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AbstRACt

Objective: Evaluate the perceptions and views of parents and rehabilitation and special education 
professionals on the family-centredness of care delivered and received.

Design: Descriptive study with comparison of ratings in family-specific teams

Setting: Five paediatric facilities in the Netherlands.

Subjects: Parents of children with Cerebral Palsy and professionals providing their children’s 
rehabilitation and educational services.

Main measures: The Dutch Measure of Processes of Care for families (MPOC-NL) and the 
Measure of Processes of Care for service providers (MPOC-SP). Data were collected and analysed 
per family. 

Results: In total 38 MPOC-NLs and 204 MPOC-SPs were returned. The family-specific team 
analysis of importance ratings yielded significant differences (p <0.05) on all domains between 
parents, rehabilitation professionals and special education professionals. For Enabling and 
partnership (p <0.01) and Specific information about the child (p <0.01), parents considered the 
behaviours to be significantly more important than rehabilitation professionals. The problem-score 
analyses showed that in all domains a considerable amount of parents (19 -38%) did not receive 
the care they deemed important. 

Conclusion: Family-specific analyses of MPOC importance ratings revealed differences in attitudes 
towards importance of specific care behaviours of team members, which subsequently may have 
caused the relatively high incidence of parents not receiving the care they deemed important. 
This underscores the need to explore and attune opinions on what constitutes proper service 
delivery. 



55

fAmily-CentRed CARe in fAmily-speCifiC teAms

4.1 intRoduCtion 

The concept of family-centred care is being advocated in the literature on adequate health-care 
and education for children with disabilities. The guiding principles of family-centred care, 

i.e. the involvement of the child’s parents and siblings, stipulate that information is shared with 
the child’s parents, that teams collaborate with its family and empower the family to make choices 
(King et al., 1999;King et al., 2004;Rosenbaum et al., 1998). In 1996 a consensus definition on 
family-centred care was formulated: “Family-centred service delivery, across disciplines and settings, 
views the family as the unit of attention. This model organizes assistance in a collaborative fashion and 
in accordance with each individual family’s wishes, strengths, and needs.” (Allen & Petr, 1996, p. 64). 
Evidently, this requires parents and professionals to work closely together in specialised teams.

In line with above mentioned consensus definition, true family-centred care means that each 
family can choose its own, optimal service delivery and should, for example, be given options 
with respect to their level of involvement (Law et al., 2003). Different families have different 
preferences when it comes to their involvement in their child’s care. Ideally, professionals should 
be able to recognize and let themselves be guided by the family’s individual preferences, resulting 
in highly individualized care programmes. 

When children with disabilities reach school age, the team’s three main stakeholder groups 
are the parents and the professionals of both the rehabilitation centre and the child’s school 
for special education. In the Netherlands, rehabilitation and special-education facilities are 
separate entities residing under different ministerial departments and thus subject to different 
funding and legislation. This arrangement tends to result in differences between organizations 
according to institutional responsibilities, primary interests of care and the communication of the 
professionals with the parents. As regards the latter aspect, in the Netherlands both organizations 
have acknowledged family-centred care as pivotal to their philosophy of care (Meihuizen- de 
Regt et al., 2003).

Several measures have been developed to evaluate the family-centredness of services for children 
with disabilities (e.g. King et al., 1996;Mahoney & Osullivan, 1990;Murphy et al., 1995;Woodside 
et al., 2001). One of the first is the widely used Measure of Processes of Care (MPOC) (King et 
al., 1997). After having been successfully administered to parent populations a version for service 
providers, the Measure of Processes of Care for Service Providers (MPOC-SP), was developed 
(Woodside et al., 2001). In their recent summary of the literature on the MPOC and MPOC-SP, 
Dyke et al. (2006) concluded that the MPOC is used across countries to assess the professional 
service provision for children with a wide range of disabilities and that it is sensitive to differences 
between care programmes. 

