A conceptual example

of Bronfenbrenner's model (1977) adapted to the population under study can be found in
Figure

2.

identified

This model will be analyzed in accordance with the perceived barriers

by consumers who terminate services prematurely (family sociodemographic

factors, child characteristics, parent characteristics, family

social support available to the family, family

variables will serve as a

means

the service system to better

to

economic

characteristics,

environment and family resources). These

understand better what potentially could be modified in

meet the needs of the diverse

clientele that

SSN

serves.
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Figure

Bronfenbrenner's ecological model of human development specific to
program participation for children with speech and language delays.

2.

In order to understand the developmental process

we must

understand

how

the interactions

individual's development. Interaction

among

among

all

SLP

from an ecological perspective,

these ecological systems influence the

of these social forces or systems

essence of the ecological analysis of early developmental

risk.

is

the

These forces exist as

interrelated social systems, in that intervention can take place at

any one

level of the

system and have a carry-over effect to another part of the system (Garbarino, 1990).

These systems are bi-directional;
at

this

means

that

an effect

at

one level will have an effect

another level. Benefits of early intervention for children with communication delays

have been significant

at all

systemic levels of Bronfenbrenner's ecological model. For
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example, as discussed previously, Weiss (1981) found that the costs of early intervention
for children with language delays (effects at the

macrosystem

level)

mesosystem, exosystem and

were more than repaid by reductions

in later special education costs

(Weiss, 1981; as cited in Bamett, Escobar, Ravsten, 1988). Thus contributions from the

mesosystem could have a positive impact on the development of the child (microsystem),
which

in turn

would then

could potentially save taxpayers

money

in the future (exosystem),

macrosystem

likely affect policy implications at the

Through Bronfenbrenner's ecological model, we can
of early intervention on

from

all

levels of the

all levels.

model play a

The model
role in the

which

level.

better identify the benefits

clearly demonstrates that contributions

development of the

child.

Most of all,

it

describes the comprehensive scope of the problems affecting children today and points us

in the direction of multiple strategies for intervention.

us to acknowledge that the development of a child

biological, psychological, social, cultural,

from

a result of the interaction of

A Need for Deeper Inquiry

his multidisciplinary perspective,

significant role that economics,

and more

perspective forces

and economic factors (Garbarino, 1990).

The Role of Economics:
Fortunately,

is

An ecological

specifically,

system within the ecological model. Microeconomics

Bronfenbrenner considers the

microeconomics has on each
is

a subdivision of economics that

concentrates on the economic behaviour of individual decision-making units, such as
firms and households, and

how

these exclusive decisions

fit

together (Katz

1994). Despite this contribution, the fact that the concept of economics

fully clarified in the

developmental

detailed explanation of

literature

is

& Rosen,

not always

must be acknowledged. This means

what the economic model

that a

fully represents is often not provided
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for the reader.

For example, economics

oriented discipline, while key

economic

is

often primarily perceived as a financially-

factors such as time

and energy are neglected by

developmentalists. This could potentially result in an inaccurate understanding of the
authentic role that economics play in social systems.

If the

focus of the present research was exclusively economic,

limited. This is because the

that children

make

to the family

Specifically, age typically

means

economic model does not consider
and to society

makes

at different

differential contributions

economic model. This

that there is little sense that the nature of the relations that

it

windows

that are so

This would pose a significant limitation in the

present research, as the intervention literature has

life

embodies changes

development (Foster, 2002). Thus, such

a narrow economic focus could result in neglecting developmental
critical in early intervention research.

would be too

stages in their development.

a static contribution in the

qualitatively as children enter different stages of

it

made

it

clear that the first six years of

have a central impact on the developing child and that early childhood offers a

"window of opportunity"

for

maximizing the developmental impact of enriching

environmental input (McCain

Ramey

(1994)

who found

& Mustard,

1999). This

that early identification

is

did youngsters

after the

who

by Campbell and

of communication delay and

intervention for infants can prevent costly services later.

intervention, children did not require the

also supported

They found

that with early

same amount of special education

did not receive early intervention or as those

services as

who began

intervention

age of three years.

It is

important to consider the economic value of early intervention as an approach

that offers the greatest

developmental impact

at the

stage

when

children are most ready to
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benefit

when

from

it is

services. This

likely to

longer standing.

would reduce

the necessity for intervention at later stages

be longer and more costly due to the need to remediate problems of

As

is

evident in Bronfenbrenner's Model, economics

disciplines that are advantageous to consider

is

when

one of several

is

studying children and families. This

because the role of economics can make widespread and distinctive contributions to

developmental work. Research

in child

development integrates many economic

measures and constructs because the economy

is

an everyday

reality for

everyone

(Foster, 2002).

A number of the variables that will be investigated in this study are considered to
be economic constructs. They include the family demographic characteristics (family
size

and family income), family resources such as perceived

availability of social support

and resource access variables of time, energy, and money. These factors are being
investigated because

economic pressures
great interest

is

it

is

important to determine whether there

that exist within the family

is

a relationship between

and non-completion of services. Also of

gaining a better understanding of the impact that economic decisions

have on whether or not the family completes services or terminates prematurely.
the factors that

may

impact families

in this process are the

Among

value parents place on the

services offered and the family's access to scarce resources such as time, parental energy

and money.
Foster (2002) suggested that an economic framework

is

only practical to use,

if

the following three conditions exist.

1.

The behaviour of interest must involve a goal or outcome

or societies value. In the case of this research,

this

would mean

that families

that the family

would

and
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have accessed services from SSN,
target /

the

in order to assist their child in

outcome determined by them

SLP.

to

be important or determined

The economic model emphasizes

in collaboration

with

the key role that parental inclinations, as

well as the child's aptitude, play in the treatment process. This

would increase when parents place a higher value on

means

that participation

the future of the child

emphasis on the perceived future benefits of participation

and a greater

in therapy (Foster, 2002).

The behaviour must require the allocation of scarce resources. In the case of

2.

this research, the parents clearly

make

amount of resources

decisions about the

can contribute to their children's well-being (Foster, 2002). In
intervening variable

stages of treatment),

resources

may

that they

this case, a possible

would be "the law of diminishing marginal returns" - meaning,

parents potentially could allocate scarce resources

initial

reaching a specific

when

when progress may be more

then be reconsidered

when

the return

apparent.

is

that

greater (likely in the

The

allocation of these

the parents see the marginal returns (e.g.,

child's progress in area that is important to them) diminishing.

3.

in

The decision maker must balance the costs and the benefits of the behaviour

a rational manner.

costs (time, energy,

In the case of this research, the parent

money) with

would have

to balance the

the perceived benefits of her child being involved in

speech and language services.
Therefore, the economic framework principles of goal orientation and the assessment

of costs versus benefits associated, in this case, with investment of scarce resources in
therapy for their children, provide an analytic backdrop to the present research.

facilitate investigation

of the factors that

therapy before the goals identified by the

may

contribute to

SLPs have been

They

some people terminating

reached.

18

Overall Model of Barriers to Service for Children

A review of the literature suggests that attrition is a significant problem in the
mental health system (Armbruster
Kazdin, 1996; Kazdin, Holland

have been conducted on the

& Kazdin,

& Crowley,

critical

1994; Gould, Shaffer

& Kaplan,

number of studies

1997). In recent years, a

problem of

attrition rates in outpatient

who

enter treatment,

40-60% of parents

it

for service policy

those

terminate services prematurely and

against the advice of the treatment provider (Kazdin, 1996). This

problem because

therapy for

among

children in mental health services. Researchers have determined that

children

1985;

becomes a serious

has implications for the child, the family, the service providers, and

development and funding decisions.

While considerable research has been conducted on adult

mental

attrition rates in

health services, the focus on attrition in children's mental health services

is

quite

new and

limited. Attrition rates are a part of the description of the efficacy of a program.

Attrition rates

abilities to

may

reflect the desirability of interventions, as well as participants'

complete them (Sarkin, Tally, Cronan

been conducted in

this area

The most prominent

socioeconomic disadvantage, minority group
difficult living

1994; Gould

et. al.,

1997).

The research

who

has identified some variables that predict

child and adolescent therapy prematurely.

and

& Matt,

circumstances
1985; Kazdin

status,

will terminate

factors include

high levels of stress and dysfunction,

(e.g. single-parent families) (see

et. al.,

that has

Armbruster

1997).

;n

•
I

'

& Kazdin,
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Early Termination of Services for Families of Children with Communication

Delays

Community intervention programs can be very
higher program costs (Murphy, 1992).
treatment participation can help to

A more thorough understanding of the barriers to

make programs more economical by allowing

identification of attrition risk factors that can

Crowley,

in treatment (Kazdin, Holland,

above, there

is

some research

services (Kazdin et

in children

Ferguson,

al.,

1997),

expensive, and attrition can lead to

for

be modified to improve retention of families

& Breton,

1997; Murphy, 1992).

that illuminates risk factors for attrition in

however we know

little

As discussed

mental health

about early termination of services

with communication delays and their families (Beitchman, Nair, Clegg,

& Patel

1996). This

communication delays

in

is

young

of great concern, considering the prevalence of

children. In addition, those

then prematurely drop out of treatment are not as likely to

treatment, as those

who remain

attrition in this area is

in treatment (Prinz

show

& Miller,

of considerable importance to those

who

initiate service

use and

the level of benefit

from

1994) so the issue of service

who

are

committed

to early

intervention.

The

lack of research on children with communication delays and their families

is

especially important in light of the high likelihood of co-morbidity between

communication delays and learning
mental health issues (Baker

disabilities,

& Cantwell,

and between communication delays and

1986). Children with

communication delays are

even more likely to face various forms of psychiatric disorders than children with other
types of special needs (Baker

& Cantwell,

1986; Beitchman

et. al.,

1996; Johnston

1999; Johnston, 2000). Findings such as these, and the literature that supports the

et. al,
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efficacy of early intervention

(McCain& Mustard,

reasons to examine the barriers that

their children.

may

1999), suggest that there are

many

prevent families from completing services for

A review of the literature has revealed very little research on barriers to

treatment for preschool children (Sarkin

et. al.

1997) and none on barriers to treatment for

children with speech and language delays.

The domains

investigated in this study will focus

first

on

child, parent

and family

factors because research to date in the mental health field suggests that these

characteristics

make

the greatest contribution to dropping out in child and adolescent

therapy (Armbruster

& Kazdin,

1994; Kazdin et

al.,

1997). In particular, in this study,

parent self-report measures of difficult behaviours exhibited by the child,

sociodemographic factors, parenting

styles,

family environment, social support resources

available to families and resource access will be investigated.

To

better understand the barriers that are directly connected to the services

provided to the families, a survey of parents' perceived programmatic barriers to
treatment also will be used in this investigation.

the original Barriers-to-Treatment

The survey used

is

a modified version of

Model developed by Kazdin, Holland and Crowley

(1997). In their original model, Kazdin, Holland and

Crowley suggested

contact with the service provider, families experience barriers that

make

that,

during

a separate

contribution to not completing services, independent of family, parent and child

characteristics.

These

barriers included practical obstacles to participation, such as

transportation issues; perceptions that treatment

the child's problems;

1997).

is

demanding and

is

of little relevance to

and poor relationships or alliances with therapists (Kazdin

et al.,
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Child Characteristics - A Barrier to Service
In studies on attrition in child psychotherapy, Kazdin, Mazurick and Bass (1993)

found that the severity of the child's diagnosis has a significant impact on keeping
families in treatment. In a

number of studies on

children, child behavioural dysfunction

responsiveness to treatment

(e.g.

Wassell, 1999; Webster-Stratton

research

was found

was

Dumas

it

& Hammond,

is

therapy for

a predictor variable for a lower

& Wahler,

that investigates child

Language Services; however,

attrition rates in outpatient

&

1983, Kazdin 1996; Kazdin

1990).

As

previously mentioned, no

impairment with

attrition rates in

Speech and

hypothesized that this association will exist for the

population currently under study. For this reason, the Connor's Parent Rating Scale

Revised (1997) will be used to measure the mother's perception of the prevalence of
oppositional behaviour, inattentive behaviour and hyperactive behaviour in the targeted

child. It is

predicted that children with speech and language delays

complete service

will exhibit

more

oppositional, inattentive

behaviours than children with speech and language delays

who do

not

and hyperactive

who do complete service,

as measured by maternal report.

Another child characteristic

that is of interest in the present research is

whether or

not the severity of the child's delay will be correlated with the completion or early
termination of services. Previous research in the mental health field revealed that parents

who

identify their child's behaviours as

treatment recommendations

more severe

(Meichenbaum

that initial progress very early in treatment

of non-completers,

when surveyed

& Turk,

may

are

more

likely to adhere to

1987). Researchers also have found

partially explain

why

a high percentage

after leaving therapy, are satisfied with the care that
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they have received (Talmon, 1990). In light of these findings, there
families of children with less severe language delays

are seeking early

on

in the treatment

may

is

the possibility that

see the improvements that they

phase and are satisfied with the progress that the

child has made. This initial satisfaction with their child's progress could lead to the

termination of services earlier than would be

line

of thinking,

it is

recommended by

the SLP. Following this

predicted that non-completing children will have less severe

language delays than completing children.

Demographic Factors as Barriers
Indirect effects of

to Service

demographic factors such as parent education, parent income

and family size are thought

to

be associated with whether a family completes or does not

complete services (Schuele, 2001). Reduced maternal educational achievement and
lower income are believed to be factors that place children

outcome

at risk for

as a result of the greater stress being experienced within the

poor developmental

home,

as the

caregiver attempts to provide the basic needs to his/her children (Schuele, 2001). Past
studies also have

shown

that a large

number of children

in a family

can impose barriers to

accessing and engaging in intervention for the child in need of intervention because
children can increase time

demands on parents and can be associated with increased

child-rearing experience that reduces perceived need for interventions (Spoth

Redmond, 1993a, 1993b).

In

view of these findings

children with communication delays

education, lower incomes, and

complete services.
completion.

It is

more

who do

more children

it

is

&

hypothesized that parents of

not complete services will have less
living in the

home than

parents

who

hypothesized that these factors become barriers to service

Three family sociodemographic factors will be investigated

in the tested
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model:

(a)

respondent's and partners' educational attainment (highest level of completed

education for both parents); (b) number of children; and

household income.

(c)

Parenting Style - A Barrier to Treatment
Variations in parenting style and attitudes toward childrearing also have been

found to be associated with a range of child outcomes variables (Baumrind, 1991;

Kaufmann, Gesten, Santa Lucia, Salcedo, Rendina-Gobioff,

Lambom, Dombusch,

& Darling,

prototypes most

permissive.

commonly

et al.,

own

activities

on

authoritarian parents tend to be

more

styles, resulting in

their terms. In

as

more

lenient

and

less

controlling children

who

comparison, Baumrind suggests that

more controlling and highly

and expect complete compliance from
are thought to be a

2000) developed by

identified three distinct parenting

Baumrind characterized permissive parents

their

most

displayed by parents: authoritarian, authoritative and

demanding than other parenting

manage

(Kaufmann

Baumrind (1966)

will be used.

