Making it Work - Orientation for Therapists

1. Introduction

1.1 Making It Work for Therapists

Welcome to the Making It Work for Therapists (MIWT) training module. MIWT was created by the Health and Human Services, Texas Early Childhood Intervention (ECI) state office and is a required training for all new Texas ECI therapists. 
1.3 Child Development resources
(NO AUDIO)

Texas Early Learning Council Guidelines
Guidelines to help families and caregivers understand what very young children should know and be able to do at different points in their development. Also incorporates strategies to support development from birth to 18 months. 

Infant and Toddler Connection of Virginia - Typical Child Development
Reviews infant and toddler developmental milestones and the ages when these are typically mastered, within the context of the three global outcomes.

Library Matters: Child Development
A list of resources available for loan through the ECI Collection at the DSHS library, including books, videos, and on-line materials.

Understanding Infant and Toddler Development
In this 2-hour course, participants learn about developmental patterns in infancy and toddlerhood, strategies for encouraging optimal development, and how to recognize signs of developmental delays in very young children. 
1.4 Key Principles resources
(NO AUDIO)

7  Key Principles document

Agreed Upon Practices
Validated practices from first contact through transition.

Looks Like / Doesn't Look Like
An elaboration on the 7 key principles, including descriptions of what each principle looks like and doesn't look like in practice.

Discipline-Specific Support for Key Principles and Practices 

This annotated bibliographic database contains the literature that supports the seven key principles.
 
Key Principles and Effective Practices
Crosswalk of the seven key principles with effective early intervention practices and position statements from professional organizations.
1.5 Texas Rules and Federal Regulations

(NO AUDIO)

Texas Administrative Code (TAC)
The Texas Administrative Code (TAC) is a compilation of all state agency rules in Texas, including ECI, in Title 40, Part 2, Chapter 108.

Code of Federal Regulations (CFR)
The Code of Federal Regulations (CFR) is the codification of the general and permanent rules and regulations (sometimes called administrative law) published in the Federal Register by the executive departments and agencies of the federal government of the United States, and includes ECI in Title 34. 

Individuals with Disabilities Act (IDEA) and Family Educational Rights and Privacy Act (FERPA)

This document is a comparison of confidentiality requirements from IDEA part B and part C and FERPA. 
1.6 Cultural Competency resources
(NO AUDIO)

Cultural Competence: It All Starts at the Front Desk
An article that speaks on behalf of families and their first encounters with various service providers when they approach the “front desk.” Includes examples of assumptions made about them and their families based on race, name origin, culture etc. (Source: National Center for Cultural Competence)

Office of Minority Health Statistics and Engagement
The office provides technical assistance in examining data by race/ethnicity and developing data driven strategies using race equity principles and practices that result in improved outcomes for vulnerable populations. The Center is available to help with webinars, conferences, training, technical assistance, and much more.

Library Matters - Cultural Competence
Explore a variety of resources such as DVDs, articles, journals, and CDs on cultural competence and bilingual language development. 
1.7 Additional Resources

(NO AUDIO)

Providing Early Intervention Services in Natural Environments
An article describing Natural Environment Intervention and Team-Based Services with a focus on services provided by Speech-Language Pathologists.

Self-Regulation in Working with Families
An article discussing what relationships providers have with families, who the hero of the visit really is, and the Hoosiers Rule.

ECI Collection at the DSHS Library
Includes videos, books, assessment instruments, audio tapes, and journals concerning children who have disabilities or developmental delays. These materials are available on a free loan basis to residents of the state of Texas.

SST Brochure
Information for families about Specialized Skills Training services.

1.8 Associations and Blogs

(NO AUDIO)

DEC - The Division for Early Childhood
Promotes policies and advances evidence-based practices that support families and enhance the optimal development of young children (0-8) who have or are at risk for developmental delays and disabilities.

ECTA - The Early Childhood Technical Assistance Center
Funded by OSEP to improve state early intervention and early childhood special education service systems, increase the implementation of effective practices, and enhance the outcomes of these programs.

Early Intervention Strategies
Tips and strategies you can use when working with families of infants and toddlers with special needs within the context of their everyday routines.

Center on the Developing Child (Harvard)

Drives science-based innovation that achieves breakthrough outcomes for children facing adversity.

Zero to Three
A national nonprofit organization that provides parents, professionals and policymakers the knowledge and the know-how to nurture early development.

1.9 Professional Associations, State Rules and Crosswalks
(NO AUDIO)

Occupational Therapists
American Occupational Therapy Association – AOTA 
Executive Council of Physical and Occupational Therapy Examiners – OT Rules
OT Crosswalk with ECI
Physical Therapists

American Physical Therapy Association – APTA 
Executive Council of Physical and Occupational Therapy Examiners – PT Rules
PT Crosswalk with ECI 
Speech-Language Pathologists

American Speech-Language-Hearing Association – ASHA 
Texas Department of Licensing and Regulation
1.10 Articles & Fact Sheets

(NO AUDIO)

Physical Therapists
Updated Competencies for Physical Therapists Working in Early Intervention
Team-based Service Delivery Approaches in Pediatric Practice
Using a Primary Service Provider Approach to Teaming

Occupational Therapists

AOTA Practice Advisory on Occupational Therapy in Early Intervention

Speech Language Pathologists

Roles and Responsibilities of Speech-Language Pathologists in Early Intervention:
Position Statement
Technical Report
Guidelines
Core Knowledge and Skills in Early Intervention Speech-Language Pathology Practice
1.11 Purpose of MIW

As you work through the Making It Work for Therapists module, you'll acquire knowledge fundamental to your job and apply it in realistic scenarios through guided practice activities. 

If you are a new staff member, the module serves as an orientation to your role with ECI.

If you are a veteran staff member, MIWT is a resource on topics that are essential to your work. You will be able to look up specific information, or brush up on key skills.
1.12 Module navigation

On the left side of the player, you have access to the main menu. This is a list of topics that will serve as a guide to identify where you are in the module. There's also a Narration tab; select Narration to have a text version of the audio for the slide.

On the bottom right of the player are the "Next" and "Previous" buttons. Use these to navigate through the module.

The Seekbar at the bottom of the player provides you with controls to pause and play the slide, and a progress bar to see where you are within a given slide. There's also a button for volume control.

At various spots throughout the module, you will see a question mark icon. It's an opportunity for you to do a quick self-check. Hover over the icon to see the question. Then click to reveal the answer. 

Throughout the module, you will need to access and use hardcopies of a number of handouts and worksheets. They will be linked on the associated slides and instructions will be provided. You can also access the entire course packet before you start the training. 
1.13 Overview

You are currently working through the introduction to the module. Upon completion of this section, you will meet the children and families on your MIWT caseload and help them through all stages of ECI services -- beginning with referral and initial contact, to evaluation and assessment, to the development of the Individualized Family Service Plan (IFSP), service delivery, all the way through transition from ECI to the next service setting.

You need to work through all sections of this module before you can have a caseload at your ECI program. 
1.14 Your MIW desk

This is your MIWT desk and home base. From here you will work on activities, check your understanding of key concepts, review files of the MIWT families you are helping, and complete ECI forms.

Oh look --- you've already got a to-do list! Click on each to complete:


Service Coordinator (Slide Layer)

Meet the MIWT service coordinator. She will walk you through each stage of the ECI process -- from referral and pre-enrollment to transition. Click the X to return to the to-do list.

Coach (Slide Layer)

This is your MIWT coach. She will be your mentor throughout the training and will offer guidance in challenging activities. Click the X to return to the to-do list.
2. Themes & Principles

2.1 Objectives for section 1

Scroll through the goals for this section of the module. 

(NO AUDIO)

Staff will:

· Be able to define the mission and philosophy of Texas ECI, incorporating the 7 Key Principles in all aspects of a therapist’s role

· Explain the Individuals with Disabilities Education Act (IDEA), Code of Federal Regulations (CFR), Family Education Rights and Privacy Act (FERPA), Health Insurance Portability and Accountability Act (HIPAA) and Texas Administrative Code (TAC) legal requirements

· Understand your role on an ECI interdisciplinary team 

· Discuss the team approach and how to use it effectively: team as decision-maker

· Examine how cultural differences can influence ECI services 

· Identify where to access resources in the field of early intervention for ongoing professional development
2.2 Welcome to ECI

Now that you are acquainted with the MIWT module, let's talk about why you’re here!

Early Childhood Intervention (ECI) is a statewide system, authorized through the Individuals with Disabilities Education Act (IDEA) Part C program, and administered by the U.S. Department of Education, Office of Special Education Programs (OSEP). IDEA is the federal law ensuring services for children with disabilities, birth through 21, are provided.

There are two parts: 

Part B provides services to children ages 3 to 21 

Part C provides services from birth until the child’s third birthday. In Texas, the Part C program is Health and Human Services ECI.

The mission of early intervention is to assure families of young children who have developmental delays have the resources and supports they need to reach their goals. 
The IDEA, other federal regulations, and Texas Rule establish the requirements for Texas ECI. 
2.3 The Seven Key Principles

Texas ECI has adopted the 7 Key Principles for Providing Early Intervention Services in Natural Environments as a framework for providing services to families of infants and toddlers with disabilities and developmental delays. The 7 Key Principles describe an evidence-based approach for providing quality services. 

Select each number to learn more about the principles.

