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ness for change are of considerable interest to child welfare
workers. Some believe that caregivers who are ready to change
abusive or neglectful practices pose less risk of future harm to
children and may be more amenable to treatment than are those
who are not ready to change. Hence, readiness for change is con-
sidered an important component of risk assessment, case plan-
ning, decisionmaking, and allocation of treatment and out-of-home
placement resources in child welfare (Gelles, 1995, 1996, 2000).
Readiness for change is a central component of ﬂ'l(:_‘ stages of
change (SOC) model developed by Prochaska and Dl(.llemente
(1984, 1986, 1992). The SOC model is part of their larger
transtheoretical model, which considers how people change prob-
lematic behaviors. The SOC model has gained widespread popu-
larity in the fields of health psychology, mental' health, and ad-
dictions, in which it is also the subject of considerable debate.
Recently introduced to child welfare professionals, the SOC model
is beginning to take hold in this field as well. . .
This article provides a review of the SOC mode], its potential
applications in child welfare, and empirical research on the model.
It raises questions about the validity of the stage. rnod.ei and con-
cerns about practical applications of the model in child welfare.
The article also considers the heuristic value of the SOC model
and other conceptualizations of readiness for change.

In cases of child maltreatment, parental motivation and readi-

SOC Model

According to the transtheoretical model, behavi‘oml change oc-
curs in a series of discrete stages, whether within or outside of
formal treatment, and in relation to virtually any problem be-
havior (Prochaska & DiClemente, 1984, 1986,_1992). Researchers
identified stages in the mid-1980s and have rewse.d tl"le SOC model
several times since (Isenhart, 1994; Littell & Girvin, 2'002)‘ The
current model consists of five stages (Prochaska, Velicer et al,
1994). In the precontemplation stage, people are unaware of a
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problem or are not thinking seriously about change. People in
the contemplation stage are aware a problem exists; they may
struggle to understand the problem and begin thinking seriously
about change. Those in the preparation stage are not just think-
ing about change but are getting ready to take some action to
resolve the problem. In the action stage, people are making
changes in their overt behavior and perhaps in their environment.
In the maintenance stage, people may struggle to preserve gains
they have made. If maintenance strategies fail, individuals may
relapse, returning to a previous stage.

Progress through these stages is thought to be nonlinear and
cyclical; people move backward as well as forward through the
stage sequence and may cycle through the stages several times
before attaining lasting changes in their behavior. Although stage
status changes over time, at any given moment a person is as-
sumed to be in a single stage; hence, the stages are thought to be
mutually exclusive (Martin, Velicer, & Fava, 1996, p. 69). Indi-
viduals “pass tirough each stage” in an orderly fashion, and stage-
skipping is not expected (Prochaska, DiClemente, Velicer, & Rossi,
1992, p. 825).

In the transtheoretical model, stages are linked to other con-
structs, such as a cognitive “decision balance” (weighing the pros
and cons of a behavior), seIf—efficacy, and basic processes used to
modify problem behaviors; however, the SOC model is the cen-
tral organizing construct (Martin et al., 1996) and the portion of
the transtheoretical model that has been of greatest interest to
helping professionals (Davidson, 1992, 1998).

Initially developed in research on cigarette smoking cessa-
tion (DiClemente & Prochaska, 1982; Prochaska & DiClemente,
1983) and psychotherapy (McConnaughy, DiClemente,
Prochaska, & Velicer, 1989; McConnaughy, Prochaska, & Velicer,
1983), the SOC mode] was quickly extended to alcohol depen-
dence (DiClemente & Hughes, 1990) and other addictions, and
then to a wide range of behaviors, such as overeating, safe sexual
practices, and exercise acquisition (Prochaska, Velicer ot al., 1994).
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" ntly, it has been considered in relation to child mal-
i\fggnzeerclte (Gg’lies, 1995, 1996, 2000) and parental substanc; géj)usleé
in child welfare cases {Hohman, 1998; Rullo—(:ooneyéi.l _ hed
might seem unlikely that common stages "could bea isceltri; i}
across such a wide range of behaviors, but “the transb 1e0fe C
model was intended to be a general rnod‘el of behavu?r c1anie
rather than being specific to a single behavior problem like smok-
ing” (Prochaska & DiClemente, 1992, p. 201).

