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Early intervention is developed following different types of service organization, which in turn require different professional and family roles. The aim of this study was to compare the perceived satisfaction and family quality of life amongst families receiving early intervention developed at centers in comparison to those receiving the routines-based early intervention in families’ homes, that is a family centered intervention in ecological environments. Under a transformative paradigm, a mixed methods design was used, using the Consumer Report Effectiveness Scale (CRES-4) and the Beach Center Family Quality of Life Scale (FQOLS) and two focus groups as data collection instruments. The sample comprised 166 parents in the quantitative phase and 16 parents in the qualitative phase. Results showed that families receiving routines-based early intervention had greater satisfaction with the service although both groups showed similar scores for family quality of life in most of the analyzed domains. Three dimensions were identified throughout the qualitative phase: problem solving, professional team and service organization. Both the models analyzed have an impact on family quality of life and parents are in general satisfied. Strengths and weaknesses were found related to the problem-solving process, the role of the professional team, family empowerment and the service’s organization. The areas requiring further development are the effective training of professionals focused on family practices, the exchange of information with the family and a more participatory organization that takes parent’s perspectives into consideration. The value given to a combined model is another aspect highlighted in this study, as well as the need for a more agile assessment period to avoid unnecessary delays.
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INTRODUCTION

Early intervention is the set of interventions for children and their families to provide support, improve personal development, strengthen family skills, and promote the inclusion of the family and the child, through experiences and learning opportunities plus the support and resources provided by caregivers (GAT, 2005; Dunst et al., 2019). The conceptualization of early intervention as well as the organization of services oriented toward children and families have gone through different stages during the last decade (Guralnick, 2001). In the sixties, early childhood intervention was mainly influenced by the biomedical paradigm, focused on the mental, physical, or sensory deficiencies and therefore, services where addressed to rehabilitating the children’s different affected areas, with little room for family involvement in the process (Dunst, 1998; Rouse, 2012; Romero et al., 2015; Belda, 2016; Díaz, 2019).

The seventies decade was significant for the current early intervention paradigm, influenced by theoretical perspectives such as the transactional model of Sameroff and Chandler (1975), the ecology of human development model of Bronfenbrenner (1979), the theory of structural cognitive modifiability of Feuerstein (1980) or Leal’s (1999) theory of family systems where family is understood as a complex system with its own unique characteristics that evolve depending on their members’ needs (Leal, 2008; Minuchin, 2012). The approval of the Convention on the Rights of the Child was another milestone for the development of early childhood services because the full development of children was seen as a collective responsibility of all citizens (UN, 1989; Veerman, 1992). The importance and potential value of a worldwide commitment to provide comprehensive early intervention services for children at risk of or with identified disabilities is relevant but differs amongst countries and regions worldwide (Guralnick and Albertini, 2006).

Early intervention requires formal and informal support networks, considering the family system as a whole (Dunst, 2000; Davis and Gavidia-Payne, 2009), because one of the main objectives of early childhood intervention is to offer professional support addressed to a better family wellbeing, as well as responding to the temporary or permanent needs of children with developmental disorders or at risk of developing them (Dunst, 2000; GAT, 2005; Burger, 2010; UNESCO, 2016). Family quality of life has historically received limited attention despite its crucial role in shaping early childhood development (Summers et al., 2005), but this construct is important for assessing the possible impact of services and support for families. Family quality of life is understood as the subjective perception of family well-being. It refers to the family’s dynamic sense of well-being, collectively and subjectively defined and informed by its members, in which individual and family-level needs interact (Smith-Bird and Turnbull, 2005; Giné et al., 2008; Zuna et al., 2010).

Early intervention services may be developed in early intervention centers, but also in natural environments such as homes, schools, or leisure spaces, now seen as contexts to promote development. In Spain, early childhood intervention is generally carried out in early intervention centers and, to a lesser extent, at home or in other settings (García-Sánchez et al., 2018). Early intervention centers are defined as specialized centers with suitable infrastructure and a multi-disciplinary professional team, responsible for providing integral attention to the underage and to their families (GAT, 2018). These professionals, belonging to disciplines such as physiotherapy, psychology, social work, or speech therapy, collaborate with each other from an interdisciplinary approach (Evans, 2017). In this model of early intervention children have access to individualized attention in accordance with the child’s particular needs including families’ perspectives and collaboration when needed (Millaì, 2005; Belda, 2016).

The routines-based early intervention is a relatively recent approach (McWilliam, 2010). It focuses on achieving functional outcomes, namely a child’s independence, social relationships with others, and parents’ satisfaction with daily routines, by providing the children with learning opportunities in naturally occurring contexts and systematically using collaboration and coaching to set functional goals and implement service plans with the family. This model goes beyond other strategies of family-centered intervention (Rosenbaum et al., 1998). Professionals work in a transdisciplinary way (Russell et al., 2008) so that each family is in contact with one professional who is the one who makes the regular home visits and follows the intervention progress. This means that the professional is the one who visits the child and family in their own environment interacting with them and with the resources available in those particular spaces (Rouse, 2012; Martínez and Calet, 2015). Recent studies highlight the advantages of early interventions developed in natural environments, such as increased communication with families (Fingerhut et al., 2013), or a better understanding regarding the children’s disability or needs in comparison with those developed in specific early childhood intervention centers (Pighini et al., 2014).

Therefore, as in other Spanish regions, the early services in Mallorca are experiencing a transition process between both intervention models. Considering the significant public investment in terms of financial and personal resources, it is essential to evaluate the quality of early intervention services, particularly because research on this area is still scarce (Torres-Samuel and Vaìsquez-Stanescu, 2015; López et al., 2018; Romero-Galisteo et al., 2019). The variables determining the quality of early intervention services have been identified in previous studies (Jemes-Campaña et al., 2019), and family satisfaction has been found as a predictor variable that should be considered to evaluate the services (GAT, 2005; Millaì, 2005; Bruder and Dunst, 2015; Romero et al., 2015; Belda, 2016).

This study aims to assess the families’ satisfaction and quality of life regarding the early intervention services. The identification of families’ perceptions about the received services is essential to determine those aspects that are best valued, providing the feedback needed to ensure quality services (Davis and Gavidia-Payne, 2009; Pighini et al., 2014; Dias and Cadime, 2019; Hughes-Scholes and Gavidia-Payne, 2019). Previous studies show that an adequate assessment of early services should consider the parents’ opinions about the professional team, their professional training, coordination, or development of the intervention plan (Romero et al., 2015). Family satisfaction is governed by the family’s perception of the professional, personalized attention, effective communication, knowledge of family rights, team coordination or the intervention plan (Martínez and Martínez, 2013; Romero et al., 2015; Hughes-Scholes and Gavidia-Payne, 2019). Family satisfaction is directly related to family empowerment (Botana and Peralbo, 2014; Pighini et al., 2014; Mas et al., 2019).



MATERIALS AND METHODS


Context of the Study and Design

The study was developed in Mallorca (Balearic Islands, Spain) as a part of a broader research project developed in different stages. In Spain, early intervention is addressed to children from 0 to 6 years old and their families. It is a decentralized public/subsided service organized at regional level. Children are usually referred from pediatric health services but also from early childhood education centers when a disability, developmental or language delay is identified or at risk of developing. All families entering the early childhood intervention program have to pass through diverse protocolized evaluations prior to being redirected to any of the providers selected based on the family’s residence. As mentioned previously, although for decade providers only offered early intervention in multidisciplinary centers, in recent times some providers are also offering routine-based early intervention in natural environments. As developed in the specific geographic context of this study, in addition to the differences related to the location where the intervention takes place, there is also a change in the way of working of the professionals involved. While in the centers an intervention is developed from an interdisciplinary approach, in natural or ecological environments a single professional intervenes with a transdisciplinary approach. All the professionals that participate in this model have received specific training to work in a transdisciplinary way and with a routine-based approach.