Steinberg,

1992). For the purpose of this research, the

frequently cited model of parenting styles

Baumrind (1966)

& Gadd, 2000;

directive with their children

their children. Finally, authoritative parents,

"happy medium" between these two parenting

who

styles, are

characterized as providing clear and firm direction for their children, in a

warm and

empathetic manner.

Baumrind' s (1966) early research suggests

that the

most well socialized and

independent preschoolers were raised in authoritative households. These findings have

been substantiated by more recent studies, which have identified authoritative parenting
as a

key influence

in the

development of children's and adolescent's psychosocial well-

being (Lambom, Mounts, Steinberg,

& Dombusch,

1991; Slicker, 1998;

Kaufmann

et al.,
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2000). Following this line of thinking,

it

is

hypothesized that mothers of children with

communication delays who do not complete service

have more permissive and

will

authoritarian styles of parenting than mothers of children with speech and language
delays

who successfully complete services.

mothers

will

have a more authoritative

In contrast,

it is

style of parenting

expected that completing

than non-completing

mothers, as measured by maternal report.
Thoughts About the Future of the Child - A Barrier to Service
Parents value their children and their children's outcomes (Foster, 2002). In

thinking about child outcomes,

outcomes of his or her
that since

many of the

the future, parents

it

would seem

logical that a parent

child, thinks about the future of the child.

benefits of expenditures

who

who

values the future

Research has suggested

from an economical standpoint occur

in

value the future will allocate more resources to the child's well-

being in the early years (Foster, 2002). Following this line of thinking,
that mothers of children with speech

it is

expected

and language delays who do not complete

services think about the future of their child less than mothers of children with

speech and language delays

who do complete services.

The Role of Family Resources - What Exactly
All families possess resources that assist

needs.

As

them

in

Do

They Entail?

meeting their family's basic

a result, research on child and family outcomes often includes a "family

resources" construct.

To

better understand the impact of environmental interventions,

social programs, or policy changes,

bring to the situation under study.

it is

vital to

When

consider

all

aspects that the families

investigating the effects of intervention for

children with disabilities, family resources

may be

considered protective factors in
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assisting families to adapt to stressors

and transitions (Van Horn,

Bellis,

& Snyder,

2001).

In the present research project,

demographic factors were considered as aspects

of family resources under investigation. Specifically, parental education, parental

income, and family size were examined. Guidance provided from previous research

conducted within an ecological framework

Horn

et al., 2(X)1)

(e.g.,

Dunst, 2000; Dunst

& Leet,

1987;

Van

has strongly suggested that an investigation of a family's resources

should not be limited to

SES and

related variables.

These researchers recommended

that

a more extensive understanding of resources, such as time and social supports, are
potentially influential

components of the family context. Thus, a consideration of these

constructs can contribute to our understanding of family functioning and child outcomes.

This perspective provides a holistic overview of the family's situation.
the concept of resources

from measures of the typical idea of the economic

It

expands

situation of a

family to a broader set of constructs, which includes the adequacy of available time, the
capacity of the family to meet their basic needs, and family members' perceptions of
available resources. For this reason, availability of maternal social support (Cutrona

Russell, 1987), family resource access (Dunst

& Leet,

(Moos, 1999) are included as family characteristics

&

1984) and family environment

that contribute to the construct

identified as "family resources."

Resource Access
In studying child

in

Households as a Barrier

to Service

and family outcomes within an ecological framework,

it

has

been strongly suggested that an investigation of a family's resources such as time and
energy should be investigated to allow for a more extensive understanding of resources

26

I
that are potentially influential

et. al.

components

in familial decisions.

For example. Van Horn

(2001) investigated the effects of intervention for children with disabilities, and

found that family resources play a protective role in helping families adapt to stressors

and transitions depending on resources available.

For

this reason, it is

that mothers of children with communication delays

will

who do

hypothesized

not complete services

have fewer available resources in the household, such as time, money and

energy than mothers of children

who have communication

delays that did complete

service.

Family Environment as a Barrier

to Service

Family environment constitutes one of the primary social resources
stress

and

(Margalit

that

that is directly

& Ankonina,

that induces

connected to adaptive functioning in stressful situations

1991). Findings from developmental research clearly confirm

powerful risk and protective factors for child and adolescent problem behaviours, in

general, originate in the family environment (Spoth,

Kavanagh

& Dishion, 2002).

In

studies conducted to assess reasons for attrition in families of children with mental health

issues, researchers

in families

have found

of children

who

less cohesive

and

less structured family

did complete services (Kazdin et

the family environment of families with children with

investigated, focusing particularly

the family (Moos, 1999).

to

It is

al.,

environments than

1997). For this reason,

communication delays

will

be

on the issues of cohesiveness and organization within

believed that these factors

complete the services needed for their

child.

Thus,

may impact

it is

the family's ability

hypothesized that those

mothers of children with communication delays who did not complete services

will
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have

less

cohesion and

less

organization within their family unit than mothers of

children with communication delays

who did complete service.

Availability of Social Support as a Barrier to Service
In studying child and family outcomes,

it

general availability of resources (Dunst, Jenkins,

is

often critical to assess the family's

& Trivette,

1984).

It is

families are primarily responsible for raising their children; however,

that families often require additional resources

their responsibilities (Kyle, 1994).

Research

and support to

in child

assist

true that

it is

them

also evident

in fulfilling

development has revealed

increasing support in parents' social support networks and communities

that

may improve

parenting practices, which can have a significant effect on children's well-being and

long-term outcomes (Eamon, 2001; Foster, 2002).

For

this reason, it is

hypothesized that mothers of children with

communication delays who do not complete services

will

networks available to access than mothers of children
Barriers to Treatment

have

less social

support

who do complete services.

Model - Parent Experience with Service Providers as a Barrier

to

Treatment
In light of the barriers-to-treatment

model previously discussed,

perceived barriers to treatment participation will be greater
children with communication delays

than those mothers

it

is

predicted that

among mothers

who have prematurely terminated

who have children with communication

completed services. The measures of perceived

delays

of

services

who successfully

barriers include four potential sources or

themes. These include stressors and obstacles that compete with coming to treatment,
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treatment demands, perceived relevance of treatment, and relationship of the parent with
the therapist (Kazdin et

Furthermore,

delays

who did

al.,

it is

1997).

expected that mothers of children with communication

not complete services will be less satisfied with service delivery than

mothers of children with speech and language delays who did complete treatment.
Brief Overview of the Service Model

The

service

model

that has

been created for the purpose of this research

starts

with the child being referred for services. This process can be initiated by the family
physicians,

community professionals or

be screened for

eligibility

the parent of the child.

of service and,

if eligible,

From

here, the child will

services will be offered and then

accessed by those families ready to do so.

Once

services are utilized, there will be family risk and protective factors as well

as systemic risk and protective factors that will affect the family's ability to utilize to the

fullest the services that are

being provided for their child (see Figure

3).

Economic

decisions such as the value that the parents place on the treatment, family income and the
availability of scare resources could serve as

moderating variables. These ultimately

could affect whether or not the family successfully completes the services offered.

It is

predicted that participation

is likely to

be greater when parents place a more

pronounced value on the child's future and a greater emphasis on the potential perceived
future benefits of intervention than parents

who do

not take these considerations into

account. Furthermore, participation will depend on parents' assessments of their

children's abilities

will benefit

(i.e.,

skills

from participation

and level of functioning) and of the likelihood
in the services

that a child

being offered. Foster (2002) also has
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established that, in contrast to those parents

of their child, parents
likely to devote

who put

who

primarily focus on the present situation

a greater degree of value

more resources

to their well being.

on the future of their child are

30

Implications of research

The proposed research
and practical

make

will

a significant contribution at both the theoretical

levels. Theoretically, this research will assist in

developing a better

understanding of the nature of resource allocation dilemmas that differentiate families

who have

a child with communication delays

from families who do not complete

services. Furthermore,

development of a multi-disciplinary model

must take

into account

who complete

it

them

will assist in the

that identifies considerations that families

when deciding whether to

services for their child with a

services offered to

access or continue speech and language

communication delay.

Interventions can serve important public health goals but cannot accomplish those

goals without effective procedures for the recruitment and retention of families across the

spectrum of risk (Biglan

& Metzler,

1999).

On

a practical level, this research will serve

to accurately identify service delivery areas that are in

interventions are accessible and responsive to

establishing that as

many

need of modification to ensure that

consumer needs. This

will assist in

families as possible are involved in prevention and intervention

measures that promote the optimal development of their children.
In this study, families

who

successfully completed services with

SSN

are

compared with families who did not successfully complete services being offered (noncompleters). Research in this area

reason, this study

may be

for future research foci.

is

extremely limited

at this

point in time. For this

considered as exploratory research that will provide direction
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[

Review of hypotheses
Specifically, the hypotheses that will

to

be investigated

be explored

in this study include the

following:

1)

Child Characteristics

Behavioural Problems

1(a)

language delays
inattentive

expected that children with speech and

not complete service will exhibit

who do complete

1(b)

Severity of Delay

service, as

- it is

measured by maternal

report.

language delays than completing children.

Family Characteristics

/

2(a)

Demographic Characteristics

with speech and language delays

- it

who do

is

expected that parents of children

not complete services will have less

parental education (maternal and paternal) and have

of children

who do

more children than

families

complete services.

Resource Access -

is

it

expected that mothers of children with speech

and language delays who do not complete services

income and fewer resources

Parenting Styles -

and language delays

will

have a smaller family

to access within the family,

energy, than mothers of children

2(c)

oppositional,

expected that non-completing children will have

Parent

2(b)

more

and hyperactive behaviours than children with speech and language

delays

less severe

2)

who do

- it is

it

who do

is

who do complete

such as time, money and

services.

expected that mothers of children with speech

not complete service will have more permissive and

authoritarian styles of parenting than mothers of children with speech and

language delays

who

successfully complete services. In contrast,

it

is

expected
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completing mothers will have a more authoritative style of parenting than

that

non-completing mothers, as measured by maternal report.

Family Environment -

2(d)

speech and language delays

and

less structured family

expected that mothers of children with

it is

who do

not complete service will have less cohesive

environments than mothers of children

who do

complete services.

2

(e)

Future of the Child -

and language delays

who do

it

expected that mothers of children with speech

is

not complete services think about the future of their

child less than mothers of children with speech and language delays

who do

complete services.
3)

Systemic Characteristics
3(a)

Social

Support

language delays

- it is

who do

expected that mothers of children with speech and

not complete services will have less social support

networks available to them than families of children
3(b)

will

Perceived Barriers -

it is

who do complete

services.

expected that barriers to treatment participation

be greater among mothers of children with speech and language delays

who

have prematurely terminated services than those mothers with children with
speech and language delays
3(c)

who

successfully completed services.

Satisfaction with Services

speech and language delays

who

-

it is

expected that mothers of children with

did not complete services will be less satisfied

with service delivery than mothers of children with speech and language delays

who

did complete treatment.
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Methodology
Research Design

The data being analyzed

for this thesis project

A Systems View."

the "Family Resource Access and Allocation Project:

longitudinal research project funded

by

the

Of those being

families had a child with an identified

SSN

is

in the study

is

a

were interviewed over a two

investigated in this study, approximately

communication delay.

identified with the assistance of a partner

This

Canadian Language and Literacy Network

(CLLRNet). Approximately 100 participants
year time span (2002-2004).

were originally collected as part of

on

this project,

60

These families were

Speech Services Niagara (SSN).

a recognized system of excellence in preschool speech and language services that

provides quality programs focused on early identification and intervention for children

with speech and language problems in the Niagara region

communication, March

1 1,

(J.

Van Lankveld,

personal

2004).

A comparison group of approximately 40 children without speech and language
delays also took part in this longitudinal research project. For this

target

sample included families

who had

a child between

had no identified communication delay, and

who had

two and

at least

one

community group,

five years of age,

sibling.

Many

the

who

of these

families were recruited for the study through local daycares in the Niagara region of

Ontario. This sample

was not

investigated in the current research project.

This was a multi-method study. Data were collected through a combination of
standardized measures, questionnaires and interviews.

The process involved an interview

with the primary caregiver, a speech and language assessment for the target child, and the

completion of a package of nine measures; seven of which were used for the present
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study. This study

was approved by

01-275 (see copy of approval

in

the

Brock University Research Ethics Board,

File

#

Appendix)
Participants

In the present study, the

They made

initial

sample was recruited through Speech Services Niagara.

contact with the families by randomly selecting families that had

accessed services and asking them
study. Eligible families

had

at least

To

one other

if

they would be interested in participating in this

were those with a child

sibling,

and had

at least

who was

five years of age or younger,

a moderate delay in speech or language.

obtain a diagnosis of the clinic children, speech-language clinicians had

previously assessed the targeted child with the Goldman-Fristoe Test of Articulation

(Goldman
Steiner

& Fristoe, 2000) and the Preschool Language Scale 3 and 4 (Zimmerman,

& Pond, 2002).

Based on the

results

of this assessment, the assessor then

determined the presence or absence of an articulation or language delay by rating the
severity of the child's delay based

to 5

on a 5 point Likert

scale, with

representing no delay

which represented a prominent delay. For the purposes of this study, a

rating of 4

represented a moderate language or speech delay.

In total, data

from 49 families were investigated

in the current analyses.

Of the

original sixty clinic families interviewed, eight families did not return their booklet of

measures, one family had a child with only a mild speech delay so they did not meet set
criteria for the study,

one family was disqualified due to leading questions by the

interviewer, and one interview

used so that

we

was conducted with a male

subject (father),

which was not

could maintain gender consistency within our sample. As indicated,

families had been either referred to

SSN by

professionals or self-referred and

all

all

of the

35

children had been assessed as having a significant communication delay.

was subdivided

into

two

distinct

The sample

samples to be investigated; completers and non-

completers.

Operationally defined, completers were those families that accessed the services

of SSN to assist their child with a speech or language delay and

who completed

at least

one twelve week block of therapy successfully as determined by the Speech and

Language Pathologists with

whom they were

There were 36 completing

working.

families in this study.