Potential Applications .

Heuristic Uses

In the past, researchers have viewed readiness for char;ge zi n?
dichotomous phenomenon, a presence or .absence of mcla 1va. i
(DiClemente & Hughes, 1990, p. 218). Clients were eit ;er 1?2 g
or they were not. Similarly, behavior change has been efscrn eo ;
as “a lone-step process—one simply changes from onfe tlolm o
behavior to another” (Gelles, 1995, p. 4). The 5O0C .rn‘odelris Slolltg
to have considerable heuristic value for practltlonezsb( lu ?11;
1996) because it portrays ;eadi}ness fortf:hinge and behavio

henomena that develop over time. .
Cha%?fesizgesting that many behavioral problems; are n?t th;CkL)i
or easily remedied, the stage model may encomage g1e§1@1 nfa
tience and persistence in change ef.fortsn The Sf) - ntlo " 50);
promote less pejorative views of chent's who are noI rt:lae é b
change and of those who relapse (Da\f.'xdson, 1992). In 13 soc¢
model, problem denial (precontemplat.mn‘) can beiseen as o
mon state and a potential starting point %n the. c 1‘angefpro rac:
Some professional and continuing education pio.glari]s or.p e
titioners in child welfare and other human services have inc
porated the model.

Practical Applications

Proponents claim that the change stages are practicz.li pre;hctolrjs
of treatment participation and outcomes across a variety of pro

SOC measure for child mal
targeting of action-oriented interventions and more swift, deci-
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lems and populations (Prochaska & Velicer, 1997). “Interventions
can only work if they are matched to 2 client’s stage of change”
(Gelles, 1996, P- 88). Researchers in several other fields are devel-
oping stage-matched interventions and providing stage-matched
advice via computerized expert systems (Velicer et al., 1993) and
self-help manuals (Prochaska, DiClemente, & Norcross, 1994),
Some believe motivational techniques and experiential processes
are most useful in the early stages, whereas behavior modifica-
tion strategies and support for change efforts are appropriate in
the action and maintenance stages (DiClemente, 1991).

Some child welfare scholars believe the SOC model is useful
in assessing the risk of future harm to children, identifying ap-
propriate interventions for families of abused and neglected chil-
dren, and making out-of-home placement and reunification de-
cisions (Gelles, 1995, 1996, 2000; Hohman, 1998; Rullo~C0c>ney,
1995). Gelles (1995, 1996, 2000) proposed a two-dimensional rigk

assessment model that considers assessments of risk of harm to
children and the caregiver’s SQOC:

Addition of a new and critjcal dimension to risk assess-
ment—readiness to change on the part of the abuser—
would greatly improve both the process of risk assess-
ment and the appropriate targeting of interventions in
cases of child abuse and neglect. (Gelles, 1995, p- 1)

Using this two-dimensional risk assessment framework,
Gelles (1996) showed how SOC might be linked to the provision
of parent education, family preservation and reunification ser-
vices, out-of-home placement, and terminaton of parental rights.
He argued that “one of the reasons...child welfare interventions
in general, and intensive family preservation programs in par-
ticular, have such modest Success rates is that most interventions
are ‘action’ programs often provided to precontemplators or con-
templators” (1995, p. 12). Gelles hoped the development of an
treatment cases would result in better
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sive actions to protect high-risk children. Child welfare workers’
“will have the ability to identify families where ‘reasonablfa eff?fts
[to preserve families] are unlikely to work-—e.g., high risk
precontemplators” (Gelles, 1995, p. 13). e
Hohman (1998) and Rullo-Cooney (1995) echoed the_ notion
that different intervention strategies are neec.ied at' chf.ferent
change stages. Both suggested that motivational mtervtewmg‘(cf\
Miller & Rollnick, 1991) may be a useful strategy for moving
substance-abusing caregivers through the early stages. Althm}gh
Gelles (1995) believed that intensive family preservation services
ought to be reserved for families with caregivers in tl?e af.fthI’l
and maintenance stages, Rullo-Cooney argued .that mqtlvatzonal
interviewing could be conducted during intensive famﬁ‘y preser-
vation services to make these services more effective with
caregivers at earlier stages. ' . 1
The utility of stage-matched interventions dependslon the
ability to identify stages accurately and effxmerftly ('W91‘ns.tem,
Rothman, & Sutton, 1998), which, as we will see, is quite limited.