Since the MPOC and MPOC-SP solely measure the extent to which behaviours occur, family’s 
preferences are not included. An accurate measure of family-centred care that acknowledges the 
uniqueness of families, their preferences and needs, should link the occurrence of behaviours 
with the weight specific families attribute to them (van Schie et al., 2004). However, no studies 
are available that included such weighted inventories of MPOC behaviours. Only one study had 
physiotherapists value their family-centred behaviours, which yielded positive ratings and further 
analyses showed that the weights they attributed to Respectful and supportive behaviours explained 
a small but significant amount of the variance of the mothers’ perceptions of the occurrence of 
these behaviours (O’Neil et al., 2001). In conclusion, despite the fact that true family-centred care 
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concerns “custom-made services” for each family, to date only group means for parent (MPOC) and 
professional ratings (MPOC-SP) have been presented and analysed (Bjerre et al., 2004;Granat et 
al., 2002;King et al., 2004;King et al., 1996;Law et al., 2003;McConachie & Logan, 2003;O’Neil 
et al., 2001;van Schie et al., 2004;Woodside et al., 2001). Also, areas for improvement were based 
on the occurrence of behaviour only and not linked to the weight the parties attribute to the 
behaviours (Dyke et al., 2006). 

To accommodate for these limitations we wished to answer the following three questions:

	 How do parents perceive the family centredness of the services received and how do professionals 
perceive their family-centred behaviours during service delivery?

	 Do parents, rehabilitation and special education professionals from the same team have 
concurrent views on the importance of specific family-centred behaviours? 

	 Do parents receive the family-centred care they deem important?

4.2 method

Because of the descriptive nature of the present study, the medical ethics committee of the University 
Medical Center Groningen decided that the study did not require their approval. 

Parents of children with cerebral palsy (aged 4-8) of 5 rehabilitation centres were asked to participate 
in the study. After written informed consent was obtained, the concerning rehabilitation centres 
and special schools were asked to indicate which team members were involved in the care of the 
selected child. To facilitate the inventory and prevent ambiguities we defined a team member 
as a professional who is (a) involved in the treatment of the child, and/or (b) attends the team 
conferences about the child and/or (c) participates in the exchange of information about the child. 
Parents were defined as team members in all cases.  

Parents were mailed information about the study and a copy of the MPOC-NL. If the questionnaire 
was not returned within 6 weeks, a researcher not involved in the child’s care telephoned the 
parents to remind them about the study. 

The rehabilitation and special education professionals involved were also mailed information 
about the study and a copy of the MPOC-SP bearing the relevant child’s name. Six weeks after 
the initial letter all team members received a general reminder per email and after 10 weeks non-
responders were once more reminded by telephone. 

4.2.1 Family-specific teams

For our evaluation we collected the service-delivery data per family. Consequently, the data analyses 
concerned family-specific teams, which consisted of three groups of team members: the parents, 
the rehabilitation professionals and special education professionals. For each family, mean scores 
were calculated for rehabilitation professionals and special education professionals separately. 
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4.2.2 Measures
The Measure of Processes of Care (MPOC-NL) and the Measure of Processes of Care for Service 
Providers (MPOC-SP)

Both the MPOC-NL and the MPOC-SP are designed to determine the extent to which parents 
and professionals perceive the services as family centred. To assess the parents’ perceptions of the 
services’ family-centredness, the Dutch translation of the MPOC (King et al., 1997;King et al., 
1995;van Schie et al., 2004) was used. The service providers’ perceptions were measured using 
the Dutch version of the MPOC-SP (Siebes et al., 2006;Woodside et al., 2001). The MPOC-
NL is a 56-item self-administered questionnaire and the MPOC-SP a 27 item self-administered 
questionnaire. The items of the parent’s questionnaire are categorised in five domains and the items 
of the service provider’s questionnaire in four domains. In both questionnaires all questions refer 
to behaviours occurring during the past year. The responses are given on a 7-point scale ranging 
from “not at all” to “to a very great extent”, with an additional “not applicable” category. Domain 
scores are calculated as the mean of the ratings for the items in the domain. Both the MPOC-NL 
and MPOC-SP are psychometrically strong with good evidence of construct validity with a sound 
confirmation of the domain structure, internal consistency and good reliabilities (Siebes et al., 
2006;van Schie et al.,2004;Woodside et al., 2001).

Crucial to our investigations is that we used the questionnaire for service providers (MPOC-SP) 
as a family-bound measure. In other words, its contents remained unaltered, only the measure’s 
target differed. Rather than gauging the service provider’s treatment population in general, it now 
evaluated their services pertaining to a particular child and its family.

Appendix 4.1 shows the analogy between the MPOC-NL and MPOC-SP domains. Note that the 
MPOC-NL domain “Coordinated and comprehensive care” is not measured in the MPOC-SP. 

 
Importance ratings

To determine and compare the views of the parents and the professionals on the weight of specific 
family-centred behaviours and to establish between-family differences in wishes and needs, we 
supplemented the two measures with importance ratings. In addition to the original item scales 
all participants were also asked to concurrently rate the importance of the behaviour (item) in 
family-centred care provision on a 5-point scale that ranged from 1 (not important) to 5 (very 
important)(Siebes et al., 2006). Importance scores were calculated parallel to the domain scores. 

