THE PRIMARY-SERVICE-PROVIDER MODEL FOR HOME-AND
COMMUNITY-BASED SERVICES

R. A. McWilliam

Abstract Home-based services are the most common method for providing early
intervention in the US, yet no sound model has been articulated to date, This
article proposes a model that has applicability across continents — wherever
stinerant or consultative services are offered. It focuses on “integrated” services,
which are based in the concept of support to the family and which use one
primary service provider (i. e., transdisciplinary model). The model is founded
on the principles that (a) professionals can have more impact on adult family
members than on children, (b) daily caregivers such as family members can have a
more profound impact on children than can professionals, so (c) home-based
services should be directed at supporting those caregivers.’

Key-words Early intervention, service delivery, home visits, model,
transdisciplinary.

Albert Einstein said, “Any intelligent fool can make things bigger, more complex,
and more violent. It takes a touch of genius—and alot of courage — to move in the
opposite direction. ” Ignore the reference to violence, and we have a description of
what has happened in early intervention services for infants, toddlers, and
families. In the United States of Ametica, home visiting, which is the major method
for delivering services to children of this age, has become bigger and- more
complex, and families now believe that that is better (McWilliam, Tocci, & Harbin,
1998). In this paper, the traditional multidisciplinary model of providing early
intervention will be contrasted with a transdisciplinary model.

Home visits have become the essence of services to young children with
disabilities and their families. Sometimes these visits are actually with the family
somewhere in the community and sometimes they are with the child in child care.
Other aspects of early intervention, such as assessment and program planning are
important, but the core of “intervention” for children who stay home (versus going
to child care) is the home visit. This article defines home visits, presents models of

service delivery, and describes a concept for integrated services that seeks to
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The transdisciplinary approach is defined as the use of a primary service provider
(PSP) to delivery early intervention services. One key aspect of this approachis that
the PSP supports the family in carrying out the programs designed by other
. members of the team. The approach is called “transdisciplinary” because the PSP
supports the family on strategies coming from different disciplines. The different
models of service delivery have different assumptions about how early
intervention works. .

Models of service delivery

Three structures for professionals’ interacting with each other have evolved in
early intervention: multidisciplinary, interdisciplinary, and transdisciplinary
(Chapman & Ware, 1999). In early intervention, the usual professionals are early
childhood special education teachers, occupational therapists, physical therapists,
speech-language pathologists, and psychologists. Table 1 shows assumptions, the
number of people involved, the type of communication with others, myths, and
realities for the three approaches.

Assumptions

The transdisciplinary model does not take away from professionals’ having their
own areas of expertise. The difference between this appro ach and
multidisciplinary and interdisciplinary is that professionals are willing to engage
in “role release” and role acceptance. Role release involves allowing other people
to have information from one’s own discipline and to talk to caregivers about that
information. For example, a physical therapist would explain how range of motion
activities work, would show someone from another discipline how to do those,
and would supervise (albeit from afar) the implementation of the activities. This is
how PTs work with physical therapy aides, for example. The physical therapist still
conducts the assessment, designs the program, teaches caregivers and other
professionals the strategies, and monitors the program.

The irony of role release. Specialists will sometimes show families what to do
but will not trust other professionals with that information. For interventions to be
successful, children’s caregivers need to implement the activities. Specialists will,
therefore, often work with families. But, if they are against multidisciplinary
models, they might claim that other professionals doing the exact same thing as the
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Communication

Communication among professionals is very important so families can have an
integrated program for their children. The reality of everyday service delivery,
however, is that professionals often do not keep each other informed, even when
using an interdisciplinary model. In the transdisciplinary model, however, as I
define it, specialists and the PSP make joint home visits. This allows for direct
communication, without relying on written reports. The joint home visit has not
been described in the literature as a critical component of transdisciplinary service
delivery but it holds the most promise for effective use of this model. The
assumptions behind early intervention and the importance of communication are
part of the conceptual underpinnings of this model.