Empirical Evidence

Proponents claim that there is strong empirical support for the
SOC model across a wide range of populations and problems (e_:,.g“,
Prochaska et al., 1992; Prochaska & Velicer, 1997; Prochaska, Velicer
et al., 1994; Velicer, Hughes, Fava, Prochaska, & DiClemente, 1995;
Velicer, Rossi, Prochaska, & DiClemente, 1996). In contrast, sev-
eral reviews conclude that empirical support for the ‘SOC model
is wealk (Carey, Purnine, Maisto, & Carey, 1999; Dav1c'150n,'1998;
Sutton, 1996; Weinstein et al., 1998, p. 298). The foli.owmg dl'SCLtS*
sion is based on an extensive review of 87 empirical studies .of
SOC in the fields of health psychology, mental healt.h, and add.lc‘
tions (see Littell & Girvin, 2002). There are no published stud%es
of the SOC model in child welfare samples, although several in-
vestigations are under way.
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Assessment of Stages

Studies have assessed the SOC model in several ways. The most
common involves applying an algorithm (a set of decision rules)
to participants’ answers to a few questions about their current
behavior, future intentions, and past attempts to change. The al-
gorithm is used to place each participant in a single stage. Ques-
tions and stage criteria are not consistent across studies that use
this approach. For example, studies use various time frames in
questions about future intentions, and some studies do not in-
clude questions about past attempts to change (Littell & Girvin,
2002; Weinstein et al., 1998). Any shift in algorithm criteria alters the
distribution of people across stages (Weinstein et al., 1998, P-293).
Other stage measures are based on the University of Rhode
Island Change Assessment (URICA) scale (McConnaughy et al.,
1989; McConnaughy et al,, 1983) or one of its variants. URICA
includes eight items for each of four hypothesized stages. The
preparation stage is not included because that stage was added
to the SOC model after the URICA scale was developed. Shorter
forms are also available (Carbonari, DiClemente, Addy, & Pollak,
1996). Respondents rate their agreement or disagreement with
each item on a five-point scale. These ratings are averaged to ob-
tain independent scores for each of the four stages. Sample items
are: “I may be part of the problem, but I don't really think T am”
(precontemplation), “I have a problem and I really think I should
work on it” (contemplation), “I have started working on my prob-
lems but I would like help” (action), and “I may need a boost
right now to help me maintain the changes I've already made”
(maintenance).

Several authors have noted that the URICA scale was devel-
oped in middle-class, white samples and may not perform well
in other populations (Hutchison, 1996; Jefferson, 1991). Although
some studies support the internal consistency of the URICA sub-
scales, others do not (Carey et al., 1999; Littell & Girvin, 2002).
Most attempts to use the URICA scale to classify participants into
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stages have relied on the highest subscale score; however, tied
(equal) scores on two or more subscales are often encountered.
Methods for handling tied scores are not consistent across stud-

ies (e.g., some investigators place subjects with tied scores in the .

most advanced stage, whereas others treat these cf'czses as distinct
groups), and different methods produce quite different results
(Hutchison, 1996; Tsoh, 1995). .

It is assumed that either approach is appropriate for measur-
ing the stages (Martin et al., 1996; Prochaska et al., 1992), but the
stage algorithims and scales tap very ciif‘ferent constructs. [_}RICA
does not use any of the algorithm criteria (cu.rrent behavior, fu-
ture intentions, past attempts to change), and it focuses on prob-
lem denial or admission, thoughts about change, ef.for ts to wo_rk
on problems, and concerns about relapse. Few published studlfzs
have compared results of stage algorithms and scales, but avail-
able evidence suggests that there is little agreement between Fhem
(Belding, Iguchi, & Lamb, 1996; Elder et al,, 1990; Lerner, 1990;
Stern, Prochaska, Velicer, & Elder, 1987).