Non-completers were defined as those families that did not complete the required
post-assessment

visits, as

determined by the criteria

non-completers as the children and families
intervention."

phone

The

criteria for this

calls or letters

who were

SSN

distinguishes

"unresponsive to scheduling of

(two telephone messages and one

(i.e.,

by SSN.

included not returning Speech Services Niagara's

considered an automatic decline). Parents
notification to cancel

set out

letter sent

with no response

who missed appointments

"no shows") or parents

interested in continuing the therapy as prescribed

who

is

without prior

indicated that they were not

by the SLPs also were defined as non-

completers in the present study. There were 13 non-completing families in this study.

Demographics on completing parents and children and non-completing parents
and children are shown

in

Table

1.

36

Table

1.

Demographic
Variable

characteristics of participants

37

Procedure

SSN
the clients

shared general information about the study in person or via telephone with

whom they served between the

participants in the study.

participate provided

SSN

years

2002 and 2004 who met the

Those families who were interested
with

all

in the study

criteria to

and

be

eligible to

relevant contact information for their family and gave

permission to forward this information to the researchers. Once this was done, a Brock
University Research Assistant was able to contact the family to arrange an interview time

and distribute the questionnaire booklet.

The family was contacted by one of the

researchers working with the Family

Resource Project and an interview was arranged with the primary caregiver. With the
exception of child outcomes,

all

data were collected via an in-person family interview

and a self-report book of measures. Generally, the interviews took place
respondent's home; however, for the sake of participant convenience,
place at Brock University or at the daycare that the child attended.

in the

some of them took

The interview

questions focused primarily on family demographics and questions that would be used to

help determine which resources were available to families of children with preschoolers

and the family's perceptions of the processes they used
decisions.

in resource access

and allocation

A speech and language assessment (DISC Preschool Screen - DPS) also was

conducted with the target
minutes to an hour

child.

in duration,

The

interviews,

which were on average between 45

were audio-taped, so

that they could later

be transcribed,

coded and analyzed. Following the interview, the primary caregiver was given a booklet
of measures that contained nine measures for the clinical sample (See Appendix) and two
time diaries.
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The

participants

diaries within a

were asked

to

complete the booklet of measures and the two time

two week period following the interview and

to return

it

to the

Research

Coordinator in the self addressed envelope marked "confidential" that was provided by
the interviewer.

Once

this

sent an honorarium in the

package was received

amount of $50

at the

Project office, participants were

for their participation in the study.

Measures
All of the scales used in this study were found to have sound psychometric

properties.

The

internal consistency of the scales

and subscales range from a Cronbach's

alpha value of .64 (Family Environment Scale) to a .92 (Social Provisions Scale). Other
than the

DISC

Preschool Screening (DPS) and the

SSN

data regarding the targeted child's developmental level,

assessment data which provided

all

of the data collected in this

study were collected via self-report responses of the primary caregiver. See Table 2 for a

summary of measures.
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Table

2.

Summary of measures.

Name of Measure
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Connor's Parent Rating Scale Revised. The Connor's Parent Rating Scale Revised
Short

Form

-

(1997) was used to measure oppositional behaviour, inattentive behaviour

and hyperactive behaviour exhibited by the

child.

In this case, for

each of the twenty-

seven statements, participants were asked to identify on a four point scale, with
never to 4 being very frequently,

how each

1

being

statement pertained to their child in the

previous 30 days. Gianarris, Golden, and Green (2001) did a review and meta-analysis of
the

Connors Parent Rating Scale across 14 studies and found

measurement
this

tool in terms of accurately

it

to

be a very reliable

measuring treatment outcomes. Furthermore,

review strongly recommended the use of the abbreviated versions of this scale.

Buri's Parenting Style Scale.

An

adapted version of Buri's (1991) Parenting Scale was

used to measure parents' degree of authoritarian style of parenting, authoritative style of
parenting, and permissive style of parenting.

The

original version (Buri, 1991)

was

designed for adolescents to evaluate their parents' style of parenting. In this case, for

each of the

thirty statements, participants

were asked

to indicate

with one being strongly agree and 5 being strongly disagree,
pertained to their home. Examples of

on a five-point

how each

some of the statements found

scale,

statement

in this scale include /

seldom give children expectations and guidelines for their behaviour, I direct the
activities

allow

and decisions of my children through reasoning and discipline, and / do not

my children

to question

any decisions that

I

make. Buri (1991) originally reported

the following reliability coefficients for this measure: .85 for mother's permissiveness,

.82 for mother's authoritativeness,

and .74 for mother's authoritarianism.
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Family Environment Scale. The Moos (1999) Family Environment Scale - Form Risa

90 item questionnaire

that

measures the family's actual, ideal and expected social

environment. For the purposes of this study, only two subscales were used from the
scale.

The cohesion

scale and the organization subscale

were used

total

to assess cohesion

and

organization within the family unit. For each of the thirty-six statements, participants

were asked

to indicate

whether or not each statement pertained to their family.

statement was pertinent to their family, they would check the true column and,
not, they

would check

this scale include

the false column.

we fight a

lot in

reliability coefficients for

if

it

did

Examples of some of the statements found on

our family, we put a

home, and everyone has an equal say

If the

lot

in family decisions.

each scale ranging from .64 to

of energy into what we do at

Moos

(1999) reported

.79.

Family Resource Scale. The Family Resource Scale (FRS; Dunst

& Leet,

1984)

is

a

30-

item scale that assesses the reporting family member's perceptions of the adequacy of
available resources in households with

young children

(time,

money, energy). For each

how

adequate various resources

of the thirty questions, the participant was asked to rate
are in their families

always adequate

on a 5-point Likert

(5).

scale,

from not

Examples of items found on

at all

adequate (1) to almost

this questionnaire include

medical care

for your family, time to be by yourself, and child care /day care for your child(ren). The
coefficient alpha for this scale

is

.92 (Dunst

& Leet,

1985). All four subscales of the

Family Resource Scale were investigated for the purposes of this study. These include
Basic Needs, Money,

Time

for Self

and Time for Family.
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Social Provisions Scale. This 24-item scale
available to the participants (Cutrona

is

used to assess the accessible social support

& Russell,

1987). For each of the twenty-four

questions, the participants rate on a four point scale

statement, with

1

abilities,

security.

and

attitudes

/

The

they agree with each

representing strongly disagree and 4 representing strongly agree.

Examples of items found on

who share my

how much

this questionnaire include I feel

and beliefs;

I

part of a group of people

do not think other people respect my

have close relationships that provide
coefficient alpha for this scale

this particular scale, the categories that will

is

me

skills

and

with a sense of emotional

.92 (Cutrona

& Russell,

From

1987).

be investigated for the purpose of this

research project include social integration, reliable alliance, nurturance and guidance.

Barriers to Treatment Participation Scale. For this measure, Kazdin, Holland

&

Breton's Barriers-to-Treatment Participation Scale (BTPS) was slightly adapted to
represent potential barriers to treatment for Speech Services Niagara; as the original

questionnaire

was developed

to

measure barriers to mental health services. Thus, for

this

measure, there are no standard scores with which to compare the obtained scores. This
scale

was adapted

for this study to focus

a 51-item scale that

is

on Speech and Language Interventions. This

used to measure a wide range of barriers

/

events that families

experience over the course of treatment and perceptions that the family
regarding treatment that makes completion of services more difficult

difficulties, transportation difficulties,

1991). For each of the 5

1

is

may have

(e.g. child

care

perceived relevance of treatment) (Kazdin et

al.,

questions, the participants were asked to rate their agreement

with each statement on a five point Likert-scale ranging from never a problem (1) to very

43

often a problem (5).

A

was added

to this Likert scale to represent non-applicability to

the participant.

which

For scoring purposes, a

To

treated as missing data.

1

I

to

be

modified the

scores (non-applicable) and a score of

1

(never a

since both scores indicated that the issue presented in the scale

was not a problem experienced within
(treating

would have

avoid more missing data within the study,

coding scheme by collapsing the

problem) to a value of

refers to non-applicability,

the family. In comparing the

and collapsing the scores),

as missing data

I

means of each group

found the differences

in

means

were marginal.

The

final score for these

items represents barriers to treatment attendance,

participation and completion (Kazdin et

(a) stressors

and obstacles

that

al.,

complete with treatment;

issues; (c) perceived relevance of treatment

subscales Stressors

1991). Four key variables are measured here:

and Obstacles

and Issues, a higher score means

that

and

(b) treatment

demands and

(d) relationship with therapist.

For the

Compete with Treatment and Treatment Demands

that the issue is perceived as a

more of a problem

for the

family. For the subscales Perceived Relevance of Treatment and Relationship with

Therapist, a higher score

family.

means

that the issue is perceived as less

The questionnaire was presented

completed services and participants
questionnaire.

While there

are

no

who

in

such a

that both participants

who

did not (non-completers) could complete the

reliability or validity data for the version as revised for

this study, the original scale has acceptable levels

score, as the coefficient alpha

way

of a problem for the

was calculated

to

of internal consistency for total barriers

be .86 (Kazdin

et al., 1991).
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Results

Data Screening
Distributions

Preceding the main analyses, data were analyzed to ensure that the assumptions of
normality were met. Missing data also were investigated. The assumption of normality
refers to the condition that the

population for

To

all

dependent variable

is

normally distributed within the

values of the independent variable (Shannon

& Davenport, 2001).

ensure that this assumption was met, the values of skewness and kurtosis were

analyzed. Skewness

is

a

measurement used

to indicate the extent to

distributions are not symmetrical, while kurtosis

is

a

which the

measurement used

extent to which the data cluster around the center of the distribution

pointed the distribution

is)

(Shannon

values are, the more probable

(Shannon

it is

& Davenport, 2001).

& Davenport, 2001).

that the variables follow a

& Mallery, 2(X)3).

distributions being investigated

As

is

Table 3

fall

(how peaked or
that these

closer to

normal distribution

Skewness and kurtosis values

considered to be excellent, while those values that
acceptable (George

The

to describe the

that fall within -1 are

within -2 are considered

illustrates that in

most cases, the

have excellent kurtosis and skewness values.

evident in Table 3, there were a few mild violations of normality. The kurtosis

score for Oppositional Behaviours

Barriers Score

was 2.889,

Inattentive Behaviours

was 4.581, and number of children

living in the

home was 4.356. These

violations are likely a result of the small sample size being analyzed.

regression analysis

these assumptions

was

is

the test of choice in analyzing the data,

acceptable due to the robustness of the

was 2.147, Total

Given

some mild

test.

that multiple

violations of

This means that the
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results

can

still

be interpreted, however, with some caution as available evidence

indicates that even fairly substantial departures

in little error of inference

(Cohen

& Cohen,

1983).

when

will regularly result

the data are regarded as if the assumptions

The skewness and

significantly violated normality.

from the assumptions

were valid

kurtosis scores for satisfaction with services
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Table

3.

Skewness and Kurtosis Values

1.
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Missing Data
Overall, less than

ranged from

0%

to

14%

2%

of the data were missing. The amount of data missing

(family income). In

all,

33 of the 49 participants (68%) had

complete data. Due to the small sample size and the small amount of missing data,
traditional

mean

methods of dealing with missing data

substitution)

or pairwise deletion and

were not used. Instead, the small amount of missing data

acknowledged (N varied between 42 and

49),

newer method of dealing with missing data

was

(e.g., listwise

and

(e.g..

is

results are interpreted with caution.

A

Expectation Maximization Algorithm)

also not appropriate as a result of the small sample size in this study.

Means and Standard Deviations of Variable

Sets

The means and standard deviations of each

variable set were then

compared

in

order to get a better understanding of the differences that existed between the two groups.

These differences are evident

in

Table

4.

'
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Table

4.

Means and Standard Deviations of each Variable
Completing

Set
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Correlations

among

Variables

Zero order correlations were next calculated between each of the variables (See
Table

Note

5).

communication delay who did not

that the families of children with a

complete service (non-completers) were coded as

1,

and families of children with

communication delays who did complete services (completers) were coded as

would mean

that a negative correlation

2.

between group and a variable indicated

This

that the

non-completing group had a higher score, whereas, a positive correlation between group

and a variable indicated

that the

completing group had a higher score.

Correlations between predictors

As

is

evident in Table

5,

oppositional behaviour

was

significantly positively

correlated with inattentive behaviour and organization within the home. Inattentive

behaviour

(ADHD tendencies)

and hyperactive behaviours were significantly and

positively correlated with cohesiveness and organization within the

parenting

was

significantly negatively correlated with

home. Permissive

whether or not the mother of the

child thought about the future of her child. Last, total barriers to service

was

significantly

positively correlated with group, and significantly negatively correlated with total family

resources.

Correlations between group and other variables

The

variables that were tested as possible control variables included maternal age,

maternal education, gender of the child, age of the child and group.
correlation matrix

showed a

significant correlation

group. For this reason, maternal education

Upon

analysis, the

between maternal education and

was used

as a control variable for the analyses
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of all hypotheses, except when analyzing for group differences

in

maternal education and

paternal education.

As seen

in

Table

5, there is

a significant positive correlation between maternal

education and group. This means that mothers of children with communication delays

who completed

services tended to have

more education than mothers of children with

communication delays who did not complete

services.

There was also a significant

negative correlation between group and permissive parenting. Specifically, this
that families of children with

more

likely to

means

communication delays who did not complete service were

have permissive

styles of parenting that the

completing groups.
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Results of Hypothesis Testing

Hypothesis One (Child Characteristics)

was predicted

It

that that children with

communication delays who did not

complete service would exhibit more oppositional, inattentive and hyperactive behaviours
than children with communication delays

who

did, as

measured by maternal

Three separate hierarchical multiple regression analyses (see Tables
conducted to

test the relationship

between

criteria

6,

report.

7 and 8) were

of oppositional behaviour, inattentive

behaviour and hyperactive behaviour with the predictor variables (maternal education and
group). In each hierarchical regression analysis, maternal education

first

step and group

was entered

in the

second

was entered

in the

step.

In the first hierarchical regression model, maternal education accounted for

of the variance (R

significant,

F

(1,

accounting for

Upon
delays

who

.3

=

47)

.092) in the criterion, oppositional behavioural. This

=

.405, p

=

.528. In the

6.

step,

analysis of the results,

it

was apparent

did not complete services were not

was not

group was not significant,

% of the variance in the criterion, FA (1, 46) =

communication delays who completed

Table

second

.9%

that children

.1

18,

p = .733.

with communication

more oppositional than children with

services, as

measured by maternal

report.

Hierarchical multiple regression analyses predicting oppositional behaviour from

group.

p
Step

One

>2
R'A

d/

FA_

.009

1,47

.405

.003

1,46

.528

Maternal Education -.092
Step

Two
Group

-.053

.118

.733
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In the second hierarchical regression

model predicting hyperactive behaviour

from group membership, maternal education accounted for 12.5% of the variance (R =

.013. In the

second

the criterion,

Upon

FA

(1,

step,

(1,

group was not significant, accounting for

.8

% of the variance in

analysis of results,

services

it

was apparent

that children with

communication delays

were not more hyperactive than children with

communication delays who completed

7.