Conceptual framework

Figure 1 shows a conceptual framework for a transdisciplinary approach to home
visiting and other community service provision. Sucha framework is necessary to
make clear the distinction between home visits as simply a location issue and home
visits as a theory-based method of providing services. The first component is
represented by the beveled boxes, which contain the content or “curriculum” of
home and community visits. The second component is represented by the
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A model for “integrated” services

Although much has been written about providing services in homes and commu-
nities (e.g., Bailey & Simeonsson, 1988; Coulter, 1990; Hart & Risley, 1992), about
planning well with families (e.g., Johnson, McGonigel, & Kaufmann, 1989; Krauss,
1990; McWilliam, 1992), and about integrating intervention into everyday activi-
ties (e.g., McWilliam, 1995, 1996; McWilliam & Sekerak, 1995), a well-formed, com-
prehensive model has not been described. The field has needed a model that ties
together the philosophy of support, the science of early childhood learning, team
functioning, and professional practice. This model is comprised of support-based
services, the primary-service-provider model, and home visits themselves.

Support-based services

This three-part framework has been described as a theoretical approach to home
visits (McWilliam & Scott, 2001) that recognizes (a) the potential influences of early
intervention activities, (b) how children learn, and (c) the importance of what hap-
pens between visits. Some of these points are alsomade in the consultation chapter.

Who influences what

Early intervention activities with children can have only a modest effect on deve-
lopmental trajectories, intelligence, motor control, and other child-level outcomes
(see figure 2). These outcomes are notoriously difficult to change, and seeing a
child and family for one or two sessions a week is unlikely to have too much of a
direct influence on them. The family accounts for the majority of the variance in
these outcomes, both through their nurturing (parenting; e.g., Steelman, Assel,
Swank, Smith, & Landry, 2002) and their nature (genes). Early intervention can
have considerable impact on nurturing, because the outcomes are confidence and
competence. These two outcomes, unlike the child outcomes mentioned earlier,
can be influenced significantly by early intervention activities. Adults’ self-assu-
rance and skill can be shaped by support from early interventionists. Those family
characteristics, in turn, can have much more of an impact on children’s outcomes

than could weekly sessions with a child. Because of who can influence what or
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Figure 2  Path of influsnce on child outcomes

How young children learn

Young children learn through repeated interactions with their environments,
dispersed over time, not through trials massed into sessions or lessons (Dunst &
“Bruder, 1999; Dunst, Hamby, Trivette, Raab, & Bruder, 2000; Dunst, Herter, &
Shields, 2000). Each repeated practice that older children might receive in such
situations adds to the child’s learning. In young children, practices need to be
spaced apart enough for the child to process the information. Furthermore, when
the child is taught in the context of naturally occurring stimuli, the child learns to
use the behavior in the relevant context. The corollary is teaching language
through flash cards versus conversation. The role of the home visitor needs to
reflect the reality that children learn throughout the day, whether planned or
otherwise. It will emphasize support to the family to be effective teachers, rather
than direct intervention with the child.

Between visits

What happens between home and community visits is, therefore, critical to chil-
dren’slearning. And what happens between home visits is the child’s and family’s
routines. That is why assessment and intervention planning based on routines is so
important for children’s learning and development (Bernheimer & Keogh, 1995).
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and family support than have mothers not having that support (Heinicke et al.,
2001). Children in the intervention group scored higher on a strange-situation task,
and their mothers were more responsive to their needs.

Professionals’ behavior towards families has been included in a number of
conceptualizations of early intervention services, including family-centered
practices (e.g., Dunst, Johanson, Trivette, & Hamby, 1991; P.J. McWilliam & Winton,
1991; Turnbull, Turbiville, & Turnbull, 2000; Winton & Bailey, 1988), help-giving
practices (Dunst, Trivette, Davis, & Cornwell, 1994), and stress-reduction
approaches (McCubbin & Patterson, 1987). An example of the kinds of
characteristics home visitors use to give emotional support was the finding froma
qualitative study of family-centered service providers (McWilliam, Tocci, &
Harbin, 1998). The five characteristics they found do not encompass all
emotionally supportive practices, but they do constitute a useful framework for
organizing this aspect of home and community visiting. They were positiveness,
responsiveness, orientation to the whole family, and sensitivity.

