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Objective: This study examined the strength of the relationship between parents’ perceptions of family-

centered, professionally provided caregiving and their emotional well-being (feelings of distress and depres-

sion). This was done in the context of other factors that might affect well-being (child behavior problems,

coping strategies of parents, protective factors in the social environment, child factors related to disability,

and family factors).

Method: We asked 164 parents of children with nonprogressive neurodevelopmental disorders (primarily ce-

rebral palsy, spina bifida, or hydrocephalus) to complete a series of instruments measuring the constructs

of interest.

Results: Structural equation modeling showed that more family-centered caregiving was a significant pre-

dictor of parents’ well-being. The most important predictors of well-being were child behavior problems

and protective factors in the social environment.

Conclusions: Services are most beneficial when they are delivered in a family-centered manner and address

parent-identified issues such as the availability of social support, family functioning, and child behavior

problems.

Key words: professional caregiving; parent emotional well-being; children with physical disabilities; family-centered

service.

Parents of children with disabilities are more likely
to experience depression and distress than are other
parents, but there is considerable variability in
their emotional well-being (Cadman, Rosenbaum,
Boyle, & Offord, 1991; Kronenberger & Thompson,
1992). The role of family-centered caregiving by ser-
vice providers (hereafter referred to as “caregiving”)
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has not been examined systematically as one of the
many factors that may affect parents’ emotional
well-being (Rosenbaum, King, Law, King, & Evans,
1998). Family-centered care involves ensuring that
parents have ultimate control over decision mak-
ing, treating parents respectfully and supportively,
and providing parents with needed information
(King, King, & Rosenbaum, 1996). Studies have
looked at factors affecting the emotional well-being
of parents of children with disabilities but have not
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looked at the role of family-centered care in pre-
dicting well-being and have not examined a com-
prehensive set of variables (e.g., Kronenberger &
Thompson, 1992; Quittner, Glueckauf, & Jackson,
1990; Wallander et al., 1989¢). The purpose of the
present study was to determine whether (and to
what extent) family-centered caregiving helps to
lessen the feelings of distress and depression that
some parents experience in raising a child with a
disability. Determining the relative importance of
factors in predicting parents’ well-being will help
service providers direct their efforts to benefit
parents.

Initial Conceptual Model

Our model of the factors affecting the well-being of
parents of children with disabilities was based on a
risk and resilience model proposed by Wallander to
account for the differential adaptation of mothers
of children with physical disabilities (Wallander et
al., 1989c¢). Wallander’s model contains risk factors
(parameters of the child’s disability, functional care
strain, and psychosocial stress) and resistance fac-
tors that ameliorate mothers’ negative response to
the stress of having a child with a disability (social-
ecological factors such as social support, intraper-
sonal strengths, and coping). Our process-outcome
model (see Figure 1) categorizes factors in a process-
outcome framework, while retaining Wallander’s
risk and resilience conceptualization. The model
contains (a) prognostic indicators (demographic
factors and disability parameters, which are both
risk factors); (b) professional caregiving process (a
protective factor); (c) mediating variables, which are
a combination of risk and protective factors (social-
ecological factors, psychosocial life stressors, and
parents’ coping strategies); and (d) parental out-
comes (satisfaction with care and parent emotional
well-being).

Specific Causal Pathways/Hypotheses Tested

Here we define the eight constructs in our model
and briefly cite evidence for their links to the other
constructs (as indicated by the arrows in Figure 1).

1. Demographic factors (parents’ education, em-
ployment, and family income). We hypothesized
that better demographic factors (higher education,
etc.) would be related to (a) fewer psychosocial life
stressors (after Wallander, Varni, Babani, Banis, &
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Wilcox, 1989b), and (b) better parent emotional
well-being (after Sloper & Turner, 1993).

2. Disability parameters (child’s functional de-
pendence and severity of disability). We hypothe-
sized that lower levels of disability would be related
to (a) fewer psychosocial life stressors (after Wal-
lander et al., 1989a), and (b) parents’ perceptions
of caregiving as more family-centered (after King,
Rosenbaum, & King, 1995).