Match between importance ratings and services received

To determine whether parents had received the family-centred care they considered important 
we dichotomized both the domain and the importance scores. Cut-off scores for both scales 
(received and non-received care vs. important or not important, respectively) were determined by 
consultation with an expert in paediatric care. A mean MPOC-NL domain score ≥ 5 was taken 
to reflect that parents had received care in this domain and scores < 5 they had not. For the mean 
MPOC-NL importance scales per domain scores of ≥ 4 were defined as important and scores < 
4 as not important. When parents had not received the care that they had rated as important, 
this was defined as a “problem”. The following remaining combinations were labelled as “non-
problematical”: (a) important / received, (b) non-received / not important (c) not-important / 
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received. In the subsequent item-specific analysis each item of the identified problem domain(s) 
was examined separately using the same cut-off scores and definitions as used in the domain 
analyses. 

4.2.3 Statistical Analysis

The data were analysed using the Statistical Package for the Social Sciences (SPSS-12). Descriptive 
statistics were calculated for the parents’ and rehabilitation and special education professionals’ 
responses for the MPOC-NL and MPOC-SP domains separately. We did not test the MPOC 
domain scores for group differences because the respondents’ perspectives were different: the 
parents rated the care as delivered by their child’s team, and the rehabilitation and special 
education professionals rated the care they personally provided to a specific family. To determine 
the significance of differences in the importance ratings between members in a team (p < 0.05) we 
used the Friedman test (non-parametric paired analysis). These differences concern the differences 
in scores between parents, rehabilitation professionals and special education professionals from 
the same family specific team. When this yielded a significant effect, the Wilcoxon signed rank 
test was run for multiple comparisons to determine which members differed (p <0.05 with 
Bonferroni correction for multiple testing). We used descriptive frequency analysis to evaluate 
the problem scores. 

4.3 Results

Of the 44 families that participated, 38 (86%) returned valid (see below) questionnaires. With 25 
of the parents it concerned a son, with 13 a daughter. The children’s mean age was 6.9 years (SD 
1.2) and their Gross Motor Function Classification System (Palisano et al., 1997) scores ranged 
from level I to level V (median level II).  

A total of 430 family-bound MPOC-SP questionnaires were sent out to the 172 participating 
professionals of which 204 proved valid for our family-specific analysis. 

The validity criterion for the questionnaires was completion of at least half of the items (MPOC-
NL: ≥ 29; MPOC-SP: ≥ 13) with the response option “not applicable” treated as a valid response 
(King et al., 1995;King et al., 1996). 

The valid questionnaires were filled in by 117 professionals, i.e. 58 rehabilitation professionals 
and 59 special education professionals (a mean of 1.7 questionnaires per professional). The team 
members who filled in the 204 questionnaires represented 10 disciplines, with rehabilitation 
physicians (35, 17%), physiotherapists (33, 16%), special-education teachers (32, 16%), speech 
therapists (28, 14%) and occupational therapists (27, 13%) constituting the largest respondent 
groups. Per family a mean of 5.4 family-bound MPOC-SPs (range: 2-9) were completed. Table 4.1 
presents the MPOC-NL and MPOC-SP response rates for the parents and the professionals. 
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Table 4.1. Response rates of the parents and professionals on the MPOC-NL and MPOC-SP 

Respondents Response of parents and professionals
Response 
(n questionnaires, % of sent out)

Family-specific team analysis1 

(n questionnaires, % of sent out)
Parents 38   (86 %) 38   (86 %)
Rehabilitation professionals 139 (61 %) 114 (50 %)
Special-education professionals 103 (51 %) 90 (45 %)

1 Data of professionals in teams in which parents did not respond on the MPOC-NL were not analysed
MPOC-NL: Dutch version of the Measure of Processes of Care
MPOC-SP: Dutch version of the Measure of Processes of Care for Service Providers

Perceptions on the services provided and received 

Table 4.2 lists the MPOC mean scores and standard deviations (SD) of the parents (five domains), 
the rehabilitation and the special education professionals (four domains). The group means indicate 
that on two of the four concurrent domains the parents, the rehabilitation and special educations 
rated occurrence of behaviours almost identical, while the rehabilitation and special education 
professionals rated the occurrence of item behaviours on Enabling and partnership and Specific 
information about the child somewhat lower than parents (see Table 4.2). 