(NO AUDIO) Workgroup on Principles and Practices in Natural Environments, OSEP TA Community of Practice: Part C Settings. (2008, March). Seven key principles: Looks like / doesn’t look like. Retrieved from http://www.ectacenter.org/~pdfs/topics/families/Principles_LooksLike_DoesntLookLike3_11_08.pdf 

2.4 Principle 1

1.
Infants and toddlers learn best through every day experiences and interactions with familiar people in familiar contexts. Learning takes place through relationships. The primary relationship takes place between the child and the parent or caregiver. ECI providers are uniquely qualified to facilitate the learning process by providing culturally relevant, functional, and routine-based strategies that are meaningful to the family. When an activity is meaningful to the child and family, the family is more likely to practice the strategies between sessions, thus increasing the child’s opportunities to gain a new skill. Research shows the more active a parent or caregiver is in participating in the child’s program, the greater the developmental progress is for the child.

Many times, a picture is worth a thousand words so let’s take a look at this video where a mom, Sheila, shares her experience in ECI with us.   Listen to how Sheila describes the role of the ECI provider and how ECI supports her in her role as a parent so she can support her child. 

(NO AUDIO)

Regional Resources Center Program (RRCP), 2014
Workgroup on Principles and Practices in Natural Environments, OSEP TA Community of Practice: Part C Settings. (2008, March). Seven key principles: Looks like / doesn’t look like. Retrieved from http://www.ectacenter.org/~pdfs/topics/families/Principles_LooksLike_DoesntLookLike3_11_08.pdf
Video of Sheila (Slide Layer)

Sheila (ECI Parent talking): “With ECI, it’s all about that parents working with the children. So, the therapist would come to our house and just evaluate my daughter. And then teach me what I need to do; how my husband and I can work with our daughter to improve her skills. So it’s not just about one hour a month or one hour a week…it’s every day. And with ECI, they give us the tools.  It’s not what they do during that one hour, it’s what they teach us to do.  The ECI process where someone comes out to your home, sets goals, helps you reach those goals then upgrades the goals. It’s nice that it keep changing and it’s not static and it’s individualized. What our goals are aren’t necessarily what someone else’s goals might be. So it’s nice that it’s a very fluid system.”
2.5 Principle 2

2.
All families, with the necessary supports and resources, can enhance their children’s learning and development. When implementing this principle, you must include all people (all income levels, all cultures, all backgrounds, all education levels, skill levels and stressors). All team members work together to identify a family’s strengths and needs to provide the supports most important to the family. The supports provided to the families must be individualized and build upon the families’ strengths to be most meaningful and effective. Professionals working in ECI should support a family’s ability to enhance the development of their child, not cause them to become dependent on the provider. You will learn more about the roles of team members throughout the training.

(NO AUDIO)

Regional Resources Center Program (RRCP), 2014
Workgroup on Principles and Practices in Natural Environments, OSEP TA Community of Practice: Part C Settings. (2008, March). Seven key principles: Looks like / doesn’t look like. Retrieved from http://www.ectacenter.org/~pdfs/topics/families/Principles_LooksLike_DoesntLookLike3_11_08.pdf
2.6 Principle 3

3.
The primary role of the service provider in early intervention is to work with and support the family members and caregivers in a child’s life. The role of the service provider is critical in establishing a trusting relationship in which mutual respect, honesty and open communication facilitate developmental growth of the child. Families should be treated as valued and respected team members during the entire ECI experience. 

(NO AUDIO)

Regional Resources Center Program (RRCP), 2014
Workgroup on Principles and Practices in Natural Environments, OSEP TA Community of Practice: Part C Settings. (2008, March). Seven key principles: Looks like / doesn’t look like. Retrieved from http://www.ectacenter.org/~pdfs/topics/families/Principles_LooksLike_DoesntLookLike3_11_08.pdf
2.7 Principle 4

4.
The early intervention process, from initial contacts through transition, must be dynamic and individualized to reflect the child’s and family members’ preferences, learning styles and cultural beliefs. The family’s concerns and priorities should take precedence when services are being planned. The Individualized Family Service Plan (IFSP) should be fluid and can change as the child’s and family’s needs and strengths change. Each family’s unique characteristics, learning styles, culture and spiritual beliefs and values should be respected and built upon throughout the ECI experience. Overall, services should be flexible, focus on relationships, consider all of the child's developmental strengths and limitations, and emphasize family priorities.

(NO AUDIO)

Regional Resources Center Program (RRCP), 2014

Workgroup on Principles and Practices in Natural Environments, OSEP TA Community of Practice: Part C Settings. (2008, March). Seven key principles: Looks like / doesn’t look like. Retrieved from http://www.ectacenter.org/~pdfs/topics/families/Principles_LooksLike_DoesntLookLike3_11_08.pdf
2.8 Principle 5

5.
IFSP outcomes must be functional and based on children’s and families’ needs and priorities. Unlike the medical model in which each discipline has its own goals, ECI therapists work as part of the Individualized Family Service Plan (IFSP) team to develop functional, relevant, family friendly outcomes or goals that are embedded into the child and family’s typical, everyday routines. The goals are developed during the IFSP meeting and require input from all team members. The IFSP will be discussed in more detail later in this module. Goals should address functional skills that impact that family’s routines. Examples include meal time, bath time, folding laundry, riding in the car, playing in the park, and grocery shopping. They should not be clinical or discipline specific goals. The therapist does not work in isolation but as a team member providing guidance and recommendations based on the child’s and family’s identified needs. 

(NO AUDIO)

Regional Resources Center Program (RRCP), 2014

Workgroup on Principles and Practices in Natural Environments, OSEP TA Community of Practice: Part C Settings. (2008, March). Seven key principles: Looks like / doesn’t look like. Retrieved from http://www.ectacenter.org/~pdfs/topics/families/Principles_LooksLike_DoesntLookLike3_11_08.pdf
2.9 Principle 7

7.
Interventions with young children and family members must be based on explicit principles, validated practices, best available research and relevant laws and regulations. ECI’s evidence-based practice of helping families incorporate intervention strategies into daily routines is the core of our mission. As an ECI provider you have a professional responsibility to stay abreast of the latest research and relevant laws and regulations regarding early intervention. Many organizations’ websites offer additional training and the latest research related to early intervention services. The MIWT bookshelf has many references and websites to help you stay abreast.


(NO AUDIO)

Regional Resources Center Program (RRCP), 2014

Workgroup on Principles and Practices in Natural Environments, OSEP TA Community of Practice: Part C Settings. (2008, March). Seven key principles: Looks like / doesn’t look like. Retrieved from http://www.ectacenter.org/~pdfs/topics/families/Principles_LooksLike_DoesntLookLike3_11_08.pdf
2.10 Principle 6

6. The family’s priorities, needs, and interests are addressed most appropriately by a primary provider who represents and receives team and community support. In the primary provider approach, which is a transdisciplinary model, the team chooses the most appropriate provider to address the family’s priorities and needs. This does not mean the primary provider is working in isolation. All team members work collaboratively to support the child and family in reaching their goals. The primary provider approach should not limit the resources and supports a child and family receive. All three professional organizations, American Occupational Therapy Association (AOTA), American Physical Therapy Association (APTA) and American Speech-Language-Hearing Association (ASHA) support the transdisciplinary model when working in Early Childhood Intervention. We will discuss interdisciplinary and transdisciplinary teams in more detail 
later.

(NO AUDIO)

Regional Resources Center Program (RRCP), 2014

Workgroup on Principles and Practices in Natural Environments, OSEP TA Community of Practice: Part C Settings. (2008, March). Seven key principles: Looks like / doesn’t look like. Retrieved from http://www.ectacenter.org/~pdfs/topics/families/Principles_LooksLike_DoesntLookLike3_11_08.pdf
2.11 Services for Children

While the Seven Key Principles guide your work, ECI programs and services are governed by a variety of federal and state laws, including the Individuals with Disabilities Education Act (IDEA) Part C, the Code of Federal Regulations (CFR), and the Texas Administrative Code (or TAC) often referred to as Rule.  

These laws spell out what services must be provided, to whom, and how they should be provided. As you go through Making It Work for Therapists, you’ll learn some of the specific information contained in these laws. 

