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ABSTRACT 

 

Early intervention (EI) service providers are struggling to collaborate with caregivers in 

the families’ everyday routines. To help EI providers learn ways they can work with caregivers, 

this study defined and measured eleven types of coaching strategies that EI’s may use with 

families, the family routines in which the coaching strategies took place, and levels of caregiver 

roles at thirty-second intervals. Participants included four early interventionists and eight 

families whom they serve. A total of 24 one-hour sessions were coded. Descriptive data analysis 

examined frequencies of strategy and routine use as well as relationships between coaching 

strategies, routines, and caregiver roles. Joint Interaction and Guided Practice with Feedback 

were the most commonly used strategies, and play with objects and physical play were the most 

commonly used routines. Caregiver roles were the highest when the clinician used Joint 

Interaction and Feeding Routines.  
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CHAPTER ONE 
INTRODUCTION 

 

From antiquity to modernity, philosophers, educators, scientists, and theologians have 

wrestled with the nature of human learning. Ancient Greeks held that learning is interactive and 

reciprocal, giving rise to the Socratic method of instruction. Other world cultures emphasized 

apprenticeship models of learning in which trades were learned by observing and practicing with 

an expert. A Chinese aphorism states, “Tell me, and I’ll forget; show me, and I might remember; 

involve me, and I’ll understand.” The twentieth century ushered in a new generation of 

educational philosophers who sought to understand both child and adult learning and 

development. In particular, researchers began to focus on how relationships between teachers 

and students, caregivers and children affect learning. The application of these theories led to 

methodological and policy changes in general education, special education, and early 

intervention (EI).  

Two influential theories that precipitated changes in early intervention service delivery 

are the sociocultural and ecocultural models of child development, paradigms which maintain 

that families and the environments that surround families are the primary catalysts of the child’s 

learning and growth (Bernheimer & Keogh, 1995; Bernheimer &Weisner, 2007; 

Bronfenbrenner, 1999; Rogoff, 1990). Sociocultural models hold that a child’s development is 

mediated by the people who surround him or her, and that these more mature agents teach the 

child culturally informed skills (Rogoff, 1990). Ecocultural models offer a slightly different 

iteration, maintaining that a child’s development occurs as a result of his or her interaction with 

the immediate, proximal environment of the family outwards to the macro-environment of the 

wider culture (Bronfenbrenner, 1999). Combined, the two models propose that children develop 

as they participate in the activities of daily life with the friends and family who populate their 

worlds and in the culture to which they belong.  

In recent decades, federal legislation has helped translate child development theory into 

practice. The Individuals with Disabilities Education Act (IDEA) of 2004 requires that Early 

Intervention (EI) services be delivered to children in their most natural environments and that 

those services be family-centered in nature. To increase widespread and consistent 

implementation, the US Office of Special Education Programs (OSEP) requested that the 

Workgroup on Principles and Practices in Natural Environments develop a statement on family 
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centered practice in the child’s natural environments. The workgroup concluded that “the 

primary role of the service provider in EI is to work with and support the family members and 

caregivers in a child’s life” and that “all families, with the necessary supports and resources, can 

enhance their children’s learning and development” (2008). The Division of Early Childhood 

(DEC) also recommends that EI providers “involve families to enhance their capacity as a means 

of improving children’s outcomes” (“Research priorities,” 2008).  In sum, the confluence of 

theoretical frameworks, legislation, and recommended practice have led to an increased focus on 

family centered services in a child’s natural environment with the caregiver in the role of the 

child’s optimal teacher. The role of the EI provider, then, is to support families in becoming 

more competent and confident in their capacity to help their child with special needs develop to 

the height of his or her potential.   

An evolving body of empirical research has analyzed the EI provider in that role, and the 

preponderance of research supports parent coaching as a useful strategy that improves both child 

and adult outcomes (Fey et al., 2006; Hancock, Kaiser, & Delaney, 2002; Kaiser & Hancock, 

2003; Mobayed, Collins, Strangis, Schuster, &Hemmeter, 2000; Woods, Kashinath, & Goldstein, 

2004). Studies with parents have been conducted with high-poverty caregivers and their children 

with language delays; others have examined the effectiveness of parent support for children with 

autism, global developmental delays, cognitive deficits, and behavioral challenges (Hancock et 

al., 2002; Kaiser & Hancock, 2003; Mahoney et al., 1999). Recent small-scale studies have 

begun to examine parent learning across a number of models of implementation. Family-guided 

routines based intervention helps parents use naturalistic learning opportunities within the 

context of daily routines to enhance their child’s communication and social development 

(Dunlap, Ester, Langhans, & Fox, 2006; Kashinath& Woods, 2007; Kashinath, Woods, & 

Goldstein, 2006; Woods, Kashinath, & Goldstein, 2004). Enhanced milieu teaching targets 

specific language facilitation strategies that parents use to encourage their child’s communication 

(Kaiser & Hancock, 2003). Campbell has introduced the name “participation-based services” to 

describe a similar model that brings the family into the fold by including them in intervention 

activities (2004; Campbell & Sawyer, 2007).  

While the above intervention models do not always state their approaches to teaching 

adult caregivers, there are differences in their underlying assumptions about how adults learn. 

The studies on the effectiveness of training parents to use Enhanced Milieu Teaching (Hancock, 
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Kaiser, & Delaney, 2002; Kaiser & Hancock, 2003), for instance, uses group teaching sessions to 

instruct parents about the content of the intervention in addition to one-on-one home-based 

training. Models that are centered on routines (Dunlap, Ester, Langhans, & Fox, 2006; Kashinath 

et al., 2006; Woods et al., 2004), though, do not include group instruction and instead rely 

heavily on coaching strategies. Yet across disabilities and intervention models, parents 

developed new skills to encourage their child’s growth. The concept of helping caregivers 

develop new skills and gain access to new information and resources is consistent with 

sociocultural and ecocultural theories and early intervention legislation because it equips the 

family to better support their child in everyday, authentic natural environments when the 

interventionist is not present. This paper will seek to create a defined set of strategies that 

providers may use to support adult family members receiving EI services.  

Although it is clear that collaborating with caregivers is an effective way to empower 

families and to enhance child outcomes, there is a paucity of research concerning how 

interventionists can best coach adult family members. Few empirical studies have documented 

how adults learn or which instructional strategies are most effective with older, more mature 

populations. There is, however, a wide theoretical base from which one can draw useful 

information about adult learning so long as one does not expect it to be data-driven. 

Interestingly, most adult learning theorists espouse models of learning that place the adult within 

a social context, noting that adults often choose to learn material that enables them to navigate 

their world more easily (Knowles, 1973). In many ways, adult learning theory parallels the 

sociocultural and ecocultural models of learning that informed IDEA legislation and the renewed 

focus on family-centered services delivered in the most natural environment for children with 

disabilities. As such, this review will discuss the major tenets of adult learning, linking those 

ideas to sociocultural models of learning and current work in EI.  

 
1.1 The Beginnings of Andragogy 

 

In the first half of the twentieth century, American educators began contemplating the 

nature of andragogy, or the art and science of teaching adults. As early as 1926, Eduard 

Lindeman made several observations regarding the nature of adult learners (Brookfield, 2001; 

Knowles, 1973). Lindeman noted that adults are motivated to learn by needs that they encounter 
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in their daily lives (Brookfield, 2001; Knowles, 1973). He claimed that “adults’ orientation to 

learning is life-centered and that the appropriate units for organizing adult learning are life 

situations, not subjects” (Brookfield, 2001; Knowles, 1973). As such, adult learning should be 

practical, social, and centered on the needs of the learner. Lindeman also held that experience is 

the single richest source for adult learning, and adults must learn to analyze that experience in 

order to make good decisions based on prior knowledge (Brookfield, 2001; Knowles, 1973). 

According to Lindeman, adults also have a deep need to be self-directing, so teachers should 

engage in a “process of mutual inquiry” rather than wholly didactic teaching strategies (Knowles, 

1973). Using language that foreshadows the sociocultural and situated learning theories of 

development that would develop in the latter part of the century, Lindeman stated, “The teacher 

is no longer the oracle that speaks from the platform of authority, but rather the guide, the D 

skills that will help “them perform tasks or deal with problems that they confront in their life 

situations” (1973). Knowles and others note that adult learning is not categorically different from 

learning in childhood, but that adult learners do have some unique characteristics that should be 

considered by those who teach them. Given the nature of family-centered EI, it is important that 

researchers and practitioners consider these tenets as they interact with adult caregivers.  

 

1.2 Sociocultural Theories of Learning 
 

While some theorists focused on the particular traits of adult learners, others were 

concerned with human cognition from a developmental persepective. Theorists like Vygotsky 

increasingly viewed cognitive development as a mutual process that occurs within a particular 

cultural and historical context rather than a process that occurs only on an internal plane (Goncu, 

1999; Rogoff, 1990). Vygotsky not only believed that cognitive development takes place within 

a social environment, he held that more competent members of the environment guide and 

scaffold the learner’s development (Bonk & Kim, 1998; Rogoff, 1990). These mature members 

(like parents, teachers, and siblings) help the learner solve problems of greater complexity than 

he or she could manage independently (Goncu, 1999; Rogoff, 1990). The region between what 

the individual can do alone and what he or she can do with assistance is termed the “zone of 

proximal development” (Bonk & Kim, 1998; Goncu, 1999; Rogoff, 1990). Both the learner and 

the older “guide” play active roles within the zone of proximal development. The more mature 
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member might structure activities in a way that enables the learner to develop culturally 

important skills, but the learner, too, participates actively in the process.  