Table 4.2. Means and standard deviations (SD) of the MPOC-NL and MPOC-SP domains for the 
parents and the professionals

Domain scores Parents Rehabilitation Special education 
n1 Mean SD n1 Mean SD n1 Mean SD

Enabling and partnership 37 5.0 0.9 100 4.1 1.1 85 3.7 1.0
General information 35 3.2 1.3 78 3.2 1.4 69 3.3 1.3
Respectful and supportive 36 5.2 0.9 110 5.4 0.9 85 5.4 0.9
Specific information about the 
child

36 5.2 1.0 105 4.2 1.3 68 4.2 1.6

Coordinated and Comprehensive 37 4.9 0.9
1n varies due to missing data on specific domains
MPOC-NL: Dutch version of the Measure of Processes of Care
MPOC-SP: Dutch version of the Measure of Processes of Care for Service Providers

Comparison of importance ratings

In Table 4.3 the mean scores and SDs of the parents (five domains), the rehabilitation professionals 
and the special education professionals (four domains) on the importance scales are presented. The 
group means indicate that parents, rehabilitation professionals and special education professionals 
rated importance of family centred behaviours almost identical. On three of the four domains the 
parents, the rehabilitation and special educations rated behaviours as important (scores around 4), 
while the parents and rehabilitation professionals rated the item behaviours on Providing general 
information somewhat lower (3.7).
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Figure 4.1. Family-specific team importance scores on the (A) Enabling and partnership domain, (B) 
General information domain, (C) Respectful and supportive domain and (D) Information about the child 
domain. In all graphs n=38
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In Figure 4.1 the data on the mean importance ratings on the four domains are plotted for the separate 
family-specific teams. Each line corresponds to one family-specific team, with a star representing 
the ratings of that team’s parents, a square the mean ratings of the rehabilitation professionals 
and a triangle the mean scores of the special education professionals. On all domains almost all 
team members classified family-centred behaviour between “neutral” and “very important”. Their 
ratings for the domain General information were somewhat lower. 

The figures show a large variation between parents, rehabilitation and special education professionals 
in family specific teams (varying lengths of lines). The Friedman test for paired comparisons in 
family-specific teams identified that these differences between team members were significant on all 
domains (p < 0.05). As Figure 4.1 and Tables 4.3 and 4.4 show, in the teams the parents judged the 
domains Enabling and partnership and Information about the child as significantly more important 
than the rehabilitation professionals did (p< 0.05 bonferonni corrected). Importance ratings for 
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the Respectful and supportive domain were highest for the special education professionals. The two 
professional groups differed significantly on three of the four domains, with higher ratings for the 
special education professionals on all three scales (see Table 4.3). 

Table 4.3. Means and standard deviations (SD) of the importance scores on the MPOC-NL and MPOC-SP 
for the parents and professionals

Importance scores Parents Rehabilitation Special education 
n1 Mean SD n1 Mean SD n1 Mean SD

Importance of Enabling and 
partnership

37 4.2 0.4 100 3.9 0.4 85 4.0 0.5

Importance of General 
information

35 3.7 0.6 77 3.7 0.6 66 4.0 0.5

Importance of Respectful and 
supportive 

36 4.1 0.5 110 4.2 0.4 85 4.4 0.4

Importance of  Specific 
information about the child

36 4.3 0.5 104 3.9 0.5 68 4.2 0.6

Importance of Coordinated and 
Comprehensive

37 4.2 0.4

1n varies due to missing data on specific domains
MPOC-NL: Dutch version of the Measure of Processes of Care
MPOC-SP: Dutch version of the Measure of Processes of Care for Service Providers

Table 4.4. Wilcoxon signed ranks test for multiple comparisons, significance values for the importance 
scales between all relevant groupings.

Multiple comparison Wilcoxon signed rank test (2-tailed exact significance level)
Importance 
Enabling and 
partnership

Importance 
General 
information

Importance 
Respectful and 
supportive

Importance 
Information 
about the child

Parents Rehabilitation 
professionals

0.000* 0.772 0.480 0.000*

Parents Special education 
professionals

0.127 0.016 0.001* 0.304

Rehabilitation 
professionals

Special education 
professionals

0.034 0.001* 0.001* 0.001*

* p<0.0042, significance level Bonferroni post-hoc corrected for multiple comparisons