2.12 Family to Family Video

Now that you have an understanding of where ECI rules and regulations come from, let’s view the following video capturing families’ perspectives in the ECI Family to Family video. It features several families talking about their experiences with ECI and how they and their child benefited. The video also gives a good overview of ECI services. As you watch the video, think of your role as a service provider and how you can use this video when working with families.

https://www.youtube.com/watch?v=BS5hUdK2u0c&feature=youtu.be
2.13 Team Approach

In ECI, the team approach refers to a specific approach used when interacting with the children and families you serve.  The team approach in ECI is not a unique role for therapists.  As therapists we generally collaborate with other professionals when caring for our patients; however, in ECI, the approach to collaboration may be different from your past experiences. It is important for you to understand your role as part of the ECI team, and how the approach used might impact that role.  
2.14 Three Categories

Let’s start by defining the three categories of the team approach; multidisciplinary, interdisciplinary, and transdisciplinary.   As a therapist, you will be involved in coordination, communication, documentation, and interactions with families, regardless of which approach is used.  However, the nature of communication and collaboration with other team members can vary depending on the approach. Select each to learn more.
2.15 Multidisciplinary

In the multidisciplinary approach, each team member has a particular area of expertise and works autonomously, but recognizes the value and contributions of other team members.  Each professional provides separate evaluations, determines goals specific to their discipline, and implements an individualized intervention plan independently of other team members.  In this approach, the family often meets with the team members separately. The team members may share information, but communication is usually less frequent than with other approaches.   
2.16 Interdisciplinary

In the interdisciplinary team approach, all aspects of the ECI process, including evaluation, assessment, and development of the intervention plan, require communication and collaboration from all team members. This process begins by ensuring that team members from each discipline are able to gather information and to understand thoroughly, in relation to their domains of expertise, child and family functioning.  A sense of equality among team members increases the likelihood of collaboration and contributes to a high level of function of an interdisciplinary team.  In this approach, the family is considered a team member and may work with the whole team or a team representative.  An interdisciplinary approach results in the strongest diagnostic and service planning decisions.
2.17 Transdisciplinary

In the transdisciplinary approach, team members commit to teach, learn and work across disciplinary boundaries to plan and provide integrated services.  One team member, often called the primary provider, is designated as the individual that interacts with the family on a regular basis.  The concerns and needs of the child and family are considered when determining which professional on the team can best address those needs. This professional will be responsible for providing most interventions outlined in the service plan, with constant communication and consultation from other providers.  In this approach, families are always members of the team and play a part in determining their own team role.  As the needs of the child and family change, the primary provider may change to address the current needs. 
2.18 Interdisciplinary and Transdisciplinary

The interdisciplinary and the transdisciplinary approaches are the accepted models of practice that have been determined most effective in promoting the ECI mission to provide families with young children who have developmental delays the resources and support they need.  There has been a shift toward the recommendation and use of transdisciplinary teaming, particularly in early intervention settings. This is outlined in the Division of Early Childhood (DEC) Recommended Practices in Early Intervention/Early Childhood Special Education document.
2.19 Successful Teams

A successful team results in effective team collaboration and outcomes for children and families, and is dependent on several key components.  These include:

· Responsive and receptive communication between all parties

· Mutual respect for and understanding of all roles  

· Tolerance and appreciation of diversity  

· Ability to establish common goals  

· Consensus decision making  

· Solution-focused problem solving  

· Ongoing assessment  

· Appropriate skill mix 
2.20 Understanding your role

As a therapist on an ECI interdisciplinary team, your role is unique and centered around evidence-based research. Current research shows that children learn best through participating in their everyday activities and meaningful experiences with their family and caregivers (7 Key Principles/ Principle Number 1). Through your work of teaching families to help their children develop, your role evolves from the classic, hands-on therapist, to that of a coach. You will support parents in their capacity to provide meaningful ongoing interventions based on the unique needs of their family and child; as a result, they become less dependent on you. 
2.21 Family’s Role

It is important to remember that the family is an essential member of the team.  Family involvement improves the quality of services and enhances the child’s overall development. The therapist can empower the parent, by providing accurate and current information about their child's condition to facilitate their child’s development. The interdisciplinary and transdisciplinary approaches require the greatest amount of collaboration among team members, including the family, and enhance the abilities of the team to collectively address the seven key principles when providing ECI services.  Interactions include sharing knowledge and expertise in respectful, supportive, and culturally sensitive ways.
2.22 The Importance of Teaming

Every interdisciplinary team consists of the parent(s), a service coordinator, and at least two professionals with expertise in different disciplines. The professionals share a common perspective regarding infant/toddler development and developmental delay, with each professional bringing specific expertise. Take some time now to explore the roles of each team member.


Family

The parent is the cornerstone for each ECI team, because the parent has the most knowledge about the child, is the constant in the child’s life, and will often be the decision maker when choices about services are presented. 


Service Coordinator: 

The Service Coordinator is the single point of contact for the family. The Service Coordinator makes sure the family is aware of their rights in early intervention, and assists the child and his/her family to access services. In some instances, the Service Coordinator may also have a role as a Service Provider. 


Service Provider:

The Service Provider is an ECI professional who delivers a service that is planned for the child and family. They include OTs, PTs, SLPs, and Early Intervention Specialists (EIS), as well as other professionals.

2.23 Service Coordination

Whether you are an occupational therapist, physical therapist, or speech and language pathologist, your role may also include being the family’s designated service coordinator. ECI’s approach to service coordination is unique, and your experience as a therapist will bring a distinctive benefit to the children and families you serve. You will learn more about the roles and responsibilities of a service coordinator later in the training.
2.24 Your Role

Although you, as a professional, have specific areas of expertise, you work with the whole team to develop and recommend goals and strategies using evidence-based practices, the unique needs of the child and family, and priorities of the family. ECI services focus on the ability of the parent or caregiver to impact the child’s development. Your role is to coach, teach, and support caregivers as they help their child grow and develop. ECI services are designed so the intervention continues when you are not present.
2.25 Activity 1.2 Teaming

Let’s take a moment to check your knowledge about teams in ECI. 

Here are characteristics of what interdisciplinary teams in early intervention look like and don’t look like in practice. Drag and drop these items to sort the characteristics. Select submit when you’re done.

 (Drag and Drop, 10 points, 1 attempt permitted)

	Drag Item
	Drop Target

	Working cooperatively on the interdisciplinary team in completing evaluations, assessing needs, developing the service plan and goals, and providing intervention.
	Looks Like

	Developing discipline-specific plans or goals.
	Doesn’t look like

	Choosing the most appropriate professional(s) based on the child and family’s needs and priorities.
	Looks Like

	Changing team members as the child’s and family’s needs change.
	Looks Like



Please refer to the bookshelf for your professional organization’s position statements and other helpful resources.

Interdisciplinary teams:
Work cooperatively in completing evaluations, assessing needs, developing the service plan and goals, and providing intervention. They communicate with each other about their findings and activities to collaboratively develop goals and plans.
The team members do not develop discipline-specific plans or goals; goals and services should address needs based on the child’s functioning in the family’s routines. 
The interdisciplinary team for a child should be fluid throughout enrollment, with members added or removed as the needs of the child and family change. 
Include the most appropriate professional(s) based on the child and family’s needs and priorities.
2.26 Cultural Competence: Working with Diverse Families
Culture reflects the sum total of learned behavior of an ethnic group and is generally considered to be the traditions of that group. Culture is a set of values, attitudes, and beliefs of a group and is transmitted from generation to generation. 

To successfully engage families in services, you will need to recognize the role of culture in all areas of the early intervention process. 

In practice, this means you will:

· be continually mindful of your own values, beliefs and biases;

· seek to understand the world view of the families you serve;

· individualize your interactions to match the child and family’s culture; and

· appreciate differences.

Family-centered services are respectful of the family’s culture throughout the entire early intervention process. 
2.27 A closer look at Principle 4

Cultural diversity should be at the forefront of everyone’s mind when working and providing services in ECI. To understand how these differences can influence the services and decisions you make, look back at the 7 Key Principles for Providing Early Intervention Services in Natural Environments. 

Principle 4 states “The early intervention process, from initial contacts through transition, must be dynamic and individualized to reflect the child’s and family members’ preferences, learning styles and cultural beliefs.”

There are four key concepts in this principle that you should keep in mind as you work with families. 

1. Family members are active and key participants in all aspects of the ECI process from initial contact to transition. As a therapist on the team, be continually mindful of your own values, beliefs and biases. Individualize your interactions and services to match the child and family’s culture.

2. The adults in a child’s life each have their own preferred learning styles; interactions must be sensitive and responsive to individuals. 

3. Each family’s culture, spiritual beliefs, activities, values, and traditions will be different from the service provider’s (even if from a seemingly similar culture); service providers should seek to understand, not judge.

4. A family’s cultural beliefs and practices are more important than a provider’s comfort. Try to understand the world view of the families you serve.

2.28 Understand Your Culture

Cross cultural competence is the process of knowing our own culture to relate and, in this case, deliver services to individuals who have different cultural perspectives. It results in effective interactions that take into account similarities and differences in the way people respond and react to their environment. Developing skill in this area will be a continual process and is necessary for the successful implementation of key principle #4.
2.29 Cultural Perspective

As a therapist working in ECI, you have a unique opportunity to interact and reflect on the values and cultures of the families you work with. Even if you believe you are culturally sensitive, you may not realize how your interactions can affect those you work with. As service providers, we sometimes lack awareness of our own cultural beliefs and values which can impact our decisions, roles and attitudes. You must view the world from the family’s point of view. If your cultural perspectives dominate the interaction and do not fit the family’s preferences, the family may disengage and not fully participate in services.

Remember, effective early intervention services must be family-centered and culturally responsive to be most meaningful and effective for the children and families we serve. 

Take a few minutes to explore your cultural beliefs and perspective. This worksheet does not need to be shared with anyone.

2.30 Your MIWT caseload

Congratulations! You've completed the introduction to the MIWT module and you have earned the responsibility of having a caseload. Here are the three children you'll be working with throughout the module: Andre, Elizabeth, and Riley.

2.31 MIWT Bookshelf

Along the way, you'll need to access reference materials. At any time during the training, you can go to the MIWT bookshelf to look up something in the Texas Administrative Code or Part C regulations. You can also access resources on early childhood development or the 7 key principles, and access supplemental activities to the module. There's also a resource for supervisors, as well as links to additional trainings.

Let's get started!
2.32 Provide feedback for section 1

(NO AUDIO) 

Complete the survey at https://www.surveymonkey.com/r/SD38TNB before continuing to the next section.