=

F

was

46) =.404, p = .528.

who did not complete

Table

47) = 6.737, p

significant,

.354) in the criterion, hyperactive behaviour. This

services, as

measured by maternal

report.

Hierarchical multiple regression analyses predicting hyperactive behaviour from

group.

p
Step

One

>2
R^A

d/

.125

1,47

Maternal Education -.354
Step

Two
Group

FA_

.008

1,46

.404

.528

-.093

group, maternal education accounted for

model predicting

ADHD behaviour from

5.9% of the variance (R =

ADHD behaviour. This was not significant, F (1, 47) = 2.927, p =
group was not significant, accounting for

(l,46)=.480,p = .492.

.013

\

In the third hierarchical regression

step,

6.737

1

.0

.243) in the criterion,

.093. In the

second

% of the variance in the criterion, FA
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Upon

who did

analysis of results,

8.

was apparent

that children

not complete services did not demonstrate more

with communication delays

Table

it

who completed

services, as

with communication delays

ADHD tendencies than children

measured by maternal

Hierarchical multiple regression analyses predicting

report.

ADHD behaviour from

group.

p
Step

One

|2
R'A

d/

.059

1,47

2.927

.093

.001

1,46

.480

.492

FA_

Maternal Education -.243
Step

Two
Group

Hypothesis

It

service

delays

9)

-.105

Two

(Child Characteristics)

was predicted

that children with

communication delays who did not complete

would have more severe language delays than children with communication

who did complete

was conducted

service.

A hierarchical multiple regression analysis (see Table

to test the relationship

between severity of delay and the predictor

variables (maternal education and group). In this hierarchical regression analysis,

maternal education was entered in the

first

step

and group was entered

in the

second

In this hierarchical regression model, maternal education accounted for

variance (R

.396,

=

.091) in the criterion, severity of delay. This

p = .532. In the second

variance in the criterion,

FA

step,

(1,

was not

significant,

group was not significant, accounting for

46) = .009, p = .926.

.0

step.

.8% of the

F

(1,

47) =

% of the
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Upon
delays

analysis of the results,

who did not complete

it

services did not have

children with communication delays

Table

9.

was apparent

that children with

communication

more severe language delays than

who completed

services.

Hierarchical multiple regression analyses predicting severity of delay from

group.

P
Step

One

i2
R'A

df

FA_

.008

1,47

.396

.000

1,46

.532

Maternal Education -.091
Step

Two
Group

.009

.926

-.014

Hypothesis Three (Parent / Family Characteristics)

It

was predicted

that parents

complete services would have

more children

living in the

of children with communication delays

less parental

home

than families of children

to test the relationship

did not,

education (maternal and paternal) would have

who did

complete services.

Three separate hierarchical multiple regression analyses (see Table

were conducted

who

10,

1 1

and 12)

between maternal education, paternal education

and number of children living in the home, with the predictor variable group. In the third
hierarchical regression analysis predicting the relationship

children living in the home, maternal education

was entered

in the

In the

1 1

first

second

between group and number of

was entered

in the first step

and group

step.

hierarchical regression model, maternal education accounted for

.5% of the variance (R = .339)

in the criterion.

This was significant,

F

(1,

47) =

56

6.099,

p=

.017.

Upon

analysis of the results,

children with communication delays

who did

it

was apparent that mothers of

not complete services had less

education than mothers of children with communication delays
services.

Table
group.

10. Hierarchical

who completed

57

In the third hierarchical regression model, maternal education accounted for

of the variance (R = .105)
significant,

F

(1,

accounting for

Upon
delays

who

.2

in the criterion,

in

home. This was not

% of the variance in the criterion, FA (1, 46) = .086, p = .770.

analysis of the results,

it

was apparent

did not complete services did not have

that children with conmiunication

more

who completed

children living in the

home

than

services.

12. Hierarchical multiple regression analyses predicting

home from

number of children

living

group.

p
Step

in the

47) = .520, p = .474. In the second step, group was not significant,

children with communication delays

Table

number of children

1.1%

One

R^A

d/

FA.

.011

1,47

.520

.003

1,46

.474

Maternal Education .105
Step

Two
Group

.086

.770

.046

Hypothesis Four (Parent /Family Characteristics)

It

was predicted

that parents of children with

speech and language delays

who

did

not complete services would have fewer resources to access within the family (such as

time,

money and energy)

measured by maternal

was conducted

than families of children

report.

A

who

did complete services, as

hierarchical multiple regression analysis (see Table 13)

to test the relationship

between

total resources

with the predictor variables

(maternal education and group). In this hierarchical regression analysis, maternal

education was entered in the

first

step and group

was entered

in the

second

step.
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In this hierarchical regression model, maternal education

the variance (R

=

1.399,

p=

=

.170) in the criterion, total resources. This

.243. In the second step,

the variance in the criterion,

Upon

FA

( 1

,

accounted for 2.9% of

was not

significant,

group was not significant, accounting for

F

(1,

1.9

47)

% of

46) = .922, p = .342.

analysis of the results,

it

was apparent

that families of children with

communication delays who did not complete services had similar resources available to

them (such
delays

Table

as time, energy

who completed

and money) as did families of children with communication

services.

13. Hierarchical multiple regression analyses predicting total resources

p

One

Step

from group.

FA

R^A

d/

.029

1,47

1.399

.243

.019

1,46

.922

.342

/?

Maternal Education .170
Step

Two
Group

.147

Hypothesis Five (Parent / Family Characteristics)

It

was predicted

that

mothers of children with speech and language delays

who

did not complete service would have more permissive and authoritarian styles of
parenting than mothers of children with speech and language delays

completed services. In contrast,

more

it

was expected

that

who

completing mothers would have a

authoritative style of parenting than non-completing mothers, as

maternal report.

successfully

measured by

59

Three separate hierarchical multiple regression analyses (see Table

were conducted

to test the relationship

between permissive

14, 15

and 16)

style of parenting,

authoritarian style of parenting and authoritative style of parenting with the predictor

variables (maternal education and group). In each hierarchical regression analysis,

maternal education was entered in the

first

In the first hierarchical regression

second

FA

( 1,

and group was entered

model predicting permissive

from group, maternal education accounted
criterion,

step

for

group was

style

second

F

significant, accounting for 14.5

(1,

step.

of parenting

13.4% of the variance (R = .366)

permissive parenting. This was significant,

step,

in the

in the

47) = 7.291, p = .010. In the

% of the variance in the criterion,

46) = 9.249, p = 004.
.

Upon

analysis of the results,

it

was apparent that mothers of children with

communication delays who did not complete services had more permissive
parenting styles than parents of children with communication delays

who completed

services.

Table

14. Hierarchical multiple regression analyses predicting

permissive style of

parenting from group.

p
Step

One

»2
R'A

d/

L4.

.134

1,47

7.291

.010

.145

1,46

9.249

.004

Maternal Education -.366
Step

Two
Group

-.405

In the second hierarchical regression

model predicting authoritarian

style

parenting from group, maternal education accounted for 1.9% of the variance (R

of

=

.137)

60

in the criterion, authoritarian parenting.

.347. In the second step,

in the criterion,

Upon

FA

(1,

This was not significant,

F

(1,

group was not significant, accounting for 4.7

47)

=

.904,

p=

% of the variance

46) = 2.289, p = 137.
.

analysis of the results,

it

was apparent

mothers of children with

that

communication delays who did not complete services did not have more authoritarian
parenting styles than parents of children with communication delays

who completed

services.

Table

of

15. Hierarchical multiple regression analyses predicting authoritarian style

parenting from group.

P
Step

One

»2
R^A

d/

FA.

.019

1,47

.904

.347

.047

1,46

2.289

.137

Maternal Education -.137
Step

Two
Group

-.229

In the third hierarchical regression

model predicting

authoritative style of

parenting from group, maternal education accounted for 3.7% of the variance (R
in the criterion, authoritative parenting.

.188. In the second step,

criterion,

FA

Upon

(1,

46)

=

This was not significant, F

group was significant, accounting for

.291,

.6

(1,

=

.191)

47) = 1.783, p =

% of the variance in the

p = .592.

analysis of the results,

it

was apparent

that

mothers of children with

communication delays who did not complete services did not have

less authoritative

61

parenting styles than parents of children with communication delays

who completed

services.

Table

16. Hierarchical multiple regression analyses predicting authoritative style

of

parenting from group.

P
Step

One

t2
R'A

df

.037

1,47

1.783

.006

1,46

.291

FA.
.188

Maternal Education .191
Step

Two
Group

.592

.083

Hypothesis Six (Parent / Family Characteristics)

It

was predicted

that children

complete service would have
parents of children

less

with speech and language delays

who

did not

cohesive and less organized family environments than,

who did complete

services, as

measured by maternal

report.

Two

separate hierarchical multiple regression analyses (see Table 17 and 18) were conducted
to test the relationship

between the cohesiveness of the family environments and the

amount of organization within

the family environments with the predictor variables

(maternal education and group). In each hierarchical regression analysis, maternal

education was entered in the

first

step and group

In the first hierarchical regression

was entered

in the

second

model predicting cohesiveness of the family

environment, maternal education accounted for 1.3% of the variance (R
criterion, cohesiveness.

step.

This was not significant,

F

(1,

47) = .598, p

=

=

.1

12) in the

.443. In the

second

62

step,

group was not significant, accounting for

= .575,p =

(l,46)

Upon

1

.2

% of the variance in the criterion, FA

.452.

analysis of the results,

it

was apparent

mothers of children with

that

communication delays who did not complete services did not have

less

environments than mothers of children with communication delays

who completed

cohesive family

services.

Table

17. Hierarchical multiple regression analyses predicting

cohesiveness of family

environment from group.

P
Step

One

R^A

d/

.013

1,47

.598

.012

1,46

.575

FA_
.443

Maternal Education -.112
Step

Two
Group

.452

-.117

In the second hierarchical regression

model predicting organization within

family environment, maternal education accounted for 4.0% of the variance (R
the criterion, organization. This

second

group was not

step,

criterion,

FA

Upon

(1,

was not

significant,

F

(1,

47) =1.964, p

significant, accounting for .017

=

.

=

the

.200) in

168. In the

% of the variance in the

46) = .835, p = .336.

analysis of the results,

it

is

apparent that mothers of children with

communication delays who did not complete services did not have more organizational
issues within the family environment than mothers of children with

delays

who completed

services.

communication
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Table

18. Hierarchical

family

multiple regression analyses predicting organization within the

environment from group.

p
Step

One

¥A

R^A

df

.040

1,47

1.964

.017

1,46

.835

p
.168

Maternal Education -.200
Step

Two
Group

.366

-.139

Hypothesis Seven (Parent /Family Characteristics)

It

was predicted

mothers of children with communication delays

that

complete services would think
with communication delays

less

who

who

did not

about the future of their child than mothers of children

did complete services.

A hierarchical multiple regression analysis (see Table

19)

was conducted

to test

between whether or not the families thought of the future of their children

the relationship

with the predictor variables (maternal education and group). In the hierarchical regression
analysis, maternal education

second

was entered

in the first step

in the

step.

In the hierarchical regression

model predicting thoughts concerning

the child, maternal education accounted for

criterion, future

second

and group was entered

step,

criterion,

FA

6.3% of the variance (R =

of the child. This was not significant,

F

(1,

group was not significant, accounting for 3.2

(1

,

39)

=

1

.385,

p = .246.

40)

=

the future of

.251) in the

2.680, p

=

.109. In the

% of the variance in the

1
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Upon

analysis of the results,

it

was apparent

that parents of children

communication delays who did not complete services did not think
child's future than parents of children with

with

less about their

communication delays who completed

services.

Table

19. Hierarchical multiple regression analyses predicting

future of the child

P
Step

One
Maternal Education

Step

thoughts regarding the

from group.

d/

.063

1,40

2.680

.032

1,39

1.385

FA.
.109

.25

Two
Group

%2
R'A

.246

.190

Hypothesis Eight (Systemic Characteristics)

It

was predicted

that

mothers of children with speech and language delays

who

did not complete services would have less social support networks available to them than

mothers of children

who

analysis (see Table 20)

did complete services.

was conducted

A hierarchical multiple regression

to test the relationship

between available social

support networks with the predictor variables (maternal education and group). In this
hierarchical regression analysis, maternal education

group was entered

in the

second

was entered

in the first step

step.

In this hierarchical regression model, maternal education accounted for

the variance (R

=

and

3.3% of

.181) in the criterion, total available social support networks. This

was

65

not significant,

F

(1,

accounting for 5.4

Upon

47) = 1.590, p = .214. In the second step, group was not significant,

% of the variance in the criterion, FA (1, 46) = 2.704, p =

analysis of the results,

it

was apparent

networks than mothers of children with communication delays

Table 20. Hierarchical multiple regression analyses predicting

social support

who completed

total social

services.

support

from group.
P

Step

107.

mothers of children with

that

communication delays who did not complete services had similar available

available

.

One

»2
R"A

d/

.033

1,47

1.590

.214

.054

1,46

2.704

.107

FA.

Maternal Education .181
Step

Two
Group

.246

Following

this analysis,

post hoc analyses of some of the specific subscales of

the Social Provisions Scale (Cutrona

& Russell,

1987), were conducted. In specific,

regression analyses were run on the subscales of social integration, reliable alliance,

reassurance of worth and guidance.

In the first post-hoc hierarchical regression

availability of social integration

variance (R

=

.436,

=

model predicting perceived

from group, maternal education accounted

..096) in the criterion, social integration. This

p = .512. In the second

the variance in the criterion,

FA

step,

(1,

was not

for

.9% of the

significant,

F

group was not significant, accounting for 2.6

46) = 1.251, p = .269.

(1,

47)

% of

.
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Upon

analysis of the post hoc results,

who

with communication delays

more or

it

was apparent

did not complete services did not have significantly

less opportunities for social integration than families

communication delays who completed services
respectively),

( 1

,

46) =

1

.25

1

,

mothers of children

that

p=

(M=

3.19;

of children with

SD=.37 and M=3.38; SD=.48

.269.

Table 2 1 Hierarchical multiple regression analyses predicting opportunities for social
.

integration

from group.

—
p

Step

One

R'A

d/

FA.

.009

1,47

.436

.026

1,46

.512

Maternal Education .096
Step

Two
Group

available reliable alliances

.739,

p=

=

from group, maternal education accounted

second

variance in the criterion,

FA

step,

( 1

,

reliable alliances than

services (M=3.38;

was not

for

1.5% of the

significant,

F

group was not significant, accounting for 4.4

46) =

2.