Relationship between services received and importance ratings

Figure 4.2 depicts the scatterplots of the parents’ domain scores and importance ratings on the five 
domains. The vertical and horizontal lines represent the “problem” cut-off scores. The plots show 
that in four of the five domains most data points are grouped at the right-hand side, reflecting the 
high weights the parents attributed to the items. The data points in the remaining domain (General 
information) were more widely scattered with the data points right of the vertical line and below 
the horizontal line (fourth quartile) depicting the problem areas. In Table 4.5 the problem areas 
are presented as the percentages of parents that did not receive the care they rated as important 
for the five MPOC-NL domains (grey-coloured rows) as well as their separate items (see below). 
In all domains a considerable amount of parents (19% - 38%) indicated not to have received the 
care they thought important. A descriptive analysis revealed that identified “problems” were not 
dependent on child nor on setting.  
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Figure 4.5. Scatterplots of the domain scores and importance ratings of the parents in the five MPOC-
NL domains (n=38 parents). MPOC-NL: Dutch version of the Measure of Processes of Care
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Table 4.5. Percentages of parents reporting “problems” with the family-centredness of services

Item n, parents; 
% Parents

Total n

Enabling and partnership 14; 38% 37
Offer you positive feedback or encouragement (e.g. in carrying out a home 
program)

9; 25% 36

Tell about options for treatment or services for your child 16; 43% 37
Anticipate your concerns by offering information even before you ask 13; 42% 31
Let you choose when to receive information and the type of information you want 9; 26% 35
Provide opportunities for you to make decisions about treatment 11; 31% 35
Consult with you when discussing equipment or services 13; 35% 37
Listen to what you have to say about your child’s needs for equipment, services 
etc.

9; 27% 34

General information 10; 29% 35
Have information available to you in various forms, such as a booklet, kit, video 
etc.

16; 49% 33

Give you information about the types of services offered at the centre or in the 
community

14; 42% 33

Promote family to family gatherings for social, information or shared experiences 11; 32% 34
Provide opportunities for special quests to speak to parents on topics of interest 13; 38% 34
Provide support to help cope with the impact of disability 15; 47% 32
Have information available about your child’s disability (e.g. its causes, how it 
progresses, future outlooks)

20; 59% 34

Provide advice on how to get information or to contact other parents 13; 38% 34
Provide opportunities for the entire family to obtain information 16; 47% 34
Have general information available about different concerns (e.g. financial costs or 
assistance, sexuality)

19; 59% 32

Respectful and supportive 7; 19% 36
Provide a caring atmosphere rather than just give you information 10; 29% 35
Information about the child 13; 36% 36

Notify you about the reasons for upcoming case conferences, meetings etc. about 
your child

9; 25% 36

Coordinated and comprehensive 12; 32% 37
Suggest therapy plans that fit with your family’s needs and lifestyle 9; 28% 32
Take time to establish rapport with you or your child when changes occur in your 
services

10; 27% 37

Discuss with you everyone’s expectations for your child, so that all agree on what 
is best 

11; 29% 37

Provide ideas to help you work with the healthcare ‘system’ 15; 43% 35
Recognize the demands of caring for a child with special needs 9; 25% 36
Show sensitivity to your family’s feelings about having a child with special needs 
(e.g. your worries about your child’s health or function)

11; 29% 37

Make sure you are informed ahead of time about any changes in your child’s care 11; 30% 37
Seem aware of your child’s changing needs as he/she grows 9; 26% 34
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To get more insight into which specific behaviours accounted for the problematical domain scores, 
we identified the item-specific “problems” for those items in which 25% or more of the parents had 
reported dissatisfaction with the team’s behaviour. This yielded 26 items of which seven fell within 
the 16-item domain of Enabling and partnership, all nine items of Providing general information, 
one item of the nine-item domain Respectful and supportive, one of the five items of Information 
about the child and eight of the 17 items of the domain Coordinated and comprehensive care.   
 

4.4 disCussion

The analysis of family-centredness of care in family-specific teams revealed that with respect to the 
importance of family-centred behaviours parents, rehabilitation and special education professionals 
valued specific family-centred behaviours differently, and, more importantly, not all parents received 
the care they rated as important. Notwithstanding that the overall group means on perceptions 
on importance of family-centred behaviours did not differ much between parents, rehabilitation 
and special education professionals. Hence, we can conclude that group means do not provide 
any insight into existing discrepancies between team members that are crucial if family-centred 
care is to be improved. They may give a distorted picture of the actual situation and do not do 
justice to the needs and perceptions of individual families. The results described in this study 
on family specific teams clearly emphasize the need to explore the perception and evaluation of 
family-centred care per family. To be able to provide true family-centred care that is indeed tailored 
to individual families, professionals in paediatric services need to make an accurate inventory of 
each family’s specific wishes and needs. 