The transformative paradigm (Mertens, 2007; Shannon-Baker, 2016) was considered the theoretical framework of this study. Using this perspective means paying particular attention to issues of power, privilege, and voice. All these aspects take place in the field of early childhood intervention, where in addition to the limitation of public resources, the diverse organizations developed imply different roles for professionals and families, which requires the voices of families to be heard.

Taking into consideration the complexity of early intervention, an explanatory sequential mixed-methods design was chosen in this study (Teddlie and Tashakkori, 2009; Uprichard and Dawney, 2016; Plano-Clark, 2019). The mixed methodology has great potential to study the same phenomenon from different perspectives (Schoonenboom and Johnson, 2017) and this complementarity seeks clarification of the results from one method with the results from the other one, but also data triangulation (Greene et al., 1989; Chaves, 2018). The integration of both perspectives covers the entire research and requires flexibility and dynamic strategies to complete the set of results (Fielding, 2012; Akerblad et al., 2020). In this case, an exploratory quantitative phase was followed by a qualitative phase.



Participants

A total number of 166 families participated in this study, of which 77 were receiving early intervention at centers (EIC model) and 89 were receiving family centered early intervention in natural or ecological environments (EINE model).



Instruments

Consumer Report Effectiveness Scale (CRES-4). This questionnaire, initially used in the Consumer Reports (1995) assesses parents’ satisfaction with the therapeutic intervention, with four items evaluating parents’ satisfaction with the intervention and their perception of effectiveness in three domains: Satisfaction, Problem solving, and Emotional change perception. A global score intends to disclose the perceived intervention effectiveness. Higher scores indicate higher perception of effectiveness. This questionnaire is considered to be useful in combination with other validated instruments (Seligman, 1995). The validated Spanish version of the questionnaire was used (Feixas et al., 2012).

Beach Center Family Quality of Life Scale (FQOLS). This questionnaire contains 25 items assessing family importance and satisfaction ratings within five domains: Family interaction, Parenting, Emotional well-being, Physical/material well-being, and Disability-related supports (Summers et al., 2005; Hoffman et al., 2006; Hu et al., 2011). For the purpose of this study, only the Satisfaction dimension was used. Parents had to score each item on a Likert scale from 1 (very unsatisfied) to 5 (very satisfied). A total score was also computed, with higher scores indicating higher satisfaction with family quality of life. Reliability was assessed and reported (Summers et al., 2005; Hoffman et al., 2006). Cronbach’s alpha for the FQOL subscales on Satisfaction ratings was 0.88, and test-retest reliability was examined in satisfaction responses for each of the FQOL subscales. All correlations were significant at the 0.01 level or beyond (df from 59 to 63). For the satisfaction dimension, the correlations between time points were 0.75 for Family Interaction, 0.71 for Parenting, 0.76 for Emotional Well-being, 0.77 for Physical / Material Well-being, and 0.60 for Disability-Related Support. The validated Spanish version of the scale was used (Verdugo et al., 2009). The psychometric properties of this instrument have been demonstrated in previous studies (Balcells-Balcells et al., 2016).

Regarding qualitative data collection procedures, two focus groups were developed. Focus groups allow the exploration of specific issues, provide an environment for participants to share their thoughts and feelings and can assist with the validation of experiences by other group members or research strategies (Kitzinger, 1996). Group size is usually from six to nine people and have been widely used in early childhood intervention (Brotherson and Goldstein, 1992; McLachlan, 2005). The development of the focus groups in this study followed the recommendations related to the environment, the interview process, and the role of the researchers in order to obtain valuable information from the participants and create productive participation dynamics (Krueger and Casey, 2014).



Recruitment, Eligibility, and Procedure

The recruitment of families for this study was carried out amongst users of early childhood intervention providers in Mallorca, Balearic Islands, Spain. Families were contacted through email or phone and were invited to participate in this study. Those who agreed to participate were asked to fill out a short questionnaire to verify the following inclusion criteria regarding their children (a) from 0 to 6 years old, and (b) receiving early childhood intervention for at least 6 months. Once this was verified, participants were invited to fill out a sociodemographic questionnaire (see Table 1) and the scales.


TABLE 1. Sociodemographic characteristics of families participating in EINE and EIC models.

[image: Table 1]Parents were also informed about the qualitative phase. Those interested in participating were contacted to gather further information about their family characteristics. Through convenience sampling (Koerber and McMichael, 2008), parents with different profiles were selected (employment status, place of residence, gender, income level, number of children, number of children with disabilities, child development problem and level of support). Two focus groups were developed, one with parents attending early intervention centers and one with parents receiving routines-based early intervention in their homes. Each focus group included eight parents (seven mothers and one father) with different socio-demographic conditions, but similar between both groups. Regarding the participants’ employment situation, both groups were made up of families where only one of the parents was employed (7) or both employed (1). Regarding their children’s limitations, both groups included parents of children with severe and mild psychomotor retardation (3), language delay (3), and intellectual disability (2).

Regarding the focus group of parents attending early intervention centers, three of them attended physiotherapy services with their children, three to psychology services and two to speech therapy. Regarding the routines-based early intervention focus group, four participants had the psychologist as the reference professional, while two had the physiotherapist and another two had the speech therapist.

The interview script included questions aimed at obtaining the families’ perspectives on the early intervention service in a comprehensive way, trying to obtain details about the aspects that underlie their satisfaction, the perceived impact on children and families, their opinion on the role of professionals, their empowerment level, and quality of family life. Strengths and weaknesses of the service and the room for improvement were also asked. Each meeting lasted around 90 min and was moderated by one researcher whilst another served as an observer, taking notes on the development of the sessions and non-verbal communication. Both researchers were familiar with focus group interviewing procedure. Data collection ceased when saturation on major themes was reached and no new information emerged (Patton, 2002). To ensure rigor (Mays and Pope, 1995), besides the different strategies described above, both researchers present during the interview met shortly after leaving the interview room to document impressions and reflections so as to improve the accuracy and thoroughness of the descriptions. The sessions took place in a separated area of the early intervention center, to ensure the confidentiality and anonymity of the participants. The interviews were digitally recorded and transcribed.



Analysis

To analyze the quantitative data, the statistical analysis was carried out, comparing the sociodemographic and clinical characteristics with the t test for independent measures and with the chi-square test for categorical variables. The means and standard deviations of the variables were calculated. A normal distribution of quantitative variables (p > 0.05) was found with the Kolmogorov–Smirnov test and group comparison tests (ECCN and ECCC) were performed. The IBM SPSS Statistics 19.0 package was used, with an importance level set at p < 0.05.

Data from the quantitative phase was helpful to configure the participants’ selection, interview script elaboration and data interpretation in the qualitative phase. For the analysis of the qualitative data, once the verbatim was obtained, a content analysis was performed using the NUDIST software. Throughout the qualitative data analysis process, the researchers met in person to discuss the emerging codes and categories, and to resolve interpretation discrepancies.