Validity

If the stage model is valid, the stages should emergeasa set of' mu-
tually exclusive and qualitatively different states in cross-sectional
analyses, and longitudinal studies should detec't mover.n.ent be-
tween adjacent stages. Some people might be in transition l:re-
tween two adjacent stages, but no one should be in two nonavci}an
cent stages (e.g., precontemplation and action) at the safne time.
Although participants can be placed in mutual‘l}f exclusive stage
categories via an algorithm, this approach reifies but does not
test the stage model. Scales that provide independent assessments
of each stage are more useful in this regard. o
Researchers have used several methods to test the vahd1ty'of
the stage model, using the URICA and similar scales. S.om-e in-
vestigators have encountered tied subscale scores, which indi-
cate that people can be equally involved in two or more stages a:lt
a time. Studies that used principal components or factor analysis
do not consistently support the proposed stage structure.
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Precontemplation usually emerges as a distinct component or
factor, and the other stages are distinct in some studies
(DiClemente & Hughes, 1990; McConnaughy et al., 1989;
McConnaughy et al., 1983; (O’Hare, 1996; Rollnick, Heather, Gold,
& Hall, 1992) but not in others (Belding, 1993; Belding et al., 1996;
Elder et al., 1990; Hutchison, 1996; Isenhart, 1994; Lamb, Belding,
& Festinger, 1995; Rosenbloom, 1991). Similarly, studies that used
cluster analysis tend to identify a small but distinct
precontemplation cluster (i.e,, a group with high precontemplation
scores and below-average scores on all other SOC scales) and
anywhere from 1 to 17 other clusters with above-average scores
on two or more scales or equivalent scores on all four scales
(Beitman et al., 1994; DiClemente & Hughes, 1990; Hilburger, 1995;
McConnaughy et al., 1989; McConnaughy et al., 1983; O'Hare,
1996; Willoughby & Edens, 1996).

For example, in O’Hare’s (1996) analysis, only 10% of sub-
jects had high scores on a single SOC scale (precontemplation),
three other clusters had nearly equal means on two or more scales,
and fully 42% of the subjects were in a cluster termed uninvolved,
with approximately equal means on all four SOC scales. Several
studies have found illogical patterns, such as high
precontemplation and high action scores (e.g., Heather, Rollnick,
& Bell, 1993). These results do not support the existence of dis-
crete stages, claims to the contrary notwithstanding.

An observation made in 1983 still holds true today: “Rather
than simply being in one stage or another, clients show patterns
of differential involvement in each of the stages” (McCorumughy
etal, 1983, p. 374). If a person can be in more than one stage at a
time, “the concept of stages loses its meaning” (Sutton, 1996, p-195).

Most of the recent research in this area has ignored the evi-
dence that the stages are not mutually exclusive and uses algo-
rithms to place people in a single stage. This creates an artificial
stage structure. Based on the artifacts of algorithms, researchers
have used advanced statistical techniques to develop models of
stability and movement between stages over time (Hedeker &
Mermelstein, 1998; Martin et al., 1996) and factors associated with
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stage status or progression (Hedeker, Mermelstein, & Weeks,
1999). Although data from participants in different stages have
been arrayed to illustrate progression through the entire stage
sequence (Prochaska, Velicer, Guadagnoli, & Rossi, 1991 ), no
known studies have actually documented this full progression.

Practical Applications

Stage-matched interventions are said to be more effective than
interventions that are not matched to the stages (Prochaska, 1995),
but there is limited empirical support for this assertion (Littell &
Girvin, 2002). In the Project MATCH study, participants with high
initial motivation did equally well in each of three different treat-
ments for alcoholism. At four months, cognitive behavioral treat-
ment seemed superior to motivational enhancement therapy for ‘out~
patients with low motivation, but this pattern reversed over time,
with motivational enhancement becoming superior to cognitive be-
havioral treatment in this subgroup. This finding was only signifi-
cant at one point in time (15 months), only for one of two outcomes
examined, and only among outpatients (Project MATCH Research
Group, 1997). It is unclear how stage-matched interventions can
work, if the stages are not distinct.

In sum, the weight of the empirical evidence does not con-
firm the existence of discrete stages, orderly progression through
a sequence of stages, or the benefits of staged-matched interven-
tions. Critics suggest that, like all stage theories, the SOC model
imposes artificial categories on continuous processes {Bandura,
1997, 1998; Davidson, 1992, 1998; Sutton, 1996). “Debate has
emerged as to whether the descriptive aspects of the model over-
simplify or even misrepresent the more complex reality of hu-
man change” (Miller & Heather, 1998, p. 1).