Following Vygotsky, Rogoff detailed a model of sociocultural development called 

“cognitive apprenticeship” that is relevant to both child and adult learning (1990). In the 

cognitive apprenticeship model, shared problem-solving is “central to the process of learning” 

and learners take on progressively more responsibility for solving complex problems (Rogoff, 

1990). Other features of the cognitive apprenticeship model include: “the importance of routine 

activities, tacit as well as explicit communication, supportive structuring of novices’ efforts, and 

transfer of responsibility for handling skills to novices” (Rogoff, 1990).  

Lave and Wenger similarly extended Vygotskyian theories by coining the term 

“legitimate peripheral participation,” or the ways in which novices enter communities of 

practice, gradually acquiring more responsibility and knowledge (1991). Lave and Wenger chose 

the term “peripheral” to indicate that there are many ways for learners to be involved in 

communities of practice, and that learners may alternate between varying degrees of 

participation throughout the learning process (1991). To Lave and Wenger, all human learning is 

“situated” in some way because human beings cannot be removed from a context of some kind. 

The situated or contextualized notion of learning consistent with both Vygotsky and Rogoff’s 

conceptions as well as Knowles and Lindeman’s models of adult learning. Sociocultural models 

stand in contrast to models of learning that contend that learning occurs via stimulus-response 

conditioning or that human development is a process that is biologically determined. Unlike 

behaviorists, who believe that learning is conditioned through reinforcers, or Piagetians, who 

believe that development is a process whereby the individual resolves conflicting ideas through 

observation and interaction with the world, sociocultural theorists believe that human learning 

and development is mediated by the people and systems of symbols that surround the child 

(Stayton & Miller, 2008).  

Sociocultural models underscore strategies and processes by which mature members of a 

community teach those who are less experienced. Scaffolding is the primary strategy used to 

help learners extend their reach within his or her zone of proximal development. The intent of 

scaffolding is to provide support to the learner when needed in order to reduce frustration, mark 

discrepancies, and provide expert models (Bonk & Kim, 1998; Rogoff, 1990; Stone, 1993). 

Then, as the learner grows, the guide or teacher can fade his or her support, enabling the learner 
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to operate independently (Bonk & Kim, 1998; Rogoff, 1990). Types of scaffolding depend on 

the task and the abilities and preferences of the learner, but scaffolded instruction should “make 

the task evident, promote a feeling of ownership, be individually appropriate, promote 

collaboration, and foster internalization” (Brown &Palinscar, 1989).  

 As defined above, scaffolding is a broad term that could be broken into various 

other strategies. Bonk & Kim distilled ten strategies from prior writings on cognitive 

apprenticeship and guided learning that could be used with adult learners (1998). These 

strategies include modeling, coaching, scaffolding/fading, questioning, articulation, exploration, 

reflection, cognitive task structuring, managing instruction, and direct instruction (Bonk & Kim, 

1998). These guided learning strategies are similar to the operational definitions of instructional 

strategies to be measured in this study.  

It is also clear that learning strategies like direct instruction, modeling, and coaching are 

similar to those employed frequently with children, suggesting that the schism between 

childhood learning and adult learning might not be as wide as one might imagine. Some 

strategies, though, like articulation, exploration, and reflection demand high-level language and 

cognitive skills that develop through childhood and into adulthood.  

 
1.3 Gaps in the Adult Learning Literature and Current Work in EI 

 

Bonk and Kim noted that there is still a startling dearth of empirical information 

regarding the efficacy of scaffolded instruction for adults (1998). In order to address this deficit, 

the authors made several suggestions for future research with adult populations. One pertinent 

question concerns “how scaffolded instruction can be employed in adult-learning situations” 

(1998). A wide body of literature details the use of scaffolding with children but it is unclear 

whether or not adults benefit from this type of instruction as well (Bonk & Kim, 1998). It is 

important that researchers in early intervention consider how to teach and support adults, given 

that family-centered service delivery models center upon strengthening the caregiver’s 

confidence and competence in supporting his or her child’s development.  

While there remain gaps in the research, EI professionals are beginning to contemplate 

what it means to work with adults in a manner encouraged by federal legislation. Two models, 

coaching and consultation, now appear in professional training materials; each bears resemblance 
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to cognitive apprenticeship and situated learning theories described previously, employing 

methodologies consistent with sociocultural models of learning. Both coaching and consultation 

are situated in real-life contexts, are reciprocal in nature, and involve a gradual ceding of control 

to the learner. In contrast to previous work with adults in early intervention, consultation and 

coaching models do not rely solely on traditional didactic methods of group instruction.  

The consultation model has its roots in the mental health field. In post-World War Israel, 

an influx of refugee children from Europe overwhelmed the nation’s ability to treat the children’s 

emotional distress following the tragic events of the Holocaust (Brown, Pryzwansky, & Schulte, 

2006; Zins, Kratochwill, & Elliott, 1993). In response to this need, Gerald Caplan developed a 

model whereby experts in children’s mental health could consult with practitioners to help them 

serve the children in need of counseling services (Buysse& Wesley, 2005). Caplan defined 

consultation as a “voluntary, non hierarchical relationship between two professionals who are 

often of different professional groups (e.g. psychologists and nurses) and is initiated by the 

consultee for the purposes of solving a work-related problem” (Brown, Pryzwansky, & Schulte, 

2006). Caplan believed that the goals of consultation were two-fold: to help the consultee assist 

the client and to better enable the consultee to handle similar challenges in the future (Brown, 

Pryzwansky, & Schulte, 2006). The consultation model is characterized by a triadic relationship 

between the consultant, the consultee, and the client (Friend & Cook, 2007). Consultancy 

relationships are also voluntary in nature (Brown, Pryzwansky, & Schulte, 2006; Friend & Cook, 

2007). The consultation model is now applied beyond the mental health field in business and in 

education (Friend & Cook, 2007).  

Researchers have also begun to encourage the use of the consultation model in early 

intervention. Buysse and Wesley (2005) define what early childhood consultation could look like 

when applied in schools, with families, and with colleagues. They view consultation as an 

indirect service model that moves in a linear fashion through eight distinct stages from “gaining 

entry” to “selecting goals” to “evaluation” (Buysse& Wesley, 2005). In early childhood special 

education, the consultation model is becoming increasingly important as more general education 

classrooms are becoming inclusive of children with disabilities (Dinnebeil&McInerney, 2001).  

Coaching is another model of collaboration that grew out of business, athletics, teacher 

education, and adult learning (Buysse& Wesley, 2005). In the fields of business and athletics, 

coaching attempts to enhance performance and increase levels of commitment (Kinlaw, 1999). 



 

 8 

As in consultation, coaching relationships aim to help the learner acquire problem-solving skills 

through dialogue with the coach (Kinlaw, 1999). Feedback is integral to the coaching process, 

and coaches must learn to give feedback in meaningful ways (Kinlaw, 1999).  

Hanft, Rush, and Shelden have published materials to help EI providers “coach” families 

in natural environments (2004). In this model, the aim of coaching families is to “support 

learners in recognizing what they are already doing that promotes learning for a child and to 

assist learners in creating ongoing opportunities for the child when the coach is not present” 

(Hanft et al., 2004). The coaching process is collaborative, performance-based, context-driven, 

reflective, and reciprocal (Hanft et al., 2004). Hanft et al. purport that the coaching process 

should include initiation, observation, action, reflection, and evaluation phases (2004). Unlike 

the consultation model, one does not progress through the stages in a linear manner. The 

coaching process might instead be viewed as circular (Hanft et al., 2004).  Like the cognitive 

apprenticeship model, the coaching process includes learner observation of the clinician 

(modeling) and opportunities to practice the new skill while receiving feedback (scaffolding). 

Reflection and evaluation are also important steps that encourage the parent or caregiver to think 

critically about their use of strategies, and they provide an opportunity to problem solve with the 

clinician (Hanft et al., 2004).  

In order to evaluate how widely the family-centeredness models are being implemented, 

researchers have created measures and tools to determine whether providers are engaged in 

traditional, dyadic direct service or if they are working collaboratively with the parents and 

caregivers (Basu, 2007; Brady, Peters, Gamel-McCormick, &Venuto, 2004 ; Campbell & 

Sawyer, 2007; Peterson, Luze, Eshbaugh, Jeon, &Kantz, 2007). These measures required that 

researchers consider which teaching strategies make service delivery family-centered and 

naturalistic. McBride and Peterson developed a tool called the Home Visit Observation Form 

(HVOF) that documents the role of the caregiver, clinician, the content of the session, and 

interaction partners (1997). Each category is coded at 30-second intervals according to 

definitions established by the researchers. Peterson et al. (2007) used the revised HVOF-M to 

document how those roles correspond to levels of maternal/caregiver engagement. Peterson et al. 

found that maternal engagement was likely to be higher when the clinicians used coaching 

strategies, modeling, and observing the mother interact with her child than when clinicians gave 

information through direct instruction (Peterson et al. 2007). The researchers found that overall, 
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very little time was spent coaching parent-child interactions despite the stated philosophy of the 

participant programs (Peterson et al. 2007).  