Here are the goals of the section you just completed. Staff will:

· Be able to define the mission and philosophy of Texas ECI, incorporating the 7 key principles in all aspects of a therapist’s role

· Explain IDEA, CFR, FERPA, HIPAA and TAC legal requirements

· Understand your role on an ECI interdisciplinary team 

· Discuss the team approach and how to use it effectively: team as decision-maker

· Examine how cultural differences can influence ECI services 

· Identify where to access resources in the field of early intervention for ongoing professional development

How’d you do?

3. Referral Initial Contact

3.1 Getting started

Let's get started with the pre-enrollment process for the three children in your MIWT caseload. Pre-enrollment begins when a child is referred and we make initial contact with the family.
3.2 Objectives for section 2

 (NO AUDIO)

Here are the goals for this section of the module. Staff will:

· Describe procedural safeguards - e.g., explain notice and consent, maintain family confidentiality

· Identify the three categories of ECI eligibility
3.3 Who referred Andre to ECI?

 I just received a referral for Andre. The form is available at http://admin.abcsignup.com/files/%7B07D0901F-86B6-4CD0-B7A2-908BF5F49EB0%7D_59/MIW-T-4_Referral_for_Andre.pdf 

 (Multiple Choice, 10 points, 1 attempt permitted)

Question: Who referred Andre to ECI?
	Correct
	Choice

	 
	His parents

	X
	His physician

	 
	His daycare


(Answer response:)

Anyone who has a concern about a child’s development can make a referral to ECI, and Texas ECI programs must accept referrals for children fewer than 36 months. 

Let's take another look at Andre's form. Be sure you have a hardcopy of the form so you can see all the details.
3.4 Activity 2.1: Referral form

The referral forms you receive at your program may look somewhat different, but they will include the same key elements. 

A referral form may contain information about the parent’s concerns regarding the child’s development, and the child’s most recent physical exam or other medical record. Sometimes a referral may include a medical diagnosis. Information gathered during the referral process can also assist ECI programs to assign the most appropriate team for the child’s evaluation and assessment. 

As you can see, there is significant and sensitive information that can be gathered during the referral process. Keep in mind that families have the right to expect the rules around confidentiality to begin immediately at the point of referral. You will learn more about confidentiality and other procedural safeguards shortly.

3.5 Reason for referral

I noticed on the physician's referral form that Andre is in a foster home. Child Protective Services (CPS) referred him to the doctor, who then referred Andre to ECI. I'm going to make my initial contact with Andre's foster family today. Why don't you take some time now to learn more about the referral process and I'll check back with you in a bit. In the meantime, your MIWT coach is here to help.
3.6 Referral in TAC and CFR

To learn more information about the referral process and requirements, you can refer to TAC chapter 108, subchapter G: Referral, Pre-enrollment, and Developmental Screening. Additional requirements can be found in the CFR.

Let's take a closer look now at who can refer to ECI.


3.7 Primary referral sources

Referrals can come from a variety of sources:
· Physicians and other healthcare professionals

· Parents, caregivers, other family members

· Child care providers

· Social Service agencies

· Child Protective Services (CPS)

· Other Texas Health and Human Services programs

Note these are the most common primary sources but there are others, such as the local school district.

Which one of these primary referral sources is responsible for the most referrals to ECI? 

Physicians and other healthcare professionals
3.8 Referrals of MIWT children

You saw on Andre's referral form that he was referred by his doctor. What about the other children in your caseload? Elizabeth was referred to us at discharge from the hospital, due to her diagnosis of Down Syndrome. Let's look at Riley's referral form to see who referred him.
3.9 Riley's referral

(NO AUDIO) 
(Multiple Choice, 10 points, 1 attempt permitted)

Question: Who referred Riley to ECI?
	Correct
	Choice

	 
	Pediatrician

	 
	Blind Children's Vocational Discovery and Development Program (BCVDDP)

	 
	Parents

	X
	Child care teacher


3.11 Gathering information

Looks like you've learned a lot about the referral process. Good job!

I just got a call from CPS about Andre. The CPS worker assigned to his case would like to speak with us. Her name is Kerry, and she's worked with other children enrolled in ECI, so she is familiar with our evaluation process and services.

 (Multiple Choice, 10 points, 1 attempt permitted)

Question: What will you do?
	Correct
	Choice

	X
	Contact Kerry as soon as possible to get more information about Andre since he is a foster child in the conservatorship of the Department of Family and Protective Services (DFPS).

	 
	Ensure that the foster family has provided consent for CPS and ECI to talk to each other about Andre.


Feedback when correct:

That’s right....

In most cases you must obtain written consent from the parent to share and receive information about the child; however, Andre is in the conservatorship of the state, and under the Uninterrupted Scholars Act (USA) ECI is authorized to release information to CPS only if the child is in the conservatorship of DFPS.

Feedback when incorrect:

This one is tricky....

In most cases you must obtain written consent from the parent to share and receive information about the child; however, Andre is in the conservatorship of the state, and under the Uninterrupted Scholars Act (USA) ECI is authorized to release information to CPS only if the child is in the conservatorship of DFPS.

3.12 Needed at a meeting...

We have a team meeting now. Let's share this information about Andre with the team.
3.13 Activity 2.1: Confidentiality scenarios

Question 1: A family you are working with shares personal and highly sensitive information with you. What would you do?

CORRECT: Remind the family that all information shared is confidential. If the information is not directly relevant to services, explain that it will not be kept in the child’s record or shared with other team members.  
INCORRECT: Explain to the family that all information is confidential; however, it can be shared with other team members.

Question 2: A health clinic nurse contacts the social worker at your local program asking for information about the health status of a child their clinic physician referred and who was later enrolled in your program. What would you do?
INCORRECT: Go ahead and exchange information with the child’s physician, as it is important to coordinate with the medical provider.

CORRECT: Explain confidentiality requirements to the clinic staff.

Question 3: A co-worker not involved with a child and family on your caseload asks questions about the services being provided. What would you do?

INCORRECT: Go ahead and share the information with this co-worker because the information is more about the services than the child or family.  
CORRECT: Politely decline. You should not share information with anyone, including co-workers, unless they are directly providing services to the child.  
3.14 Procedural Safeguards

Let's take a closer look now at requirements for procedural safeguards...

Even before they are enrolled, children and families referred to ECI have certain rights under federal regulations and state rule. IDEA refers to these rights as “procedural safeguards.” You already learned about the family’s confidentiality rights under FERPA and HIPPA and how to find the other requirements for Procedural Safeguards and Due Process Procedures in Chapter 108, Subchapter B of the Texas Administrative Code. In addition to the TAC, there are several sections of the CFR that describe procedural safeguards. ECI programs must comply with all federal and state requirements related to procedural safeguards and due process. In cases of conflict between TAC and CFR, the interpretation must be in favor of the more rigorous safeguards for children and families.

Both the CFR and TAC provide information on protecting the rights of families with children in Part C programs.  In addition to the CFR and TAC, there are other laws which protect families’ rights.
3.19 Philosophy & Intent

Procedural safeguards provide a foundation for services that result in quality and equity across programs.  The intent of IDEA is that services are family centered and the family is valued as a team member.  Family rights and safeguards support the intent of IDEA.

Families bring valuable information to every step of the ECI process, and family participation is critical to the success of ECI services. When fully implemented, procedural safeguards help ensure the Individualized Family Service Plan reflects what is important to the family.

When families know and understand their rights, they are able to ask for what their child and family need and to express concern or dissatisfaction with services.  Procedural safeguards remind families they have the right to direct services and to speak out when services do not match the needs of their child and family. 

Also, remember families are in ECI for only a short time. Their children may continue to need specialized services long after they turn three, and they may interact with a lot of different service systems, such as public schools, the health care system, and social service agencies.  Knowing about their rights and how to exercise them are skills that will benefit families in the years after they leave ECI.

3.15 HIPAA & FERPA

As a therapist, you are probably already familiar with the Health Insurance Portability and Accountability Act (HIPAA), which protects the confidentiality of medical records. As a therapist in ECI, you also need to be familiar with the Family Educational Rights and Privacy Act (FERPA), which protects the confidentiality of educational records. Because ECI is an educational program, ECI programs and providers must comply with both HIPAA and FERPA, as well as TAC and the CFR. Both HIPAA and FERPA define what information must be kept confidential. 

In cases of conflict between any of these requirements, the interpretation must be in favor of the more rigorous safeguards for children and families. For example, HIPAA allows healthcare providers to share information needed to treat a patient, even if the patient has not given consent. FERPA is stricter, and does not allow sharing of information between providers without consent (except in specific cases related to child abuse or neglect). This means you cannot share evaluation results with the child’s doctor, even if the doctor made the referral to ECI, without the written consent of the parent.  
3.16 Joint Guidance

For more information on HIPAA and FERPA, select the document: Joint Guidance on the Application of the Family Educational Rights and Privacy Act (FERPA) and the Health Insurance Portability and Accountability Act of 1996 (HIPAA) To Student Health Records.

3.17 Draw from FERPA HIPAA T/F

True or False?
Question 1: Because therapy services in ECI are often paid through insurance, they are considered medical records rather than educational, and therefore are not subject to FERPA requirements.
Answer: FALSE. Any services provided through a program that receives funding from the US Department of Education, such as ECI, are subject to FERPA.
Question 2: Therapy services provided by a contractor paid through ECI are subject to HIPAA, rather than FERPA, because the provider is not an employee of an educational entity.
Answer: False. Any part of the child’s ECI record is subject to FERPA.
Question 3: Records the program receives from a child’s pediatrician do not fall under FERPA because they are not part of the educational record.
Answer: False. Anything that becomes a part of the child’s ECI record is subject to FERPA.
3.18 Importance of Family Rights

Why do IDEA, FERPA, federal regulations and state rule place such emphasis on safeguarding a family's rights?