Material. The second type of support home visitors should be prepared to provide
is material support, which is defined as ensuring families have access to the
resources they need fo accomplish their goals. Resources include equipment,
supplies, and financial resources. Some children benefit from equipment so they
can be engaged, independent, or social. Home visitors need to make sure families
 have such equipment. Some families need basic supplies, such as food, shelter, and
~ clothing. They will be unlikely to take advantage of learning opportunities if they
are wondering where the next meal is coming from (Maslow, 1943). Home visitors
" need to make sure families have access to such supplies. Some families will need
financial resources from the government, which, in the U. S., are available for
temporary assistance to needy families (TANF); social security income (SSI);
nutridon for Women, Children, and Infants (WIC); and so on. Home visitors will
need to make sure families eligible for such assistance can gain access to it.
Teachers or therapists providing home and community visits might think this
material support is far outside their area of expertise. They would probably be
right, which is why they should develop skills in using human resources, such
social workers and other “case workers. ” In the same way that a social worker
might need to call a speech-language pathologist tohelp with a particularly thorny
problem the child was having with language, the speech-language pathologist
might need to call a social worker to help the family get governmental financial
assistance. : '
Informational. The third type of support is providing information to families. In
Ao mod acrarr chidr ackineg familiee what more thev want from eal'].V intervention
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than they are currently getting, they list information (D’ Amato & Yoshida, 1991;
Fewell, 1986; Gowen, Christy, & Sparling, 1993). There are four topics on which
families often want information: the child’s condition or disability, child
development (including what the child should be doing at this developmental age
and what will come next), resources (including services now and in the future),and
what to do with the child. That last topic, hidden away in the list, actually
encompasses the majority of what home visitors do. It also is the real meaning of
“therapy” and “special instruction” in home and community visits.

When therapy and special instruction are viewed as informational support,
professionals might be more likely to deliver the service ina way that is consistent
with how children learn. For billing and other purposes, providing this informati-
on should count as reimbursable therapy or special instruction. When working
with infants and preschoolers through home visits, this is how those services
should be provided. For practitioners and families who fear that “just providing in-
formation” is not what early intervention is about, they can be reassured that it still
involves much handling of the child. The three reasons for putting hands ona child
are assessment, demonstration, and to show affection. Consequently, the home vi-
sitor might still spend most of each home and community visit handling the child.

When home visitors provide emotional support, material support, and
informational support, they address many of the purposes of home-based early
intervention. Who is providing this support? The integrated model features the
concept of a primary sexvice provider.

Primary-service-provider model

In addition to support-based services, the use of a primary service provider is
likely to result in an efficient, family-centered service that focuses on functional
needs (McCormick & Goldman, 1979; Raver, 1991). This model is controversial,
mostly because of misunderstanding about how it works. To help, explanations of
various terms are presented here, and concerns with implementing the model are
addressed. :

The primary-service-provider (PCP) model is defined as one professional
providing weekly support to the family, backed up by a team of other professionals
who provide services to the child and family through joint home visits with the
primary service provider. The intensity of joint home and community visits
depends on child, family, and PSP needs. Table 1 deconstructs this definition, Table
2 has encapsulated the main points about the PSP also known as transdisciplinary
model. Concerns about the model are as follows.



Asgsumptions Each professional has his  Each proiaasional Tles His - e K e %
or her own area of or her own area of or her own area of
experlise; professionals expertise; professionals expartise; professionals
cannot or should not cannot or should not support families and
engage in practices angage in practices implement interventions
belonging to another belonging to another designed by and under the
discipline; therefore, discipline, but information supervision of other
information from one from one discipling professionals
discipline is almost is useful to others.
irrelevant to others.

Number of peaple with However many are Howaver many are One

weekly contact providing services {e.g., providing services

with family 1-5)

Communication By request only By request; sometimes During joint home visits.

with others through regular reporis (Note that the use of joint

home visits is not always
mentioned in descriptions of
trans. service delivery

Myths 1) More services are mare 1) Communication is good 1) Professionals practice
effective. between professionals. others' practices without a
2) The more complex the license.
child, the more often 2) Some professionals will
professionals should see be put out of business.
him or her 3) Children get insufficient

help.

Realitles 1} This is a burden on 1) This is a burden on 1) Families form strong

relationships with a PSP.
2) Resources are allocated
to the greatest needs; it
might even be possible to

many familles.