The findings and conclusions we have drawn from our family-specific analysis of family- centred 
care delivery do warrant some cautionary notes. First of all, we analysed and presented the results 
of the various professional team members as team scores. However, the teams’ compositions 
differed considerably because the physical, psychological, social and educational needs of the 
children were diverse. Hence, the MPOC-SP team means were computed from the scores from 
varying professions, which could have affected the outcomes.

Secondly, in our study we studied 38 family- specific teams, which provided care to parents and 
children with Cerebral Palsy in the Netherlands. The relatively small sample size and the specific 
setting, namely children with Cerebral Palsy and Dutch paediatric rehabilitation should be taken 
in consideration when generalizing the data to other settings or cultures. Additional research with 
a broader scope in a larger sample is required to be able to correctly generalize to other settings. 
However, the new proposed method of analyses per family can be applied in various settings. 

Finally, the literature mentions several problems in relation to the MPOC parent ratings. Parents 
have reported difficulties with judging the behaviours of health-care providers, especially when 
there were more caregivers involved. If one of these professionals exhibited “extreme” behaviour, this 
complicated their judgment (van Schie et al., 2004). Furthermore, parents found it very difficult 
to distinguish between the care delivered by the rehabilitation facility and the care provided by 
other services (van Schie et al., 2004). We accordingly suggest future researchers to have parents 
assess the family-centredness of the behaviours of members of the rehabilitation centre separately 
from their assessment of the school for special education teachers’ service delivery. Ideally, parents 
should rate each team member involved in their child’s care separately. 
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Although we have no reason to doubt the use of the MPOC-SP for individual families, it should 
be noted that we were the first to do so and no reference data were available. A practical problem 
that arose during the investigations was that at the time they needed to complete the scales some 
professionals had very recently been involved with the child and family and consequently decided 
that because of the short contact time they had with this child and family they could not fill in 
this particular MPOC-SP, which resulted in missing data. Also notable was the considerable 
amount of missing data due to the rehabilitation professionals and special education professionals 
frequent use of the “not applicable” option. We conclude that it would be worthwhile to include 
this response category of the MPOC-SP in the analyses since it could provide more insight into 
why professional respondents tick it so often. Was the item not suitable or not appropriate for 
that particular family or did it not apply to the respondent’s professional role and was the item 
therefore not applicable? Rather than treating “not applicable” responses as missing data, the 
proposed subdivision could foster our understanding of how professionals interpret the MPOC 
behaviours and, more importantly, how they see their role in providing this aspect of care.

Despite above-mentioned cautionary notes the results in this study revealed important implications 
for clinical practice. In clinical practice and optimisation of care delivery we should keep in mind 
that one of the core principles in family-centred care is that each family should be seen as a unique 
entity and that it are the needs and preferences of each specific family that should guide the way 
services are delivered (Bailey, 1995;Dyke et al., 2006;King et al., 2004;Rosenbaum et al., 1998). 
Based on our findings on importance ratings we believe that in our attempts to advance family-
centred care, we should focus more on the way services are geared to each parent’s preferences and 
how we can optimise the individualisation of service designs, rather then using group as a reflection 
of the family-centredness of organizations and family-centred services in clinical practice.

Combining the MPOC with importance ratings could be very useful in this process of 
individualisation of service design. Firstly, our study showed that parents differed between 
themselves according to what they found important in the provision of family-centred care 
(illustrated in Figures 4.1). They labelled all MPOC items as important but differed with respect 
to the degree of importance of certain behaviours. Although the range of parents’ ratings was not 
large, they did vary, especially in the domain General information. In the literature several factors 
have been mentioned that are associated with or tend to affect MPOC ratings. These include 
the age of the child, parental stress level, whether the families are urban or rural, severity of the 
child’s disability, ethnicity, satisfaction with services and service design (Dyke et al., 2006). The 
differences found between our parent ratings can be a reflection of one or more of the above-
described factors.