Ethical Issues

The study was carried out under the ethical and legal considerations required in research. Regarding the quantitative phase, the questionnaires were anonymous and participation in the study was completely voluntary. Regarding the qualitative phase, all participants signed the informed consent and data protection was ensured. Confidentiality was guaranteed, so the qualitative findings are reported with the pseudonym Parent, accompanied by EINE_n, if it is the group that receives early intervention in natural environments, or by EIC_n, if it is the group that attends early intervention centers, where n = 1,…,8, refers to each particular participant. Ethical considerations have also been taken into account during the transcription phase removing names or sensitive data that could allow the participants, children, or professionals’ identification. The approval of the Research Ethics Committee of the Balearic Islands (CEIB / IB) was obtained, assigning the file code 3182/16 PI.



RESULTS

The two family groups revealed similar results for the sociodemographic variables (both t < 0.92, both Chi-square < 6.62, both p > 0.09), as well as the clinical ones (t = 0.35, both Chi-square < 7.49, both p > 0.06). Both the diagnosis (Chi-square = 12.99, p = 0.043) and the professionals who provided the practice (Chi-square = 28.06, p < 0.001) varied between one group and the other.

The reason for getting early intervention support or diagnosis were language delay (EINE = 36%, EIC = 27.3%), maturational delay (EINE = 14.6%, EIC = 14.2%), prematurity (EINE = 7.9%, EIC = 0%), genetic syndrome (EINE = 6.7%, EIC = 10.38%), mixed disorder (EINE = 5.6%, EIC = 10.38%), motor delay (EINE = 3.4%, EIC = 7.79) and others. Regarding the type of intervention received, there are differences, since 48% of those involved in the EIC model required the services of more than one professional, which is not the case in the transdisciplinary EINE model where this only happens in 12.4% of cases, as consistent with the characteristics of each model.

The results derived from the Consumers Reporting Efficacy Scale (Table 2) indicated that parents who received EINE had greater scores in satisfaction [t(1,104) = 2.38, p = 0.02], problem solving [t(1,97) = 2.54, p = 0.018] and intervention efficacy [t(1,97) = 2.50, p = 0.019] than parents who received EIC intervention. However, no significant differences were found in the perception of emotional change [t(1,140) = −0.06, p = 0.95].


TABLE 2. Consumer Report Effectiveness Scale (CRES-4).

[image: Table 2]The Beach Center Family Quality of Life Scale (Table 3) offered high total scores (X > 97.5 ± 17.18/13.47) and did not differ between the two groups [t(1,154) = 0.02, p = 0.98]. Statistically significant differences were found in two domains: disability-related supports [t(1,158) = −3.97, p < 0.001] and physical well-being [t(1,158) = 3.23, p = 0.002]. These results show greater satisfaction with supports for EIC participants and with physical well-being in the EINE group. In the domains of family interaction, parenting, and emotional well-being, no statistically significant differences were found (t < 1.21, p > 0.23).


TABLE 3. Beach Center Family Quality of Life Scale (FQOLS).

[image: Table 3]The analysis of the questionnaires revealed the need to delve into the questions of satisfaction and family quality of life in the qualitative phase. Parent’s perspectives obtained through the focus groups interviews were classified in three dimensions and eight categories (see Table 4).


TABLE 4. Qualitative dimensions and categories.

[image: Table 4]In general, families from both groups reported high satisfaction with regards to the services received, although this satisfaction was low regarding the assessment period prior to enter the early childhood intervention program. This period can last several weeks or even months. They described this time as distressing, tiring and bureaucratic, considering this as a delay to early intervention: “You start with the social worker, then with the psychologist or speech therapist and, in our case, we got very disoriented. It is very slow” (Parent EINE_4). In addition, another complaint was: “The amount of tests that we have been subject to and that take such a long time” (Parent EIC_1), which shows another aspect of low satisfaction amongst families. Both aspects, the large number of tests and the various professional visits required, were not always seen as a process aimed at providing a better service, but very often as time that is taken away from early intervention activities that would otherwise benefit their children.

But regarding their experience in early childhood intervention services, as said before, most of the comments referred to positive impacts in the children and family, illustrating their satisfaction with being finally enrolled in the program “we are lucky, we are finally getting early intervention to our child” (Parent EINE_3). Problem solving was particularly valued in EINE interventions. This model promotes the professional adaptation to the family’s dynamics and also the identification of the inconveniences that exist at home. Participants highlight professional support as a crucial aspect for the appropriate development of EINE. Family needs are overcome as the sessions progress because the professional in this model observes the difficulties close by as they follow-up on the case. This has an impact on their emotional well-being, as described by the Parent EINE_1: “The professional’s talks and advice, the guidelines to follow with our child and the tasks to do at home give us peace of mind and resolve doubts.” In addition to the professional intervention and individualized case monitoring, parents valued their ability to adapt to the home context, their interpersonal skills and attitude and the close relationship with the family: “We value the personal approach toward us, it offers us a sense of being widely supported” (Parent EINE_3).

For parents attending the EIC model, going to the early intervention center also has positive effects on their quality of life, since this allows them to talk to other parents, which is seen as useful for problem solving and getting emotional support from peers. As an example of this perception Parent EIC_7 stated: “It is also good for us to come to the center, where we can speak to others. When my child was a baby it would have been nice for him to have had early intervention at home, and also would have been more comfortable for us. But now I prefer to come here. It’s good for us to come here, to go out for a while, talk, disconnect.” In the EIC focus group, direct intervention with the child is particularly valued whereas interventions with parents, as receiving emotional support, are not always seen as needed: “We come here for the children, we are fine. I like this professional because he/she works a lot with the child, we come here for the child, not for ourselves” (Parent EIC_2).

Both groups of parents positively valued the early intervention provided, although they refer to differences in the practices developed. The EINE practices are described as mutual listening and guidance based on specific family needs. Different parents’ discourses detail the importance of carrying out the intervention at home because the professional can really observe the difficulties in context: “They see every little thing that occurs at home and how problems emerge. If the professional had not come home, my child would not put into practice all that he/she has learnt” (Parent EINE_8). Despite this, the general consideration was that intervention should have an emphasis on the child. In cases in which the professional does home visits without the child being present, for example, to give strategies to the parents, this situation was experienced negatively, because they feel they are being evaluated, instead of the child: “The professional teaches us the tasks to develop with our child, but it should be the child who is assessed, her/his stage should be checked before continuing with new exercises. But in my case, my child is at school on many of the days the professional comes to our home” (Parent EINE_2).

In general, the perceptions of EIC participants regarding the developmental improvement of their children is positive. In the early intervention center, professionals can see how far the child is progressing and therefore adapt strategies and resources to each case. In addition, the child is more task focused, since “At home the child might be more confused because it is his/her own environment” (Parent EIC_4). Reducing the distractions and focusing on the treatment is seen as beneficial for all parts involved in therapy. Parent EIC_3 stated the following: “It is necessary that the professional bond with the child in their treatment spaces. If they come home, we are all there, and I feel that it is necessary for the child to recognize a space to be alone with the professional.”

Regarding empowerment, parents receiving EIC do not see capacity-building to be so relevant to their parental role. Being trained in simple tasks to allow continuity of care with their children was in general seen as necessary but having a more active role in early intervention strategies with the child was in some cases experienced with anguish. This was verbalized during the group interview: “It seemed that I was the patient (…) As a parent, I see that it is me who is getting the intervention and it should be my child. From an ethical point of view, this shouldn’t be done” (Parent EIC_5). In contrast, families receiving EINE described positive impacts on what they considered to be empowered. They referred to the abilities, creative strategies, or resources they learn from professionals, which can later be developed autonomously: “They have taught me how to lead, manage and better understand my child’s situation, I participate more, we do the tasks using games with my child” (Parent EINE_5). The satisfaction of learning how to intervene with their children encourages parents to put solutions to work on their children’s benefit.