3. Caregiving process. We expected that more
family-centered caregiving would be related to (a)
social-ecological factors (i.e., better family function-
ing and higher satisfaction with social support), (b)
decreased life stress (psychosocial life stressors), (c)
higher satisfaction with services (after King, King,
and Rosenbaum, 1996), and (d) better emotional
well-being.

4. Social-ecological factors. We postulated that
the presence of these factors (specifically, better
family functioning and greater social support)
would be associated with (a) fewer psychosocial life
stressors (after Tausig, 1992; Wallander et al.,
1989b), and (b) better parent emotional well-being
(after Kronenberger & Thompson, 1992).

5. Psychosocial life stressors (child behavior
problems and day-to-day burden). We hypothesized
that fewer life stressors would predict better well-
being (after Quittner et al., 1990).

6. Coping strategies. We hypothesized that the
use of fewer coping strategies would be associated
with (a) the presence of social-ecological factors
(after Margalit, Raviv, & Ankonina, 1992), and (b)
better parent emotional well-being (after Barakat &
Linney, 1995).

7. Satisfaction with care. We hypothesized that
higher satisfaction would be related to better parent
emotional well-being.

8. Parent emotional well-being. Decreased well-
being consists of symptoms of depression (sadness,
inactivity, difficulty in thinking or concentrating,
feeling dejected or hopeless), distress (being worried
or troubled), or the state of stress (physical or men-
tal tension).

Structural Equation Modeling

We used structural equation modeling (SEM) to ex-
amine (a) the relationship between parents’ percep-
tions of caregiving and their emotional well-being,
and (b) the roles played by a wide range of other
factors in mediating this relationship or directly
predicting well-being. Structural equation modeling
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Figure 1. Conceptual model of factors influencing psychosocial outcomes for parents of children with disabilities.

is a popular analytical technique in the social sci-
ences (Goffin & McLennan, 1997) and ideally suited
to the aims of this study. It provides a measure of
overall model fit and incorporates error in measure-
ment into the model (Peyrot, 1996). It allows the
simultaneous consideration of multiple pathways
between constructs and therefore allows researchers

to test a relatively complex theory in a single analy-
sis (Goffin & McLennan, 1997). The path coeffi-
cients that emerge often reveal a system of relations
between latent constructs that would be far from
obvious on the basis of a visual inspection of zero-
order relations. Latent variables are typically opera-
tionalized by employing two or more directly mea-



sured variables in such a way that only variance
common to all the indicators is used to represent a
construct (i.e., extraneous variance is “partialled”
out of the model).

Method
Participants

Participants were mothers and fathers of children
on the caseloads of six publicly funded children’s
rehabilitation centers in Ontario, Canada. The 20
children’s rehabilitation centers in Ontario com-
prise the Ontario Association of Children’s Rehabili-
tation Services, which has endorsed and adopted a
family-centered service philosophy involving part-
nership between parents and professionals, sup-
portive and respectful treatment, and information
exchange (Rosenbaum et al., 1998). Families were
enrolled in the study if they (a) had a child between
3 years and 5 years, 11 months with a nonprogres-
sive neurodevelopmental disorder (cerebral palsy,
spina bifida, or hydrocephalus), (b) had received
services from the center for at least six months, and
(c) were able to speak, read, and write English. Data
were obtained from 175 parents (a return rate of
85%, based on the number of initially consenting
parents who actually did participate). Due to miss-
ing data, the final sample consisted of 164 parents
(103 mothers and 61 fathers of 109 children with
disabilities).

Instruments

Demographic Factors. Education was measured using
an 8-item checklist, employment status was a di-
chotomous variable, and family income was mea-
sured using a 7-item checklist.

Disability Parameters. There were three indicators
of disability parameters: (1) functional indepen-
dence of child (measured by the WeeFIM; Msall,
Mallen, Rogers, Catanzaro, & Duffy, 1991); (2) num-
ber of services currently received by the child (an
indicator of severity of disability), measured by a
checklist; and (3) number of current health or de-
velopment problems of the child (an indicator of
severity), measured by a checklist. The WeeFIM is
a widely used measure of the functional status of
children ages 6 months to 8 years that measures
burden of care. The WeeFIM has been used exten-
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sively with children with physical disabilities and
has excellent test-retest reliability and good concur-
rent validity (Msall et al., 1996). All three indicators
were keyed so that higher scores on this construct
indicated less complex child needs.