1

32, p

analysis of the post hoc results,

with communication delays

.151.

model predicting perceived

.124) in the criterion, reliable alliance. This

.394. In the

Upon

.269

.172

In the second post-hoc hierarchical regression

variance (R

1.251

who did

=

it

.

1

5

47) =

% of the

1

was apparent

that

mothers of children

not complete services did not feel they had

mothers of children with communication delays

SD=.45 and M=3.63; SD=.44

(1,

respectively),

FA

(1,

more

who completed
46) = 2.132, p =

1
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Table 22. Hierarchical multiple regression analyses predicting available reliable alliances

from group.
P
Step

%2
R'A

df

FA.

.015

1,47

.739

.044

1,46

One

.394

Maternal Education .124
Step

Two
Group

In the third post-hoc hierarchical regression

availability of reassurance of

of the variance (R

F (1, 47) =

=

2.647, p

.151

model predicting perceived

worth from group, maternal education accounted for 5.3%

.231) in the criterion, reassurance of worth. This

=

.110. In the

10.6% of the variance

Upon

2.132

.222

second

in the criterion,

FA

step,

(1,

children with communication delays

significant,

group was significant, accounting for

46)

analysis of the post hoc results,

was not

it

who did

=

5.796, p

=

.020.

was apparent that mothers of

not complete services perceived that

they had fewer opportunities for reassurance of worth than mothers of children

with communication delays

SD=.43

respectively),

FA

who completed services (M=3.08; SD=.30 and M=3.44;

(1,

46)

=

5.796,

p=

.020.

Table 23. Hierarchical multiple regression analyses predicting perceived availability of
reassurance of worth.

—

P
Step

One

—

R'A

df

.053

1,47

.106

1,46

FA.
2.647

.012

Maternal Education .23
Step

Two
Group

.346

5.796

.020
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In the fourth post-hoc hierarchical regression

availability of

variance (R

=

=

.789. In the

guidance from group, maternal education accounted for .2% of the
.039) in the criterion, guidance. This

second

step,

variance in the criterion,

Upon

model predicting perceived

was not

significant,

F

(1,

group was marginally significant, accounting for 7.3

FA

(1,

=

47)

.073,

% of the

46) = 3.625, p = .063.

analysis of results,

it

was apparent that mothers of children with

communication delays who did not complete services had

less

guidance from social

support networks than mothers of children with communication delays

completed services, but at a trend

level of significance

M=3.64; SD=.36 respectively), FA

(1,

46)

=

3.625,

p=

who

(M=3.42; SD=.47 and

.063.

Table 24. Hierarchical multiple regression analyses predicting perceived availability of
guidance.

B
Step

One

72
R^A

df

.002

1,47

.073

.789

.073

1,46

3.625

.063

FA.

Maternal Education -.039
Step

Two
Group

.287

Hypothesis Nine (Systemic Characteristics)

It

was predicted

that total barriers to treatment participation

among mothers of children with communication
services than those mothers with children with

completed services.
conducted to

A hierarchical

test the relationship

delays

would be greater

who prematurely

terminated

communication delays who successfully

multiple regression analysis (see Table 25)

between barriers

was

to treatment score with the predictor

p

1

69

variables (maternal education and group). In this hierarchical regression analysis,

maternal education was entered in the

first

step

and group was entered

in the

second

In this hierarchical regression model, maternal education accounted for

the variance

significant,

(R = .281)

F

(1,

46)

accounting for 30.3

Upon

=

in the criterion, total barriers to treatment participation.

3.939, p

=

.053. In the second step, group

was

step.

7.9% of
This was

also significant,

% of the variance in the criterion, FA (1, 45) = 22.089, p = .000.

analysis of the results,

it

was apparent that mothers of children with

communication delays who did not complete services experienced

significantly

more

barriers to treatment participation than mothers of children with communication

delays

who completed

services.

Table 25. Hierarchical multiple regression analyses predicting

total barriers to service

from group.

Step

One

2

R^A

d/

.079

1,46

.303

1,45

•

p

FA_
3.939

.053

Maternal Education .28
Step

Two
Group

To

22.089

.000

-.585

get a better understanding of the specific barriers that interfered with the

complefion of services for the non-completing families, a number of post-hoc analyses

were conducted on the various subscales within the Barriers
Scale.

to

Treatment Participation
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In the

first

post-hoc hierarchical regression model (See Table 26) predicting

and obstacles

stressors

that

compete with treatment from group, maternal education

accounted for 2.3% of the variance (R = .153) in the criterion, stressors and obstacles that

complete with treatment. This was not significant, F
second

step,

(1,

group was significant, accounting for 24. 1

46)

=

1.101,

p=

.300. In the

% of the variance in the criterion,

FA(l,45)=14.741,p=.000.

Upon

analysis of results,

it

was apparent that mothers of children with

communication delays who did not complete services reported more stressors and
obstacles competing with treatment than mothers of children with communication

delays

who completed

FA

45)

(1,

=

14.741,

services (M=1.50;

p=

SD=.51 and M=1.18; SD=.20

respectively),

.000.

Table 26. Hierarchical multiple regression analyses predicting stressors and obstacles that
compete with treatment from group.

P
Step

One

t2
R'A

d/

.023

1,46

.241

1,45

FA.
1.101

.300

Maternal Education .153
Step

Two
Group

In the second post-hoc hierarchical regression

treatment

demands and

variance (R

=

14.741

.000

-.522

issues

model (See Table 27) predicting

from group, maternal education accounted for 1.5% of the

.121) in the criterion, treatment

demands and

issues. This

was not

71

F

significant,

46) = .683, p = .413. In the second step, group was significant,

(1,

% of the variance in the criterion, FA (1, 45) =7.549, p = .009.

accounting for 14.2

Upon

analysis of results,

was apparent that mothers of children with

it

communication delays who did not complete services did have more treatment

demands and

issues than

mothers of children with communication delays

completed services (M=1.24; SD=.40 and M=1.07; SD=.14 respectively),
=7.549,

p=

who

FA

(1,

45)

.009.

Table 27. Hierarchical multiple regression analyses predicting treatment demands and
issues from group.

B
Step

One

R"A

d£

FA.

.015

1,46

.683

.122

.142

1,45

7.549

.009

Maternal Education .121
Step

Two
Group

-.400

In the third post-hoc hierarchical regression

model (See Table 27) predicting

perceived relevance of treatment from group, maternal education accounted for 13.1% of
the variance

significant,

(R = .363)

F

(1,

46)

accounting for 13.8

Upon

=

in the criterion, perceived relevance of treatment.

6.963, p

=

.01

1.

In the

second

step,

This was

group was significant,

% of the variance in the criterion, FA (1, 45) = 8.488, p = .006.

analysis of results,

it

was apparent that mothers of children with

communication delays who did not complete services perceived the relevance of
treatment as

less

important than mothers of children with communication delays
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who completed
45)

=

8.488,

p=

services (M=1.24;

SD=.37 and M=1.09; SD=.25

respectively),

FA

(1,

.006.

Table 28. Hierarchical multiple regression analyses predicting perceived relevance of
treatment from group.

P
Step

One

R'A

d£

.131

1,46

.138

1,45

FA.
6.963

.011

Maternal Education .363
Step

Two
Group

hi the fourth post-hoc hierarchical regression

relationship with the therapist

variance (R

=

significant,

F

.006

model (See Table 29) predicting

from group, matemal education accounted for 1.1% of the

.105) in the criterion, relationship with the therapist. This

(1,

46)

accounting for 4.5

Upon

8.488

-.394

=

.512,

p = .478. In the second

step,

was not

group was not significant,

% of the variance in the criterion, FA (1, 45) = 2.150, p = .149.

analysis of results,

it

was apparent

that

mothers of children with

communication delays who did not complete services had similar relationships with the
therapists than

(M=

1-05;

mothers of children with communication delays

SD=.12 and M=l-02; SD=.07

respectively),

FA

(1,

who completed

45)

=

2.150, p

=

services

.149.

^
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Table 29. Hierarchical multiple regression analyses predicting relationship with the
therapist

from group.
p

Step

One

FA

R^A

d/

.011

1,46

.512

.478

.045

1,45

2.150

.149

p_

Maternal Education .105
Step

Two
Group

-.226

Hypothesis Ten (Systemic Characteristics)

It

was predicted

that

mothers of children with speech and language delays

who

did not complete services would be less satisfied with service delivery than mothers of
children with speech and language delays

who

multiple regression analysis (see Table 30)

did complete treatment.

was conducted

A hierarchical

to test the relationship

satisfaction with services with the predictor variables (maternal education

the hierarchical regression analysis, maternal education

group was entered

in the

second

was entered

and group). In

in the first step

(1,

=

and

step.

In this hierarchical regression model, maternal education accounted for

the variance (R

between

.257) in the criterion, satisfied with services. This

was not

6.6% of

significant,

47) = 3.319, p = .075. In the second step, group was not significant, accounting for

0.0% of the variance

Upon

in the criterion,

analysis of the results,

FA
it

(1,

46) = .000, p = .998.

was apparent

that

mothers of children with

communication delays who did not complete services were as
those mothers with children with communication delays

satisfied with services as

who completed

services.

F
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Table 30. Hierarchical multiple regression analyses predicting satisfaction with services

from group.

P
Step

One

FA

R^A

d/

.066

1,47

3.319

.075

.000

1,46

.000

.998

/?

Maternal Education .257
Step

Two
Group

.000
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Discussion

programs and

In the past decade, early intervention

significant priority for

measurable benefits that such programs and

that has

of development (Cohen, 2001).

one

have on long-term health,

when prevention programs

An

currently receiving a lot of attention and funding

In Ontario, the prevalence of

demonstrated the clear and

initiatives

education, and well-being of the maturing child,

is

have become a

government agencies across North America. This has stemmed

from the abundant amount of recent research

at vital stages

initiatives

are provided

intervention area in Ontario that

is

the Speech

and Language

is

Initiative.

communication disorders among preschool children

in ten (Ontario Ministry of Health, 1996).

A number of studies have clearly

established that a child's failure to attain an efficient and appropriate communication

system

is

emotional

recognized as a significant barrier to educational programming, social

life,

which can have a strong influence on the course of the child's

(Bruck, 1985; Shonaut, 1983;
research also has

shown

Ward

1999; Warren

& Kaiser,

that the strengthening of children's

intervention measures, particularly in the

first six

likelihood of success in the future of the child

years of

(McCain

life,

and

entire life

1986). Conversely,

language

life,

may

skills

through

lead to an increased

& Mustard, 2999; Schuele,

2001).
In response to findings such as those above, the Ontario

government has put

millions of dollars into the development and implementation of Speech and

Language

programs throughout Ontario. Despite the availability of these resources, some families
still

do not access the services offered for

do not always

fully

their children, or if they access services, they

complete the requirements of the intervention program as prescribed
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the Speech

and Language professionals. Thus,

a major goal of this study

was

to gain a

better understanding of the role that child characteristics, parent characteristics, systemic

characteristics,

and parents' perceived barrier to service access have on participation and

completion of speech and language programs for preschool children with communication
delays.

At

this time,

each of the original hypotheses will be revisited, so that the

accuracy of the preliminary predictions can be determined and further explored.
Child Characteristics - A Barrier to Service

Behavioural Problems

The

first

hypothesis predicted that children with speech and language delays

did not complete service would exhibit

more

oppositional, inattentive and hyperactive

behaviours than children with speech and language delays

measured by maternal

These findings

report.

conflict

The

a

& Wassell,

the researcher's knowledge, there

is

1998; Webster-Stratton

no research

would

association.

projects

on

Dumas

(e.g.

Language Services; however,

exist for children

who did not complete

have focused primarily on children's mental health. In these studies,
prominent externalizing behaviours that lead to a

was being

& Wahler,

& Hammond,

There are a few potential explanations for these null findings.

the child

attrition

1990).

that investigates the relationship

child behaviour and attrition rates in Speech and

that a similar association

no such

which have found child dysfunction

be a predictor variable for lower responsiveness to treatment

1983, Kazdin 1995; Kazdin

did complete service, as

number of past research

rates in outpatient mental health therapy for children,

to

who

results in this study indicated

somewhat with

who

I

is

With

that,

predicted

findings

often the child's

referral for service. In the case

referred for a speech and language delay.

between

services.

First, past

it

To

of SSN,

a deficit in
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language or speech

may be
focus

is

the

main indictor

for referral.

The

secondary to the child's language delay. There

first

on the

deficit in

child's externalizing behaviours

is

the possibility that the parents

speech or language in the early years, as the possibility exists

that the externalizing behaviour is

himself or herself adequately.

It

an outcome of the child not being able to express

also should be noted that

problem behaviours

in

preschool children are often difficult to classify, since they generally involve variations in

behaviour that most children

age display to some degree during their development

at this

(Sourander, 1999).

Also noteworthy of mention

is

the age of the children. In this study, the average

age of referral was 2.79 years of age, while the mean age of the children

at the

time of the

study was 4.10 years of age. There exists the possibility that, at these ages, the
externalizing behaviours of the child have not yet

parent.

In comparison, the studies

become an

area of concern for the

comparing completers and non-completers

in

children's mental health services had significantly older children involved in their studies

The mean age

for

Kazdin, Holland

Kazdin

& Mazurick (1994) study was 9.8 years, the mean age for

& Crowley study was 8.5, the mean age for MacNaughton & Rodrigue

(2001) study was 8.3, and the

mean age

for Pina, Silverman,

Goldman, (2003) study was 9.9 years of age.

Again,

it is

Weems,

Kurtines

&

believed that the child's

behavioural issues would become more apparent as the child got older and became
frustrated with his/her inability to express him/herself, or

structured environment, such as school.

Whatever the

when he/she was

case,

it is

in a

more

more

essential to note that

behavioural and emotional problems put an additional burden on the development of
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children with communication delays, so

it

is

problems as early as possible (Noterdaeme

essential to detect

& Amorosa,

and deal with these

1999).

The Connor's Parent Rating Scale - Revised (1997) was
assess inattentiveness, opposition, and impulsivity in this study.

the instrument used to

A number of studies

have indicated that information presented by parents can be significantly different from

Horwood

those of teachers in their rating of hyperactivity (Fergusson,

Hinshaw, Morrison,

& Carte,

1987; Pavuluri, Luk,

study was based on maternal observation, there

biased.

More

accurate results

may have been

is

McGee,

& Lloyd,

1999). Since the current

a possibility that the results could be

obtained

if

a behavioural checklist also was

completed by the child's therapist or preschool teacher, as specific attention
been found to be reported more reliably by therapists or teachers,
therapy settings (Noterdaeme

& Amorosa,

1991;

deficits

have

in structured school or

1999).