Campbell and Sawyer (2007) used the HVOF and the Natural Environments Rating Scale 

(NERS) to classify service delivery as traditional or participation based. The authors report that 

the NERS has a similar ability as the HVOF to distinguish between the two types of services; 

however, the NERS does not require coding at thirty-second intervals and instead offers a 

holistic assessment of caregiver-clinician collaboration (Campbell & Sawyer, 2007). At the end 

of a session, the NERS requires the observer to rate the overall participation of the caregiver, the 

setting in which the session occurred, the naturalness of the materials used, and the engagement 

level of the child (Campbell & Sawyer, 2007). The 2007 Campbell and Sawyer study revealed 

that only fifteen of fifty sessions would be classified as “participation-based.” These findings 

were consistent with the Peterson et al. assertion that clinicians spend less time 

supportingcaregiver participation in the session activities.   

In an unpublished dissertation, SemontiBasu developed a measure to assess the quality of 

collaboration between clinicians and the families they serve by using Rasch modeling (2007). 

Basu’s measurement system uses logistic regression to compute the likelihood that high-quality 

clinician-family collaboration will occur by considering a) the observed clinician-family 

behaviors b) the tendencies of the person performing the rating and c) the frequency of the 

observed behaviors (2007). The Triadic Implementation Ratings System (TIRS) system offers a 

psychometrically valid way to evaluate caregiver-clinician interactions.  

These measurement studies are beginning to help the EI community determine whether or 

not services are family-centered yet they do not detail specific “how-to” coaching strategies that 

clinicians could use to facilitate parent and caregiver involvement. Until leaders in the field can 

articulate how EI professionals can involve caregivers into their interventions, clinicians may 

continue to be challenged by the shift from dyadic to triadic family-centered services. Although 

the coaching and consultation literature has begun to define possible strategies that may 

caregiver participation and learning, there is a lack of empirical information regarding which 

appear to be the most frequently used by clinicians who are trained in family-centered routines 

based interventions.  Therefore, the purpose of this study is to define and document eleven parent 

coaching or instructional strategies that are currently used by a sample of EI professionals who 

have additional training in family-centered intervention, and to initiate a study of the differential 
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impact of specific strategy use upon the role of the caregiver during the sessions. This work will 

also begin to examine whether certain routines (play, caregiving, or literacy activities) lend 

themselves to higher or lower levels of caregiver role. The research questions are as follows:  

1. Is the eleven-component instructional strategy coding system a suitable way to 

account for adult learning strategies used with caregivers during home visits? 

2. Does a five-point rating of caregiver proximity, attention, communication, and 

participation define a caregiver’s role within a triadic intervention? 

3.  Which of the eleven coaching strategies are employed most frequently? 

4. Which family routines are used most frequently? 

5. Are specific coaching strategies associated with high levels of caregiver roles? 

6. Are specific routines are associated with high levels of caregiver roles? 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 11 

CHAPTER 2  
METHOD 

 
2.1Participants 

 

Participants included four early intervention service providers for children and families 

receiving Part C services in the state of Illinois. The participating clinicians were employed by 

the University of Illinois-Chicago’s Child and Family Development Center (CFDC). Of the four 

clinicians, Mark was a speech-language pathologist (SLP), Samantha was a developmental 

therapist (DT), Rebecca was a physical therapist (PT), and Danielle was an occupational 

therapist (OT). Each provider holds a Master’s degree in his or her discipline and is licensed and 

credentialed in the state of Illinois. The four providers were trained to implement family-centered 

services in natural environments during the years 2004-2008. The four providers attended a total 

of eleven days of training (spread across six occasions) and participated in weekly meetings to 

discuss and reflect upon their implementation of a family-centered, routines based service 

delivery model. The trainings included the following: content on how to interact with families as 

a consultant who aims to strengthen the caregiver-child relationship, how to provide ongoing 

assessment and intervention according to the families’ goals, and how to collect and use 

information about the families’ everyday routines to guide intervention. These trainings included 

the use of video examples of family-centered clinicians working with culturally diverse 

families.Participants also included eight families of children with or at risk for delays in any 

domain that renders them eligible for Part C services. Table 1 displays the families’ demographic 

information.  

 
Table 1: Family Demographics. 
Provider Family Child Diagnosis Ethnicity 
      

Samantha 1 Mixed Dev. D/O African -American 
   2 Developmental Delay Caucasian 

Danielle 3 Developmental Delay Caucasian 
  4 Down Syndrome Hispanic 

Mark 5 Down Syndrome Caucasian 
  6 Developmental Articulation D/O Caucasian 

Rebecca 7 Developmental Delay African -American 

  8 Specific Developmental Delay Hispanic 
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2.2 Data Collection 
 

The video data from the University of Illinois-Chicago (UIC) were collected in the years 

2007-2008 as part of a project aiming to assess implementation of family-centered services in the 

natural environment (FCNE). The acquisition of informed consent for this study was obtained by 

researchers at UIC and included Juliann Woods, a member of the research team at UIC and 

Florida State University. The families consented to videotape typical 45-60 minute home-based 

sessions with their usual provider. The CFDC principles encouraged providers to teach 

caregivers to embed strategies into play and caregiving routines using toys and materials found 

in the home. Therefore, a parent or caregiver was present during the sessions and was 

encouraged to participate in the routines. The sessions were scheduled to be videotaped every 

two to three weeks. For the purposes of this study, the investigator chose clinician-family dyads 

for whom video data was collected at least three times, each video four and six weeks apart. In 

order to keep the number of families and the number of probes constant, the investigator selected 

two families per clinician with three probes each.  

 

2.3 Coding Schemes and Coder Training 
 

The video data were analyzed on three dimensions. First, the data were coded for 

caregiver coaching strategies using a set of definitions initially defined by Woods in 2007 and 

refined by the first author for this study. The taxonomy was largely drawn from sociocultural and 

adult learning theory, but the definitions are tailored to typical interactions between caregivers 

and early interventionists. The coaching strategies range in degrees of directiveness and include 

the following categories: Conversation and Information Sharing (CIS), Demonstrating (DEM), 

Direct Teaching (DT), Caregiver Practice with Feedback (CPF), Observation (OB), Guided 

Practice with Feedback (GPF), Problem Solving (PS), Child-Focused (CF), Joint Interaction 

(JI), and Other (O). 

CIS involves back and forth conversations between a provider and a caregiver regarding 

child and family updates, concerns of the caregiver, or topics related to the child’s development. 

DEM is a strategy that occurs when a provider explains a strategy as he or she performs the 

strategy, providing the caregiver with a demonstration. DT occurs when the provider explains a 
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strategy or rationale behind a strategy to the caregiver. CPF happens as the caregiver practices as 

a strategy while receiving feedback from the provider. OB occurs when the caregiver interacts 

with the child and the provider watches. GPF occurs when the provider and caregiver interact 

jointly with the child, but to be considered GPF, the segment must include feedback that helps 

the caregiver use strategies as effectively as possible. PS segments involve problem-solving and 

brainstorming between the provider and the caregiver. The caregiver must take at least one turn 

in the problem-solving exchange in order for the segment to be coded as PS; together, the 

provider and caregiver must take three turns discussing the problem or challenge. Periods of CF 

occur when the provider interacts directly with the child without interacting with the caregiver. JI 

is used to describe periods when the provider and caregiver interact collaboratively with the 

child; however, unlike GPF or CPF, no feedback is given. O occurs when the provider is not 

present in the room, is behind the camera, is talking about a topic other than the child or family, 

or is interacting with the child’s sibling. Coaching strategies are coded at thirty-second intervals. 

 Routines coding was used to document the activity settings of the intervention sessions 

by using a system developed for the Family-Guided Routines Based Intervention (Woods, 

Kashinath, & Goldstein, 2004). The seventeen possible routines are either play-based, pre-

academic, caregiving-related, or involve family and community routines. Appendix I contains 

more detailed descriptions of each routine. Judgments on routine category also occurred at thirty-

second intervals. Finally, caregiver roles were coded on a five-point ordinal scale. This coding 

system bears some similarity to the maternal engagement coding employed by Peterson et al. 

(2007). The Peterson study rated maternal engagement on a scale of 1 to 6 where the caregiver 

was uninterested in the activity or was doing something else at a 1, and where they were 

extremely interested and involved at a level 6. Because it can be difficult to make a 

determination about another person’s level of interest, for the purposes of this study, caregiver 

participation was analyzed in terms of the role the caregiver plays during each interval. The five 

categories include not present (0),intermittent observer (1), observer (2), actor (3), and leader 

(4). Unlike the Peterson study that coded maternal engagement at ten minute intervals, this study 

examined the caregiver’s role at thirty-second intervals in order to compare levels of caregiver 

role with the routine and coaching strategy that co-occurs with it.  

Ten minute video segments were coded at a time. First, a coder watched a ten-minute 

segment and coded for routines and caregiver role. Next, the coder reviewed the same ten-minute 
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segment a second time in order to code for caregiver coaching strategies. This process continued 

until the entire session was coded for routines, caregiver engagement, and caregiver coaching 

strategies. 

An undergraduate coder was trained on the three protocol across five training sessions. 

During the first session, the undergraduate coder and graduate investigator (the first author) 

discussed each caregiver coaching definition and practiced watching video clips side by side. 