 The most important finding in our study is that the service receivers and service providers differed 
considerably in what they deemed essential in family-centred care. In two of the four domains 
(Enabling and partnership and Information about the child) the parents’ values were significantly 
higher than those of the rehabilitation professionals and in one domain (Respectful and supportive) 
the parents had significantly lower values than the special education professionals. These differences 
between team members in attitudes towards optimal service delivery complicate the evaluation and 
optimisation of care. This underscores the need to explore and attune opinions on what constitutes 
proper service delivery if collaboration between families and service providers is to be enhanced. 
Thus, at the beginning of each child’s treatment parents and the professionals involved should 
define, personalise and document the desired and required care. In the course of the treatment 
service, provision needs to be monitored, jointly evaluated and regularly adapted to keep meeting 
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the changing needs of the child and its family. The use of a combination of MPOC occurrence 
and importance ratings, as evaluated in the present study, may be helpful in optimising paediatric 
care programmes. 

Our family-specific identification of problem areas in family- centred care also showed that despite 
the fact that policy makers and service providers acknowledge and endorse the importance of 
family-centred principles, there are still quite a few aspects that warrant improvement as Figure 4.2 
illustrates. Our domain and especially the subsequent item problem analyses clearly showed that a 
considerable number of parents did not receive (part of ) the care they rated as important. In the 
General information domain the perception of the care received proved not geared to the weight 
the parents attached to these specific services. In the two domains that had received the highest 
parental importance ratings (Enabling and partnership and Specific information about the child) 
we also found high problem rates. The differences we observed between parents and professionals 
in the appreciation of which care aspects are important could be the cause of this relatively high 
incidence of problems. Evidently, importance ratings could serve as a guiding tool in improving 
the clinical practice. Attuning the views of parents and the professional team members on the 
essential behaviours will improve the focus of care. 

It should be noted that in the problem analyses per domain, percentages were based on the mean 
occurrence and importance ratings of all items and in this calculation extreme values on specific 
items were averaged. Because we used cut-off scores, these extremes were not taken into account. 
This is illustrated by the problem analysis of the General information domain: domain-score 
analyses showed 29% of the parents to not receive the care they had rated as important, whereas 
the item-specific analyses revealed much higher percentages (Table 4.5). To identify which areas 
of the family-centred care merit improvement, we therefore recommend an item-by-item scrutiny 
of the MPOC and importance ratings. 

4.5 CliniCAl messAGes

	 Rehabilitation teams and families do not always rate the family-centred nature of team care 
the same.

	 In some instances, rehabilitation teams are not addressing problems the family consider 
important.

	 Group mean scores that are similar hide considerable discrepancies between family perceptions 
and team perceptions.

4.6 ACknowledGements

The current study was conducted as part of the PERRIN (Paediatric Rehabilitation Research in 
the Netherlands) research programme. 

The authors are indebted to all the families, the five rehabilitation centres Center for rehabilitation- 
Beatrixoord, Het Roessingh, Revalidatie Friesland, Blixembosch and Sophia Revalidatie as well as the 
schools for special education Mytylschool Prins Johan Friso, Educational centre Het Roessingh, School 
Lyndensteyn, Mytylschool Eindhoven and Mytylschool de Piramide for taking part in the study. 



67

fAmily-CentRed CARe in fAmily-speCifiC teAms

We especially thank Grieke Olijve for her help with the data collection in this sub study and 
her enthusiasm and commitment to the ProCP study. We would also like to thank Annemarijke 
Boonstra for her critical comments on earlier drafts of the manuscript and Pieter Dijkstra for his 
statistical support. 

We gratefully acknowledge the Netherlands Organization for Health Research and Development 
(grant number 1435.0011) and the National Rehabilitation Fund for funding the research project 
as well as for their co-operation.

4.7 RefeRenCes

Allen, R. & Petr, CG. (1996). Toward developing standards and measurements for family-
centered practice in family support programs. In Redefining family support: Innovations in 
public- private partnerships, eds. Singer, G., Powers, L., & Olson, A., pp. 57-86. Paul H. 
Brookes, Baltimore.

Bailey, D. B. (1995). Individual and team consensus ratings of child functioning. 
Developmental Medicine and Child Neurology 37, 246-259.

Bjerre, I. M., Larsson, M., Franzon, A. M., Nilsson, M. S., Stromberg, G., & Westbom, 
L. M. (2004). Measure of Processes of Care (MPOC) applied to measure parent’s perception of 
the habilitation process in Sweden. Child: Care, Health & Development 30, 123-130.

Dyke, P., Buttigieg, P., Blackmore, A. M., & Ghose, A. (2006). Use of the Measure of 
Process of Care for families (MPOC-56) and service providers (MPOC-SP) to evaluate family-
centred services in a paediatric disability setting. Child: Care, Health & Development 32, 167-
176.

Granat, T., Lagander, B., & Borjesson, M. C. (2002). Parental participation in the 
habilitation process--evaluation from a user perspective. Child: Care, Health & Development 28, 
459-467.