2) This does not allocate
rasources o the greatest
needs; It allocates about

many families.

2) This does not allocate
resources to the greatest
needs; it allocates about

the same to everyone.

3) This prevents
professionals from seeing
the whole child and from
learning about more than
their narrow area.

4) Programming for the
child is disjointed and even
confiicting.

the samae to everyone.

raduce overal! costs.

3) Professionais see the
whole child and learn about
strategies outside their own
expertise area.

4) Programming for the
child is unified.

&) Families have more time
to pursue their own
Interests.

model, however, where a generalist is the PSP, he

practicing outside the area of individual expertise.

or she is emphatically not

Concern 2: it is unethical for practitioners to see children so infrequently

There is no rubric for calculating the appropriate
no ethical guidelines. If someone on the team thinks
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intensity of services, so there are
a family is being seen too
e ot 4+ recolve the issue. If a



Table 2 Deconstruction of the definition of the primary-service-provider Mode!

Term

Explanation

One
professional

This profassional can be from any discipline. In some programs, atl disciplines can have
roughly equal caseloads, with some of each professional's time devoted to consulting with
colleagues. This is a pure form of transdisciplinary service delivery, In other programs,
"generalist” disciplines (e.g., early childhood special education, social work) have caseloads,
whila "specialist* disciplines (e.g., OT, PT, SLP) spend ali their time consulting with the
generalists, This is a modified form of transdisciplinary service delivery.

Weekly

This is the dofault intensity level. In the absence of extenuating circumstances, this frequency,
for about an hour, would be offered to families.

Support

Support consists of emotionally suppartive professional behavior, ensuring families have
access to material resources, and ensuring families have access to information, including
what to do with their child.

Other
professicnals

Most of the support from other professionals will come from those identified on the IFSP and
IEP as providing services.

Services

This is how a child would recelve a particutar service if tha PSP could not, because of
licensing restrictions, provide that services him- or herself. The non-PSP specialist {a)
assesses the child from the perspective of that discipline, if necessary; (b) makes
recommendations from the perspective of that discipline about meeting family priorities (this
becomes the "treatment plan” for billing purposeas); (¢) monitors the family's Implementation of
the plan (in a manner similar to monitoring implementation by an aide or assistant for older
children}; and (d) evaluates, with the family, the outcomes of the “treatment pian® {i.e., the
intervention suggestions). These four activities are consistent with common definltions, by
professional assoclations, of service delivery in early intervention.

Joint home
vislts

The mathod for the non-PSP to have direct contact with the child and family is through a home
and cormmunity visit made jointly with the PSP. This aliows the PSP, the family, and the
consultant to exchange information, observe each other, and be in synchrony with each other,
Joint home visits should occur as needed but not so often that the PSP doas not make many
home visits alone. If that becomes the case, the wrong person was probably assigned to be
the PSP. The rule of thumb is that the PSP makes a joint home and community visit about
every fourth home and community visit,

Intensity

Many factors contribute to the decision about how often joint home visits should be made, It is
generally assumed that the more complex the child's and family's needs are, the more often
other professionals will need to help the PSP. This should, however, be weighed against some
other factors, First, the competence and confidence of the PSP should play a major rols in the
decision. An expetienced, knowledgeable PSP requires less consultation than does a novice
PSP. Second, the total number of professionals serving the child and family should play a role
in the decision. If four specialists on the IFSP or IEP, and all four visit monthly, the PSP is
never making individual home and community visits. And individual home and community
visits by the PSP are the bread and butter of this model. Third, the stage of an intervention
should help determine how often Joint visits occur. If a new Intervention has just been put in
place or if the child has recently accomplished a new skill, the team might decide the
specialist should be involved more often. If an Intervention is coasting along, with the child’s
making steady progress, the team might decide that less Intensity is required.




transdisciplinary approach. The monitoring of the program 1s still the Specialist 5
responsibility. What the PSP is doing is supporting the family in carrying out the
interventions, which is different from monitoring the “treatment program, ” as
defined by national and state guidelines. Again, the analogy is - how aides or
assistants are used. Although they have frequent contact with the recipient of
services (usually to provide therapy), the responsibility for monitoring the
program rests with the licensed professional.