During the second session, the undergraduate coder and the graduate investigator again practiced 

together.  Between training sessions, the undergraduate coder practiced coding several ten-

minute segments to be compared with the results of the graduate investigator during the next 

meeting. During the third session, the graduate student introduced the caregiver role and routine 

definitions. Between sessions, they practiced segments until the kappas on each dimension 

reached the criterion .6.  

 
2.4 Ongoing Reliability 

 

Reliability checks on each of the three coding elements were conducted on thirty percent 

of the video data. Videos for reliability were selected randomly among each family-clinician 

dyad; because data for each family-clinician pair included three videos, one was randomly 

selected to be coded for reliability. Reliability on each of the three coding schemes (routine, 

coaching strategies, and caregiver roles) was calculated using kappa coefficients in order to 

account for chance agreements. Kappas for routines ranged between .74 and .89 with a mean of 

.82. Kappas for coaching strategies ranged from .68 to .92 with a mean of .75. Kappas for 

caregiver role ranged between .6 and 1.0 with a mean of .71.  

 

2.5Data Reduction and Analysis 
 

Descriptive statistics including frequencies and crosstabulations were used to examine the 

data. Frequency analysis revealed that several coaching strategies were more commonly 

occurring than others, and that some strategies were used very rarely. CIS, JI, GPF, and CF were 

the most commonly occurring; together they accounted for over 75% percent of the data points. 

Because the other categories were infrequently occurring, they were aggregated into 
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conceptually similar categories. For instance, DT and DEM were combined because they both 

involve giving specific information about strategies and development to the caregiver. CPF and 

GPF were combined because they share the common element of feedback on the caregiver’s 

performance and both occur within the context of a routine and involve practicing strategies. OB 

and JI were combined because they both require the two adults to be attending to routine 

together, differing only in the number of turns taken by the clinician and the caregiver; neither 

include the provision of feedback. Routine level data and caregiver roles were not reduced. 
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CHAPTER 3 
RESULTS 

 

3.1 Coaching Strategy Use 
 

Once the coaching strategies were recoded, the percentages of overall strategy use were 

calculated (see Table 2). Joint Interaction (JI) was the most commonly occurring category at 

31.47 %. Guided Practice with Feedback (GPF) was the next most commonly occurring strategy 

at 23.31 %. Other frequently used strategies include Conversation and Information Sharing 

(CIS), Child-Focused (CF), and Other (which includes times when the clinician and caregiver 

discuss topics unrelated to the family, or times when no single code occupied the bulk of the 

thirty second interval). Direct Teaching (DT) and Problem Solving (PS) were used less 

frequently at 4.10 and .61 % respectively. 

 

Table 2.  Coaching Strategy Use:Percent of Overall 

Data.

 

3.2 Routine Use 
 

Descriptive analysis revealed that Play with Objects was the most commonly used 

routine, accounting for almost one-third of all intervals (See Table 3). Physical Play followed in 

frequency at 20.14 %, then closely by Other at 18.51 % (which includes times during which no 

 

C o a ching Strategy  Percent  

  

Joint Interaction  31.47  

Guided Practice with Feedback  23.31  

Conversation and Information Sharing  16.64  

Child Focused  16.13  

Other  7.65  

Direct Teaching  4.10  

Problem Solving  0.61  
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other clear routine was established). Feeding Related routines (7.18%), Transition (6.76%), and 

Reading with Books (4.94%) occurred with some frequency. Other caregiving routines like 

Dressing, Hygiene, and Medical/Comfort were rarely used, as were routines involving Pretend 

Play, Social Games, and Songs and Rhyme.  

 

Table 3: Routine Use: Percent and Frequency of Overall Data. 

Routine P

  

Play with Objects 3
0.16 Physical Play 2
0.14 Other 1
8.51 Feeding Related 7
.18 Transition 6
.76 Reading with Books 4
.94 Pretend Play  3
.26 Songs and Rhyme 3
.08 Fluid Play 2
.75 Hygiene Related 0
.98 Medical/Comfort Related 0
.79 Dressing Related 0
.65 Social Games 0
.65 Chores 0
.09  

3.3 Caregiver Role Frequencies 
 

Levels of Caregiver Role data were as follows: Not Present (3.6%), Intermittent observer 

(4.3%), observer (33.0 %), actor (33.9%), and leader (25.2%). This data indicated that the 

caregivers were largely present and involved during the sessions in this study. 

 

3.4 Caregiver Role within Coaching Strategies 

 

Crosstabulations revealed relationships between levels of caregiver role (observer, actor, 

leader) and the main coaching strategies. Table 4 displays this data Caregivers played all three 

roles in CIS, though they were leaders (39.2 %) more commonly than observers (26.9 %) or 

actors (33.9 %). During DT and CF, caregivers were primarily observers (62.5% and 81.91%, 
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respectively). During GPF, caregivers were most likely to play the role of an actor (47%). Roles 

were evenly split between actor and leader during episodes of PS, but as noted earlier, this was 

an infrequently occurring coaching strategy, so its relationship to caregiver role should be 

interpreted cautiously. During JI, caregivers were most likely to be leading the interaction 

(40.2%).  

Table 4: Caregiver Role Within Coaching Strategies. 

Coaching 
Strategy Observer Actor Leader Total 

Conversation 
and Information 

96 121 140 357 

 
26.90% 33.90% 39.20% 100.00% 

Direct Teaching 55 31 2 88 

 62.50% 35.20% 2.30% 100.00% 

Guided Practice 
with Feedback 

187 235 78 500 

 37.40% 47.00% 15.60% 100.00% 

Problem Solving 3 5 5 13 

 23.10% 38.50% 38.50% 100.00% 

Child Focused 240 52 1 293 

 81.90% 17.70% 0.30% 100.00% 

Joint Interaction 144 251 266 661 

 21.80% 38.00% 40.20% 100.00% 

Other 75 31 48 154 

 48.70% 20.10% 31.20% 100.00% 

Total 800 727 540 2067 

  38.70% 35.20% 26.10% 100.00% 

 

3.5Caregiver Role within Routines 

 

Crosstabulations between Caregiver Role and Routines indicated that several routine 

categories contained high levels of Caregiver Roles (See Table 5). Feeding Related routines, 

Reading with Books, Hygiene Related routines, Songs and Rhyme, Social Games, and Other had 

higher percentages of caregivers acting as leaders than as actors or observers. Because Hygiene 

Related Routines, Social Games, and Songs and Rhyme were infrequently viewed, these 
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relationships must be interpreted cautiously. However, both Feeding Related Routines and 

Reading with Books were coded more than one hundred times, making these relationships more 

easily interpretable. Routines with lower caregiver roles include Play with Objects, Transitions, 

and Pretend Play, each with the highest percent of the data falling in the observer category.  

 

Table 5: Caregiver Role within Routine. 

     
Routine Observer Actor Leader Total 

     

Other 132 114 138 384 
 34.40% 29.70% 35.90% 100.00% 
     
Play with Objects 265 214 146 625 

 42.40% 34.20% 23.40% 100.00% 
     
Physical Play 171 205 48 424 
 40.30% 48.30% 11.30% 100.00% 
     
Medical/Comfort 8 8 0 16 
 50.00% 50.00% 0.00% 100.00% 

     
Transition 60 54 30 144 
 41.70% 37.50% 20.80% 100.00% 
     
Feeding Related 34 33 71 138 
 24.60% 23.90% 51.40% 100.00% 

     
Reading with Books 40 25 41 106 
 37.70% 23.60% 38.70% 100.00% 
     
Hygiene Related 0 0 21 21 
 0.00% 0.00% 100.00% 100.00% 

     
Dressing Related 4 9 0 13 
 30.80% 69.20% 0.00% 100.00% 
     
Songs and Rhyme 12 17 25 54 
 22.20% 31.50% 46.30% 100.00% 

     
Fluid Play 27 30 2 59 
 45.80% 50.80% 3.40% 100.00% 
     
Social Games 4 4 6 14 
 28.60% 28.60% 42.90% 100.00% 

     
Pretend Play 43 14 12 69 
 62.30% 20.30% 17.40% 100.00% 
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3.6 Clinician Level Data 

3.6 a Coaching Strategy Use 

 

The four providers used the coaching strategies with variable amounts of frequency (See 

Figure 1). Danielle used GPF 35.6 % of the time and JI 34.9 % of the time. She also engaged in 

CIS 13.1 % of the time. Mark’s sessions were mostly spent in JI (37.5 %), but were also divided 

between CF (22.5%), CIS (17.1 %) and O (16.2 %). Rebecca’s time was most often spent in GPF 

(32.7 %). She also used CIS (21.3 %), CF (15.2 %), and JI (14.6 %). Rebecca was the only 

clinician who used DT extensively (10.8 %). Samantha used JI (38.8 %) most frequently though 

she also employed CF (20.8 %), CIS (15.7 %), and GPF (15.3 %).  

 

 

Figure 1: Coaching Strategies By Provider. 
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3.6 b Routine use 

 

The providers in this sample also varied by which routines were used the most frequently 

(See Figure 2). Rebecca clinician spent a large portion of time (59.3 %) in Physical Play. The 

other three providers, however, spent the largest percent of their intervals in Play with Objects 

with their children and families. Danielle and Mark spent a significant portion of time (13.2 and 

13.5 % each) on Feeding Related routines, whereas Rebecca and Samantha spent only a very 

small percentage of time in that routine. Only Mark spent more than ten percent of the time on 

Reading with Books. The four providers spent between 16 and 20% of the time in the category 

Other, which included talk unrelated to the child and family, or times when the clinician was out 

of the room, behind the camera, or interacting with a sibling. Three of the providers spent similar 

amounts of time in Transitions (6.7 %, 9.9 %, and 7.6 %); Rebecca spent much less time in 

Transition routines, but this clinician spent the preponderance of time in Physical Play and did 

not appear to move as frequently between routines.  