As stated in rule, the purpose of procedural safeguards is to preserve the legal rights of children with developmental delays or disabilities and their families pertaining to early childhood intervention services. Procedural safeguards are integrated through every stage of a family’s early childhood intervention services experience. These procedures are a part of, not separate from, the required programmatic process. All early intervention personnel are legally obligated to understand and explain procedural safeguards to families and ensure they are followed throughout the course of early intervention services.  

3.20 Video for families: “Knowing Your Rghts”
Take some time now and watch the video produced by Texas ECI, “Parent to Parent: Knowing Your Rights.” This video explains procedural safeguards and describes actions all ECI programs must follow to safeguard, or protect, the families’ rights.  The video is approximately 11 minutes.

https://www.youtube.com/watch?v=MVpf70j_eto&feature=youtu.be
3.21 Informed Consent

Although most of the responsibility for ensuring families are aware of their rights falls to the Service Coordinator, as a therapist, you will need to get written consent before any evaluation, re-evaluation, assessment, or screening of a child.  You will need to make sure that parents are giving “informed consent” when they sign their agreement for their child to be evaluated. Informed consent is a process that includes the presentation of information, adequate opportunity for the “consenter” to ask questions and have those questions answered, and documentation of the voluntary decision to participate. It is a fundamental mechanism to ensure respect for persons through provision of thoughtful consent for a voluntary act. 

The procedures used in obtaining informed consent should be designed to educate the “consenter” in terms they can understand. Therefore, informed consent language and its documentation must be written in "lay language" (in other words, understandable to the people being asked to participate). You will need to ask your supervisor how your program addresses informed consent for people who have limited proficiency in the English language or people with cognitive impairments.
3.22 Activity 2.2: Procedural safeguards

(NO AUDIO)

Which procedural safeguard is this? Informed written consent, prior notice, or confidentiality?

Question 1: Begins when the family is referred to ECI and continues throughout the family’s participation in ECI services and even after the child exits.

Answer: Confidentiality. A family has the right to confidentiality as soon as they are referred to ECI. Information in the child’s ECI record is protected, even after the child exits from ECI.
Question 2: Must occur before the initiation of any IFSP service.

Answer: Informed written consent. A family must give their informed written consent for any IFSP service to begin.
Question 3: Occurs when ECI wants to meet with the family to plan or change services or when ECI wants to change or reschedule a meeting.

Answer: Prior written notice. Prior written notice is given to the parent when ECI proposes a meeting to plan or change services or to change or reschedule a previously scheduled meeting. Remember, when rescheduling a meeting, the new day and time must be convenient for the parent.
Question 4: Occurs when ECI does not agree to something the family has requested.

Answer: Prior written notice is given to the parent when ECI does not agree to something the family has requested. The prior written notice should provide information about steps a family can take if they do not agree with ECI’s decision.
Question 5: Gives permission to conduct the evaluation and assessment.

Answer: A family must give their informed written consent for ECI to conduct any type of evaluation or assessment.
Question 6: Occurs when ECI determines a child is no longer eligible for services.

Answer: Prior written notice is given to the parent when ECI determines that their child is no longer eligible for services. The prior written notice should provide information about steps the family can take if they do not agree with ECI’s decision.

3.23 Helping families prepare

I just got back from visiting with Andre's foster family. To help them prepare for the evaluation process, I provided them information about their rights and we discussed important features of the ECI eligibility determination process. I let them know that:

· ECI will evaluate all areas of Andre’s development.

· ECI will use a team approach. The team includes the family, and information that the family provides is vitally important to make sure the evaluation and assessment results are accurate. 

· ECI uses the Battelle Developmental Inventory Second Edition, which is a standardized tool. You'll learn more about the BDI-2 soon.

I'll share information I learned from the family with the rest of the team to help them prepare for the evaluation. We have a meeting set up later today.

Each local ECI program handles sharing information a little differently. Take some time to learn some details about your own program.  Find out how information from pre-enrollment is shared with the team by completing Worksheet 2.3, then discuss what you've learned with your supervisor.
3.24 Determining eligibility

Determine if the children are eligible for ECI services.
See what TAC and CFR say about Eligibility (Go to  slide 3.25 Eligibility Requirements)
Ask your MIWT Coach about Eligibility (Go to slide 3.26 Eligibility Criteria)


3.25 Eligibility Requirements

Let's take a closer look at requirements around eligibility.
As a therapist in ECI, you will be involved in determining if referred children are eligible for services.  Eligibility criteria for ECI are probably different from other settings in which you’ve worked.  

Federal regulations related to eligibility determination can be found in the CFR, Title 34, Part 303.21(a) and 303.321.

State rules about eligibility determination can be found in the Texas Administrative Code, Title 40, Part 2, Chapter 108, Subchapter H Eligibility.
3.26 Eligibility Criteria

There are three ways children can qualify for ECI services. Take some time to explore all three.
· Qualifying medical diagnoses (Go to slide 3.27 Medical diagnosis)
· Developmental delay (Go to slide 3.28 Developmental delay)

· Auditory or visual impairment (Go to slide 3.29 Auditory or visual impairment)


3.27 Medical diagnoses

A child with a qualifying medical diagnosis is eligible for ECI.  A comprehensive evaluation using the designated tools is not needed to establish eligibility for a child with a qualifying diagnosis, but the child’s record must contain medical documentation of the diagnosis. In addition, a comprehensive needs assessment is required to determine if a child with a qualifying diagnosis demonstrates a need for ECI services.  We'll talk more about how a comprehensive evaluation and assessment are different in the next section.

See a list of qualifying medical diagnoses or search for eligible codes. These are posted on the ECI website. These diagnoses were selected, with input from a committee of pediatricians, because they have a high probability of resulting in a developmental delay.  The list is updated periodically, so be sure to check when determining eligibility. Some diagnoses may be added or removed.  Not every diagnosis with a risk of delay is on the list.  Teams should not assume a diagnosis is on the list without checking. 

3.28 Developmental delay

A child can initially qualify for ECI services by exhibiting a delay of at least 25% in one of the developmental domains specified (gross motor, fine motor, communication, cognitive, adaptive, and personal-social), or a delay of at least 33% in expressive language only. Developmental delay (DD) is determined through the administration of a standardized test designated by the ECI state office, the Battelle Developmental Inventory Second Edition (BDI-2). Further testing for a Qualitative Determination of Delay (QDD) is allowed when the team is concerned the standardized test results do not accurately reflect the child’s ability to function in the natural environment.  You'll learn more about how to determine whether a child has a developmental delay in the next section.
3.29 Auditory or visual impairment

A child who has a documented auditory or visual impairment as defined by the Texas Education Agency (TEA) 19 TAC 89.1040 will also qualify for ECI.  A child with an auditory impairment must have documentation of an examination by an otologist (or a medical doctor if an otologist is not available) that indicates an impairment.  An evaluation by a licensed audiologist is also needed.  Based on this information, the team, including personnel from the local education agency (LEA) would then determine if the child qualifies.

Visual impairment must be documented by an ophthalmologist or optometrist.  The child must also be evaluated by a certified teacher of students with visual impairments (TVI) or an orientation and mobility (O & M) specialist.  The team, including personnel from the LEA, uses the results of these examinations and evaluations to determine if the child qualifies. Like children who qualify with a medical diagnosis, a comprehensive evaluation using the designated tools is not needed to establish eligibility for children who qualify with auditory or visual impairments, but a comprehensive needs assessment must be completed to document a need for services. 
Your discipline, however, may bring important perspective regarding the unique needs of a child who falls into one of these categories. For example, a PT or OT will provide important information regarding motor and sensory development for a child with a visual impairment.

If a child is not determined eligible by the LEA, the team should move on to the designated tool to determine if the child qualifies with a developmental delay.   
3.30 Activity 2.4: Eligibility

(NO AUDIO)

Activity 2.4: Test your knowledge of eligibility (True/false)

Question 1: A child with a qualifying medical diagnosis needs to have a comprehensive evaluation
Answer: False. Children with a qualifying medical diagnosis automatically qualify for ECI services. Note, however, that a comprehensive needs assessment is required.
Question 2: Auditory and/or visual impairment (as defined by TEA) automatically qualifies a child for ECI services
Answer: True. Children with AI/VI as defined by TEA automatically qualify for ECI services.
Question 3: A child who has a developmental delay of at least 10% in gross or fine motor skills would qualify for ECI services
Answer: False. It would need to be at least a 25% delay at the initial evaluation.
Question 4: A child who has a developmental delay of 30% in the adaptive/self-help domain and 18% in cognition would qualify for ECI services
Answer: True. The child would qualify because at least one delay is greater than 25%.
Question 5: Which of the following qualifies a child for ECI services?
Answer: Extremely low birth weight newborn (999g. or less), Noonan syndrome, Down syndrome, Fetal alcohol syndrome
3.31 Who is eligible?

Based on what you've learned so far, who do you know is eligible for ECI services?
 (Pick One, 10 points, 1 attempt permitted)

	Correct
	Choice
	Feedback

	 
	Andre
	We have not received documentation indicating a qualifying medical diagnosis or a hearing or vision impairment for Andre at this time. We'll need to move on to the BDI-2 to determine eligibility. Elizabeth has a qualifying medical diagnosis.