Concern 4: PSPs are unqualified to support families in carrying out
specialized programs

This concern hinges on the definition of support. In this context, PSPs support
families by reminding them what the specialist said, encouraging them in their
implementation of the interventions, and listening to their concerns and triumphs.
Experienced PSPs might suggest different ways to make the implementation of the
program easier for the family, which is a sign of true partnership. Inexperienced
PSPs might not be confident about any change to what the specialist has
recommended. For all concerned, the more the PSP can contribute, the better.

Concern 5: one cannot be reimbursed for this model

This model is reimbursable because it is the therapists’ contact time with families
that third-party payers will pay for. The work of the PSP might or might not be
reimbursable under any specific plan. Medicaid, for example, might cover some of
those activities under “targeted case management. “ Rules for reimbursement of
the PSP vary enormously. Clearly, however, someone pays for home visits by
generalists. In pure-transdisciplinary situations, where a therapist functions as the
PSP, most of every visit can be reimbursed as therapy time. In some systemns, the
PSP has to bill for the time spent “providing therapy” and for the time spent in
“targeted case management” separately. In general, services using the model are
reimbursable.

Concern 6: families want more specialists, not fewer

Ttis true that families believe that more is better, when it comes to services, especially
therapies (McWilliam, Young, & Harville, 1996). The critical question is why
families believe this (McWilliam et al., 1998). First, professionals might teach this
notion, by suggesting during planning meetings that separate needs require
separate services. Second, families might think that it is the direct time that
professionals spend with the child that causes positive change. In other words,
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community visit more than between it. When families are introduced to the
more-is-better idea early, it is not surprising that they would endorse it. But when
families are introduced to the PSP model, their expectations are different.

These concerns about the PSP model reflect the fact that it is innovative and a
challenge to tradition, especially traditions so closely tied to the “therapy culture. ”
The controversy around the service delivery model is accompanied by another
controversy in early intervention generally, but one that is most often affected in
home visits.

Additional questions. Two other issues need to be addressed in community-based
services: the controversy of parent education and the question of whether aides are
necessary. Arecent clarion call for returning to the notion of parent education in early
intervention (Mahoney et al., 1999) has been met with much protest (Dunst, 1999;
Winton, Sloop, & Rodriguez, 1999). The main arguments have been that (a) early
intervention was founded on the idea of teaching parents what to do with their
children, (b) parents’ interactions with their children are predictive of later
functioning, and professionals can teach parents the most effect interaction styles,
and (c) the field has wandered too far and that a focus on parent education will
achieve the most impact.

In some parts of the country, aides are used to provide home and
community visits, often because of shortages of licensed professionals. Such
aides might be licensed physical therapy aides, certified occupational therapy
aides, speech-language aides, or education aides. It is possible that they are
used because the team believes that direct contact by a noncaregiver, even just
weekly, can make a difference (which is unlikely). Although there are bound to
be situations where an aide is useful, in home visits this is not likely to be true.
The PSP should be a well-qualified individual, usually someone with the
highest professional qualifications in his or her discipline, and the specialists
are obviously licensed, registered, or certified.

Home and community visiting models can have varying conceptual bases.
Although they all take place in homes and other “natural environments, ” they can
differ considerably in their philosophical underpinnings and therefore their
strategies. For heuristic purposes, the practices described here are those that place
a heavy emphasis on supporting families and on efficient service delivery. Home
visits themselves are the crucible in which early intervention is delivered.

Home visits themselves
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The visitor reduces distractions as much as possible. | The visitor asks how things have been going.

The visitor works with the child, using & number The visitor asks about ahy significant famlly events or

of materials she has brought on the visit. activities since the previous week. :

The visitor agks the parent how interventions have The visitor asks about routines the famlly has

been working since the previous time. previously identified as those during which they were
golng to work on something.

The visitor gives the parent strategies for working The visitor provides emotional support, deals with

on during the following week. needs for material support, and provides informational
support.

The visitor packs up her materials and leaves with
them.

explain how this form of service delivery can be driven by theory. Table 3 shows
two approaches.