But family empowerment was also described in less satisfactory manner. For some, their parental role goes too far, forcing them to make what they consider to be professional decisions: “Imagine that you have a headache and the doctor, instead of giving you the appropriate medication, asks you: what do you want to take to get rid of your headache, or what you are going to do for your headache? You are the doctor, I don’t know” (Parent EINE_7).

Obtaining accurate information from professionals was seen as a crucial aspect influencing parent satisfaction in both groups. But EINE participants pointed out that sometimes they are being offered too much information, too many options and therefore, the freedom to decide becomes the stress to choose the correct option: “Professionals sometimes give us too much free rein, it should be more agile: Tell me clearly what is best for me, even if you make a mistake” (Parent EINE_4).

Satisfaction with the professional team was also very good in both groups, but particular issues emerged for each group. Parents who receive EINE perceived the need for further professional training, but this was not identified in the case of EIC parents. In their own words, “I have noticed that sometimes, they ask you many questions, as if they had doubts. Maybe this is due to the fact that this model is more innovative” (Parent EINE_7). In addition, this group considered that since they only have one professional during the home visits, sometimes very specific doubts arise that must be consulted with another professional, which causes delays to an agile resolution of the problem.

The goal setting processes was described differently. Parents attending EIC explained that the professional proposed goals for the child, and they follow the same goals, ensuring continuity of care. This is remarked as positive in the EIC group: “The professional sets the goals, what we have to do at home,… I am happy,” Parent EIC_8. In contrast, in the routine-based early intervention model, goals are established on parents’ concerns basis. Together with professional guidance, parents participate in the establishment of goals regarding their child, but also for the whole family, and this is also seen as positive: “The professional also establishes goals for me. Works with the child and with me. For example, giving me ideas of what I should work on by myself” (Parent EINE_1).

Regarding teamwork, parents attending the EIC services are very satisfied with the coordination among professionals: “If they consider that another professional should see the child or talk to us, we are referred to” (Parent EIC_3). In the EINE model, considering that the intervention is carried out by just one professional, interviewed parents valued the transdisciplinary knowledge of other disciplines. The Parent EINE_6 states: “I was very surprised that I could not only ask questions about speech therapy, but that I could raise questions about issues such as diet or behavior.” In any case, they were satisfied with the good communication amongst professionals, necessary in order to respond to specific queries. Parent EINE_3 summarizes that “Whenever you have a problem, they give you guidelines to start working with. In my case, my professional of reference is a psychologist, and is the one who comes home, but he/she brings me materials that the speech therapist recommends to us, so that my child can work at home.”

The service’s organization is the aspect where parents see room for improvement, for EINE parents, in particular. The duration of the session is stipulated to be 1 h, regardless of the case. This is seen as negative, asking for flexibility on this issue and also regarding the frequency of sessions. For example, Parent EINE_6 indicates that “If the session were longer, he would have time for improvement in the different states my child goes through. More sessions per week are needed. I think one session is not enough.” On the other hand, for another participant a session every 2 weeks was seen as more than enough. Therefore, the general demand is an adaptation of the duration and frequency of the service taking into account parent’s opinions.

The EIC group was in general satisfied with the fixed schedule and timing to visit the early intervention center, but they would prefer to be able to choose a combined model. They define this model as “Going to the center and having them (professionals) come home too” (Parent EIC_2). The early intervention service that families received (EINE or EIC) seemed to depend on an organizational decision based on professional evaluations and geographical aspects, but the parents’ speeches suggested that their opinions were not sufficiently considered. Having the possibility of choosing the model, or having a combined model, is another aspect where groups converged, and it was seen as an improvement to ensure that the service fits the particular needs of each family. However, that possibility was also seen as a utopia, because in his own words: “I don’t think it is possible to organize it in this way, it will require too many professionals” (Parent EIC_6).



DISCUSSION

This study shows that families are in general satisfied with the early intervention received, both those who attend EIC services and those who receive EINE services. Both groups reported several positive aspects with regards to the services received in the qualitative phase, which were consistent with the exploratory findings in the quantitative phase. But another issue of coincidence was the low satisfaction regarding the assessment period prior to entering the early childhood intervention program. Taking into consideration findings in the qualitative phase, the fact of finally being enrolled in a public/subsided service despite the waiting list and delays entering the early intervention program, could be one of the reasons influencing such satisfaction.

Findings in the quantitative phase, reported similar quality of life scores in the areas of family interaction, parenting style, or emotional well-being, but they differ in the sphere of physical well-being (higher for EINE parents) and in the support received (better valued in EIC families). The qualitative results show a variety of issues influencing this perceived satisfaction and family quality of life, classified in three categories: problem-solving, professional team and service organization.

In order to carry out EINE intervention professionals have to develop their professional activity from a transdisciplinary and family-centered approach and this requires professional adaptation to the family’s upbringing style. Families interviewed were generally satisfied with this process, describing the importance of relational and participatory practices. It is known that direct observation of routines as well as family dynamics favor the analysis of the deficits and the family’s potential (Mas et al., 2019), which was much appreciated by participants in this study. This requires generic professional competencies and interpersonal skills in order to allow the development of effective interventions, providing support in a systemic perspective and providing responses according to the family’s emotional needs. Professional beliefs about family strengths, their decision-making or the active participation of family members are crucial in the development of goals aimed at increasing capacities and adopting new skills (Espe-Sherwindt, 2008; Mas et al., 2019). In this study, the increased family participation in the EINE group compared to those receiving EIC services was seen as positive, although this should not diminish the importance of the child’s progress assessment or getting expert professional opinion when needed. On the contrary, EIC parents valued the specialized professional’s perspective, and therefore the parent’s role is described as a resource for continuity of care following the professional’s advice. The early childhood intervention developed in centers relates to some of the characteristics of the biomedical model based on the child’s impairment or delay, although involving families in basic and operational issues that have an impact on the children’s development. This way of working seems to be known to these parents and they are satisfied with it, especially with the agile interdisciplinary work carried out in the centers, which already means an important progress compared to the evaluation period comprising multiple visits before entering the early intervention program. In fact, EIC families reported better scores for the perceived support, and this was one of the elements described during the interviews.

In the case of EINE participants, these particularly pointed out that sufficient time is not always dedicated, and visits should be more frequent, a result similar to the one found by Gavidia-Payne et al. (2015). This creates controversy with some of the fundamentals of the EINE model that gives priority to guidance regarding how the intervention should be carried out by families, establishing goals together and follow-up on phases of intervention. Therefore, EINE families should be well informed about this particular early intervention model, since without such information they will expect the intervention to be developed only based on their children’s needs and not on those of the family system (Epley et al., 2010; Fox et al., 2015).

Findings show that the support the professional provides to the parents by way of resources, information or specialized therapy is particularly important in the case of EIC, which coincides with previous works by Martínez and Martínez (2013) where the information received was one of the aspects best valued by the parents. The exchange of information is one of the basic pillars of all kinds of interventions (Balcells-Balcells et al., 2016; Marco et al., 2018). However, oral transmission does not imply that family members understand and have sufficient strategies to integrate the process and incorporate new guidelines into their daily routines (Escorcia-Mora et al., 2018). This study shows different parents’ perspectives on learning new skills to support their children. The relational and participatory practices of EINE are directly identified with the development of new coping strategies and the learning of new family capacities (Mas et al., 2019). Training parents means incorporating more components of personal control, knowing the resources and alternatives, and learning to attribute potentialities to personal circumstances (Dempsey and Dunst, 2004). The professional-family relationship must be strongly linked to parental self-efficacy beliefs (Rouse, 2012).