 

Figure 2: Routine Use by Provider. 
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3.6 c Caregiver Role 

 

 Each clinician had different distributions of caregiver role, as depicted in Figure 

3. Danielle’s families were coded as actors 43 % of the time. They were coded as leaders 21.2 % 

of the time and observers 25.9 % of the time. Mark’s families were coded as observers 48 % of 

the time, leaders 35.4 % of the time, and actors 16.6 % of the time. Rebecca’s data indicated a 

split between actors (48.1%) and observers (45.5) with the leader category coded 6.4% of the 

time. Samantha’s data was the most evenly split between observer (38.7%) actor (35.2%) and 

leader (26.1%).   

 

 

 

Figure 3. Caregiver Role by Provider. 
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CHAPTER 4 
DISCUSSION 

 

4.1 Coaching Strategies 

 

The data indicates that this group of providers is generally working with families in a 

triadic manner. As a whole, the providers only spent 16.13% of their time interacting with the 

child directly, indicating that they were working with both the child and caregiver as 

recommended by the DEC and the OSEP workgroup’s principles (“Research Priorities,” 2008; 

“Workgroup on Priniciples,” 2007). Compared to the data from the 2007 Peterson et al. study in 

which 51% of all interactions were characterized as child-focused, this small set of providers is 

performing markedly better at interacting as a triad with caregivers and children. This sample 

also performed better than the sample in the Campbell and Sawyer 2007 study in which 70% of 

sessions were classified as being traditional or child-focused. Unlike the participants in the other 

studies, however, these providers received explicit training on family-centered routines-based 

interventions.  

The providers in this study relied primarily on three main strategies, JI, GPF, and CIS. 

The heavy use of JI (31.47%) illustrates that providers and caregivers were working 

collaboratively with the child. The frequent use of GPF indicates that not only were the three 

parties collaborating together, but that the clinician offered suggestions and feedback in the 

context of a routine to help the caregiver encourage the child’s development. GPF offers an 

opportunity for the clinician to scaffold for the caregiver, increasing or minimizing support as 

needed. GPF fits within andragogical and sociocultural models because the learning is situated in 

a real-world context (Knowles, 1973; Rogoff, 1990). And in concert with apprenticeship and 

coaching models, GPF offers the caregiver feedback on what was done well, and what might be 

improved upon. Levels of caregiver role within GPF reflect the balanced role of the clinician and 

caregiver because the caregiver was an actor most often (47.6%).  

CIS constituted another important percentage of session intervals (16.5%), a value 

commensurate with the clinicians who were categorized as being family-centered or 

“participation-based” in the Campbell study (2007). Clinicians who were classified as 

participation-based engaged in conversation 12.15% of the time (Campbell & Sawyer, 2007).  

CIS is a valuable coaching strategy it allows the clinician to gather information about the needs 
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and concerns of the family and it offers an opportunity for the caregiver to share details about the 

child’s progress. CIS is a context in which to support the family by actively listening, asking 

questions, and learning about the family’s priorities. Given the reciprocal nature of a 

conversation, it is a good opportunity for the clinician and caregiver to take turns offering 

information in support of the child and family. This category offered caregivers an important 

opportunity to lead (39.2%).  

While these providers spent a large portion of the time interacting with the caregiver in 

coaching interactions, they also spent roughly 16% of the time interacting with the child directly 

without the involvement of the caregiver. These providers used CF less frequently than the Part 

C providers in the Peterson study (2007) who interacted directly with the child during 50.79% of 

all intervals.  Definitional differences prohibit direct comparisons to the Campbell and Sawyer 

(2007) data. In the present study, intervals of CF interactions could occur when the caregiver was 

physically present but not participating. This behavior might have been coded as “caregiver 

observing” in the Campbell study, but according to the codes employed here, it would be 

considered child-focused. 

 Any session within a natural environment may involve moments when the caregiver 

must temporarily exit, perhaps to answer a phone or to check on a sibling. In these cases, the 

clinician needs to interact directly with the child. Yet in general, working in accordance with 

family-centered models of service delivery should minimize periods of child-focused 

interactions. In this sample, intervals of CF occurred when the caregiver was present, but did not 

take any turns in the interactions. Providers might assume that caregivers are watching them 

model a strategy, but without explicit talk about what they are modeling, the caregiver might not 

learn the strategy that the clinician is intended to demonstrate.  

Direct Teaching, the strategy in which explicit developmental information or strategies 

were shared with the caregiver, was infrequently occurring (4.1%). This data is similar the 

findings of the Campbell and Sawyer study (2007).  The participation-based providers in the 

Campbell study found that providers “explained” information to caregivers during 5 % of all 

intervals. It might be helpful for providers to consider using this strategy with some regularity 

because giving adults specific information can help the caregiver see why a particular strategy is 

important, or how it relates to supporting their child’s development. As noted earlier, adults’ 

motivation to learn is often related to their ability to ascertain why learning a skill is important to 
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their lives (Knowles, 1973). It is therefore important that providers explain content explicitly 

enough for caregivers to understand its relevance to their child’s development and to their lives. 

Only Rebecca, a physical therapist, used this strategy with regularity. She often explained why 

putting the child in certain positions would strengthen the child’s muscles or how stretches 

would increase the child’s mobility. This information was given to the caregiver in the context of 

the family and child’s routine and it focused on the building the caregiver’s capacity to further 

support their child’s development. Intervals of DT are not characterized by high levels of 

caregiver role, with caregivers typically acting as observers (62.5 %) because this strategy aims 

to offer information to caregivers about child development and strategies.  

Problem-Solving received very little use in these sessions, even though the importance of 

active reflection is stressed in both the adult learning (Bonk & Kim, 1998) and coaching 

literature (Hanft, Rush, &Shelden, 2004). In order to be coded as PS, the clinician and the 

caregiver had to take a combined total of three turns in the thirty-second interval. Because these 

exchanges do not necessarily take up a large amount of time (they can be completed within five 

or ten seconds), it is not reasonable to expect a large percentage of session time to be devoted to 

Problem-Solving. Instead it is more appropriate to look at the number of PS occurrences. Data 

from these four clinicians indicates that several sessions did not include any instances of 

Problem-Solving and that only five of the eight families were engaged in problem-solving with 

the provider. One important goal of family-centered early intervention is to empower family 

members to generate solutions to the challenges they face (Turnbull et al., 2007). Problem-

solving is one manner in which to address this goal. There are times when it is appropriate for a 

provider to offer the caregiver ideas about how and when to use strategies in a manner consistent 

with Direct Teaching. Yet prompting a caregiver to combine and apply knowledge of their child 

with the provider-taught information about development to solve problems is an important way 

to help the caregiver generate their own valuable ideas to help their child learn and grow.  

It is important for providers and researchers to consider which coaching strategies are 

currently being used, and what an ideal combination of strategies would be in order to best 

support children and families. Both the coaching and adult learning literature claim that learners 

need to have input into what they are learning (accomplished by using PS and CIS). Learners 

also need to know why they are learning and how it is important to them (accomplished with DT 

and CIS), and their learning needs to be situated in real life contexts with opportunities for 
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practice (GPF). This suggests that a combination of strategies might be best suited to adult 

learners, though this mix could vary from clinician to clinician and family to family. What the 

literature makes clear, though, is that adults need opportunities for both reflection and practice 

(Hanft, Rush, &Shelden, 2004) If providers only engage in JI and child-focused strategies, the 

learners lack feedback on their practice, reflection on how and when to use strategies, and 

instruction about why strategies can be helpful to them.  

 

4.2 Routine Use 

 

The overall routine data indicate that these providers and families overwhelmingly 

engage in Play with Objects and Physical Play over all other routines. While routines certainly 

depend on the interests of the child and family as well as the developmental stage of the child, it 

is important to diversify routines in order to better program for generalization (Kashinath et al., 

2006, Woods &Kashinath, 2007). If providers use only play routines, they miss opportunities to 

show caregivers that children learn throughout the day, in each and every routine. Furthermore, 

restricting interventions to a limited number of routines prevents providers and caregivers from 

exploring ways to facilitate the child’s growth in his or her diverse natural environments.  