King, G., King, S., Rosenbaum, P., & Goffin, R. (1999). Family-centered caregiving and 
well-being of parents of children with disabilities: Linking process with outcome. Journal of 
Pediatric Psychology 24, 41-53.

King, G. A., Rosenbaum, P. L., & King, S. M. (1997). Evaluating family-centred service using 
a measure of parents’ perceptions. Child: Care, Health & Development 23, 47-62.

King, S., Rosenbaum, P., & King, G. (1995).The Measure of Processes of Care MPOC.  
Hamilton, Ontario, Canada, Neurodevelopmental Clinical Research Unit, McMaster 
University and Chedoke-McMaster Hospitals. 

King, S., Teplicky, R., King, G., & Rosenbaum, P. (2004). Family-centered service for 
children with cerebral palsy and their families: a review of the literature. Seminars in Pediatric 
Neurology 11, 78-86.

King, S. M., Rosenbaum, P. L., & King, G. A. (1996). Parents’ perceptions of caregiving: 
development and validation of a measure of processes. Developmental Medicine and Child 
Neurology  38, 757-772.



68

ChApteR 4

Law, M., Hanna, S., King, G., Hurley, P., King, S., Kertoy, M., & Rosenbaum, P. (2003). 
Factors affecting family-centred service delivery for children with disabilities. Child: Care, 
Health & Development 29, 357-366.

Mahoney, G. & Osullivan, P. (1990). Early Intervention Practices with Families of Children 
with Handicaps. Mental Retardation 28, 169-176.

McConachie, H. & Logan, S. (2003). Validation of the measure of processes of care for use 
when there is no Child Development Centre. Child: Care, Health & Development 29, 35-45.

Meihuizen- de Regt, M. J., De Moor, J. H. M., & Mulders, A. H. M. (2003). 
Kinderrevalidatie,  ed. van Gorcum, Assen.

Murphy, D. L., Lee, I. M., Turnbull, A. P., & Turbiville, V. (1995). The Family-Centered 
Program Rating-Scale - An Instrument for Program-Evaluation and Change. Journal of Early 
Intervention 19, 24-42.

O’Neil, M. E., Palisano, R., & Westcott, S. L. (2001). Relationship of therapists’ attitudes, 
children’s motor ability, and parenting stress to mothers’ perceptions of therapists’ behaviors 
during early intervention. Physical Therapy 81, 1412-1424.

Palisano, R., Rosenbaum, P., Walter, S., Russell, D., Wood, E., & Galuppi, B. (1997). 
Development and reliability of a system to classify gross motor function in children with 
cerebral palsy. Developmental Medicine and Child Neurology 39, 214-223.

Rosenbaum, P., King, S., Law, M., King, G., & Evans, J. (1998). Family-centred service: a 
conceptual framework and research review. Physical and Occupational Therapy in Pediatrics 18, 
20.

Siebes, R. C., Ketelaar, M., Wijnroks, L., van Schie, P. E., Nijhuis, B., Vermeer, A., & 
Gorter, J. (2006). Family-centred services in the Netherlands: validating a self-report measure 
for paediatric service providers. Clinical Rehabilitation 20, 502-512.

van Schie, P. E., Siebes, R. C., Ketelaar, M., & Vermeer, A. (2004). The measure of 
processes of care (MPOC): validation of the Dutch translation. Child: Care, Health & 
Development 30, 529-539.

Woodside, J. M., Rosenbaum, P. L., King, S. M., & King, G. A. (2001). Family-centered 
service: developing and validating a self-assessment tool for pediatric service providers. 
Children’s Health Care 30, 237-252.



69

fAmily-CentRed CARe in fAmily-speCifiC teAms

AppendiX 4.1- CoRRespondinG domAins

Table A4.1. Corresponding domains of the MPOC-NL (parents) and the MPOC-SP (service providers)

Domain MPOC-NL (number of items) MPOC-SP (number of items)
Enabling and partnership Enabling and partnership (16) Showing interpersonal sensitivity 

(10)
General information Providing general information (9) Providing general information (5)
Respectful and supportive Respectful and supportive care (9) Treating people respectfully (9)
Information about the child Providing specific information 

about the child (5)
Communicating specific 
information about the child (3)

Coordinated and comprehensive 
care

Coordinated and comprehensive 
care (17)

MPOC-NL: Dutch version of the Measure of Processes of Care
MPOC-SP: Dutch version of the Measure of Processes of Care for Service Providers
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