Caregiving Process. Caregiving process was mea-
sured using five indicators corresponding to the
Measure of Processes of Care (MPOC) scales (King,
Rosenbaum, & King, 1996): Enabling and Partner-
ship, Providing General Information, Providing
Specific Information About the Child, Coordinated
and Comprehensive Care for the Child and Family,
and Respectful and Supportive Care. The MPOC is
a 56-item questionnaire measuring parents’ percep-
tions of the extent to which important behaviors of
health care professionals occur (i.e., the extent to
which rehabilitation services are delivered in a fam-
ily-centered manner; see King, Rosenbaum, & King
1996). Test-retest reliabilities range from .78 to .88
for the five scales, and the internal consistency reli-
abilities range from .81 to .96. Higher scale scores
indicate better care in the eyes of parents.

Social-Ecological Factors. There were two indica-
tors: (1) the General Functioning scale of the Family
Assessment Device (FAD; Epstein, Baldwin, &
Bishop, 1983) and (2) the Satisfaction with Social
Support score from the Social Support Question-
naire-6 (SSQ6; Sarason, Sarason, Shearin, & Pierce,
1987). The FAD is a 53-item scale measuring seven
dimensions of family functioning. The General
Functioning Subscale has satisfactory internal con-
sistency (Cronbach’s alpha = .86) and good concur-
rent validity (Byles, Byrne, Boyle, & Offord, 1988).
The Satisfaction with Social Support score from the
SSQ6 measures the adequacy of social support. The
SSQ6 has excellent test-retest reliability (r = .85),
internal consistency (Cronbach’s alpha = .96), and
concurrent validity (Sarason et al., 1987). Higher
scores on this construct indicated less adequate
social-ecological support.

Psychosocial Life Stressors. There were eight indi-
cators: (1) the Mastery, Financial Impact, Personal
Strain, and Familial/Social scale scores from the Im-
pact on Family Scale (IOF; Stein & Riessman, 1980),
and (2) the Conduct Disorder, Hyperactivity Disor-
der, Emotional Disorder, and Somatization scale
scores from the Survey Diagnostic Instrument (SDI;
Boyle et al., 1987). The IOF is a 24-item scale that
yields a total score and four subscores measuring
impact on various components of family life. It has
adequate internal consistency (Stein & Riessman,
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1980). The SDI provides measures of four behavioral
and emotional problems (listed above) and has ade-
quate test-retest reliability (87% agreement) and ad-
equate internal consistency (Boyle et al., 1987).
Higher scores on this construct indicated the pres-
ence of more life stressors.

Coping Strategies. The three subscales of the Cop-
ing Health Inventory for Parents (CHIP; McCubbin,
1991) were used: (1) Family Integration, Coopera-
tion, and an Optimistic Definition of the Situation;
(2) Maintaining Social Support, Self-Esteem, and
Psychological Stability; and (3) Understanding the
Health Care Situation Through Communication
With Other Parents and Consultation With the
Health Care Team. The CHIP scales have adequate
internal consistency (Cronbach’s alpha = .71 to .79)
and satisfactory concurrent validity (McCubbin,
1991). Higher scores on this construct indicated
better coping (i.e., the use of fewer coping be-
haviors).

Satisfaction With Care. The Client Satisfaction
Questionnaire (CSQ; Larsen, Attkisson, Har-
graves, & Nguyen, 1979) is an 8-item standardized
measure of satisfaction with high internal consis-
tency (Cronbach’s alpha = .93) and adequate con-
current validity. Higher scores indicated greater
satisfaction with care.