Learning new strategies and skills is seen as positive in order to address the child’s condition as well as to be empowered to develop creative solutions to problems. But EINE parents’ discourses also show the consideration of empowerment as a free decision-making process for the family, missing a professional counseling role. This different perception of families regarding their empowerment and preparedness to assume an active role in early intervention was also found in previous studies (Rodger et al., 2012; Mayorga et al., 2015). In fact, the required level of family empowerment is considered to be one of the challenges for the development of EINE services (Espe-Sherwindt, 2008; Cañadas, 2012; Rodger et al., 2012; Dias and Cadime, 2019) because it is dependent on family variables for its correct development, such as the characteristics of each family or the place of residence (Fingerhut et al., 2013; Pighini et al., 2014). Empowerment means offering opportunities and experiences for family members to be more competent, self-sufficient, and independent (Leal, 2008), based on the capacities that the family possesses or must acquire in order to control problems and improve their interpersonal and social life (Dunst et al., 1988; Dempsey and Dunst, 2004). Although some families were very satisfied with their perceived empowerment, other families have not experienced it in the same way, which shows the need of further research in this particular area.

The importance of a close relationship between professionals and families was seen as positive and is consistent with other findings in the literature regarding the EINE model. It is not enough to be affectionate or pleasant, but the professional must establish a relationship of trust with a balance of power, so that families understand what the process is and what power they have based on their capacities (Dunst, 2000; Rouse, 2012; Escorcia-Mora et al., 2018; Dunst et al., 2019). Participatory practices in early childhood intervention are in fact considered added value for everybody involved in the process, families and professionals (Espe-Sherwindt, 2008; Escorcia-Mora et al., 2016).

EINE services include interventions at home or in other natural settings provided by one reference professional working from a transdisciplinary perspective. It is whom coordinates with the rest of the team in order to establish the appropriate intervention plan for each case, as described for the EINE model (Minard, 2018). Therefore, authors describe that there is a kind of liberation from the disciplining role, where professional experience and knowledge come together to be applied by all team members (Cumming and Wong, 2012). The results of this study indicate that there is a need in the EINE services to train professionals to carry out this practice safely. The exchange of experiences or skills between professionals is currently a feared task (Evans, 2017) due to the scarce transdisciplinary training and education.

The establishment of intervention goals was different in both groups, since they follow different models, for the EINE model the development of common goals together with the families, is crucial (Cañadas, 2012; Pighini et al., 2014). The results detail that despite interacting with the family within an ecological framework, EIC professionals do not build goals jointly with the parents to the extent that they are being developed in the EINE services. Although it is considered that the professional goal setting process as developed in EIC may drive to a lack of understanding of the families as a whole (Dempsey and Dunst, 2004), this was nevertheless seen as positive, and families felt comfortable letting the professionals develop the intervention without their participation since they are experts in their disciplines.

The organization of the service was valued differently in both groups, and while EIC parents were in general very satisfied, there is room for improvement, in words of EINE participants. Session duration, schedule flexibility or timing are factors that tend to hinder positive satisfaction for EINE participants, which differs from Martínez and Martínez’s (2013) findings. For Cañadas (2012), policies and service management should prioritize the quality of the sessions rather than the quantity. Therefore, there is a demand from parents to be heard regarding the organization and service planning in order to, for example, make interventions coincide with the whole family instead of developing diverse sessions with different family members due to an insufficient coordination.

As mentioned previously, both groups were satisfied with the intervention’s effectiveness regarding the children’s needs but differ regarding the location where it should be developed. EINE parents place importance on listening, observing during daily routines and identifying real deficits that occur when the intervention is developed in natural settings. These aspects are, in fact, the areas of greatest satisfaction in relation to the service received. This is consistent with previous studies, that conclude that intervening in the child’s natural context has greater benefits for their development than practices in the center, where communication is less regular (Fingerhut et al., 2013; Pereira and Serrano, 2014) and the parents’ understanding of the disorder is not as thorough (Pighini et al., 2014). However, the EIC group highlighted the importance of having a space isolated from interruptions and addressed specifically to intervention, where the professional is able to observe the child in his/her own environment. Nevertheless, participants from both groups refer to the benefits of having a combined model including the assessment period and the intervention program. A combined intervention would require different roles for parents and professionals, and its appropriateness should be identified at the beginning of the intervention (Gavidia-Payne et al., 2015), as well as implemented with the adequate professional resources. However, participants consider that this option is far from being developed, precisely due to the increase in necessary resources.

In summary, the perception of family members regarding early intervention services is a fundamental component to adapt and implement quality practices. Research can assess the necessary methodological changes, as well as the impacts in children and families and the overall efficacy of the service (Davis and Gavidia-Payne, 2009; Pighini et al., 2014; Dias and Cadime, 2019; Hughes-Scholes and Gavidia-Payne, 2019). This research shows that families from both models find aspects of satisfaction and wellbeing in early childhood intervention. As described before, there are different elements that explain their satisfaction, but one aspect of coincidence is the value given to a combined model, the possibility of participating in the service organization and a more agile intervention during the assessment period to avoid unnecessary delays. Findings in this study highlight the need for further research including policy makers, professional perspectives, as well as children’s voices (Mas et al., 2018).



LIMITATIONS OF THE STUDY

This study has some limitations that should be considered. One of them is related to the fact that presents information and perceptions collected from families involved in early intervention services but does not evaluate the impact of those interventions on children’s health and development. Regarding the used methodology, data obtained in the exploratory quantitative phase was limited but was relevant to the qualitative phase, focused on detecting the reasons for such satisfaction. The number of focus groups developed was less than initially expected. A greater number of groups could have provided more information and favored triangulation of the data. Even so, the selection of participants, the script preparation with data obtained in other stages of the study and the level of participation during the sessions still allowed for a great variety of contributions which tended to coincide. Regarding the sample in the qualitative phase, despite the fact different families’ profiles were considered in the recruitment process, the involvement of fathers was low. Another limitation that must be considered and that can interfere in the opinions of the families is the child’s diagnosis or level of health impairment. Findings in this study provide knowledge about families’ satisfaction regarding two different early intervention services, but transferability of this findings to other contexts should consider the diversity of administrative organizations, structures and services involved in early intervention.



CONCLUSION

Both the models analyzed have an impact on family quality of life and parents are in general satisfied. Strengths and weakness were found related to the problem-solving process, the role of the professional team, family empowerment and the service’s organization. Areas for development are the effective training of professionals focused on family practices, the exchange of information with the family and a more participatory organization taking into consideration parent’s perspectives. The value given to a combined model is another aspect highlighted in this study, as well as the need for a more agile assessment period to avoid unnecessary delays.

However, it is necessary to continue with the study to give other voices a chance to be heard and give a more complete picture considering not only families, but also policy makers, professionals, and children. Further refinement of policies and advances in effective early intervention practices will require research but also the corresponding efforts to bring findings up to scale.



DATA AVAILABILITY STATEMENT

The datasets presented in this article are not readily available because anonymous quantitative data can be requested. Verbatim from qualitative research includes participant’s confidential data, so it will not be shared. Requests to access the datasets should be directed to BP-L, bpaz@uib.es.



ETHICS STATEMENT

The studies involving human participants were reviewed and approved by Research Ethics Committee of the Balearic Islands. The patients/participants provided their written informed consent to participate in this study.