The case for using diverse routine types is strengthened by evidence that certain 

caregiving routines are associated with higher levels of caregiver involvement than some play 

routines. Caregivers took a leading role 50.4% of the time during Feeding Related Routines. By 

contrast, caregivers took a leading role 23.4% of the time during Play with Objects and only 

11.3% of the time during Physical Play. This percentage of leading behavior was higher for 

Feeding Related Routines than any other routine category. Other caregiving routines like 

Dressing, Hygiene, and Medical/Comfort related had only a few instances of occurrence, so it is 

difficult to make statements regarding how caregivers participate in those routines. Future 

analyses might provide more evidence regarding how caregiving routines can be used to 

facilitate caregiver learning and participation. It is logical that caregivers comfortably lead in the 

activities for which they are responsible each and every day. Many people may play with their 

children, but caregivers might be solely responsible for feeding the child, changing his or her 

diapers, or handling respiratory and feeding equipment.  
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Researchers have indicated that children learn during each of their daily activities, and 

that these routine experiences are of importance to every developmental domain (Bernheimer & 

Keogh, 1995; Woods &Kashinath, 2007).  A 2007 study illustrated that some caregivers used 

language facilitation strategies with more frequency in caregiving routines than in play routines 

(Woods &Kashinath, 2007). Some children also had more turn-taking opportunities in caregiving 

routines than in play routines (Woods &Kashinath, 2007). Each routine provides a child with 

unique chances to practice new skills. A snack routine, for instance could offer the child an 

opportunity to help climb up to her seat, choose a preferred type of food, open a container, ask 

for help if unable to open the container, take turns socially with a caregiver, practice finger 

feeding or manipulating a spoon, signal when she wants more or when she is done. The current 

emphasis on caregiving routines is not intended to undercut the developmental importance of 

play. Play is an essential means by which children learn, and it is an important time for 

caregivers to scaffold for their children. Yet other daily routines provide rich learning 

opportunities for children as well, and if these routines are not targeted during interventions, it is 

unlikely that caregivers will generalize strategy use throughout the day.   

The types of play used by families and providers in this data set were largely limited to 

Physical Play and Play with Objects. Pretend Play and Social Games were used infrequently. 

Social Games like peek-a-boo and tickling likely contribute to social-emotional development by 

establishing social and communicative reciprocity. Pretend play has been extensively explored in 

developmental literature as well as in interventions for children with disabilities (Barton and 

Wolery, 2008). True Pretend Play (feeding dolls, dressing them) may not have been 

developmentally appropriate for some of the younger children in this study, but it important to 

consider helping children expand their play skills at every age.  

Reading with Books was another infrequently used routine in which caregiver were often 

leaders (38.7%), though they observed (37.7%) commonly as well. This split makes sense given 

that book reading requires one adult or the other to take the lead with the child. As such, in 

addition to encouraging early literacy, Reading with Books might offer opportunities for the 

caregiver to lead while the clinician gives feedback or for providers to lead and model new 

strategies as well.  

While choice of routines depends upon the child’s interests and developmental level as 

well as the family’s needs and priorities, it is important that providers make an attempt to 
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diversify the types of routines used in a session. Studies on routines-based interventions required 

their interventionists to select at least one routine from four major categories: play, caregiving, 

pre-academic, and community and family errands (Woods &Kashinath, 2007; Woods et al., 

2004). Providers and caregivers could discuss which routines the child and family prefers, which 

are the most challenging, and which the caregiver believes could help the child develop. Using 

several different routines in a session should enable the provider to help the caregiver generate 

and practice strategies to encourage the child’s development in routines that occur throughout the 

day. 

 

4.3 Caregiver Role 

 

Given that the participant families spent roughly one-third of the intervals as observer 

and actors, and 25 % as leaders, it is clear that this set of caregivers were actively engaged in the 

session activities. When considering a construct like the caregiver’s role in the session, it is 

important to bear in mind that the caregiver’s cultural background and personality might bear an 

influence on the ratings. Some caregivers might be comfortable taking the lead from the 

beginning of intervention. Others may prefer to observe and are less comfortable taking the lead 

from someone whom they view as a professional to whom they owe respect. Levels of caregiver 

role may also depend on the interaction style of the clinician, the clinician’s cultural background, 

and his or her sensitivity to the learning style of the caregiver.  

 

4.4 Provider Tendencies 

 

This set of EI providers appear to show general preferences for coaching strategy use. 

Some give feedback more frequently while others engage in high levels of conversation from the 

beginning. Other providers are more hesitant to give feedback or teach directly, and yet other 

providers begin by using those strategies. While it is not clear what informs the provider’s choice 

of coaching strategy, it does seem that providers tend toward differential strategy use depending 

on the family with whom they work. Samantha, for example, used GPF quite often with Family 

1, but rarely with Family 2.  
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Providers also appear to have preferred routines that might depend somewhat on 

disciplinary training. Rebecca, the physical therapist, used Physical Play quite often. Mark, the 

speech language pathologist, used Reading routines more than the others. The occupational 

therapist, the developmental therapist, and the speech pathologist all used Play with Objects 

more than any other routine. Danielle, the OT, and Mark, the SLP were the only two who made 

substantial use of Feeding routines. Danielle and Samantha, the developmental therapist 

managed to diversify routines, but many caregiving routines were used during one session and 

were not followed upon by subsequent sessions. This set of clinicians could aim to use more 

varied routines, and to expand their use of play from simply playing with an object to 

incorporating elements of pretend play as well as social games. As with coaching strategies, it is 

important to include a variety of routines into a session so that the child and the caregiver have 

multiple opportunities to learn and develop throughout the day.  

 

4.5 Limitations 

 

The generalizability of this study is limited to the small sample size, though the amount 

of data points coded was sizeable and unlike other studies involving home-visit strategies, this 

study analyzed more than one session per provider-family dyad. Furthermore, this data was not 

intended to be generalized to the broader population of EI providers. This group of providers 

received in-service training that other providers have not.  Rather, it is intended to be an 

exploratory snapshot of what a strategies and routines these providers who have been trained in 

FCNE currently use. This study also aimed to preliminarily examine the ability of this coding 

system to capture which coaching strategies are used, and how each strategy appears to be 

associated with levels of caregiver involvement. There is, however, some relationship between 

the coaching strategies and caregiver role by nature of the definitions. For instance, it was not 

surprising that CF was associated with low levels of caregiver role. Yet the fact that these trends 

appeared gives some weight to the coaching definitions themselves.   

Because this coding system is complex and time-intensive, it is not necessarily suitable 

for day-to-day use by providers. However, defining coaching strategies and measuring their use 

is an important first step towards developing a framework by which providers may examine their 
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own practice with families. This data also provides empirical definitions for coaching strategies 

that may be used to train providers.  

 

4.6 Directions for Future Research 

 

  In order to expand the field’s knowledge about coaching families, this coding 

protocol could be used on a wider set of video data to give researchers and providers an 

indication of how providers are interacting with caregivers, not simply whether or not providers 

are operating in natural environments. It would also be worthwhile to examine whether or not 

providers use different ratios of coaching strategies and different types of routines depending on 

the cultural background of the families with whom they serve. Further research could explore 

whether this coding system can be a way to track changes in provider behavior before and after 

trainings on family-centered services and models of coaching.  Furthermore, the coaching 

definitions offered here might comprise a useful framework for training providers in ways to 

interact with, support, teach, and learn from caregivers. 
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APPENDIX 
CAREGIVER COACHING DEFINITIONAL SYSTEM 

 

The caregiver coaching definitional system seeks to analyze interactions between clinicians, caregivers, 
and children who participate in home and community-based early intervention. The coding system 
examines these interactions in three ways. First, the coder watches the routines that the clinician, 
caregiver, and child engage in together. Because early intervention should take place in the activities and 
settings of the child’s natural environment, routines include categories for caregiving (like snack time and 
hand washing), play, and literacy activities. In addition to routines, it is useful to know how the clinician 
is working to coach the parent in implanting new strategies to assist in their child’s development. As such, 
the coder uses the caregiver coaching strategies to identify how the clinician is interacting with parent. 
These strategies come from the literature on adult learning and include categories like direct teaching and 
guided practice. Finally, the definitional system looks at the role that the caregiver plays in the 
interactions with the child and clinician. Sometimes, the caregiver might observe as the clinician 
demonstrates a new strategy. Other times, they might take the lead and practice the newly learned 
techniques. This system helps us gain an understanding of how the three parts of the triad, clinician, mom, 
and child collaborate together.  

Coding Protocol 

 Code for routines and caregiver role together during one pass; watch the session a second time 
and code the instructional strategies. 
 Code at thirty-second intervals.  

 
General Guidelines for Routines Coding 

 
A routine is an interactionin which a child, clinician, and caregiver are participating that has or has the 
potential to have identifiable outcomes, predictable sequence, repetition and turns, and a clear beginning 
and end. 
 
 If child and caregiver are not involved in the same routine, code the routine according to the 

caregiver’s behavior.  
 Code the segment as “No routine” if the caregiver is not present. If you can hear him or her, code 

the routine. Likewise, if the child is not present, code as “no routine.” 
 Onset coded the moment objects/materials for the routine are in view of the camera OR the 

caregiver’s actions change the nature of the activity for at least 3 seconds, whichever occurs first.   
 Switch from transition or no routine when all three parties are ready to begin, and all are involved 

or focusing on the routine.  
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Routine 

 

 

 
Definition 

 

 
Examples 

Play Routines Reflect on the purpose of the activity to 

help differentiate the type of play 

routine.  

 

1. Play with Objects (POC) 
Play with objects that involves 

constructing, manipulating and/or 

exploring materials or textures 

Playing with Play-doh®, 

blocks, rings, sand, bubbles or 

other toys.  

2. Physical Play(PYP) Play activities that involve large body 

movements  

 

 

Running, swimming, going 

down a slide, or playing on a 

rocker/bouncer, climbing, 

crawling, sitting up, rolling 

over.  

3. Pretend Play- (PRE) Imaginative or dramatic play that 

involves enacting an action sequence or 

story  

 

Note: May include objects 

Pretending to be an animal, be 

an action figurine, feed a baby, 

or cook a meal. 