Parent Emotional Well-being. There were three in-
dicators. The first was the Global Severity Index
from the Symptom Checklist-90-Revised (SCL-90-R;
Derogatis, 1992), which has good test-retest reliabil-
ity (estimates range from .78 to .90), good internal
consistency (Cronbach’s alpha = .77 to .90 for the
subscales), and satisfactory concurrent validity (De-
rogatis, 1992; Tennen, Affleck, & Herzberger, 1984).
The second indicator was the total score from the
Centre for Epidemiological Studies Depression Scale
(CES-D; Radloff, 1977), which is a 20-item “state”
measure of depression assessing the frequency and
duration of cognitive, affective, and behavioral
symptoms during the past 1-week interval. Ac-
cording to Radloff (1977), the measure has adequate
test-retest reliability (estimates range from .51 to
.67) and satisfactory internal consistency (Cron-
bach’s alpha = .84 to .90). The third indicator was
a one-item measure of stress. Parents were asked to
indicate, using a 5-point scale, “the degree to which
caregiving by the center has affected the amount of
stress and worry you experience in caring for your
child (in the past year or less).” The test-retest relia-
bility of this question is acceptable (a weighted
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kappa of .67; King et al., 1995). Lower scores on this
construct indicated better well-being.

Procedure

Parents were invited to participate by their child’s
rehabilitation center. Consenting parents were
mailed the MPOC, which they returned by mail.
The MPOC was given first to ensure that percep-
tions of caregiving did not affect the completion of
the other measures. One month later parents were
sent standardized questionnaires about their child,
family, and emotional well-being, which they also
returned by mail. Four to six weeks later, during a
home interview, a research assistant obtained back-
ground information about the child and family, and
administered the WeeFIM.

Approach to Structural Equation Modeling

We conducted SEM using the LISREL 8 statistical
program (Joreskog & Sorbom, 1993). LISREL uses
maximum likelihood estimation, which is the stan-
dard method of estimating free parameters and fit
criteria (Hoyle & Panter, 1995). Reciprocal paths
were not estimated in the model since predicting
such two-way effects often leads to difficulties in de-
termining models with adequate fit (Hayduk, 1987).

Results
Description of Families

Most respondents (85.3%) were from two-parent
families, considered English to be their first lan-
guage (95.6%), and lived in urban settings (85.3%).
The majority (64.3%) had a family income between
$30,000 and $75,000 and most mothers (58.7%)
and fathers (57.8%) had beyond a high school edu-
cation. Their children with disabilities ranged be-
tween 3 and 6 years and had an average of 3.3
health or development problems. The primary
problem was a diagnosis of cerebral palsy (63.3%),
followed by a diagnosis of spina bifida or hydro-
cephalus (16.6%). The majority (65.1%) of these
children received between five and seven kinds of
rehabilitation services. Most (68.8%) received ser-
vices on at least a monthly basis, and most (89.9%)
had been visiting their rehabilitation center for at
least two years.



46

Preliminary Analyses

We performed hierarchical regression analyses on
key outcome measures to determine whether moth-
ers and fathers from the same couple could be
treated as independent cases. Family variables and
MPOC scores were included as predictors and en-
tered as one block. Intraclass correlation coefficients
on the residuals from these analyses were low (.10
to .17), indicating that mothers and fathers re-
sponded independently to the questionnaires. No
threats to the veracity of the findings on the basis
of distributional assumptions were evident.

Structural Equation Modeling

The Measurement Model. Table I presents the mean
scores, standard deviations, and zero-order correla-
tions between the directly measured variables. The
development of a measurement model is often rec-
ommended as a first step in conducting SEM (An-
derson & Gerbing, 1988). A measurement model
specifies how the directly measured variables are
related to the latent variables. Accordingly, using
confirmatory factor analysis, we examined the indi-
cators for each construct statistically to determine
whether they did in fact lgad significantly on the
expected latent variables (Joreskog, 1993). Three in-
dicators of satisfaction with care (substantively
grouped subsets of the CSQ items) were created to
provide multiple indicators for the measurement of
the satisfaction construct.