	X
	Elizabeth
	We received a medical record from Elizabeth’s pediatrician documenting her qualifying medical diagnosis of Down syndrome. 

	 
	Riley
	We have not received documentation indicating a qualifying medical diagnosis or a hearing or vision impairment for Riley at this time. We will need to move on to the BDI-2 to determine eligibility. Elizabeth has a qualifying medical diagnosis.


3.32 Provide feedback on section 2

(NO AUDIO)

Complete this survey before continuing on to the next section: https://www.surveymonkey.com/r/XV2HQV3 
Here are the goals of the section you just completed. Staff will:

· Describe procedural safeguards - e.g., explain notice and consent, maintain family confidentiality

· Identify the three categories of ECI eligibility

How did you do?
4. Evaluation & Assessment

4.1 Next phase of pre-enrollment

Let's move on to the next phase of pre-enrollment -- evaluation and assessment. In ECI, we talk a lot about evaluation and assessment.  Many professions use the terms interchangeably, but in ECI, they serve different purposes.  Let’s take a closer look.
4.2 Objectives for section 3

(NO AUDIO)

Here are the goals for this section of the module. Staff will:

· Explain the importance of a comprehensive evaluation, including the creation of a report with interpretations of Batelle Developmental Inventory-2 scores and results 

· Describe the importance of using clinical opinion and functional information across all developmental domains in the evaluation report

· Be able to document and explain to families results of the comprehensive evaluation and clinical opinion in: BDI-2, QDD, HELP, and discipline-specific assessment

· Demonstrate how  to complete the Health and Human Services (HHS)-ECI Eligibility Statement

· Explain how to provide referrals for when a child does not qualify for ECI but still needs support 
4.3 Eligibility, Evaluation, and Assessment

It’s important to become familiar with federal and state requirements regarding evaluation…

Federal regulations related to eligibility, evaluation, and assessment can be found in the CFR, Title 34, Part 303.21(a) and 303.321.

State rules about eligibility, evaluation, and assessment can be found in the Texas Administrative Code, Title 40, Part 2, Chapter 108, Subchapter H.
4.4 Interdisciplinary team

An interdisciplinary team works cooperatively to determine eligibility for every child referred to ECI. No single discipline can determine whether a child is eligible for ECI services. We know for an infant or toddler, development in one domain affects and is affected by development in all other areas. For this reason, it is important for you to:

· Collaborate with the rest of the team to evaluate each child across all developmental domains

· Relate findings in your area of expertise to the child’s overall development

· Apply your clinical opinion to interpretation of test results
4.5 LPHAs

The term LPHA, Licensed Practitioner of the Healing Arts, is a term unique to Texas ECI. ECI rule §108.103 defines the professions considered to be LPHAs.  

Every evaluation team is required to have an LPHA, preferably with expertise in the area of greatest concern. Every ECI professional, including the LPHA, is expected to be knowledgeable in general child development, but it is important for evaluation teams to include an LPHA who has expertise in the developmental area of concern. Your education and training in your discipline have made you uniquely qualified to evaluate specific areas of child development; the training you are receiving in Making It Work for Therapists will allow you to expand your expertise about infants, toddlers, and their families. 
4.6 Evaluation & Assessment

Many professions use the terms evaluation and assessment interchangeably, but in ECI, they serve different purposes. Take some time to explore both.
4.7 Evaluation

Evaluation is the process of reviewing all of the relevant information about a child to determine if he/she is eligible for ECI services. In ECI, the term “evaluation” can be used synonymously with “eligibility determination.”

There are three ways to complete an evaluation and they correspond to the three ways children are eligible for ECI services: 

· For children with a qualifying medical condition, evaluation does not require administration of a test, but includes a review and discussion of medical records, and a determination that the child needs ECI services. 

· To determine if a child is eligible due to a developmental delay, the team must complete the Battelle Developmental Inventory 2nd edition, or BDI-2, including the application of informed clinical opinion. 

· For children who have an identified hearing or vision loss, evaluation includes a review of the documentation that meets the criteria established by the Texas Education Agency. 

Eligibility must be re-determined at least annually for every child in ECI.
4.8 Assessment

Assessment is conducted to identify a child's unique strengths and needs, and can occur at different times during a child’s enrollment in ECI. There are four types of assessment in ECI:

1. Comprehensive needs assessment occurs once a child has been determined eligible. The purpose of a comprehensive needs assessment is to identify needs when a child enters the program, and at least annually. This assessment is always completed by a team, which includes at least two ECI professionals from different disciplines and the family. It includes a review of evaluation information (BDI-2 scores or other information used to determine eligibility) and medical documentation. An interview with the family, conducted as part of the IFSP, identifies the child’s functional abilities and needs, as well as the needs, concerns, and priorities of the family. Test results give us age equivalent scores, and provide information about where a child falls in the sequence of development in all areas. The family interview provides essential information about the child’s functional abilities in daily life, and becomes a key component of developing the service plan. Comprehensive needs assessment might also include a discipline-specific assessment. 

2. Discipline specific assessment is sometimes needed to provide detailed information about a child’s abilities in an identified developmental area. Most therapists refer to these as evaluations, and they may be billed as evaluations; but in ECI, they are referred to as assessments, because they do not determine eligibility. You may be asked to perform a discipline specific assessment at the time of eligibility determination, soon after a family enters ECI, or at any time during enrollment.

3. Ongoing, informal assessment should occur during every ECI service delivery session. Continuing assessment requires that we continually assess progress or lack of progress based on the child’s functioning so the team can adjust strategies, activities and intervention methods based on the status of the child and family.  

4. Re-assessment in ECI has a specific meaning. Re-assessment is a service planned on the IFSP. It is an assessment in which you will document information about a child's progress on IFSP outcomes, and help the team decide whether any changes to the IFSP are needed. Re-assessment is covered in more detail in the IFSP and service delivery sections of this module. 
4.9 Comprehensive Evaluation

If the child does not have a qualifying medical diagnosis or a documented auditory or visual impairment, the interdisciplinary team must conduct a comprehensive evaluation using the BDI-2 to determine developmental delay.  
4.10 Why conduct a comprehensive evaluation

In a comprehensive evaluation, the child’s level of functioning is tested in all developmental domains -cognitive, communication, personal-social, motor, and adaptive. An important part of your role on the interdisciplinary team is to assist in helping the parent understand the interconnected nature of their child’s development. 

Parents may be concerned about only one area of their child’s development. For example, a parent may be worried the child is not walking yet. The temptation is to evaluate only in the area of concern, but the ECI team must complete a comprehensive evaluation.
There are several reasons for this. Federal regulations require a comprehensive evaluation, and this is the right of all families referred to ECI. Evaluations limited to the area of concern often results in deficit-based intervention. When we evaluate the entire child, we can use the developmental strengths of the child to address areas of delay. 
We know that developmental areas in young children are interconnected. Parents may be focused on the fact that their two-year-old is not saying words. A comprehensive evaluation is needed to determine whether there is an underlying delay in cognition affecting communication, or whether development in other areas, perhaps personal-social, is impacted by the communication delay.  
Parents may be focused on a specific area of their child’s development and not recognize needs in another domain. Some parents have limited knowledge of typical child development, and may not recognize their child has delays other than those they have identified.
4.11 Need for BDI-2

We will need to conduct a comprehensive evaluation for both Andre and Riley. 

Take some time now to learn more about the BDI-2. I'll check back with you in a bit. In the meantime, your coach will be available if you have questions.
4.12 Designated Evaluation Tool

The Batelle Developmental Inventory, Second Edition Normative Update (BDI-2NU) is the tool designated by HHS ECI to determine developmental delay. The BDI-2 is always administered and scored by a team. Although, as a therapist, you may have clinical expertise in one area, such as communication or gross motor, as an ECI professional, you will be asked to evaluate children in all developmental areas to determine eligibility using the BDI-2. The test was designed to be administered by anyone with knowledge of child development. Common names used when referencing the tool are the BDI-2 or Batelle.
4.13 Introduction to BDI-2

You probably have some questions about how the BDI-2 works. 
Is it reliable? The BDI-2 is a standardized test. This means consistent, standard methods for administering the test were established when the test was developed. Texas ECI uses a standardized instrument to help ensure eligibility determination is as consistent as possible across the state.

To ensure accurate eligibility determination, the team must follow the standardized test procedures described in the test manuals. There is one manual for each developmental area, and to accurately administer the test, team members should refer to the manuals (either the domain books or the procedures listed in the electronic BDI-2, Electronic Records Forms or ERFs) during testing. 

How is it organized? The BDI-2 is a developmentally sequenced tool. It is generally accepted that child development occurs in a particular sequence which means that the attainment of one skill typically depends on the acquisition and mastery of earlier skills. The test items in the BDI-2 are presented in the general order a child develops skills in each developmental domain.

What does it evaluate? The BDI-2 is a comprehensive instrument that evaluates a child’s development across multiple developmental domains. IDEA Part C requires that every child receive a comprehensive evaluation including the areas of personal-social, adaptive, motor, communication and cognitive development. The BDI-2 covers all of these required developmental areas. 
How is it scored? Each item in the test is scored with either a 2, 1 or 0. Each item has specific scoring criteria which are presented in the domain manuals. As a trained professional, you will apply clinical opinion to the scoring of individual test items, especially in the developmental domains in which you have expertise. That application of clinical opinion may involve determining what “typical” means, or observations regarding the quality of performance of an item. Application of Informed Clinical Opinion will be discussed in a later section of this module. 
4.14 Other training is needed

Now we will take a closer look at the BDI-2 and how it is used in determining eligibility. Please note: this training module is not meant to be a comprehensive training covering all components of BDI-2 test administration. You will need to access the more in-depth training provided by HHS ECI, such as the archived webinars: Eligibility and BDI-2 (parts 1 & 2), as well as BDI and Eligibility: Mythbusters Edition. 