Severity of Delay

The second hypothesis predicted

that

non-completing children would have less

severe language delays than completing children. This prediction was, again, supported

by previous research

in the

their child's behaviours as

mental health field that revealed that parents

more severe

are

more

recommendations than parents who perceived

(Meichenbaum

& Turk,

1987).

their child's

behaviour as less severe
replicate these findings, as

no

were found between children with

communication delays who did or did not complete

The

identify

likely to adhere to treatment

The present study did not

significant differences in severity of delay

who

services.

data being analyzed in this regression were based on a categorical severity of

delay measure, with

1

equivalent to a moderate delay and 2 equivalent to a severe delay
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(Goldman

was

& Fristoe, 2000; Zimmerman et al., 2002). A criterion of the current study

that the child

study.

It is

had

to

have a moderate to severe delay

possible that results

may have been more

in order to take part in the

apparent

if

the actual scores

achieved by the child on the Goldman-Fristoe Test of Articulation and Preschool

Language Scale 3 and 4 had been used.
Another possibility

that

needs to be investigated further

is

that the severity

of the

delay was based on the diagnosis by the clinician using the measures described above.
diagnosis of moderate or severe

their child's

made

may

A

not be congruent with the parents' perception of

speech delay. This became evident when reviewing some of the comments

in the interviews

conducted with non-completing families. Surprisingly,

100% of

non-completers reported that they were satisfied with the services that they had received

from

SSN

and

all

of the non-completing families reported that their expectations for their

child had been met. These results suggest a need to bridge the gap between explicit

clinical expectations for the child

targeted

when

outcome

is

and parental expectations for the

clearly understood

these outcomes are achieved

by

by the

all

child, so that the

stakeholders, and will be obvious to

all

child.

Parent Characteristics - Barriers

to Service

Demographic Characteristics

The next hypothesis predicted
delays

who

that parents of children with speech

and language

did not complete services would have less parental education (maternal and

paternal) and

would have more children

living in the

home

than families of children

who

did complete services. Such findings would be in line with Schuele's (2001) findings
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that

demographic

factors,

such as parent education and family

size, are associated

with

whether or not a family completes services.

The present study did

partially replicate the findings

found that mothers of children with communication delays

had

However, no

of children in the

studies.

who did not complete

mothers of children with communication delays

less education than

services.

from previous

these

two sample groups.

It is

this time,

this reason, these findings

and further investigation

is

services

and number

possible that the small

sample size contributed to these null findings, as there were only 13 families
completing group. For

was

who completed

significant differences existed in paternal education

home between

It

in the

should be considered exploratory

nonat

suggested.

Family Resources
Past studies have investigated the effects of intervention for children with

disabilities

and have found

that family resources

can play a protective role in helping

families adapt to stressors and transitions depending on resources available (levers,

Brown,

Horn

R.,

Lambert, R., Hsu,

et al., 2001).

and language delays

For

Eckman,

this reason,

who

it

J,

1998;

McCubbin

was predicted

that

& McCubbin,

1987;

Van

mothers of children with speech

did not complete services would have fewer available resources

to access in the household,

replicate these results as

L.,

C,

such as time, energy and money. The present study did not

mothers of children with communication delays

who did

not

complete services had similar available resources as mothers of children with

communication delays who completed

services.

A possible explanation for these null results could be the type of services under
investigation. For example, enrolling a child in

SSN

language services

may

not be as
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cumbersome

as

some of the

More

aforementioned.

for

services for children with special needs in the studies

specifically,

SSN

expected the family to be involved once a week

one hour per session for a twelve-week block. The services were provided

to the family,

and

if there

were childcare

issues,

siblings with them. Therefore, this service

SSN

at

no cost

allowed the parents to bring the

might not be as taxing on the family's

finances, time, and energy as other types of services.

Parenting Styles

The next
that the

prediction

was

in line with

Baumrind's (1966) early research suggesting

most well socialized and independent preschoolers were raised

in authoritative

households. This was then further substantiated by more recent studies that identified
authoritative parenting as a key influence in the

(Lambom

present study,

who

1991; Slicker, 1998;

et. al.,

it

was predicted

that

development of children's well-being

Kaufmann

et al., 2000).

For

this reason, in the

mothers of children with speech and language delays

did not complete service would have

more permissive or more

parenting than mothers of children with speech and language delays

completed services. In contrast,

more

it

was expected

that

authoritarian styles of

who

successfully

completing mothers would have a

authoritative style of parenting than non-completing mothers, as

measured by

maternal report.

The

results of the current research suggest that a permissive style of parenting is a

significant predictor of non-completion of services. In contrast, neither authoritarian nor

authoritative styles of parenting

were predictive of completion or non-completion. These

findings are extremely interesting and should be taken into consideration

providers

when developing

their curricula.

One

suggestion

is

that

by the service

one of the

initial
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therapy sessions could address the importance of and reasons for adherence to treatment
as supported

by

research. This then could be supported with potential strategies that

parents could use with a child

education could provide

them

some support

in the successful

possibilities that

that

resistant to attending the sessions. This early

mothers

may need

to ensure that they

do not

have a child resisting therapy and possibly provide strategies that will

feel alone if they

assist

who may be

completion of services.

It is

recognized that these are just

could contribute to the development of speech and language intervention

programs. The findings above do not suggest that mothers are dealing with resistant
children;

it is

just identifying

some

possible explanations of the results.

It is

very

possible that the parents simply had other pressures that they allowed to interfere with

therapy.

Family Environment
Previous research done to assess reasons for service attrition in families of
children with mental health issues, has found less cohesive and less structured family

environments in families of children

For

this reason,

who did

it

was predicted

not complete service

that

who do

not complete services (Kazdin et

al.,

1997).

mothers of children with speech and language delays

would have

environments than mothers of children

less

cohesive and less structured family

who did complete

services.

This family environment hypothesis was not supported in the present study.

There are several potential explanations for these null findings. The past research
focused on families of children with mental health issues. Research has shown that
family stress and

life

outcomes are

health treatment (Kazdin

et. al.,

significant contributors to dropping out of mental

1997).

Depending on the severity of the child's

83

problems, mental health issues in children could contribute to higher stress levels within
the family

home

than

may be

present in families that have a child with a speech or

language delay in the preschool years. More stress could, in turn, contribute to a less
organized and less cohesive family environment. Also, there

is

a possibility that the

small sample size in the present study contributed to these null findings, as there were

only 13 families investigated in the non-completing group. For this reason, these
findings should be considered exploratory at this time, and further investigation

is

suggested.

Future of the Child
In this study,

it

was predicted

that participation

would be greater when mothers

placed a more pronounced value on the child's future. The findings from this study
suggest that mothers of children with communication delays

who

did not complete

services did not think less about their child's future than parents of children with

communication delays who completed

services.

These findings were based on the

categorical response of a "yes" or "no" to one question in the interview,

think about the future of your child? " Perhaps, a

more thorough

"Do you ever

investigation of this

question would have produced different results. For example, the responses to this

question could have been qualitatively analyzed, according to
think of their child's future.

Do they just

how much

the parents

think of their child's future in generalized

terms, or do they think specifically about the child's future education, career, etc.

an analysis

may have

provided richer results for this research project.

Such
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Systemic Characteristics -Barriers to Service
Available Social Support Networks

Previous research in child development has revealed that a family's resources can

have a significant effect on children's well-being and long-term outcomes (Foster, 2002).

For

this reason,

delays

who

it

was hypothesized

that

did not complete services

to access than

mothers of children

mothers of children with speech and language

would have

who

networks available

less social support

did complete services. Results of this study did

not replicate the findings of past research, as the findings suggest that mothers of children

who did and those who did not complete

with communication delays

services had similar

available social support networks.

Following

this analysis, post

Social Provisions Scale (Cutrona

hoc analyses of some of the specific subscales of the

& Russell,

1987), were conducted. In specific,

regression analyses were run on the subscales of social integration, reliable alliance,

nurturance and guidance.

Interestingly, there

were two significant associations found

these post hoc analyses that deserve further discussion.

particular, that

The post-hoc

mothers of children with communication delays

services had significantly less reassurance of worth.

measuring reassurance of worth

is

''Other people

who

in

analysis found in

did not complete

An example of a sample

item

do not view me as competent". Non-

completing mothers also were found to have marginally less guidance than mothers of
children with communication delays

guidance

is

''There

is

no one

findings again provide

providers

some

when developing

who completed

services.

A sample item measuring

that I can turn to for guidance in times of stress."

areas that

may

their curricula.

These

require further consideration by service

For example,

it

may be

useful to provide
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more guidance and reassurance
support mothers

who may need

to caregivers

it.

through the therapy process in an effort to

A possibiUty is that, in initial sessions, emphasis could

be placed on supporting the choices of the mothers
child.

in accessing

SSN's

services for their

In addition, guidance can be provided to the mothers regarding the needs of their

child in parent-friendly language that the mothers will understand and, hopefully,
internalize. This early support

which could,

could

instill

more confidence

in the

mothers' choices

in turn, contribute to continued participation in services.

Perceived Barriers

The

barriers-to-treatment

model suggests

provider, families experience barriers that

this reason,

greater

it

was predicted

contribution to not completing

characteristics (Kazdin et

al.,

that perceived barriers to treatment participation

among mothers of children with communication

terminated services than
delays

make a

from family, parent and child

services, separate

that during contact with the service

among

those mothers

delays

1997). For

would be

who had prematurely

who had children

with communication

who

successfully completed services.

The

findings in this study supported past findings, in that they suggest that

mothers of children with communication delays

who did

not complete services

experienced significantly more barriers to treatment participation than mothers of
children with communication delays

in particular, that

services had

who completed

services.

A post-hoc

mothers of children with communication delays

more

stressors

who did

analysis found,

not complete

and obstacles competing with treatment, more treatment

demands and did not perceive

the relevance of treatment as being as important as mothers

of children with communication delays

who completed

services.
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With regard

to perceived relevance of treatment,

families involved in Speech and

Language Services need

benefits of completing such treatment.

and concrete ways

to determine

it

It

to

be better informed about the

also appears that there need to be

how completion

involved in the treatment. In some cases,

appears that perhaps the

it

of services

is

more

explicit

understood by the families

was unclear whether or not

the non-

completing mothers perceived themselves to not have completed treatment. Interestingly,

all

of the mothers

who

they received from

did not complete services perceived benefit from the services that

SSN

and were

satisfied with the progress of their child.

This could be directly linked to perceived relevance of treatment, as parents
not feel the treatment

initially

had for

is

met the goals

as relevant if their child has

their children. This

concept would

tie

into

that the parents

what economists

"diminishing marginal returns." For non-completing families, the

first

call

treatments could

yield large returns, however, as services get closer to completion as defined

by the

Speech and Language Pathologists, the additional benefits of each subsequent
smaller and smaller for the families.

As

remaining treatment as important.

would be

It

a result,

some

families

may

may

visit gets

not perceive the

interesting to investigate this idea further

in future studies.

There were some significant correlations between group membership and
stressors

and obstacles

that

competed with treatment

as self- reported

by the mother. The

following items measured on the Barriers to Treatment Scale (Kazdin et
significantly negatively correlated with

al.,

1991) were

group membership: getting a babysitter, bad

weather made coming to treatment a problem, child was sick on day of session, and crises
at

home made

it

difficult to attend session

were

all

significantly negatively correlated
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with group. This meant that non-completing mothers were more likely than completing

mothers to report that these

Many
noted that

with them attending the sessions.

difficulties interfered

of these barriers are beyond the control of SSN. However,

SSN

staff

accommodating

were very

diligent in

making sure

as possible for parents of children

that their services

who had

it

should be

were as

accessed services, to the

point that they allowed parents to bring their other children to the session

if

they could

not get a babysitter. Perhaps, they need to be clearer with their clientele with regard to
the variety of supports that they can provide to ensure the child receives the services that

he or she needs.
Satisfaction with Services

In conjunction with the barriers to treatment hypotheses,

mothers of children with speech and language delays

would be

less satisfied with service delivery than

language delays
participants

who

who did

was predicted

that

not complete services

mothers of children with speech and

did complete treatment. This prediction

who were

it

was based on

not satisfied with the services received would

more

the logic that

likely

drop out

of services due to a lack of satisfaction. Interesdngly enough, the findings suggest that

100% of families of children with communicafion

delays

were

which meant

satisfied with the services that they received,

who did

not complete services

that those

non-

completing families were as satisfied with services as families of children with

communication delays who completed
This finding
leaving

SSN

what exactly

is

one

services.

that definitely

needs further exploration.

satisfied with the services that they

is

influencing their choices.

A

If the families are

have received, then one must question

potential explanation

is that at

some

point in
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treatment, the family reached a point

where the therapy became

of a priority or a

less

concern because their expectations for services had been met. There appears to be a need
for a clearer understanding of the expectations of the therapist

family to ensure that both are working towards
study would suggest that this

is

and the expectations of the

common goals. The

not the case with

at least

results of the present

some of the

families served

by

the agency.

Strengths and Limitations of the Study

This study had a number of strengths worthy of mention. The
diversity of the measures found in the booklet of measures,

first

which allowed

was

the

me to take

an

ecological approach to the problem of attrition in Speech and Language Services in

Niagara. This enabled

me to

gain a better understanding of factors beyond just the child

and the parents, which contributed

to

non-completion of services. Combined with the

data obtained from the interview, this also allowed for a rich source of data to be

analyzed.

A second major strength of the

study was the solid partnership that the researchers

shared with Speech Services Niagara. This partnership

first

allowed the researchers the

opportunity to access these hard-to-reach families. Secondly,

it

provided the researchers

with the opportunity to work with highly trained professionals within the service system

who, with

their expertise

and

training, could assess the children appropriately

and

accurately for the purpose of the study.

Another strength of the current study was the ongoing support and contact

was maintained with

that

the sample following the initial interview. After the interview

was

conducted, each family was provided with a reference sheet indicating a large number of
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community resources
newsletter

was

sent to

that

all

were available

Beyond

to them.

the interview, a quarterly

families involved in the study providing research

development with a focus on speech development, different
offered in the

community

the research project,

at the

activities that

on child

were being

time of the year that the newsletter was sent, updates on

and educational

activities in

which

open house also was held where families were invited

their child

to

could participate.

come and review

An

the various

posters and research developed as a result of their participation in this research project.