Testing the fit of the measurement model led to
three refinements to the conceptual model pre-
sented in Figure 1. First, the stress variable was
found to have low empirical relationships with the
other variables measuring parental well-being. Con-
sequently, stress was treated as a separate variable in
the analysis of the structural model. Second, con-
firmatory factor analysis indicated that caregiving
was better represented by two rather than five indi-
cators from the MPOC measure (Providing General
Information and Providing Support; these two indi-
cators together contained all 56 MPOC items).
Third, the psychosocial life stressors construct was
divided into two constructs: burden and child be-
havior problems.

The final measurement model was acceptable,
suggesting that the indicators of the latent variables
did operationalize each construct adequately. The
estimates of model fit were x?(280) = 559.53, p <
.01; root mean square error of approximation
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(RMSEA; see Steiger, 1990) = .08; Tucker-Lewis In-
dex (TLI; see Tucker & Lewis, 1973) = .84; relative
noncentrality index (RNI; see Goffin, 1993) = .87.
The loadings of the directly measured variables on
the latent variables are presented in Table II, along
with standard errors for the freed parameters in the
model and error variances for all parameters. All
loadings were substantial in magnitude, signifi-
cantly different from zero, and had valences consis-
tent with expectations, indicating that the latent
variables were adequately operationalized by the di-
rectly measured variables.

The Structural Model. A structural model was
then specified, in which we indicated (a) exogenous
variables (those not caused by any other latent vari-
able; namely disability parameters, demographic
factors, and coping strategies), (b) endogenous vari-
ables (those caused by other variables; namely,
social-ecological factors, burden, child behavior
problems, caregiving process, stress in dealing with
the center, satisfaction with care, and parent emo-
tional well-being), and (c) the pathways between
the latent variables. Following standard SEM meth-
odology, the pathways in the initial structural
model were proposed on the basis of existing theo-
ries and logical inferences. Since the measurement
model led to refinements in the constructs, the pre-
dicted pathways were not identical to those pro-
posed in Figure 1. Further, we revisited the question
of directionality and refined our model so that child
behavior problems predicted social-ecological fac-
tors (rather than the reverse). All theoretically justi-
fiable paths were initially included and remained in
the model to the extent that they were supported
by the analyses (Silvia & MacCallum, 1988).

Our final model (see Figure 2) had adequate
goodness of fit, x2(309) = 634.09, p < .01; RMSEA =
.08; TLI = .83; RNI = .85. One parameter (error vari-
ance of the Providing Support indicator) was con-
strained at zero in order to obtain a proper solution
in accordance with conventional SEM recommen-
dations (van Driel, 1978). The ellipses in Figure 2
indicate the latent constructs, and the numbers
above the solid lines represent standardized path
coefficients reflecting the strengths of the pre-
sumed causal effects. For example, the .66 coeffi-
cient between caregiving and satisfaction with care
indicates a .66 standard deviation increase in satis-
faction for every increase of one standard deviation
in the perception of caregiving. All pathways in Fig-
ure 2 were statistically significant. Following stan-
dard SEM conventions, the short, dashed arrows
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Figure 2. Path diagram of factors influencing psychosocial outcomes for parents of children with disabilities. Parameter estimates (path
coefficients) are based on a solution in which all latent and directly measured variables were stabilized. The exogenous variables in the
model are Coping, Disability, and Demogrphic. The short, dashed arrows symbolize “disturbance terms” (error variances of the endoge-
nous variables). They refer to the amount of variance in the endogenous latent variables that is not explained by the structural equa-
tion model.

Coping = coping strategies of parents; Disability = child factors related to disability; Demogrphic = characteristics of family; Care-
giving = parental perceptions of caregiving; SocEcolog = protective factors in the social environment; Burden = parents’ perceptions
of the impact of the child’s disability; ChldBehProbs = child behavior problems; SatCare = parents’ satisfaction with care provided by
the rehabilitation center; Stress = parents’ perception of stress experienced in dealing with the rehabilitation center; ParWellBeing =
parents’ feelings of depression and distress.



50

symbolize “disturbance terms” (i.e., the amount of
variance in the endogenous variables not explained
by the model).

Statistically Significant Pathways

In this section, we relate the findings to the predic-
tions made when we specified our structural model,
using the refined constructs indicated by the mea-
surement model.