The traditional approach (a) is similar to a clinic-based approach dumped on
the living room floor, (b) is based on an assumption that the home visit is the time
when the child is really learning, and (c) uses an expert model of consultation (see
consultation chapter). In contrast, the other approach (a) is respectful and encoura-
ging of families, (b) ensures that families’ basic needs are attended to, and (c) deals
with what to do with the child. These characteristics are not necessarily mutually
exclusive. Practitioners of traditional home visits can, for example, encourage fa-
milies. Similarly, practitioners of support-based home visits can “work with” the
child, as will be described later. Nevertheless, the traditional approach (so called
because it is old and popular) is professionally driven, therapeutically oriented,
and paternalistic. The alternative model is family-driven, support oriented, and
family-centered. The remainder of the chapter will discuss (a) the five types of
home visits, (b) support-based home visits, and (c) home visiting concerns.

Five types of home visits?

Not all home visits serve the same purpose, are aimed at the same kinds of families,
or are provided by the same kinds of professionals. Five types of home visits are
described.

PSP alone. In a transdisciplinary model, the PSP makes a visit by him- or herself, ad-
dressing multiple domains or areas of development. One quite-different variation
on this has been visits by paraprofessionals or “lay visitors * whichhasled tosome

confusion about the purpose and effectiveness of home visiting. Many programs
S . o e e ppe oA s £ b, e~ dal of cervice



delivery (e.g., Schuler, Nair, & Black, 2002). Most studies decrying the effectiveness
of home visits were conducted with disadvantaged children, and the home visitors
were lay people (e.g., Goodson et al., 2000), public health nurses (e.g., Zahr, 2000), or
others who are different from today’s early intervention home visitors.

Joint home visits, Joint home visits, in which two professionals go to the home toget-
her, are used with a transdisciplinary model but could also be used as supplements
to the traditional model. In a transdisciplinary model, a specialist accompanies the
PSP. The purpose of the joint home visit is the exchange of information among the
family, the PSP, and the specialist. The specialist is a consultant in the context.

Discipline-specific visits (without PSP). Discipline-specific visits occur all the time in
multidisciplinary models and might occur occasionally in other models. On these
visits, one specialist visits the family on his or her own, and the topic is limited to
the area of training, licensure, expertise, or comfort of the professional. Because of
this restrictiveness, it is not unusual to find that families receive multiple visits like
these per week.

Visit by classroom teacher. Another type of home visit is when the classroom teacher
makes a home visit (e.g., Conduct Problems Prevention Research Group, 2000).
These visits typically occur very few times a year, although in some combination
placements, children might be served both in a classroom and at home. Ordinarily,
though, the purpose of the visit is for the professional to get to know the family and
to convey information to them.

Service coordination alone. Sometimes, families have a service coordinator, whose
main role is to navigate the family through the process of getting into intervention,
the process of developing an intervention plan, and securing and coordinating
resources to meet the goals on the plan. The last type of home visit is that of the
service coordinator’s visiting, when the service coordinator is not also a PSP. That
is, he or she is a “designated” service coordinator, meaning he or she exclusively
does service coordination, without providing other services. These visits also
typically occur very few times a year and are limited to decision making and
sometimes to securing resources for the family.

Each type of home visit has its distinct purpose, so what happens during the visits
differs by type. The most common home visits are those by one person. Many home
visitors consider an important reason for visiting families is to model for them.
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the room, the modeling will be to no avail. Families who are interested in having
the home visitor show them how to do something will pay attention. In a study of
modeling to change maternal behaviors, undergraduate nursery education
students make home visits for 10 weeks to demonstrate three types of behavior
while working with preschoolers: information processing, positive reinforcement,
and positive control (Goodman, 1975). Modeling rapidly increased the mothers’
performance of information-processing acts.

One element of a successful home visit, therefore, is the salience of the
activities the home visitor proposes. Not only does the activity have to be
interesting to the child — perhaps more importantly it has to be interesting to the
adults who will carry out the interventions. Understanding how children learn
leads to understanding the need to support families in their intervention roles.