AUTHOR CONTRIBUTIONS

SV and BP-L have contributed equally and share senior authorship, what refers to the project design and development. IR and SB have contributed to the quantitative phase of the study. All authors have participated in the manuscript preparation.



REFERENCES

Akerblad, L., Seppänen-Järvelä, R., and Haapakoski, K. (2020). Integrative strategies in mixed methods research. J. Mixed Methods Res. 15, 152–170. doi: 10.1177/1558689820957125

Balcells-Balcells, A., Giné, C., Guàrdia-Olmos, J., and Summers, J. A. (2016). Proposal of indexes to evaluate family quality of life, partnership, and family support needs. Rev. Iberoamericana Psicol. Salud. 7:1. doi: 10.1016/j.rips.2015.10.005

Belda, J. C. (2016). Niveles de desarrollo de la Atención Temprana. Rev. Española Discapacidad. 4:1. doi: 10.5569/2340-5104.04.01.12

Botana, I., and Peralbo, M. (2014). Familia, estreìs y atencioìn temprana. Rev. Estudios Invest. Psicol. Educ. 1, 55–63. doi: 10.17979/reipe.2014.1.1.23

Bronfenbrenner, U. (1979). The Ecology of Human Development. Cambridge, MA: Harvard University Press.

Brotherson, M. J., and Goldstein, B. L. (1992). Quality design of focus groups in early childhood special education research. J. Early Intervent. 16:4. doi: 10.1177/105381519201600404

Bruder, M. B., and Dunst, C. J. (2015). Parental judgments of early childhood intervention personnel practices: applying a consumer science perspective. Top. Early Child. Special Educ. 34:4. doi: 10.1177/0271121414522527

Burger, K. (2010). How does early childhood care and education affect cognitive development? An international review of the effects of early interventions for children from different social backgrounds. Early Child. Res. Q. 25:2. doi: 10.1016/j.ecresq.2009.11.001

Cañadas, M. (2012). La familia, principal protagonista de los centros de desarrollo infantil y Atención Temprana. Edetania Estudios Propuestas Soc. Educ. 41, 129–141.

Chaves, A. (2018). “La utilización de una metodología mixta en la investigación social,” in Rompiendo Barreras en la Investigación, eds K. Delgado, W. Federico, and S. Vera (Machala: Utmach), 164–184.

Consumer Reports (1995). Mental health: does therapy help? Consumer Rep. 61, 734–739.

Cumming, T., and Wong, S. (2012). Professionals don’t play: challenges for early childhood educators working in a transdisciplinary early intervention team. Aust. J. Early Child. 37:1. doi: 10.1177/183693911203700115

Davis, K., and Gavidia-Payne, S. (2009). The impact of child, family, and professional support characteristics on the quality of life in families of young children with disabilities. J. Intellect. Dev. Disabil. 34:2. doi: 10.1080/13668250902874608

Dempsey, I., and Dunst, C. J. (2004). Help giving styles and parent empowerment in families with a young child with a disability. J. Intellect. Dev. Disabil. 29:1. doi: 10.1080/13668250410001662874

Dias, P. C., and Cadime, I. (2019). Child and family-centered practices in early childhood education and care services: an empirical study with families and practitioners in Portugal. Child Adolesc. Soc. Work J. 36:3. doi: 10.1007/s10560-019-00599-7

Díaz, C. (2019). Guía Básica Sobre Atención Temprana y Transformación. Madrid: Plena inclusión España.

Dunst, C., Trivette, C., and Deal, A. (1988). Enabling and Empowering Families: Principles and Guidelines for Practice. Cambridge, MA: Brookline Books.

Dunst, C. J. (1998). “Sensoriomotor development and developmental disabilities,” in Handbook of Mental Retardation and Development, eds J. A. Burack, R. M. Hodapp, and E. Zigler (Cambridge: Cambridge University Press), 135–182.

Dunst, C. J. (2000). Revisiting “rethinking early intervention”. Top. Early Child. Special Educ. 20:2. doi: 10.1177/027112140002000205

Dunst, C. J., Espe-Sherwindt, M., and Hamby, D. W. (2019). Does capacity-building professional development engender practitioners’ use of capacity-building family-centered practices? Eur. J. Educ. Res. 8:2. doi: 10.12973/eu-jer.8.2.513

Epley, P., Summers, J. A., and Turnbull, A. (2010). Characteristics and trends in family-centered conceptualizations. J. Family Soc. Work 13:3. doi: 10.1080/10522150903514017

Escorcia-Mora, C. T., García-Sánchez, F. A., Sánchez-López, M. C., and Hernández-Pérez, E. (2016). Styles questionnaire of interaction between parents and practitioners in early intervention: content validity. Anal. Psicol. 32:1. doi: 10.6018/analesps.32.l.202601

Escorcia-Mora, C. T., García-Sánchez, F. A., Sánchez-López, M. C., Orcajada, N., and Hernández-Pérez, E. (2018). Early childhood intervention practices in the southeast of Spain: professionals and families’ perspective. Anal. Psicol. 34:3.

Espe-Sherwindt, M. (2008). Family-centred practice: collaboration, competency and evidence. Support Learn. 23:3. doi: 10.1111/j.1467-9604.2008.00384.x

Evans, S. (2017). The social worker as transdisciplinary professional: a reflective account. Aust. Soc. Work 70:4. doi: 10.1080/0312407X.2016.1265997

Feixas, G., Pucurull, O., Roca, C., Paz, C., García-Grau, E., and Bados, A. (2012). Escala de satisfacción con el tratamiento recibido (CRES-4): la versión en español. Rev. Psicoterapia 89, 51–58.

Feuerstein, R. (1980). Instrumental Enrichment: An Intervertion Program for Cognitive Modifiability. Austin, TX: University Park Press.

Fielding, N. G. (2012). Triangulation and mixed methods designs: data integration with new research technologies. J. Mixed Methods Res. 6, 124–136. doi: 10.1177/1558689812437101

Fingerhut, P. E., Piro, J., Sutton, A., Campbell, R., Lewis, C., Lawji, D., et al. (2013). Family-centered principles implemented in home-based, clinic-based, and school-based pediatric settings. Am. J. Occup. Ther. 67:2. doi: 10.5014/ajot.2013.006957

Fox, G. L., Nordquist, V. M., Billen, R. M., and Savoca, E. F. (2015). Father involvement and early intervention: effects of empowerment and father role identity. Family Relations 64:4. doi: 10.1111/fare.12156

García-Sánchez, F. A., Rubio-Gómez, N., Orcajada-Sánchez, N., Escorcia-Mora, C. T., and Cañadas, M. (2018). Training needs in family-centered practices for spanish early childhood intervention professionals. Bordon Rev. Pedagogía 70:2. doi: 10.13042/Bordon.2018.59913

GAT (2005). Recomendaciones Técnicas Para el Desarrollo de la Atención Temprana. Madrid: Real Patronato sobre Discapacidad.

GAT (2018). Atencioìn Temprana la Visioìn de los Profesionales. Madrid: Real Patronato sobre Discapacidad.

Gavidia-Payne, S., Meddis, K., and Mahar, N. (2015). Correlates of child and family outcomes in an Australian community based early childhood intervention program. J. Intellect. Dev. Disabil. 40:1. doi: 10.3109/13668250.2014.983056

Giné, C., Gràcia, M., Vilaseca, R., and Balcells, A. (2008). Trabajar con las familias en atención temprana. Rev. Interuniv. Formación Prof. 65, 95–113.