4. Play with Others/ Social 

Games (SOG) 

(Please clarify that play with 

objects, physical play and 

pretend play are all logically 

going to include others as 

well for it to be a routine) 

In this type of play there is turn-taking, a 

predictable sequence, or actions with 

partners. Usually this involves social 

games where each participant has a 

specific role that is potentially reversible.   

 

Note:  May include objects or music. 

Playing tag, playing a game of 

tickle (where there is a tickler 

and ticklee), playing peek-a-

boo (even if you are using an 

object like a blanket), 

playing/singing hot potato or 

Ring-Around-the Rosie (these 

require partners and have 

specific turns) 

5. Bath/Hygiene Related 

(HYR) 

Activities related to ensuring cleanliness 

of child 

Diapering, bathing, hand-

washing, etc. 

6. Medical /Comfort Related 

(MCR) 

Activities related to addressing medical 

equipment, medical procedures, and 

medical information 

G-tube cleaning, breathing 

treatment for child with 

asthma, adjustments to 

wheelchairs, how to do 

positioning; answering 

questions about medical 

procedures, massage, range of 

motion exercises. Pacifiers, 

singing to soothe.  
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7. Dressing Related (DDR) Activities related to dressing and 

undressing 

Putting on or taking off shoes, 

clothes, accessories, etc. 

8. Eating Related (FRR) Activities related to food, feeding, 

eating, swallowing 

Mealtime or snack time 

routines like getting juice, 

setting table, or distributing 

cookies; bottle feeding. 

9. Computer/TV/Video 

(CTV) 

Watching videos or playing games on 

television or computer 

Playing videogames or games 

like those made by Leap Frog® 

for TV/Computer. 

10. Reading with Books 

(REB) 

Any reading activity Reading a recipe, the 

newspaper, a cereal box, books, 

milk carton, looking at a photo 

album.  

11. Songs and Rhymes (SOR) Includes songs where the adult sings to 

the child or the child sings to the adult, 

or where the action is choral and does 

not require turn taking in a predictable 

sequence.  

 

Note: May include objects used as 

instruments. 

Dancing to music, listening to 

music, playing instruments; 

imitation of songs and song 

games. 

12.Writing/Drawing/Fluid 

Play (FLP) 

Art-based or creative activities that 

involve media such as markers/ 

pens/pencils/crayons/paint etc. 

 

Fluid play can be play with water/toys in 

a tub, pouring activities, etc.  

Scribbling, coloring, finger 

painting, painting with 

brushes, etc.  

13. Community/Family 

Errands (CFE) 

Activities that must get done (outside 

the home) in order to maintain family 

functioning.  

Grocery shopping, going to 

doctor’s office, picking up 
prescriptions, going to 

Laundromat. 

14. Chores (C) Activities in- or around the house that 

caregivers have to attend to and that 

may involve children 

Doing the dishes, laundry, 

vacuuming, gardening, feeding 

pets, cleaning, raking leaves, 

etc. 
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15.Recreation/Socialization 
Socialization activities provide the 

family with opportunities to socialize 

with extended family or community.  

Recreational activities are activities that a 

family engages in for fun and often 

include opportunities to socialize. 

Going to church, a community 

fair, a restaurant, grandma’s 
house, playground, taking a 

walk in the neighborhood, 

shopping at Walmart.  

 

 

16. Transition (TRN) 

 
Code as TRN if it is clear 

that they are moving to a 

new routine, regardless of 

the time.  

Caregiver and child are moving from 

one routine to another. In order to code 

as a transition, it must be clear that the 

caregiver, child, or clinician is moving 

toward a new routine. If not, code as No 

Routine.  

May include set-up, movement 

between rooms, collecting 

materials, etc.  

17. No Routine 
Default state and should be coded at the 

beginning of each coding segment when 

caregiver is not interacting with the 

child.  No activity/ break may also be 

coded if sample is finished or a break is 

needed at any time during the sample.  

Caregiver and clinician sit and 

talk while hugging the child.  

   

 

General Guidelines for Instructional Strategies Coding 

 

 These codes represent the interventionists’ behavior or ways in which they teach the caregiver 
strategies to use with the child.  
 Code at thirty-second intervals. 
  If two codes are observed in one segment, code the one that lasts at least 15 seconds.  
 If there are more than one behavior one segment and no single code takes up the majority of the 

time, code the one that is least directive according to the hierarchy that follows.  
 If a strategy lasts for at least 15 seconds, give it a code even if the caregiver leaves immediately 

after the strategy ends.  
 Some sessions include more than one caregiver. During each 30 second segment, decide who the 

“primary” caregiver is, and then code the clinician’s strategy use with that person.   
 If the last segment of the tape is less than thirty seconds, do not code it.  
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1. Conversation and Information Sharing (CIS) 

 

 Caregiver and interventionist ask and respond to each other’s questions.  
 Topics may include early intervention issues, child development, service coordination, behavior 

management, updates on progress, family activities, routines, paperwork questions, or health since the last 
session.  
 If the conversation centers upon issues other than early intervention or the child and seems more like 

chit-chat, code as “Other.” If conversation centers upon a sibling in a way that does not relate to the target 
child, code as “other.”  
 

E.g. Caregiver and clinician talk about the child’s progress in other therapies, at school, what child did 
at the park or grandma’s, new play activities/interests that have emerged. 

 

2. Direct Teaching (DT) 

 

 Aim is to increase caregiver knowledge by sharing information about specific strategies. 

Interventionists may teach verbally or with handouts, visuals, or by watching video taped 

illustrations of the procedure. 

 Child may or may not be present.  
 The interventionist’s role is to share specific and focused information for at least fifteen seconds.  

 

E.g. clinician shares specific information about strategies:  if you help him keep his trunk stable, then he 

is more able to reach for toys. If he isn’t steady, he can’t reach as easily…as I  hold the ball out of his 
reach, he is using his finger to point to it to ask me to throw it to him.”  It could also include instances of 
sharing handouts, materials, visuals with the parent to explain teaching strategies or specific 

information.   

 

3. Demonstrating (DEM) 

 

 Interventionist takes the lead in demonstrating the strategy with the child or in some other way 

while the caregiver observes. The interventionist must make comments to set up the demonstration 

or narrate what she is doing during/after the demonstration in order to code as DEM. If there is no 

description/narration, code as JI.  

 The interventionists’ comments directly describing a strategy to the parent (ie. Let me show you how 
to help him sit independently).  
 The interventionist’s comments do not require a response from the caregiver. The role of the 

caregiver is passive.  
 If caregiver joins into the interaction with the child, code as GPF.  
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E.g., “I’m going to wait three seconds while looking at the ball..Watch me..’Ball’ Wait one, two three.” 
Clinician is giving child few blocks at a time and waits for child to ask for more, then she tells the 

caregiver that she made sure to give the child time to request, and that she metered out small portions of 

blocks to elicit communication; A clinician is using hand-over-hand assistance to help child use a fork to 

pick up her food while describing the strategies she is using to support the child’s hand movements.   

 

 

4. Caregiver Practice with Feedback (CPF)* (See feedback definitions below) 

 

 Caregiver interacts with the child as the interventionist supports the interaction with at least 

one instance of caregiver practice feedback (refer to feedback definitions).    

 The clinician is generally “hands off” the child, and supports the interaction by offering feedback and 
materials while following the caregiver’s lead. Interventionist could hold the child to help support the 
interaction with the parent/caregiver.  
 No real turn-taking between clinician and caregiver since the caregiver is leading.  

 

E.g., Mom is working on pausing to give her child time to take a turn while reading. Mom and the child 

are looking at a book, and mom waits after the child opens the book…The clinician says, “Wow, I heard 
her say doggie and truck… I think the extra time gave her a chance to comment! I love how you paused 
for her! 

 

CPF Feedback: 

 

1. Positive encouragers or comments on performance. Feedback must be specific to the caregiver or 
child’s behavior. e.g., “Great, you gave her enough of a time delay to take a turn!”, “Perfect.. Just what 
we talked about” or “She was really excited when you gave her a choice between two snacks!!” 

 

2. Comments to the child that serve as feedback on caregiver’s behavior. e.g. “Now it’s mom’s turn 
to read to you!” or “You like it when mom imitates your sounds, don’t you? 

 

5. Observing or Data Collection (OB) 

 

 Primary role of the caregiver is to work with the child; the role of the interventionist is to 

observe or gather data. The interventionist does not give specific feedback or suggestions. The 

clinician is not a part of the activity though she may be in close proximity; she does not offer 

comments.  

 Clinician takes two or fewer turns! 
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 Can be used as baseline, assessment of learning or generalization.  
 If clinician is taking notes while talking to caregiver, code as conversation and information sharing.  

E.g., Clinician writes down updates of child progress, is sitting back from the interaction watching 

caregiver feed child.  

 

6. Guided Practice with Feedback (GPF) 

 

 Interventionist and caregiver work as partners with the child, practicing strategies to improve 

child outcomes. There must be at least one instance of GPF feedback (see below) If not, code as 

Joint Interaction.  Clinician’s role is more active and is guiding caregiver actions in the routine.  

 If there is at least one instance of GPF Feedback, code here, if feedback is in the form of an 

encourager or less directive prompt to child, code as CPF.  