Demographic Factors. We predicted relationships
with child behavior problems, burden, parent
stress, and parent emotional well-being. The pres-
ence of better demographic factors (higher educa-
tion, etc.) was associated with both fewer behavior
problems and decreased burden.

Disability Parameters. We predicted relationships
with child behavior problems, burden, and parents’
perceptions of caregiving. Lower levels of disability
were associated with both less burden and percep-
tions of caregiving as more family-centered.

Caregiving Process. We predicted that caregiving
would affect social-ecological factors (i.e., family
functioning and satisfaction with social support),
child behavior problems, burden, parent satisfac-
tion with services, parent stress, and parent well-
being. We found significant pathways between
more family-centered caregiving and the three pa-
rental outcomes: more satisfaction with services,
less stress, and better emotional well-being.

Social-Ecological Factors. We predicted that the
presence of protective social-ecological factors
would be associated with decreased burden, less
parent stress, and better parent well-being. The
presence of social-ecological factors was associated
with lower parent burden and better parent well-
being.

Child Behavior Problems. We hypothesized that
these would be a significant predictor of social-
ecological factors, parent stress, and well-being. We
found child behavior problems to be a significant
predictor of social-ecological factors and parent
well-being.

Burden. We predicted, but did not find, relation-
ships with stress and well-being.

Coping Strategies. We predicted that better (i.e.,
fewer) coping strategies would be associated with
the presence of protective social-ecological factors,
less parent stress, and better parent emotional well-
being. We found coping predicted social-ecological
factors.

Satisfaction With Care. We hypothesized that

G. King, S. King, Rosenbaum, and Goffin

higher satisfaction with care would be related to less
parent stress and better parent well-being. The for-
mer was found.

Discussion

Significant Predictors of Outcomes
for Parents

Building on Wallander et al.’s (1989¢) conceptual
model of factors affecting the adaptation of moth-
ers of children with disabilities, we used SEM to test
the fit of a model incorporating parents’ percep-
tions of the caregiving behaviors of service provid-
ers. The present study is the first to examine the
relative importance of caregiving versus other fac-
tors in predicting parents’ emotional well-being. It
should be noted that the study involved parent re-
port data exclusively.

Although causal assumptions were made in the
SEM procedures, the data were gathered using a
cross-sectional study design. According to Hoyle
and Panter (1995), a significant path coefficient is a
necessary but not sufficient criterion to infer a
causal relation. Rather, causality is established using
logic, manipulation of variables, or strong theoreti-
cal argument. In the following discussion we use
the term “predictor” to indicate the direction of the
pathways examined, but this should not be inter-
preted as conclusive evidence of cause and effect.

There were three main findings in the structural
model. First, family-centered caregiving was a sig-
nificant predictor of parents’ emotional well-being,
their satisfaction with services, and (negatively) the
stress they experienced in dealing with their child’s
rehabilitation center. Thus, there are important
links between caregiving process and parents’ out-
comes. This is the first study to show a relation-
ship (albeit small in magnitude) between family-
centered caregiving and parents’ feelings of distress
and depression. Although we cannot conclude that
a cause-and-effect relationship exists, the data are
consistent with the view that delivering services in
a family-centered way is associated with better pa-
rental well-being. The findings also suggest that bet-
ter caregiving leads to parents being more satisfied
with services, which, in turn, leads to less stress.
These associations all highlight the value of provid-
ing services in ways that are family-centered and
therefore meet parents’ needs for information, part-
nership, and support and understanding.



Caregiving and Outcomes

The most important predictor of parental well-
being was child behavior problems. Most children'’s
behavior problems were not severe, but their behav-
ior was related to how much distress and depression
their parents felt (also found by Quittner et al.,
1990). Although child behavior problems predicted
more depression and distress in our study, it is also
conceivable that parents’ depression may contrib-
ute to the higher reported incidence of behavior
problems. The issue of reciprocal causation was not
examined in the present study because it often re-
sults in technical problems in SEM (Hayduk, 1987).
Furthermore, longitudinal data are needed to truly
establish cause and effect.