Greene, J. C., Caracelli, V. J., and Graham, W. F. (1989). Toward a conceptual framework for mixed-method evaluation designs. Educ. Eval. Policy Anal. 11, 255–274. doi: 10.3102/01623737011003255

Guralnick, M. J. (2001). Why early intervention works. A systems perspective. Infants Young Child. 24, 6–28. doi: 10.1097/IYC.0b013e3182002cfe

Guralnick, M. J., and Albertini, G. (2006). Early intervention in an international perspective. J. Policy Pract. Intellect. Disabil. 3, 1–2. doi: 10.1111/j.1741-1130.2006.00046.x

Hoffman, L., Marquis, J., Poston, D., Summers, J. A., and Turnbull, A. (2006). Assessing family outcomes: psychometric evaluation of the Beach Center Family Quality of Life Scale. J. Marriage Fam. 68, 1069–1083. doi: 10.1111/j.1741-3737.2006.00314.x

Hu, X., Summers, J. A., Turnbull, A., and Zuna, N. (2011). The quantitative measurement of family quality of life: a review of available instruments. J. Intellect. Disabil. Res. 55, 1098–1114. doi: 10.1111/j.1365-2788.2011.01463.x

Hughes-Scholes, C. H., and Gavidia-Payne, S. (2019). Early childhood intervention program quality: examining family-centered practice, parental self-efficacy and child and family outcomes. Early Child. Educ. J. 47:6. doi: 10.1007/s10643-019-00961-5

Jemes-Campaña, I. C., Romero-Galisteo, R. P., Labajos, M. T., and Moreno, N. (2019). Evaluation of quality of service in early intervention: a systematic review. Anal. Pediatr. 90, 301–309. doi: 10.1016/j.anpede.2018.04.009

Kitzinger, J. (1996). “Introducing focus groups,” in Qualitative Research in Health Care, eds N. Mays and C. Pope (London: British Medical Journal Publishing Group), 299–311. doi: 10.1136/bmj.311.7000.299

Koerber, A., and McMichael, L. (2008). Qualitative sampling methods. A primer for Technical Communicators. J. Bus. Tech. Commun. 22:4. doi: 10.1177/1050651908320362

Krueger, R. A., and Casey, M. A. (2014). Focus Groups: A Practical Guide for Applied Research. Thousand Oaks, CA: Sage.

Leal, L. (1999). A Family-Centered Approach to People with Mental Retardation. Washington, D.C.: American Association on Mental Retardation.

Leal, L. (2008). Un enfoque de la Discapacidad Intelectual Centrado en la Familia. Madrid: FEAPS Confederación Española de Organizaciones a favor de las Personas con Discapacidad Intelectual.

López, P., Ponte, J., and Rubert, M. A. (2018). Atención Temprana la Visión de los Profesionales. Federación de Asociaciones de profesionales de Atención Temprana.

Marco, M., Sánchez, M. C., and García, F. A. (2018). Inteligencia emocional y prácticas relacionales con familia en atención temprana. Siglo Cero 49:2. doi: 10.14201/scero2018492725

Martínez, M. T., and Martínez, L. (2013). Promoción del desarrollo infantil y atención temprana: calidad de los servicios. Rev. Int. Trabajo Soc. Bienestar 2, 49–67.

Martínez, A., and Calet, N. (2015). Intervencioìn en Atencioìn Temprana: enfoque desde el aìmbito familiar. Escritos Psicol. 8, 33–42. doi: 10.5231/psy.writ.2015.1905

Mas, J. M., Cañadas, M., Balcells-Balcells, A., Giné, C., Serrano, A. M., and Dunst, C. J. (2018). Psychometric properties of the Spanish version of the family-centred practices scale for use with families of young children receiving early childhood intervention. J. Appl. Res. Intellect. Disabil. 31:5. doi: 10.1111/jar.12442

Mas, J. M., Dunst, C. J., Balcells-Balcells, A., Garcia-Ventura, S., Giné, C., and Cañadas, M. (2019). Family-centered practices and the parental well-being of young children with disabilities and developmental delay. Res. Dev. Disabil. 94:103495. doi: 10.1016/j.ridd.2019.103495

Mayorga, M. J., Madrid, D., and García, M. P. (2015). Aprender a trabajar con las familias en Atención Temprana: estudio de caso. Escritos Psicol. 8:2. doi: 10.5231/psy.writ.2015.1306

Mays, N., and Pope, C. (1995). Qualitative research: rigour and qualitative research. BMJ 311, 109–112. doi: 10.1136/bmj.311.6997.109

McLachlan, C. (2005). Focus group methodology and its usefulness in early childhood research. N. Z. Res. Early Child. Educ. 8, 113–123.

McWilliam, R. A. (2010). Routines-based Early Intervention: Supporting Young Children and their Families. Baltimore, MD: Paul H. Brookes.

Mertens, D. M. (2007). Transformative paradigm: mixed methods and social justice. J. Mixed Methods Res. 1, 212–225. doi: 10.1177/1558689807302811

Millaì, M. G. (2005). “ResenÞa histoìrica de la Atencioìn Temprana,” in Atencioìn Temprana. Desarrollo Infantil, Diagnoìstico, Trastornos e Intervencioìn, eds M. G. Millaì and F. Mulas (Valencia: Promolibro).

Minard, C. (2018). The underutilization of occupational therapy in transdisciplinary early intervention services. J. Occup. Ther. Schools Early Intervent. 11:1. doi: 10.1080/19411243.2017.1408441

Minuchin, S. (2012). Families and Family Therapy. New York, NY: Roudledge.

Patton, M. Q. (2002). Qualitative Research and Evaluation Methods, 3rd Edn. Thousand Oaks, CA: Sage.

Pereira, A. P. S., and Serrano, A. M. (2014). Early intervention in Portugal: study of professionals’ perceptions. J. Fam. Soc. Work. 17:3. doi: 10.1080/10522158.2013.865426

Pighini, M. J., Goelman, H., Buchanan, M., Schonert-Reichl, K., and Brynelsen, D. (2014). Learning from parents’ stories about what works in early intervention. Int. J. Psychol. 49:4. doi: 10.1002/ijop.12024

Plano-Clark, V. L. (2019). Meaningful integration within mixed methods studies: identifying why, what, when, and how. Contemp. Educ. Psychol. 57, 106–111. doi: 10.1016/j.cedpsych.2019.01.007

Rodger, S., O’Keefe, A., Cook, M., and Jones, J. (2012). Parents’ and service providers’ perceptions of the family goal setting tool: a pilot study. J. Appl. Res. Intellect. Disabil. 25:4. doi: 10.1111/j.1468-3148.2011.00674.x

Romero, R. P., Barajas, C., and Gálvez, P. (2015). Monográfico: perspectivas actuales de evaluación e intervención en atención temprana. Escritos Psicol. 8:2. doi: 10.5231/psy.writ.2015.0001

Romero-Galisteo, R. P., Blanco-Villaseñor, A., Moreno-Morales, N., and Gálvez-Ruiz, P. (2019). Early intervention and perceived quality. Refinement of the inventory of quality in early intervention centers. Medicine 98:15. doi: 10.1097/MD.0000000000015173

Rosenbaum, P. L., King, S., Law, M., King, G., and Evans, J. (1998). Family-centred service: a conceptual framework and research review. Phys. Occup. Ther. Pediatr. 18, 1–20. doi: 10.1080/J006v18n01_01

Rouse, L. (2012). Family-centred practice: empowerment, self-efficacy, and challenges for practitioners in early childhood education and care. Contemporary Issues Early Child. 13:1. doi: 10.2304/ciec.2012.13.1.17

Russell, W. A., Wickson, F., and Carew, A. L. (2008). Transdisciplinarity: contents, contradictions and capacity. Futures 40, 460–472. doi: 10.1016/j.futures.2007.10.005

Sameroff, A. J., and Chandler, M. J. (1975). “Reproductive risk and the continuum of caretaking casualty,” in Review of Child Development Research, eds F. D. Horowitz, M. Hetherington, S. Scarr-Salapatek, and G. Siegel (Chicago, IL: University of Chicago Press), 187–244.