Stage Classifications in Child Welfare Cases

As in other fields, stage classification is not straightforward in
child maltreatment cases. As the developers of the SOC model
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observed, rarely is there “a single, well-defined problem...reality
is not so accommodating, and human behavior is not so simple.
Although we can isolate certain symptoms and syndromes, these
occur in the context of complex, interrelated levels of human func-
tioning” (Prochaska & Norcross, 1994, p- 470). A parent can be
“precontemplating” (not thinking about) one issue, contemplat-
ing change in another, and makings change in a third area re-
lated to child maltreatment. The following examples illustrate
child maltreatment cases involving multiple stages:

Sheila is a 20-year-old single mother of two children, ages
3 and 5. She often leaves her children home alone for one
or two hours in the evening, when she goes to a neigh-
borhood bar. On several occasions, she hit her children
harder than she meant to. One night she came home drunk
and, irritated by the oldest child's whining, hit him so hard
that she broke his jaw. Later that night, Sheila took the
child to the hospital and claimed that he had fallen. Her
explanation was not convincing, and the case was reported
to child protective services. Sheila’s memory of the inci-
dent was blurry, but she did recall hitting the child and
told the investigator that she deeply regretted this and
would never hit her children again. Sheila has kept this
promise for a month and is beginning to think that she
should cut down on her drinking. She does not think it is
wrong to leave her children home alone for a couple of
hours, because no harm has come to them in her absence.

Sheila could be classified as being in the action stage regard-
ing physical child abuse, in the contemplation stage regarding
her drinking, and in the precontemplation stage with regard to
inadequate supervision of her children (child neglect).

Valerie punishes her children by hitting them with a belt,
leaving bruises and welts. Like her parents, she believes
this is an effective way to “teach children right from
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wrong.” After watching another parent give a child a time
out, she is wondering whether this would work for her
children and has begun to try it.

Valerie does not view her behavior as a problem but is mak-
ing changes. She appears to be in the precontemplz}tion, contem-
plation, and action stages at the same time in relation to a.smgie
behavior (hitting children with a belt). This is consistent with the
observations cited previously that people can be simultaneou'siy
involved in multiple stages in relation to a single ]'3(.211&?’101’
(McConnaughy et al., 1989) and that single-stage classifications
are not accurate {Sutton, 1996).

Even if we could classify individuals according to change
stages, the stage categories have multiple meanings and, hen_ce,
would include dissimilar cases. For example, the precontemplation
category includes clients who deny they have a particular behav-
ior problem, along with those who acknowledge the problem but
are not ready to work on it; these are different issues that call 'for
different intervention strategies. Contemplation covers a wide
range of thoughts and intentions, from wishful thinking.that
things were different to serious consideration of alternatﬂ{es,
Among clients in the action category are those who are making
real behavioral changes and those who only say that they are
working on their problems.

Underlying Assumptions

The Nature of the Problem

The SOC model assumes that the client has a specific behavioral
problem that can be resolved by the client, perhaps with profes-
sional help. Herein lie certain assumptions about the nature and
locus of the presenting problem, assumptions that may or may
not be valid in child welfare cases.

Locus of the Problem. In the SOC model, the locus of_the prob-
lem is in the individual. This is evident in the URICA items and
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SOC algorithms, which focus exclusively on intrapersonal prob-
lems and problem behaviors. Although child abuse and neglect
can certainly be viewed as caregiving behavior problems, the lo-
cus of these problems is not solely intrapersonal. Factors that con-
tribute to child maltreatment include inadequate housing, child
care, and economic resources. In many cases of child neglect, the
primary problem is poverty (Lindsey, 1994; Pelton, 1989).