How often does the family need modeling from a specialist? Because some
specialists justify weekly home visits on the basis of the need to model, it begs the
question, how often does the family need modeling forma specialist? Unfortunately, the
research on modeling is very sparse. If (a) the intervention is quite complex, (b) the
specialist is still assessing the child, or (c) the interventionist is inexperienced or
lacks knowledge, it is possible that frequent visits are necessary. If visits are very
frequent, it suggests that the PSP should be that specialist who is needed often, It
should be rare, however, for multiple professionals to need to model interventions
week in and week out.

Deciding on service intensity

Once the outcomes or goals have been identified, services and resources need tobe
decided upon. (Note that often services are erroneously identified on the basis of
diagnosis — what a child is eligible for — not on the basis of need; Giangreco,
Edelman, Luiselli, & MacFarland, 1997). Most practitioners are familiar with the
idea of making these decisions on the basis of child characteristics — such as
diagnosis and severity of the child’s disability, but few are familiar with the making
decisions on the basis of the needs of the caregiver and the PSP. If the caregiver (i. e.,
parents or child care providers) is confident and understands what to do with the
child, specialists do not have to keep visiting week after week. If, on the other hand,
the PSP is having difficulty helping the family, specialists might be needed to
develop alternative programs. Perhaps the most critical issue for deciding on
intensity is the confidence and competence of the PSP. Weekly home visitors who
are experienced and knowledgeable will be able to understand the specialists’
programs and help the family carry them out. Home visitors with little experience
in this type of work, with a particular disability, or with a particular type of
by b 1l Tt meed mare freanent vicite than would the experienced PSPs. It



is rare for IFSP or IEP teams to consider the home visitor’s skills, but this should
occur. In fact, teams usually avoid the question by simply having multiple
specialists visit every week.

Implementation therefore can involve both the adoption of the PSP model
and then decisions based on that person’s competence and confidence. In this
model, once the PSP has been identified, most specialist visits occur jointly with the
PSP. The dangers of separate visits by individual specialists are (a) they tend to
escalate (more and more reasons for such visits become manufactured), (b) they
undermine the PSP, (c) they reinforce the notion that the visit itself is more
important than what happens between visits, and (d) they underline the notion
that different problems require different services (when, in fact, some do and some
don’t). The decisions about intensity and the policies forhow the team willprovide
services should, therefore, be made early in the process.

Addressing concerns

The support-based home visit challenges some home visitors who are used to a

more didactic, hands-on philosophy. Five concerns are addressed here: the irrele-

vance of the toy bag; the apparent diminishment of child-level intervention; pro-

blems with modeling; home environments; and different adult family members.
How to abandon the toy bag. What's wrong with the toy bag?

—  itgivesthe impression that the home visitor thinks the existing toys and other
materials are inadequate; '

— itreflects an assumption that the home visit is when learning occurs, instead
of between home visits; and

—— it involves assumed intervention with objects the child does not have.

Because home visitors should be affirming families, including what the child has to
play with, they should use existing toys and materials. Inany case, the child needs
to learn to play with what is in the environment, not what is brought in from an
early intervention program. If the family and interventionist decide that a child
could benefit from something the child does not have, and if such a discussion
would not undermine a family’s confidence, the interventionist could bring a toy
for the child to try out or even keep.

Traditionally, toy bags have often constituted the home visit agenda. The
home visitor goes through the different activities with the child. Adult family
members have either watched or participated. Another option some families have
chosen is to attend to other things while the home visitor is “working with the
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etc. ?

—  what did you do last weekend?

—  did you have any appointments? Any coming up?

—  is there a time of day that’s not going well for you?

~  in the past week, what time of day has been going well (with or without the
childf)

—  do you have enough to do with your child? Too much?

This kind of conversation might seem too simple, but the skilled home visitor asks
appropriate follow-up questions and the answers lead to all kinds of activities.
They lead to the home visitor’s talking, showing, and reviewing.