As
The

in all research, there are

first

limitation

was

that,

some methodological

due

to the nature

limitations that

must be addressed.

of the current study, the participants in the

study were not chosen randomly. Since the focus of this thesis was on investigating the
real

and perceived barriers to speech and language program participation for children

with speech and language delays, our sample had to consist of those families
child with a moderate to severe language delay and

SSN. Therefore, each

who has

who had

a

accessed the services of

subject did not have an equal probability of being assigned to one

of the two groups (completers and non-completers) which would limit the
generalizability of the results. Participants for the completer group

selected

from caseloads of SLPs, whereas, the non-completer group could not be

randomly
files

were randomly

selected. Participants for the

based on the declined intervention

families declining service that year.

non-completer group were taken from discharged
criteria.

Attempts were made to contact

all

35

Only 16 families were reached and only 14 families

completed the interview and survey. Since researchers
completing families, random sampling within

this

tried to interview all

group was not an

issue.

non-
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A second significant limitation of this
the family dropping out of

cases, a

SSN

study was the time lapse that occurred between

services and the time of the actual interview. In

number of months had passed between

interview. This

was due

to the fact that

SSN

the last service date with

some of these

some

and the

families were extremely difficult to

contact. This could have biased the results since the family situation (family stresses,

environment, resource access)

may have changed

significantly during the interval

between the time when they dropped out and the time of interview. For
suggested

(e.g.,

that, in future studies, families

this reason,

it is

be interviewed within a specific time frame

one month) of completing the program or of dropping out of the program

that the results are reflective of their situation at the time

to ensure

of withdrawal.

A third noteworthy limitation of this particular study is its strong reliance on selfreport measures.

When

using self-report measures, there

is

always some possibility of

biased results. This can occur as a result of the social desirability factor.
participants

sometimes answer the questions with an answer

In research, the

that they think the

investigator wants to hear, rather than with an answer that truly reflects their situation.

This type of response

is

likely in this particular research, as

withdrawn from a program
being.

To cover up

that

some of the

could potentially have an influence on their child's well

for feelings of inadequacy, guilt or embarrassment, there

possibility that the participants could present as if everything

is

no longer a problem with the targeted

for this situation

participants have

child.

is

that there

try to

compensate

was no wrong answer

interview process and in the booklet of measures, and that the goal of the study

capture the everyday factors affecting

all

of these families.

a

absolutely fine and there

The interviewers did

by sharing with the participants

is

Nonetheless,

it

is

in the

was

not

to
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possible to nile out the possibility that the results were impacted by respondents'

concerns about

how

they would be perceived.

Self report measures are a

common

functioning and family development. In

caution

is

used in interpreting the

participants' feelings

/

source of data collection on family

all

results, as

opinions. There

is

when using

cases,

it is

self-report measures,

understood that the data reflect the

a possibility that participants' view of their

situation is over-represented or perhaps under-represented. In future studies, this

problem could be

rectified

ratings (e.g., a tool to

by including paternal

measure child behaviour

ratings, therapist or preschool teacher

in a

barriers to service questionnaire), in order to get a

more

structured environment, or

more global view of the

situation

under

study.

The use of self-report measures based on
this study.

Kazdin

report measures

is

et al.

quantitative data

is

also a limitation of

(1997) suggested that an individual study based only on

somewhat

limited as

it

lacks the depth of

knowledge

that

self-

can be

achieved through a qualitative interview. Despite the fact that qualitative data were not
used,

it

must be noted

that a

wide range of measures were used

in order to capture

an

accurate and ecologically grounded view of the participants' situation.

Another possible limitation

in this study is the possibility of test fatigue.

booklet of measures used in this study was quite lengthy. In

all,

there

The

were nine

assessment tools completed by each participant. The Family Resources Questionnaire,

Family Environment Questionnaire and the Barriers
final three questionnaires in the

set in

to Service

booklet of measures. There

and responses were not as well thought out as they

is

Questionnaire were the

a possibility that fatigue

may have been

in the initial
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questionnaires. In order to

weeks

to

accommodate

for this problem, the mothers

complete the booklet of measures.

alter the order

A suggestion for future studies would be to

of the questionnaires in each booklet of measures to prevent

potentially influencing the questionnaires found at the

The
study.

It

were given two

fact that the study

would be extremely

was not

test fatigue

end of the booklet.

longitudinal in nature

interesting to re-assess the

is

also a limitation to this

sample when the children have

finished with services and then again during the children's school years. This

done

in order to investigate

the children

may

would be

and potentially evaluate treatment effects and problems

experience as they mature.

It

also could serve as a

means

that

to identify

long-term associations with non-completion of treatment and children's progress. This

would be done
participation

would be

in order to see if the results of previous studies indicating that treatment

and adherence are associated with improved outcomes (Kazdin

et. al.,

1993)

replicated here.

A final limitation of this study was the small sample size, which would contribute to
low

statistical

power. As mentioned, for the non-completer group, attempts were

made

to

contact 35 families to invite them to take part in the study, however, in the end, only 14
families completed the interview.

Of these,

13 families

participants in the study. In the completing group,

met the

we had 36

final criteria to

families,

be

which resulted

in

a total sample size of 49. This small sample size directly affected the power in this study

and

statistical inference.

and

this

For

this reason, the results

study should serve as exploratory.

should be interpreted with caution,
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Implications of Research

There are a number of implications that should be discussed stemming from
research project.

was

The

first

implication stems from the finding that maternal education

a significant predictor of non-completion of services with

SSN.

Specifically, the

findings suggested that mothers of children with communication delays

complete service had
delays

less formal education than

who completed

this

mothers of children with communication

service. This finding could possibly

mothers of children with communication delays

who did not

who did

stem from the

fact that

not complete services

may

not

have been exposed to as much child development information as the completers that

would

potentially support their continual involvement in

Whatever the case may

be,

it

seems important

Speech and Language Services.

that

SLPs educate

involved in services about the importance of early intervention.

all

It

all

parents

would be helpful

for

parents to understand the explicit developmental milestones that each child should be

meeting
level,

at specific ages.

From

here, the

SLPs could

and then identify specific milestones

in the therapy

to better understand

with their child.

recommended

as the

SLP

that they are

working with the child

to achieve

program. This would provide some insight for the parents and would give

them the opportunity

they initially

identify the child's developmental

It is

become involved

identifies

what specifically the SLPs are working towards

that this

in the

background be shared with the family when

program and then be continued on an ongoing

basis,

and shares specific expectations the child has met and needs to

reach during therapy with the family.

Finally, the education

component could focus on

strategies that

may

assist

more

permissive parents to get their child to the program and what they can do to get the most
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out of their child's and their

own

experience.

that their decision to access services will

also could reinforce the positive impact

It

have on

their child

and provide them with an

overview of what they can expect from services. This aspect of education could possibly
provide some guidance and reassurance that these mothers

may need

to stay involved in

the program.

Implications for Practioners
In line with the importance of educating the parents

is

the need to educate the

practioner.

According to the Preschool Speech and Language

parents and

SLPs

child.

One must

are to

work

question

Initiative policy, the

in collaboration to develop the goals for the identified

if this is actually the case,

or

if

more of the onus

is

being

placed on the SLPs because they are the "experts" in the area. Whatever the case, there

is

an apparent need to ensure that the practioner and the family are speaking the "same
language" and that both of them clearly understand the specific goals of the treatment for
the child.

The

practioner also needs to keep in

mind

that the parents' perceptions

intervention benefits (or lack of) for the child and the barriers that families

experiencing

may make

service participation difficult.

prominent

in the family's decision

Redmond,

& Shin, 2000).

the speech or language

embrace the

It

making about

their

of the

may be

Both of these factors are
involvement in services (Spoth,

also needs to be understood that the perceived severity of

problem

is

a subjective one and that parents

may

not fully

fact that their child has a delay or as severe a delay as the trained

professionals recognize as a result of their expertise in the area. Research in attrition in
children's mental health has

shown

that parents

and therapists may have different
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expectations of what treatment can do, and ought to do, for the child (Kazdin
1998). These differences can have a significant impact on

of treatment. For some parents, an

initial

improvement and completion

reduction in the crisis that leads to treatment

meets their needs and expectations for services.

communicate more

& Wassell,

If this is the case,

it is

essential to

clearly with the parents regarding the explicit goals of the therapy, as

parents need to understand that clinical problems can have enduring effects that take time
to completely

& Wassell,

overcome (Kazdin

Surprisingly,

all

thirteen

1998).

non-completing families stated that they were satisfied

with the services they received and that their expectations for service had been met.
this

was

the case, there appears to have been a

child between the

SLP who, by SSN's

If

mismatch of expectations for the targeted

definition, identified these families as non-

completers, and the mothers of the children

who

did not successfully complete services as

determined by SSN.
This leads to another issue that should be addressed. There appears to be a need
to question

what indicators are currently being used

intervention programs.

One must

to

measure

question whether or not these indicators are accurately

identifying the defining factors influencing the attrition rates.

suggests that

some

completed

their

of services

is

families

may

leave therapy

programs successfully. This

defined and by

whom.

language services for young children
if

they assume that people

the therapy

who

was unsuccessful.

attrition in early

It

when they

The present research

believe that their children have

raises the question of

how early

termination

also suggests that client satisfaction in speech and

may be

higher than some practitioners

may expect

leave service early do so because they are unhappy or feel

96

From

a policy perspective, a question then arises concerning

how

the

programs

are being delivered and whether monetary resources are being targeted in the right

In the case of this study,

direction.

one must question how the service contracts are being

negotiated and reviewed between families and service providers and

how

goals are being

operationalized between the two.

No matter what the case,

this research

begins to give us a better understanding of

aspects of speech and language service delivery and policy development that need further

attention.

There

is

clearly a

dynamic relationship between families of young children and

service providers and the need to consider models of service that include ongoing review

of progress from the perspective of the families' explicit and implicit goals (making the
latter

more

evident) as well as those of the SLPs.

Future Research

The process of primarily seeking out

services

from Speech and Language

Services require brave families. In doing so, these families are committing themselves

and

their children not only to attend therapy but to follow

exercises.

It

would be extremely

referred for speech services

up with daily routines and

interesting to include in a future study those families

by doctors or other community agencies

further than the initial referral. This could shed

that exists for those families unable to

even

some

light

that

chose to go no

on another layer of barriers

start services that

would be

beneficial to the

well-being of their child.

Since the present study involved data collection after families had been involved
in

one cycle of treatment,

it

would be

opportunity by having participants

fill

beneficial in future studies to add a data collection

out the questionnaires

at the

time that they initiated
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contact with the

community agency. This would allow

the researcher to get a better idea

of the influences affecting the family from the time of service

From

initiation.

here, a

follow up questionnaire booklet could be completed at the termination of services in
order to better understand the developing factors that

This also

may

may contribute

provide an opportunity to collect data from a larger sample as following up

with non-completers can be

difficult.

Another interesting area

that requires further investigation is the

expectations; both for the caregiver and the service provider.

the relationship between service providers'

expectations could provide
parents and

SLPs

to

some

telling results.

by both

continue to have implicit goals that the

whole idea of

A study solely focusing on

outcome expectations and parents' outcome

move away from developing

explicit goals that are understood

it

to exit decisions.

This research demonstrates the need for
implicit goals and, instead, articulating

the therapist

and the parent.

SLP doesn't know

If the parents

about and vice versa, and then

appears likely that there will continue to be attrition problems that affect the well-being

of the child.

It is

recommended

that tools are developed,

such as parent friendly tracking

sheets or recorded vocalizations demonstrating specific goals, so that the parents have a

measurable comparison point.
the differences

A comparison sheet could be used as a means to contrast

between the SLP's perception of progress and the parent's perception.

This could potentially highlight similarities and differences
Granted, each side

is

in perception

seeing the child under different circumstances but

it

of progress.

would allow

both sides to discuss the similarities and differences in perceived progress and, in turn,

could allow for open discussion of approximation to the goals toward which each side
working.

is
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Summary of Findings

•'

r

The

current study investigated the effects that barriers (both real and perceived)

:>

had on participation and completion of speech and language programs

i*

children with communication delays. Findings suggest that completers and non-

for preschool

completers shared commonalities in a number of parenting characteristics but differed
I

two

Mothers

non-completing group were more permissive

I

significantly in

-I

and had lower maternal education than mothers

areas.

in the

in the

completing families.

From a

systemic standpoint, families also differed in the number of perceived barriers to
treatment experienced during their time with Speech Services Niagara. Mothers in the

non-completing group perceived more perceived barriers to treatment than completing
mothers. Specifically, these mothers perceived more stressors and obstacles that

competed with treatment, perceived more treatment demands and they perceived the
relevance of treatment as less important than the completing group. Contrary to
predictions, there

characteristics

were no

significant differences in child characteristics

between completers and non-completers. The findings

considered exploratory and tentative due to the small sample

size.

and economic

in this study are
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For this questionnaire, we are

interested in your beliefs and opinions about parenting.
Please read each of the following statements carefully. Indicate which number most closely

how you

fits

1

1

.

feel

about each statement.

home the
way in the

feel that in a well run

1

children should have their

family as often as the parents do.

Even

2.

if

feel that

them

to

it

my children
for their

is

own good

conform to what

Whenever

3.

disagree with me,

something,

I

I

tell

I

if I

think

I

force

is right.

my children to do

expect them to do

it

immediately without asking any questions.

Once family

4.
I

policy has been established,

discuss the reasoning behind the policy

with
5.

1

my children.

always encourage verbal give-and-take

whenever my children feel the family
and restrictions are unreasonable.
6.

1

feel that

what

make up

my

children need

is

own minds and

rules

to be

do
what they want to do, even if this does not
agree with what I might want.
free to

their

to

7. 1 do not allow my children to question
any decision I make.

8.

1

direct the activities

and decisions of my

children through reasoning and discipline.

9.

1

feel that

more

force should be used by

parents in order to get children to behave
the

way

they are supposed

to.

ai-i---
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10.

1

do not

need to obey
of behaviour simply

feel that children

rules and regulations

because someone

in authority

has

established them.
1 1. 1

feel children

expected of them

should

know what is

in the family,

but they

should feel free to discuss those
expectations

when they

feel that

they are

wireasonable.
12.

1

feel that

wise parents should teach

their children early just

who

is

boss in the

family.

13.1 seldom give my children expectations
and guidelines for their behaviour.

14. Most of the time I do what my children
want when making family decisions.

15.

1

consistently give direction

guidance to

and

my children in a rational and

objective way.
16.

1

get very upset if my children try to

disagree with me.

17. 1 feel that most problems in society
would be solved if parents would not
restrict their children's activities, decisions,

and desires as they grow up.
1

1

8.

1

let

my

children

know what behaviour

expect of them, and

those expectations,
19.

1

let

my

I

if they

don't meet

punish them.

children decide most things for

themselves without a

lot

of direction from

me.
20.

1

take

my children's opinions

consideration

when making

into

decisions, but

I

won't decide for something simply
because the children want
21.

1

it.

do not view myself as responsible

directing and guiding

for

my children's

behaviour as they grow up.
22.