 The feedback might be explicit or less direct, but at all times clinician is ACTIVELY involved in the 
routine.  
 Roles are often exchanged in GPF, and multiple turns may be taken.  

 

GPF Feedback Includes: 

 

Specific suggestions about caregiver behavior offered within the context of a routine (if the 
suggestions last more than 15 seconds, code as direct teaching or demonstrating, depending on the case). 
For instance, “specific suggestions” might sound like “maybe you could give her the babydoll so she can 
give everyone a turn with the phone” or “Next time we will pause and wait before saying anything; that 
way, she can initiate.” Other feedback might sound like “Let’s see what happens if you wait a little longer 
before offering her the choice again.”  

 

When you are deciding between CPF and GPF, code as GPF if there is ONE instance of GPF style 

feedback, even if it is accompanied by CPF style feedback like a positive encourager.  

 

E.g. While participating in the interaction clinician suggests that mom let child use fork to pick up food, 

or hold a basket for the child to throw balls, or use a blanket to play peek-a-boo. 

7. Joint Interaction (JI) 

 

 The interventionist and caregiver work as partners with the child. They may take turns, but the 

interventionist does not give any explicit feedback. There must be two interventionist actions or 

comments to count as JI. If not, code as OB. 

 Interventionist involvement does not have to be with words, but can be with actions, instead. If 

clinician is sitting back from the dyad and does not appear to be part of a triad, code as OB.  
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 Caregivers and clinicians might engage in joint interaction while performing an activity or while 
transitioning/setting up another activity. While there is no feedback, the interventionist and caregiver 
must be working collaboratively.  
 

E.g., Clinician and move from one room to the other together for a new activity; clinician joins mom and 

child playing with a baby or while pushing the child on swing at the park; triad could be stacking blocks, 

eating cookies, playing with trucks, and activity when all parties are participating, but with no feedback . 

Feedback isn’t provided because it isn’t necessary or because it simply isn’t offered.  

8. Problem Solving (PS) 

 

 Caregiver and the interventionist consider and discuss strategies to improve routines/outcomes; 

both actors must be involved in this process. Three turns must be taken to qualify as PS. If PS 

occurs, code it even if it does not reach 15 seconds! 

 PS is different from CIS in that the exchange includes evaluating alternatives and brainstorming plans 
specific to the child’s goals and objectives. As the title indicates, the two parties are trying to come up 
with solutions to a problem.  
 PS is usual verbal, but can include simulations or role play.   

 

E.g., Clinician:  Do you think she can help make the sandwich?  Mom:  Oh, and that would force her to 

touch the peanut butter…and you know she doesn’t like to get messy.  Clinician: Maybe if she puts it in 
her mouth, she’ll want to touch it again.    

Clinician:  He seems to roll the ball away from you-I wonder how we can help him roll the ball to you. 

Mom:  maybe if I hold the basket, he can throw the ball into the basket instead of throwing it at the sofa.  

Clinician:  that’s a great idea- and maybe you can say, ready set go to help get his attention. 

 

9. Child Focused (CF) 

 

 The interventionist works directly with the child while the parent is not present or is doing 

something else (on the phone, cleaning up, watching T.V. , etc.) The caregiver may be watching, but 

the clinician makes no attempt to seek their involvement and does not share information. If the 

caregiver says or does two things to participate, code as JI. 

 The caregiver is not focused on the interaction because he or she is occupied by other things or not 
engaged. Caregiver may be sitting and watching close by, but she does not offer comments or participate 
in the activity.  
 If clinician shares any comments about the context or strategy, then code as demonstration.   

 

E.g., Clinician and child take turns stacking blocks, mom is sitting on couch, the tv may be on.  Clinician 

reads a book with child as mom watches.  
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10. Video Feedback and Reflection (VFR) 

 

 Interventionist and caregiver watch a video of themselves interacting with the child, jointly 
reflecting on successes and areas for improvement.  
 

11. Competitive Interaction (CI)  

 

 Caregiver and Interventionist are working with child, but they are not focused on the same goal or 
child-directed activity.  
 In other words, the two adults are out of sync with one another.  

E.g., clinician is trying to get the child to roll the ball and mom tries to get the child to throw it to her, 

clinician wants child to make a choice between cheese and fruit, mom gives the child the snack.  

 

12. Other(O) 

  

 Miscellaneous category. Includes chit-chat unrelated to the child, times when caregiver and 

child are not in the room.  

 Clinician not in the room.  

 Clinician works with a sibling or other child that is not the child in therapy. 

 Time segments do not add up to at least 13 seconds of one code.   

 

E.g., clinician/ mom talk about the weather, weekend activities, traffic, jobs etc. Clinician plays with the 

child’s sibling while mom puts her other child into a high chair. Clinician gets behind camera to adjust it. 
Clinician leaves the room to get some materials. 

Caregiver Roles 

 
Coded every thirty seconds. Should be coded on the same viewing as routines. If two levels of caregiver 
role occur within one thirty-second interval, code the level that presents for at least 15 seconds. When 
coding, consider the caregiver’s role in the triad, not just in interactions with the child.  
 
Turns: A caregiver or clinician turn can be verbal (a comment) or nonverbal (physical support) but does 
not include nods, yeahs, and uh huhs.  
 
(0): Not present: If the caregiver is out of the room but involved in an activity by getting materials or by 
talking about a concern from another room, do not code as NP.  
 
(1): Intermittent Observer: Caregiver is present during session activities but may watch the clinician 
interact with the child from a distance. The caregiver’s attention shifts away from the activity of the 
session to other things, like a television show or something outside the window. The caregiver’s facial 
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expressions may appear to be show disinterest in the session. Code as a one if the caregiver focuses on a 
sibling or other child for at least 15 seconds.  
 
Ex: Mom might sit on the couch, occasionally looking at the TV while the PT works with the child on the 

floor.   

 
 (2): Observer:  Caregiver may be positioned closer to the clinician child dyad or in an open position. The 
caregiver is an observer in the interaction and indicates interest in the session by maintaining a warm, 
positive affect. Caregiver might smile and laugh or encourage the child by saying “Good job,” but he/she 
does not extensively prompt the child or actively participate in the activity. Caregiver may occasionally 
answer a short question, but does not engage in extensive interactions with the child or conversations with 
the clinician.  
 
* Caregiver has two or fewer verbal or nonverbal turns. 
 
Ex: Mom might sit by the child and clinician as they look at an animal book. Mom doesn’t prompt the 
child, but her focus remains on the interaction throughout the thirty seconds. She laughs when the child 

makes monkey noises. Caregiver listens as the clinician explains a strategy; she nods and then wipes the 

child’s nose when necessary.  
 
(3): Actor: Responds and participates when the interventionist includes him or her into activities, but still 
waits for clinician to invite her to the interaction. Participates in conversation with the clinician, though 
he/she often follows the clinician’s lead. The caregiver might help set up activities, and may occasionally 
prompt the child during activities.   
*Caregiver takes three and more turns and clinician takes three or more turns.  
 
Ex.: A PT shows mom how to help her baby roll over. Mom listens to the PT explain the technique and 

joins in when the clinician asks her to take a turn.  

 
(4) Leader: Caregiver leads conversations and activities with the clinician and child. The caregiver and 
clinician might take turns in the activity or conversation, but the caregiver is leading in some way. 
Caregiver might ask questions, request feedback/assistance, or make comments about the child’s 
progress, etc. The caregiver might suggest a new routine or take a leading role in prompting the child.  
 
*Clinician takes two or fewer turns OR caregiver takes more turns than the clinician UNLESS the 
clinician sets up the caregiver’s turns. If clinician sets up caregiver turns, then do not count the “set up” 
turns for the caregiver’s tally.  
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Office of the Vice President For Research 
Human Subjects Committee 
Tallahassee, Florida 32306-2742 
(850) 644-8673 Â· FAX (850) 644-4392 
 
RE-APPROVAL MEMORANDUM 
 
Date: 6/12/2009 
 
To: Mollie Friedman [mkr0461@fsu.edu]  
 
Address: 1504 Argonne 
Dept.: COMMUNICATION DISORDERS 
 
From: Thomas L. Jacobson, Chair 
 
Re: Re-approval of Use of Human subjects in Research 
Adult Learning Stategies in Early Intervention Service Delivery 
 
Your request to continue the research project listed above involving human subjects has been approved by 
the Human Subjects Committee. If your project has not been completed by 6/9/2010, you are must 
request renewed approval by the Committee. 
 
If you submitted a proposed consent form with your renewal request, the approved stamped consent form 
is attached to this re-approval notice. Only the stamped version of the consent form may be used in 
recruiting of research subjects. You are reminded that any change in protocol for this project must be 
reviewed and approved by the Committee prior to implementation of the proposed change in the protocol. 
A protocol change/amendment form is required to be submitted for approval by the Committee. In 
addition, federal regulations require that the Principal Investigator promptly report in writing, any 
unanticipated problems or adverse events involving risks to research subjects or others. 
 
By copy of this memorandum, the Chair of your department and/or your major professor are reminded of 
their responsibility for being informed concerning research projects involving human subjects in their 
department. They are advised to review the protocols as often as necessary to insure that the project is 
being conducted in compliance with our institution and with DHHS regulations. 
 
Cc: Juliann Woods, Chair [juliann.woods@comm.fsu.edu] 
HSC No. 2009.2809 
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