What about child-level intervention? Professionals who are used to “teaching” or
“providing therapy” on home visits might be concerned about the role of
child-level intervention. Actually, the most effective child-level intervention on
home visits is carried out through and by the adult family members. The difference
between the old and new models is that in the new model the home visitor is not
responsible for the actual implementation of the interventions, just helping to
design them with the family. ‘ ,

Frequently, the home visitor ends up demonstrating for the family, but
demonstration should be used judiciously. When it becomes apparent that a child
isn’t doing something as desired, and the parent wants help, the home visitor
makes suggestions. If the parent wants tobe shown what to do, or the home visitor
can’t clearly describe what to do, the home visitor canmodel. _

What are the three reasons for putting your hands on a child? Modeling for
the family is one of three reasons for handling children on home visits. The other
two are to assess the child and to be affectionate with the child. Assessing the child
while physically interacting with him or her would be as part of functional or
dynamic assessment rather than as part of formal, standardized testing. Showing
affection is important when working with small children and when establishing
positive relationships with families.

When do you need a specialist to consult with a family about a problem?
Child-level interventions are happening all the time, whether we like it or not,
because families are interacting with their children. The children are learning from
those interactions. The regular home visitor (e.g., the PSP) should have enough
expertise to guide families about interactions and interventions that cut across
diagnostic types, across ages, and across families. They should know about normal
development, about analyzing behavior, and about the basics of most disabilities.
When a question outside these parameters arises, home visitors should obtain



Table 4 The sight steps of modeling

Talk to the parent about your suggestion

if the parent appears not to understand, ask if he or she would like to be shown
Tell the parent what you're going to do

Doit

Tell the parent what you did and point out the consequence

Ask the parent If he or she would like to try it

If the answer's yes, watch the parent trying It; if the answer’s no, leave it alone
It yes, praise the parent and glve a limitad amount of corrective feadback

WA W -

consultation from specialists. If specialists on the team are concerned that thehome
visitor might now know when to call them for consultation, they should advocate
for periodic check-ins with the family through joint home visits with the PSP. In
general, therefore, child-level intervention is still a central part of home visits. It is
simply that a professional’s direct intervention with the child is not as important as
the professional’s intervention with the caregivers who spend enough time with
the child to make a difference.
The eight steps of modeling: avoiding the model-&-pray approach. Consultation with
families on home visits often involves modeling, but how effective those models
are is questionable. Home visitors often sense that the models they have provided
the week before have not been imitated. Many home visitors have used the
model-and-pray approach, where they “modeled” and prayed that the family ‘
would spontaneously imitate the modeled intervention. Amore effective approach
would be to use modeling methodically. Table 4 shows eight simple steps that
should be followed in a naturalistic and easy way.

These eight steps (a) ensure that the family is really interested in the
intervention; (b) give the family two input modes, visual and auditory; and (c) give
the family the opportunity to practice.

The inherent challenges of home visits. Home visits come with challenges. Some
homes are very chaotic and some are very dirty. Sometimes, people the home
visitor does not know are present. Sometimes, despite the home visitor’s best
practices, the parent will be distracted. And sometimes, pets, other children, and
other adults will become involved.

Families themselves. Any time professionals are working with families, they need to
be prepared for all sorts of situations. Because early intervention occurs at a time in
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to carry it out with competence, knowledge of child development and family
functioning, and common sense.

Note

1 Much of the material in this article is taken from a chapter by the author to appear
in M. Wolery, R. A. McWilliam, & D. B. Bailey, Jr. (Eds.), Teaching infants and pres-
choolers with disabilities. Columbus, OH: Merrill.
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O modelo do prestador de servicos primérios aplicado aos servicos ao domicilio e
& comunidade (resumo) Os servigos ao domiclio sdo o método mais comum de
realizar intervencéio precoce nos EUA. Contudo, e até A data, nenhum modelo
sdlido de intervencio foi proposto relativamente a este problema, Este artigo
propde um modelo que pode ser aplicado trans-continentalmente - quer se frate de
servigos itinerantes, quer se trate de servicos consultivos. Este modelo centra-se
nos servios “integrados”, que sdo baseados no conceito de suporte a familia e que
utilizam um prestador de servigos priméarios (isto &, um modelo transdisciplinar).
O modelo ¢ fundamentado pelos seguintes principios: (a) os profissionais possuem
maior impacto nos membros adultos das familias do que nas criancgas; (b) os
prestadores de cuidados diérios, tais como os membros das famdlias, podem ter
um impacto mais profundo nas criangas do que os profissionais; o que leva a que
(c) os servigos ao domicilio podem ser direccionados para o suporte destes
prestadores de cuidados.