Social Construction of the Problem. The SOC model was origi-
nally developed in relation to well-defined health decisions (e.g.,
cigarette smoking and cessation). In contrast, caregiving behav-
ior problems are often ill defined (e.g,, “Inadequate supervision”).
Definitions of child abuse and neglect are socially constructed
(Nelson, 1984), and important cultural and individual differences
exist in distinctions between less-than-ideal parenting and child
maltreatment (Giovannoni, 1989; Rose & Meezan, 1996), particu-
larly in relation to the use of corporal punishment and adequate
supervision of children. Reasonable people disagree about what
constitutes maltreatment and whether a problem has to do with
parenting. Furthermore, legal definitions of abuse and neglect
are not consistent across states, and members of different help-
ing professions use different definitions (Giovannoni, 1989).
Attribution bias contributes to different constructions of the
problem. Brehm and Smith (1986) noted that “across a variety of
settings, individuals are likely to assign causality for their own
behavior to external, situational factors, but assign causality for
the behavior of others to internal, dispositional factors” (p. 76).
“Thus, parents ‘blame’ their children, and county social workers
‘blame” parents for problems in a family” (Robin, 1989, p- 124).
Child maltreatment is usually identified as the primary problem
and is the focus of concern for child welfare workers, but
children’s caregivers may have very different perspectives on the
issue. For caregivers, other problems—such as poverty, unem-
ployment, parental stress, loneliness, domestic violence, and
children’s health or behavior problems-—may be paramount.
Some parents, like Valerie, do not view their treatment of chil-



354 CHILD WELFARE = Vol. LXXXII, #4 = July/August

dren as abuse or neglect. Some clients view the problem as the
intrusion of the child welfaze system into their lives.

The social construction and locus of a problem are critical,
but the SOC model does not take them into account. It begins by .
assuming the client has a particular problem and, in the case of
precontemplators, someone else has defined the problem:Ch‘entS
who do not agree with someone else’s assessment of their situa-
tion, those who say, “I'm not the problem one” or “The problem
doesn’t have to do with me” (McConnaughy et al., 1989) are too
easily labeled precontemplators. Other plausible explapations f(')r
problem denial include the absence of a problem (as in cases in
which false allegations of maltreatment have been substantiated)
or disparate views of the situation. .

The client’s perception of the nature of the problem and its
causes, course, and potential solutions (what Leventhal, Lamb.er’t,
Diefenbach, and Leventhal [1997] termed the ”problex:n d?maln’
are paramount in several models of client participation in treat-
ment (Littell, Alexander, & Reynolds, 2001) and may be impor-
tant in understanding readiness for change.

The Nature of Readiness for Change

In the SOC model, readiness for change is discussed in relation
to a set of discrete, internal states that have cognitive and behav-
ioral components. Others have viewed readiness for change as a
continuous process that may have affective components and may
be heavily influenced by social and environmental factors.

Discrete States Versus Continuous Processes. There is little evi-
dence that certain thoughts and behaviors form discrete states or
stages. “Motivation or intention to change may be more reah‘sh-
cally thought of as a continuum with no necessary assumption
that people move along this continuum in one direction or through
a sequence of discrete stages” (Sutton, 1996, p. 203). Bandura
(1997) suggested that
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people do not recycle through stages. They fluctuate in
their struggle to exercise control over their health
behavior...In these behavioral fluctuations, which can oc-
cur quickly in some health domains, people are varying
in their self-regulatory command, not undergoing re-
peated transformational changes. (pp. 413-414)

Indeed, “many of the data taken as supportive of the stage model
are arguably more consistent with a continuous model”
(Davidson, 1998, p. 36).

Affective Components. In addition to cognitive and behavioral
components, readiness for change may have affective aspects as
well. Ripple, Alexander, and Polemis (1964) viewed client moti-
vation as a balance between discomfort with the status quo and
hope for the future. They thought this “discomfort-hope balance”

could be affected by relationships between clients and casework-
ers and by treatment settings.

Social and Environmental Influences. Readiness and resistance
to change are complex phenomena (Berry, 1998) that do not re-
side solely in the client (Gitterman, 1983; Miller, 1985; Moore-
Kirkland, 1981). Social and environmental pressures influence
clients’ views of their problems and alternatives. Readiness for
change is often confused with readiness for a particular inter-
vention {Carey et al,, 1999). A client may be ready to change but
not amenable to working with a certain caseworker, not inter-
ested in the type of intervention offered, or not comfortable in
the treatment setting. When readiness for change is assessed in a
context that is uncomfortable for the client or not conducive to
change in the client's view, he or she may appear unwilling to
change. Hence, resistance or lack of motivation are sometimes
attributed to the client when their sources are interactional or
environmental (Gitterman, 1983; Miller, 1985).