I

have clear standards for

but

I

am willing to

my

children,

adjust those standards to

the needs of each of my individual
children.

1
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23.

1

my

give

children direction for their

behaviour and
direction, but

concems and

I

I

expect them to follow

am

1

my

willing to listen to their

to discuss that direction with

them.
24.

1

allow

my children to form their own

point of view on family matters and

generally

I

allow them to decide for

themselves what to do.
1 feel that most problems in society
would be solved if we could get parents to
strictly and forcibly deal with their
children when they don't do what they

25.

are supposed to do.
26.

1

often

tell

my children exactly what I

want them to do and how
them to do it.
27.

1

give

I

expected

my children clear direction for

their behaviours

understand

and

activities, but

28. 1 do not direct the behaviours,
and desires of my children.

29.

My children know what

them and

I

I

also

when they disagree with me.

insist that

I

activities

expect of

they conform to

expectations simply out of respect for

my
my

authority.

30. If I
hurts

make a decision

my children, am

that decision with

made a mistake.

I

in the

family that

willing to discuss

them and

to

admit that

I

. .
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are a number of common problems that children have. Please rate each item according to
your child's behaviour in the LAST MONTH. For each item ask yourself, "How much of a
problem has it been in the last month," and indicate the best answer for each one. Please respond

Below

to

each item.

1

Inattentive, easily distracted

2.

Angry and

1

resentful

homework

Difficulty doing or completing

3.

always "on the go" or
a motor
4. Is

acts as if driven

by

5.

Short attention span

6.

Argues with adults

7.

Figets with hands or feet or squirms in seat

8. Fails to

9.

Hard

complete assignments

to control in malls or while grocery

shopping
10.

Messy or disorganized

1 1

Loses temper

12.

Needs close supervision

at

home

to get

or school

through

assigrmients

13.

Only attends

if it is

very interested in

something he/she

is

16

Runs about or climbs excessively
situations where it is inappropriate
14.

15. Distractibility or attention

in

span a problem

16. Irritable

Avoids, expresses reluctance about, or has
difficulties engaging in tasks that require
17.

sustained mental etfort (such as schoolwork or

homework)
18. Restless in the

1

9.

Gets distracted

"squinny" sense

when given

instructions to

do something
20. Actively defies or refuses to

comply with

adults' requests

21.

Has

22.

Has difficulty waiting in lines or awaiting
games or group situations

trouble concentrating in class

turn in

23. Leaves seat in classroom or in other
situations in

which remaining seated

is

expected
24. Deliberately does things to

annoy other

people
25.

and

Does not follow through on
fails to finish

instructions

schoolwork, chores, or

duties in the workplace (not due to

oppositional behaviour or failure to understand
instructions)

26.

Has

difficulty playing or

engaging

leisure activities quietly

27. Easily frustrated in efforts

in

1
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When you are

answering the following questions, think about your current relationships with
your
life, for example, friends, family members (including children), co-workers, and
anyone in
community members. Please indicate to what extent each statement describes your ciurent
relationships with other people.

There are people
really need it.
1.

2.

1

feel that

I

1

Use the following

can depend on to help

me

scale to indicate your opinion.

if I

do not have close personal relationships

with other people.

3.

There

is

no one

I

can turn to for guidance in times

of stress.

4.

There are people

who depend on me

5.

There are people

who

activities

6.

I

enjoy the same social

do.

Other people do not view

7. 1 feel

for help.

me as competent.

personally responsible for the well-being of

another person.

8.

1

feel part

attitudes

9.

1

and

of a group of people

who

my

beliefs.

do not think other people respect

abilities.

share

my

skills

and

1

12.

There

someone

is

I

12

could talk to about important

my life

decisions in

Strongly

Disagree

118
3
Agree

Disagree

13.

1

have relationships where

skill are

my competence and

recognized.

Agree

1

2

3

4

Strongly

Disagree

Agree

Strongly

Disagree

14.

There

is

no one who shares

my interests and

concerns.

Agree

1

2

Strongly

Disagree

3
Agree

Disagree

15.

There

is

no one who

on me

really relies

Agree

1

2

3

4

Disagree

Agree

Strongly

Disagree

16.

There

is

a trustworthy person

I

could turn to for

advice if 1 were having problems.

Agree

1

2

3

4

Strongly

Disagree

Agree

Strongly

Disagree

17.

1

feel

a strong emotional bond with at least one

other person.

Agree

1

2

3

4

Strongly

Disagree

Agree

Strongly

Disagree

There
need it.
18.

is

no one

can depend on for aid

I

Agree

if I really
Strongly

Disagree

3
Agree

Disagree

19. There is no one
problems with.

I

feel

comfortable talking about

12
12

Strongly

Disagree

who admire my

talents

and

Strongly

abilities.

Disagree

21.1 lack a feeling of intimacy with another person.

22. There is

no one who

23. There are people

likes to

do the things

who 1 can count on

emergency.

24.

No one needs me to care

for them.

in

an

I

do.

1

Disagree

4
Strongly

Agree

3

4

Agree

Strongly

Disagree

20. There are people

4
Strongly

Strongly

for their

well-being.

4
Strongly

Agree

3
Agree

4
Strongly

Agree
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Family Resources

section we ask about the financial, space and time resources available to
your family, as well as several specific services. We are interested in exploring
how families' experiences with these resources may be related to their parenting
beliefs and family environment.
In this

Good job for yourself or spouse/partner

1.

Medical care for your family

2.

not at

all

5
almost

adequate

always
adequate

1

5
almost
always

not at

all

adequate

adequate
5
3.

Public assistance for your family

(if

not at

all

adequate

applicable)

almost
always

adequate

5

1

4.

Dependable transportation

not at

all

adequate

Time

to get

enough

sleep/rest

not at

always
adequate
5

I

5.

almost

all

adequate

almost
always

adequate

6.

Furniture for your home/apartment

not at

all

adequate

5
almost
always
adequate
5

1

7.

8.

Time

Time

to be

by yourself

for family to be together

not at

all

almost

adequate

always
adequate

I

all

5
almost

adequate

always

not at
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2

1

9.

Time

to

be with children

not at

5
almost
always

all

adequate

adequate

2

1

10.

Time

to

be with spouse or close friend

not at

5

almost

all

adequate

always
adequate
5

11.

Telephone or access

to a

phone

not at

almost
always

all

adequate

adequate

2

1

12. Babysitting for

your child(ren)

not at

5
almost
always

all

adequate

adequate

2

1

13.

Child care/day care for your child(ren)

not at

all

adequate

3

5
almost
always

adequate

14.

Money to buy

special

equipment or

not at

all

adequate

supplies for child(ren)

5
almost
always
adequate
S^'

15.

Dental care for your family

not at

all

adequate

almost
always

adequate

5

1

16.

Someone

to talk to

not at

all

adequate

5

1

17.

Time

to socialize

not at

almost
always
adequate

all

adequate

almost
always

adequate

5

1

18.

Time

to

keep in shape and look nice

not at

all

adequate

almost
always

adequate
1

19.

Toys for your children

not at

all

adequate

5
almost
always
adequate

1

20.

Money

to

buy things for

self

not at

all

adequate

5
almost

always
adequate
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5
21.

Money

for family entertainment

not at

almost

all

adequate

always
adequate

5

1

22.

Money to save

not at

almost
always

all

adequate

adequate

5
23. Travel/vacation

not at

almost

all

adequate

24.

Food for 3 meals

always
adequate

1

5

not at all

almost
always

adequate

adequate

S

1

25.

House or apartment

not at

almost
always

all

adequate

adequate
5
almost
always

1

26.

Money

to

buy

not at

necessities

all

adequate

adequate
1

27.

Enough

clothes for

your family

not at

almost
always
adequate

all

adequate

5

1

28.

Heat for your house or apartment

not at

almost

all

adequate

always
adequate
5

1

29. Indoor plumbing/water

not at

almost
always

all

adequate

adequate
5
almost

1

30.

Money

to

pay

not at

bills

all

adequate

always
adequate

Do you have any additional comments regarding any item
on this

scale or

on this

topic in general?

.
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This survey includes statements about families.
family and which are

You

are to decide

which of these statements are true of yo

If you think that the statement is

True or Mostly True of your family, indicate
this by placing an "X" in the box beside True. If you think that the statement is False or Mostly False of
your family, indicate this by placing an "X" in the box beside False.

You may feel

false.

some of the statements are true for some family members and false for others. Indicate
is true for most family members. Indicate False if the statement is false for most
family members. If the members are evenly divided decide what is the stronger overall impression and

True

if the

that

statement

answer accordingly.

Remember, we would like to know what your family seems like to you. So do not try to figure out how
members see your family, but do give us your general impression of your family for each statement.

other

1

Family members really help and support one another

2.

We fight a lot in our family

3.

Activities in our family are pretty carefully planned

4.

Family members are rarely ordered around

5.

We often seem to be killing time at home

6.

Family members rarely become openly angry

7.

We are generally very neat and orderly

8.

There are very few rules

9.

We put a lot of energy into what we do at home

10.

to follow in

our family

Family members sometimes get so angry they throw

things

TRUE

.

.
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It is

1 1

often hard to find things

when you need them

in

our

TRUE

FALSE

TRUE

FALSE

TRUE

FALSE

TRUE

FALSE

TRUE

FALSE

TRUE

FALSE

TRUE

FALSE

TRUE

FALSE

TRUE

FALSE

TRUE

FALSE

TRUE

FALSE

TRUE

FALSE

TRUE

FALSE

TRUE

FALSE

TRUE

FALSE

TRUE

FALSE

TRUE

FALSE

household
12.

There

is

one family member who makes most of the

is

a feeling of togetherness in our family

decisions

13.

There

14.

Family members hardly ever lose

15.

Being on time

16.

There are

1

7.

set

is

their

tempers

very important in our family

ways of doing things

at

home

We rarely volunteer when something has to be done at

home
18.

Family members often

19.

People change their minds often in our family

criticize

20. There is a strong emphasis

each other

on following

rules in our

family

21 Family

members

22. Family

members sometimes hit each

23. Family

members make

back each other up

really

sure their

other

rooms are neat

24. Everyone has an equal say in family decisions
25. There

is

very

little

group

spirit in

our family

26. If there's a disagreement in our family,

we

try to

smooth

things over and keep the peace
27.

Each person's duties are

28.

We can do whatever we want to in our family

TRUE

FALSE

29.

We really get along well with each other

TRUE

FALSE

30.

Family members often

TRUE

FALSE

clearly defined in our family

try to

one-up or out-do each other

124
31.

Money is not handled very carefully

in

TRUE

our family

32. Rules are pretty inflexible in our household

33. There is plenty

of time and attention for everyone

in

our

family
34. In our family,

we believe you don't ever get anywhere by

raising your voice

35. Dishes are usually

36.

done immediately

You can't get away

with

much

in

after eating

our family
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what you n««4

PindlAQ

for your eltlM«»
For femilies whose children have been
fBcommended fix speech services only.
Please

help
1

tell

us about your experiences with Speech Services Niagara. This information will

SS Niagara

to design

more

effective speech services in the future.

My child refused to come to sessions

.

does not

me

apply to

1

5

never a

very often

problem

a problem

never a

very often

problem

a problem

never a

very often

problem

a problem

Transportation (getting a ride,

2.

5

driving, taking a bus) to the sessions

does not

me

apply to

My child was in other activities

3.

(sports,

music lessons)

hard to

come

that

made

it

5
does not

me

apply to

to sessions

Scheduling of appointment times for

4.

does not

sessions

apply to

Sessions lasted too long (too

5.

me

many
does not

weeks)

apply to

me

1

5

never a

very often

problem

a problem

1

5

never a

very often

problem

a problem

never a
problem

very often

never a

very often

problem

a problem

never a

very often

problem

a problem

never a

very often

problem

a problem

never a

very often

problem

a problem

Sessions were in conflict with

6.

5

another of my activities (classes, job,

does not
apply to

me

friends)
7.

1

did not think that any service

was

5
does not

necessary

apply to

8.

1

me

did not like the therapist

5
does not
apply to

9.

1

was not happy with the model of
I was given (i.e., group, parent

service

me

5
does not
apply to

me

education)
10.

The

sessions were not what

expected

a problem

I

5
does not
apply to

me

.
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Information in the session and

1 1

does not

handouts seemed confusing

apply to

My child had trouble understanding

12.

the sessions

During the course of treatment I
lot of stress in my life

13.

experienced a
14.

1

lost interest in

15.

1

was

sick

coming

on the day

to sessions

that sessions

were scheduled

My child was sick on the day when

16.

sessions were scheduled

17. Crises at

to get to

18.1

home made

it

hard for

me

a session

felt I

had to give too much

personal information to the therapist

Coming

19.

stressor to

to sessions

added another

my life

20.

The sessions seemed

as

continued

I

21.1

felt

less important

the sessions were

more work

than expected
22.
it

The atmosphere

at the clinic

makes

uncomfortable for appointments

23.

1

did not feel that

I

had enough

to

say about what goes on in session
24.

on
25.

1

feel that the sessions did not focus

my child's life and problems
The

confident that
for

my

seem
the sessions would work

therapist did not

child

me
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26.

The

therapist did not

my

confident in

seem
cany out

abiUty to

programs
27.

My child now has new or different

problems
28.

My child's behaviour seems to

have improved, therefore, the sessions
no longer seems necessary
29.

The

sessions did not

seem

to

be

working
30. There

was bad weather and

made coming to
31

.

me

do not

1

this

the sessions a problem

supported

feel the therapist

my efforts

or

The assigned work for me to do as
part of treatment was much too difficult
32.

33.

did not have time for the assigned

1

work
34.

My child was never home to do the

assigned

homework

35. There

was always someone

sick in

my home
36. Getting a baby-sitter so

come

I

could

to sessions

37. Finding a place to park at the clinic

had a disagreement v^th

my

spouse, partner about whether

we

38.

1

should
39.

1

come

was too

to a session

to the sessions at all
tired after

work

to

come

.
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40.

My job got in the way of coming to
does not

a session

apply to

41 Coming to sessions took time away

from spending time with
42.

1

my children

had trouble with other children

home which made

it

hard to

at

come to

sessions
43.

1

moved

to another

house or

apartment during the time

coming
44.

1

my child was

to sessions

moved too far away from the
come to the sessions (out of

clinic to

the area)
45.

My family changed in size (another

baby or someone moved out of the

home)
46.

1

lost

my job or had a change in

income
got a job or changed jobs

47.

1

48.

A close friend or relative got very

sick or died during the time

I

was

attending sessions
49.

My child moved out of the home

50.

My child changed schools during

the time

5

1. 1

1

was attending sessions

got separated or divorced

me