Another training resource is BDI-2 Difficult Items, available on the ECI Extranet in the Eligibility Document Library. Ask your supervisor about training available on the ECI Extranet. This document library also contains a Question & Answer document and other documents that might be helpful in learning about eligibility for Texas ECI. You can also ask your supervisor for training available to you at your local program.
4.15 BDI-2 materials

Ready to take a closer look at the BDI-2? 

The materials include an Examiner’s manual, a test kit of toys and other manipulatives, and five domain booklets. The information in each domain booklet is included in the electronic version of the BDI-2. Some ECI programs use paper scoring booklets while most use an electronic version. The test is available in both English and Spanish. Refer to the BDI-2 Examiner’s Manual for information on evaluating children whose first language is not English.
4.16 Cover Sheet

Let's take a look at key sections of the BDI-2 test booklet.  The BDI-2 paper test booklet contains 31 pages, and there is a cover sheet. The skills tested in each domain are listed in a developmentally sequenced order. On the electronic record forms (ERF), the language to use prompts are displayed for each item.

On the cover page you will find:

1. An area to record identifying information about the child and the team.

2. Calculation blanks for the chronological age of the child. The BDI-2 has specific instructions for calculating age. HHS-ECI also has an electronic calculator for calculating the child’s age, which is part of the Eligibility Statement available in the Eligibility Document library available on the ECI Extranet.

3. Boxes to record raw scores from each of the sub-domains of the BDI-2. After assigning a score of 0, 1, or 2 for each item, the raw score for each sub-domain is calculated and recorded.

4. Boxes for age equivalent scores. You will look these up in the BDI-2 Examiner’s Manual and enter them in to the center column to the left of the subdomain scores. As an alternative, the HHSC ECI calculator can assist teams in determining accurate age equivalent scores. 

5. A profile chart on the bottom left of the form that can be used to interpret other related scores.

4.17 Calculating the child's age

The BDI-2 has specific requirements for calculating the child's age. The year, month, and date of the child’s birth is subtracted from the year, month and date of testing, to result in a chronological age expressed as year/month /day. The age must be expressed as months. To convert the age to months, days are dropped (ignored), so a child who is 23 months and 29 days of age is 23 months for test purposes. After you are finished testing the child, you will take prematurity into consideration and adjust the child’s age, if applicable. You will learn more about this later in this section.
4.18 Activity 3.3: Calculating chronological age

(NO AUDIO)

Calculate a child’s chronological age if:
Date of birth is 1/17/2012 and date of testing is 6/8/2017

The correct age is 28 months. Did you remember to convert the age to months? Did you remember to disregard the days?

4.19 Domain booklets

The BDI-2 domain booklets contain important information for test administration, and must be used every time you test a child. There are five developmental domains in which the child is tested: Adaptive, Personal-Social, Communication, Motor and Cognitive. The books describe the materials to be used for each test item, and how the materials are to be presented. They also often include specific language to use when speaking to the child or parent. 

In the electronic version of the BDI-2, the tester can expand each item to see all of the information contained in the domain booklets on the screen.
4.20 Finding the age equivalent score

The BDI-2 results provide a raw score for every sub-domain which must be converted to an age equivalent score. You will use the “Supplemental Raw Score to Age Equivalent Tables” found in the BDI-2 Examiner’s Manual (appendix A) to find age equivalents (or AEs) for each sub-domain.

You will use the age equivalent to calculate the percent of delay. The instructions for the ECI Eligibility Statement Form contain detailed guidance for this step. Many programs use the Electronic Eligibility Statement Form which includes an automatic calculator for determining age equivalent scores and percent of delay. 
4.21 Other calculations

The BDI-2 scores can also be used to calculate Scaled Scores, a Developmental Quotient Profile, and a Sub-domain Profile of Scaled Scores. The Profile can be useful when interpreting scores and informing your clinical opinion, since it supplies a visual summary of how the child compares to other children his/her age, and how their scores in all of the sub-domains relate to each other. This can be especially helpful when a child has a non-qualifying delay. Scores charted on the Sub-domain Profile - Scaled Scores can show that, even though the child may have a small delay, he/she could still be within one standard deviation of children the same age.  These additional calculations are not required by ECI, but if your program uses an electronic version of the BDI-2 the calculations are automatic. 
4.22 Electronic BDI-2

The electronic version of the BDI-2 has a section to enter identifying information about the child. The child’s chronological age is automatically calculated. Information from here will be transferred to the BDI-2 Data Manager, a data system available to every ECI program where you can print the Score summary report and chart.

In the electronic version, when you select the scores for each test item, the program automatically calculates the raw scores and age equivalents. You'll learn more about this and get the chance to practice with the paper form in a little bit.
4.23 Start points

Test items are grouped by age in the BDI-2. The first item in each grouping is the start point for testing a child of that age. You will use the child's chronological age, not adjusted age, to determine the start point. If you suspect a child has significant delays, you might choose to begin at a lower start point, but you must not begin at a start point above a child's age. 

A start point is not an age equivalent. Start points were determined based on skills 95% of children that age have mastered. Beginning at the appropriate start point ensures that a child will have a high probability of success on the initial test items for his age. 
4.24 Learn more about BDI-2

I've got to run to another appointment now. Take some time to learn more detail about the BDI-2 and I'll check back with you in a bit. In the meantime, the MIWT service coordinator is available to help.  This training is not intended to provide all the necessary information for administering the BDI-2.  It is an overview of the test and procedures.  If you are going to be on a team administering the BDI-2, you will need to complete other, more in-depth training and observation before you participate in an evaluation. 

What would you like to do next?

· Learn about the types of items on the BDI-2? (Go to slide 4.25 Types of Items)
· Learn about the item scoring? (Go to slide 4.29 Item scoring)
· Learn about basal and ceiling levels? (Go to slide 4.30 Basal ceiling)
4.25 Types of items

The BDI-2 items are administered in three ways: structured, observation, or interview. Some items can be administered all three ways, others may only be administered through structured or observation procedures. Every item in the test has instructions regarding how it is to be administered. Since the BDI-2 is a standardized tool, you must administer it exactly according to the test procedures described in the test manual.    

Structured Items

STRUCTURED administration of test items requires specific procedures for presenting the test item. On items which include structured administration, this is the preferred method. This ensures a child has mastered the skill according to the standardization of the test. The procedures for structured administration are written in the domain book or within the electronic version and must be followed carefully. 

Sometimes accommodations are allowed if they don’t affect the skill that is being measured. The BDI-2 Examiner’s Manual describes when and how to make accommodations. Additionally, the test kit materials MUST be used unless a test item specifically says that there is flexibility. Your program has test kits containing all of the necessary items.  (Go to slide 4.26 Structured video)
Observation Items 

OBSERVATION allows the team to look for particular behaviors by watching a child doing typical activities in their natural environment. For items that include both observation and interview, observation is usually the preferred method. Some items require seeing a child over time to determine if the skill has been mastered. For these items, proceed to interview. (Go to slide 4.27 Observation video)
Interview Items 

When using the INTERVIEW procedure to administer an item you MUST use the script provided in the domain booklet. Although acceptable for many items, and sometimes the only way to get needed information, interview is the least preferred because it relies on the interpretation and report of the caregiver. (Go to 4.28 Interview video)
4.29 Item scoring

To score each item, you must use the criteria as described in the BDI-2 domain book a 2, 1 or 0. Do not score any item based only on the description in the test booklet, or on your ideas about whether or not the child can perform the task you haven’t seen. Always refer to the domain book for details about scoring.  This information is built into the electronic version of the BDI-2.
4.30 Basal & ceiling

The BDI-2 requires the tester to establish a basal and ceiling for every sub-domain. A basal is reached when the child scores "2" on three consecutive items. This assumes that the child has mastered all the skills before the basal. A ceiling is reached when the child scores “0” on three consecutive items. The procedure is described in the BDI-2 Examiner’s Manual. 
4.31 Draw from Basal & Ceiling

Activity 3.4:  BDI-2 Basal & Ceiling
Sample A: Review the BDI-2 self-care scoring sheet and determine if a correct basal and ceiling were found.

Answer: Only the ceiling is correct.
Sample B: Review the BDI-2 self-care scoring sheet and determine if a correct basal and ceiling were found.

Answer: Only the basal is correct.
Sample C: Review the BDI-2 self-care scoring sheet and determine if a correct basal and ceiling were found.

Answer: Only the ceiling is correct.
4.32 Tallying the score

In each sub-domain, add the scores (2 and 1) for all items. Be sure to add two points for every item below the basal. If the BDI-2 is completed electronically, the scores are added up for you. 
4.33 Activity 3.5: Tallying the BDI score

Review the samples document at http://admin.abcsignup.com/files/%7B07D0901F-86B6-4CD0-B7A2-908BF5F49EB0%7D_59/MIW-T-8_Wkst_for_3_5_Tallying_the_score.pdf 
Sample A: What is the score for this part of the BDI-2?
Answer: 19


Sample B: What is the score for this part of the BDI-2?