Third, social-ecological factors (family function-
ing and social support) were a significant predictor
of parents’ well-being. This means that parents who
are more satisfied with the social support they re-
ceive, and whose families are doing well, feel less
stressed or depressed. The link between social sup-
port and well-being is well established for parents
of children with disabilities (Quittner et al., 1990;
Wallander et al., 1989¢). To assist families, centers
can provide practical assistance for informational
and networking opportunities such as parent news-
letters, parent resource centers, parent support
groups, and drop-in centers. As for family function-
ing, service providers can assist families to develop
problem-solving skills and coping skills and can en-
courage emotional expressiveness among family
members.

General Clinical Implications

The emotional well-being of parents of children
with disabilities was predicted better by parents’
subjective perceptions and evaluations of life events
(i.e., how they perceive caregiving, the behavior of
their child, and the social support of others) than
by demographic characteristics of the family (also
see Wallander et al., 1989c¢). Service providers there-
fore need to be aware that parents’ well-being is
strongly influenced by the meanings parents give to
others’ behavior. Furthermore, parents’ perceptions
of caregiving, their children’s behavior, and social
support are all amenable to change.

The findings suggest that services will have the
most benefits for parents when they address parent-
identified issues, such as the availability of social
support, concerns around family functioning, and
child behavior problems, and are delivered in a fam-
ily-centered manner. The key behavioral elements
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of a family-centered approach are partnership be-
tween parents and professionals, supportive and re-
spectful treatment, and information exchange
(Rosenbaum et al., 1998). Furthermore, if managers
want to increase parents’ satisfaction with services,
they may be well advised to pay attention to how
services are delivered. This study indicates that par-
ents are more satisfied when services are delivered
in a family-centered manner.

Implications for Future Research

First, it would be wise to cross-validate the findings
in an independent sample. Second, to truly estab-
lish the causal links that have been discussed, it is
necessary to conduct a longitudinal study examin-
ing the factors affecting parents’ emotional well-
being. Third, it would be important to include data
from other respondents in addition to parents.

It is interesting to look at the similarities and
differences between our process-outcome model
(containing prognostic indicators, professional
caregiving, and mediating variables) and Walland-
er’s model of factors that are risk-oriented or protec-
tive for parent well-being (Wallander et al., 1989c).
Our model includes two constructs not examined
by Wallander (professional caregiving and the out-
come of satisfaction with care), treats stress as an
outcome variable rather than a risk factor, and sepa-
rates demographic variables from social-ecological
factors. Wallander’s model includes intrapersonal
resistance factors and daily hassles. Since our model
shows that child behavior problems and better
professional caregiving (as well as better social-
ecological factors) are associated with better out-
comes, these variables should be included in future
research. Moreover, studies refining these models of
parent well-being should include variables specified
by Wallander that are not in our model (i.e., intra-
personal resistance factors and daily hassles) and
other variables such as intimate and extended fam-
ily relationships (e.g., marital satisfaction).

In terms of associations between variables, there
are several differences between the two models: (1)
bi-directionality was not tested in our model but is
part of Wallander’s conceptual model; (2) coping
has no direct effect on well-being in our model, but
is hypothesized to have such an impact in Wallan-
der’s; and (3) we found no direct or indirect links
from burden to adaptation (vs. Wallander’s model).
It is possible that the constructs of coping and bur-
den were not well operationalized in our study. Fi-
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nally, our structural model supports Wallander’s by
indicating that parameters of the child’s disability
are not a direct risk factor in predicting parent well-
being, and social-ecological factors have a direct im-
pact on well-being.

This study has implications for the use of SEM
in pediatric rehabilitation research. Structural equa-
tion modeling allows researchers to examine com-
plex relationships among a set of variables. It allows
one to look at the importance of caregiving in the
context of people’s lives in a more comprehensive
way than has been possible in the past. We need to
evaluate comprehensive models to develop an ade-
quate understanding of the factors affecting the
well-being of parents of children with disabilities
(Kazak, 1987; Wallander et al., 1989a). Only by truly
understanding the experiences that affect parents’
emotional well-being will we be able to meet par-
ents’ needs effectively and thereby improve out-
comes for children.
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