Most clients enter the child welfare system on an involuntary
basis, and somne feel powerless in this system (Diorio, 1992). Readi-
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ness for change may be particularly difficult to assess under such
circumstances. Resistance and hostility may be rational responses
to an intervention that is viewed as unnecessary, intrusive, or
coercive (Pelton, 1989). Furthermore, some child welfare clients -
seem to focus on the potential consequences of their responses.to
questions about their readiness for change. Veterans of the child
welfare system may learn that it is to their advantage to say that
they are working on their problems. The SOC l'I"lOdEl does not
distinguish between responses aimed at appeasing o.thers anfi
genuine interest in behavioral change. A‘ssessme{}t of 'chent rea.dl»
ness for change is further hampered by the limited information
available to child welfare workers and pressures on them to re-
spond quickly and protect children.

Locus of Change. In cases of severe parental mental illness or
failure to protect children from physical or sexual abuse by some-
one else, it is not always clear whether changes in the caregiver -s
behavior will solve the problem. Hence, the caregiver’s readi-
ness for change is not always relevant.

Summary

Empirical evidence contradicts the SOC model. T%ae concept of
readiness for change is not well defined and, despite dec::adesf of
research on the topic, our understanding of human motivation
and readiness for change has major gaps. It is not clear whether
readiness for change is a continuous process or set of processes.
Issues related to motivation and readiness for change appear-to
include clients’ perceptions of the locus, sever'ity, and potential
consequences of their problems; discomfort }«Vlth the status quo
and with change; the perceived relevance, efficacy, and d?mands
of available intervention or change strategies; psychological and
sociological barriers to change; and competing demands. The SOC
model addresses only some of these issues.
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The SOC categories do not shed light on the how the client
views the situation (the problem domain), what alternatives he
or she has considered, or the extent and nature of the client's ef-
forts to change. The stages are assessed in isolation from the so-
cial and environmental contexts in which problems occur. The
content and context of problems related to child maltreatment
may be far more important than stages or categories of change.

Implications

Heuristic Value

Given the lack of solid empirical support for the model, Sutton
(1996) believed that the SOC model

should be thought of not as a descriptive model but as a
prescriptive model—a model of ideal change. It prescribes
how, from the viewpoint of a therapist or [caseworker],
people should change and suggests how they might be
encouraged or helped to change. (p. 204)

The SOC model suggests that lasting change should be preceded
by a period of reflection (contemplation), in which one makes a
commitment to change, and by thoughtful preparation for the
change process. The message is “think before acting.” This ap-
proach appears to work for some people and under certain cir-
cumstances, although a period of contemplation is not always
necessary for successful change.

The SOC model may promote a less pejorative view of clients
who are not ready to change and those who relapse (Davidson,
1992). The model may also encourage greater patience and per-
sistence on the part of clients, caseworkers, and policymakers.
This runs counter to interest in identifying—and weeding out—

“untreatable” families in child welfare {see Jones, 1987). In the
SOC model, no one is untreatable.
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With its emphasis on the nonlinear nature of be}}avic')ral
change and the potential for relapse, the SOC mode} has 1mplhca~
tions for the goals and expectations of child we'lfare 1nterv?nt10ns,
Lasting behavioral change is a primary goal in many C.l"i.lld Wf-zl— -
fare cases, but this may be difficult to achieve in families with
multiple and chronic problems, including substance abuseN.In—
stead of seeking quick fixes for complex social problems, p()h(:'y-
makers need to develop more realistic expectations, and child
welfare workers need better ways to document problems and
progress. Short-term interventions are ‘ul."llikely to .pro.dl.ice dra-
matic, lasting effects on caregiving behavior or family hvntlg con-
ditions but may be successful in helping caregivers recognize and
begin to deal with the problems they face. Whetn maltreatmer?t
results from inappropriate caregiving behavior, increased readf—
ness for change on the part of the caregiver may be an appropri-
ate proximal goal and an indicator of progress. o