Schoonenboom, J., and Johnson, R. B. (2017). How to construct a mixed methods research design. Kolner Z. Soz. Sozialpsychol. 69, 107–131. doi: 10.1007/s11577-017-0454-1

Seligman, M. E. P. (1995). The effectiveness of psychotherapy: the consumer reports study. Am. Psychol. 50, 965–974. doi: 10.1037/0003-066X.50.12.965

Shannon-Baker, P. (2016). Making paradigms meaningful in mixed methods research. J. Mixed Methods Res. 10, 319–334. doi: 10.1177/1558689815575861

Smith-Bird, E., and Turnbull, A. P. (2005). Linking positive behavior support to family quality-of-life outcomes. J. Positive Behav. Intervent. 7, 174–180. doi: 10.1177/10983007050070030601

Summers, J. A., Poston, D. J., Turnbull, A. P., Marquis, J., Hoffman, L., Mannan, H., et al. (2005). Conceptualizing and measuring family quality of life. J. Intellect. Disabil. Res. 49, 777–783. doi: 10.1111/j.1365-2788.2005.00751.x

Teddlie, C. B., and Tashakkori, A. (2009). Foundations of Mixed Methods Research: Integrating Quantitative and Qualitative Approaches in the Social and Behavioral Sciences. Thousand Oaks, CA: Sage.

Torres-Samuel, M., and Vaìsquez-Stanescu, C. L. (2015). Modelos de evaluacioìn de la calidad del servicio: caracterizacioìn y anaìlisis. Compendium 18, 57–76.

UN (1989). Convention on the Rights of the Child. General Assembly Resolution 44/25, 20 of November 1989, United Nations, Treaty Series. 1577.

UNESCO (2016). Nuevos Horizontes: un Examen del Cuidado y la Educación de la Primera Infancia en Asia y el Pacífico. París: Organización de las Naciones Unidas para la Educación, la Ciencia y la Cultura.

Uprichard, E., and Dawney, L. (2016). Data diffraction: challenging data integration in mixed methods research. J. Mixed Methods Res. 13, 19–32. doi: 10.1177/1558689816674650

Veerman, P. E. (1992). The Rights of the Child and the Changing Image of Childhood. Dordrecht: Martin Nijhoff.

Verdugo, M. A., Rodríguez, A., and Sainz, F. (2009). Escala de Calidad de vida Familiar. Salamanca: INICO.

Zuna, N., Summers, J. A., Turnbull, A. P., Hu, X., and Xu, S. (2010). “Theorizing about family quality of life,” in Enhancing the Quality of Life of People With Intellectual Disabilities, ed. R. Kober (Berlin: Springer), 241–278. doi: 10.1007/978-90-481-9650-0_15


Conflict of Interest: The authors declare that the research was conducted in the absence of any commercial or financial relationships that could be construed as a potential conflict of interest.

Copyright © 2021 Verger, Riquelme, Bagur and Paz-Lourido. This is an open-access article distributed under the terms of the Creative Commons Attribution License (CC BY). The use, distribution or reproduction in other forums is permitted, provided the original author(s) and the copyright owner(s) are credited and that the original publication in this journal is cited, in accordance with accepted academic practice. No use, distribution or reproduction is permitted which does not comply with these terms.


OPS/images/cross.jpg
3,

i





OPS/xhtml/Nav.xhtml




Contents





		Cover



		Satisfaction and Quality of Life of Families Participating in Two Different Early Intervention Models in the Same Context: A Mixed Methods Study



		INTRODUCTION



		MATERIALS AND METHODS



		Context of the Study and Design



		Participants



		Instruments



		Recruitment, Eligibility, and Procedure



		Analysis



		Ethical Issues







		RESULTS



		DISCUSSION



		LIMITATIONS OF THE STUDY



		CONCLUSION



		DATA AVAILABILITY STATEMENT



		ETHICS STATEMENT



		AUTHOR CONTRIBUTIONS



		REFERENCES

















OPS/images/cover.jpg
frontiers
in Psychology

Satisfactionand Quality of Life
of Families Participating in Two
Different Early Intervention
Models in the Same Context:
A Mixed Methods Study





OPS/images/fpsyg-12-650736-t001.jpg
NgNg = 89

Mother’s age 36.50 (5.98)
Father’s age 39.46 (7.61)
Child’s age 3.85(1.27)
Number of siblings 1.86 (0.78)
Children attending early intervention services (n)

One 80
Two 7
Parents work situation (n)

Both employed 18

One employed 64

Both unemployed 7

Ngic = 77

37.37 (4.99)
39.36 (4.76)
3.75 (1.29)
1.95(0.79)

71
4

26
46







OPS/images/fpsyg-12-650736-t004.jpg
Dimension

1. Problem
solving

2. Professional
Team

3. Organization
of the service

Category

1.1 Professional
support

1.2 Child’s needs

1.3 Empowerment

2.1 Training

2.2 Goals
2.3 Teamwork

3.1 Case evaluation

3.2 Sessions

Information

Professional treatment, case
monitoring, interpersonal skills,
relationship, and family availability

Attention, personalization, adaptation,
and interaction

Participation, orientation, information,
autonomy, and involvement

Intervention, specialization, and
professionals

Guidelines and routines

Coordination, team, and transdisciplinar
interprofessional

Diagnosis, delays, duration, and
process

Duration, schedule, and frequency








OPS/images/fpsyg-12-650736-t002.jpg
EIC model EINE model
N Minimum Maximum Mean Std. Deviation N Minimum Maximum Mean Std. Deviation
Satisfaction 76 ,00 100,00 81,052 25,901 30 ,00 100,00 64,0000 35,77709
Problem solving 75 60,00 100,00 93,8667 9,84932 24 ,00 100,00 75,0000 35,99517
Emotional change 84 38,00 100,00 62,1548 12,10545 58 37,50 100,00 62,2845 12,27682
Total 75 162,50 287,50 237,8333 33,39296 25 62,50 287,50 201,5000 70,01488






OPS/images/fpsyg-12-650736-t003.jpg
EIC model EINE model
N Minimum Maximum Mean Std. Deviation N Minimum Maximum Mean Std. Deviation
Family interaction 85 12,00 30,00 24,1059 5,05452 76 8,00 30,00 24,4211 4,97799
Parenting 88 7,00 30,00 22,5682 5,30181 76 5,00 30,00 22,8947 5,24488
Emotional well-being 88 7,00 20,00 13,9886 3,54120 76 6,00 20,00 13,3289 3,40740
Physical well-being 84 10,00 25,00 18,9762 3,99993 76 11,00 20,00 17,3158 2,37324
Disability supports 84 11,00 20,00 17,5476 2,68077 76 11,00 25,00 19,5132 3,65713
Total 80 57,00 125,00 97,5375 17,17515 76 63,00 125,00 97,4737 18,46450





OPS/images/logo.jpg
’ frontiers
in Psychology