On the other hand, the SOC model could be used to. ;ushfy

“creaming”; that is, a perversion of the principles of trlagfz, in
which scarce service resources are provided to motivated clients
and denied to those who are viewed as reluctant to change, re-
gardless of problem severity or other consideratuimsn Ajs Geile’?
(1995) noted, most child welfare services are “action-oriented,
that is, geared for clients who are ready for change. In genera.l,
interventions for involuntary clients have been based on tradi-
tional models of treatment that were developed with vqlunt.ary
clients (Rooney, 1992), as if volition does not mvatter. Th'is raises
questions about the suitability of available services fgx' involun-
tary clients and whether the current array of mte'rventxon's meets
the diverse characteristics and needs of families in th(:._‘ i:hlld wel-
fare system. Perhaps reasonable efforts to preserve fan.uhe.s should
include cognitive-behavioral and motivational interviewing t(?Ch-
niques developed for clients who are not ready for change (Miller
& Rollnick, 1991; Rullo-Cooney, 1995). In this sense, the SOC
model could be used to develop a more complete continuum of
care that recognizes clients” diverse views and interests.
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Practical Applications

In child welfare, dilemmas in the use of the SOC model arise when
the primary problem is not behavioral or is largely outside the
client’s control, when the worker and client have fundamentally
different views about the nature of the client's problems, and when
the model is applied to a complex constellation of problems. At
most, the SOC model applies only to a subset of child welfare
cases: those with behavior problems that contribute to child mal-
treatment. Even when specific behavior problems are identified,
clients’ thoughts and actions are not likely to fitinto a single stage.
Although it would be useful to have neat, empirically based
models to guide child welfare workers’ decisions, an invalid stage
model is of limited usefulness in this regard. Instead of applying
stage categories to specific cases, child welfare workers should
focus on the problem domain and try to understand clients’ per-
spectives on their problems and alternatives.

Readiness for change is not solely an intrapersonal state. It is
affected by social and environmental pressures and may be par-
ticularly difficult to assess accurately in involuntary contexts.
Child welfare workers should be cautious in assessing client mo-
tivation and consider the potential effects of their actions and the
setting on client readiness for change. Furthermore, they should
not confuse readiness for change with willingness to cooperate with
aworker or readiness to participate in a particular kind of treatment.

DePanfilis (2000) suggested that child welfare practitioners
can develop understanding of client motivation and readiness
for change by assessing the client’s comfort with the status quo,
degree of hope that the situation can be improved, values, and
goals. These issues are relevant for practice and far more impor-
tant than attempts to place clients in artificial stage categories.

Conclusions

The SOC model has generated considerable discussion and in-
terest in readiness for change and the processes of change. The
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model may have some heuristic value for child welfa're workers
and may promote more patience, persistence, creaﬁwty, and re-
alistic expectations in change efforts. Of course, it can be'a argued
that a stage model is not needed to promote these principles.

Given the lack of empirical support for the SOC model, prac-
tical applications of the model are severely limited. People can-
not be accurately classified according to stages, in part because
the model does not take into account the diverse content and con-
texts of problems related to child maltreatment. Aith.o.ugh th'e
model may be useful for heuristic purposes, the empirical evi-
dence suggests that classification of individual cases according
to the SOC model and stage-matched interventions are ineffec-
tive. This argues against the use of the SOC model in risk assess-
ment or to justify placement or service decisions. We havea lor%g-
standing need for careful, multidimensional assessments of fax.m.ly
problems, strengths, and risk, along with empirical and adminis-
trative support for casework decisions. ®
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Comparing the Health Status of
Low-Income Children in and
out of Foster Care
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Children in foster care face poverty, family dysfunc-
tion, neglect, and abuse, with high rates of chronic
health, emotional, and developmental problems. This
study compared the overall health status of a group of
children entering foster care with a group of Medicaid-
eligible children living with their parents, matched for
age and gender. It identified significantly more health
and developmental problems in children in foster care
than in the comparison group. Possible contributors to
the higher percentage of problems among foster care
children may be that the foster children have more
problems related to the underlying risk factors result-
ing in placement, or that the foster care physicians
conducted a more comprehensive assessment or had
lower clinical thresholds. Further research is necessary to
identify and treat the problems of this high-risk group.
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