Answer: 32

Sample C: What is the score for this part of the BDI-2?
Answer: 15

4.34 QDD

If a child does not qualify based off of the test results, the team may determine there is concern regarding the child’s development that was not identified by the BDI-2. In those cases, the team should use the qualitative determination of delay (QDD) process to determine if the child is eligible. 

(Clicking each question below leads to a new slide)
When is QDD appropriate? (Go to slide 4.35 When is QDD appropriate?)

What is a qualitative determination of delay (QDD)? (Go to slide 4.36 QDD in TAC)
What tool is used to determine QDD? (Go to slide 4.37 How HELP strands are used)

What do you do if the child is under 3 months old? (Go to slide 4.38 QDD for very young infants)

4.35 When is QDD appropriate

In some limited cases, the team can use other information in addition to the scores on the BDI-2 to qualify a child. There are specific requirements for QDD eligibility, and an age equivalency must still be assigned. The same percentage of delay for eligibility applies to QDD enrollment; 25% delay in at least one domain, or 33% for expressive language.

When proceeding to QDD, the team must include an LPHA knowledgeable in the area of concern. The evaluation team must document why they believe the BDI-2 did not reflect the child’s functional development. As an LPHA your knowledge and background allow you to lead the team in identifying functional differences related to quality of skills in specific developmental areas including movement, muscle tone, articulation, oral motor, or social/emotional differences.

Click on each picture to reveal some examples of when a team might move forward with qualitative determination of delay.

· A child who is verbal and communicative may score at age level on the BDI-2 in the communication domain, but be observed to have speech that is very difficult for family members and others to understand. 

· A child may score at age level on the BDI-2 in the fine motor sub-domain, but uses only one arm and hand. 

· A child who presents with a pattern of mild delays consistent with Autism AND there are red flags regarding his development

· A child who scores at or close to age level in Personal-Social skills, but has significant behavioral or emotional outbursts.

QDD eligibility is in effect for only 6 months, so the team must inform the parents that the program will have to re-determine eligibility within 6 months. 
4.36 QDD in TAC

Let's take a closer look at requirements around QDD.

State rules about QDD can be found in 40 TAC Section108.821.

Qualitative Determination of Delay (QDD) is a sub-type of the Developmental Delay category of ECI eligibility. When the results of the designated test protocol do not accurately represent the child's development and do not indicate a qualifying developmental delay the team must document corroborating evidence of a qualitative developmental delay from a supplemental protocol designated by ECI.
Question: According to TAC, when must the supplementary protocol (QDD) be administered?
Answer: When the interdisciplinary team determines there is evidence that the results of the standardized tool do not accurately reflect the child's development (Section 108.821).
4.37 How HELP strands are used

HHS ECI has designated the Hawaii Early Learning Profile (HELP) Strands as the supplementary protocol to determine QDD in children 3 months and older. A different procedure is used for infants under three months of age, which will be covered later. The HELP is a comprehensive, family-centered, curriculum-based assessment. The team administering the HELP Strands to determine eligibility must include an LPHA with knowledge in the area of concern and who is acting within the scope of their license. It’s important that you understand and are comfortable with the HELP and the procedures for administering it to determine QDD. 

The items in the HELP Strands permit more clinical interpretation for scoring than items in the BDI-2, and provide a closer examination of some developmental milestones. The “Inside HELP” manual is a necessary resource to help you accurately administer and score the strands. When testing to determine QDD, you will not administer the complete tool; you only administer the designated strands in the area of concern.

The only strands permitted for use to determine QDD are identified on page two of the eligibility statement. They are strands in the developmental domains of gross motor, fine motor, social emotional and communication. These strands were chosen because they include developmental areas that are not covered in depth by the BDI-2. 

For some domains, HHS ECI has designated multiple strands for administration. For example, in Gross Motor, three strands are identified: Prone, Supine and Weight-Bearing. If Gross Motor is the area of concern, all three strands must be administered, and the age-equivalents averaged to determine if the child meets the percentage of delay required for eligibility.

One resource to help you with administering and scoring the HELP Strands is the HHS-ECI “Help with the HELP” training module, available on the ECI Extranet. You can use the module to become familiar with the instrument and its use. 
4.38 QDD for very young infants

For children with a chronological or adjusted age of less than 3 months a licensed therapist with expertise in the area of concern must be part of the team which determines eligibility. Rules to determine QDD for a young infant vary, according to the exact age of the child: 

· For a child with an adjusted age of less than one month testing with the BDI-2 or the HELP Strands is not required. 

· For a child with an adjusted age of at least one month, but fewer than 3 months, administration of the BDI-2 is required, but the HELP Strands do not need to be administered. 
4.39 Your Role in QDD

The licensed therapist must:

1. form clinical opinions of the child’s abilities from discussions with the family, review of medical records, observations, and handling of the child. This might include: movement patterns, muscle tone, torticollis, loss of liquid when feeding, weak suck, etc. Document detailed information that clearly describes your concerns for the child.

2. document how the child’s functioning is impacted by the clinical findings. This could include statements about the child only feeding on one side, not turning his head to one side in response to visual or auditory stimulation, difficulty with hygiene due to muscle tightness, taking a long time to complete a feeding, etc. Document detailed information that clearly describes the functional limitations that are currently impacting the child. These are not limitations that might be anticipated in the future, but limitations that are currently observed or reported by the family. 

3. lead the team, including the family, in a discussion to determine a need for services.

4. complete the necessary sections of the Eligibility Statement Form.  

We will discuss the eligibility statement in more detail next. For now, take some time to look over the page specific to documenting eligibility for infants less than three months old.

4.40 Intro to eligibility statement

Now that we know how to determine eligibility, let’s look at how you will document.

The ECI Eligibility Statement summarizes and documents test scores and other information regarding evaluation. Completion of the ECI Eligibility Statement form is required by ECI Rule 40 AC §108.804. 

There are two versions of the form: electronic and paper. 

· (electronic) The electronic version automatically calculates chronological age, adjusted age when applicable, age equivalents, and percentage of delay. The electronic version is a spreadsheet, with tabs at the bottom naming the sections.

· (paper) In the paper version, the team makes all the necessary calculations by hand and enters them into the form.

(closing) You can view the electronic eligibility statement by selecting the document on this page. HHS ECI recommends the electronic calculator version because it reduces calculation errors. If your program uses the paper version, it is recommended you have another team member check your calculations to ensure accuracy. Check with your supervisor to find out which version is used in your program. Evaluation teams use different procedures when completing the Eligibility Statement Form. As the LPHA on a team, your responsibility may be to complete the form, or you may be expected to only provide information to another team member who will complete the form.  You will have the opportunity to practice completing the Eligibility Statement later in the module.

4.41 Pages of the Eligibility Statement

The Eligibility Statement form contains three pages. Select the pages to learn more about the information that should be documented on each page. Specific instructions about completing the form are found within the spreadsheet in the first tab and can be reviewed from here as well. You will need to refer to these instructions prior to completing the form.
(clicking each page goes to that page’s slide)
Eligibility Statement Page 1 (Go to slide 4.42 ES Page 1)

Eligibility Statement Page 2 (Go to slide 4.43 ES Page 2)

Eligibility Statement Page 3 (Go to slide 4.45 ES Page 3)

4.42 ES Page 1

This page contains identifying information about the child and details about the evaluation. Medical diagnoses and Auditory Impairment or Visual Impairment (commonly called AI or VI) qualification are captured here when applicable. For developmental delay the age equivalents, months and percentage of delay as determined by testing are recorded, and the final determination for eligibility is noted here. When you use the electronic form, all of the scores and other information will auto-fill from the calculator. 

In this example, we are able to see that Andre is eligible for ECI services with a developmental delay. His qualifying delay is in the cognitive domain, but he also has delays in personal-social and communication. 

Elizabeth is eligible with a qualifying medical diagnosis. This is how her completed eligibility statement looks. 
4.43 ES Page 2

This page is used to document Qualitative Determination of Delay for children three months of age and older. The team must document the concerns regarding the child’s development that were not captured in the BDI-2 results. As the LPHA on the evaluation team, you are often responsible for leading the team in discussing and documenting this information. Ensure the description is complete and detailed. 

The scores for the HELP strands are entered on page 2 as well. The scores will automatically populate to Page One if the child has a qualifying delay on the HELP Strands. If the child does not qualify, the scores do not need to be entered on Page One. 

In this example, Riley’s team moved onto QDD and administering the Personal-Social HELP strand. Take a minute to review the information the LPHA documented as the reason for moving to QDD. 
4.44 Documenting QDD

Select each of these poorly written examples to see examples of what should be written on page two. 
1. Insufficient documentation: Team concerned about play.
Better documentation example: Beth showed non-qualifying delays on the BDI-2 in receptive communication, expressive communication, cognitive skills and personal social. However, her play is sometimes not developmentally appropriate. She is hyper focused with spinning the wheels of her train. Beth says many words but has to be prompted to use them to request something.
2. Insufficient documentation: Team concerned about play.

Better documentation example: Although Jack communicates well using sounds, single words and gestures, his mom reports he says 50+ words, but no one can understand him except his mom. Team was not able to understand any of his speech, and also noted that he produced a limited number of vowel and consonant sounds.
4.45 ES Page 3

The team will complete page 3 for infants with a chronological age under 3 months when Qualitative Determination of Delay is appropriate.  As a therapist, you have a responsibility to support and lead your team when evaluating very young infants. Specific knowledge and skill is needed to identify functional limitations in infants whose chronological or adjusted age is less than three months. Documentation on this page requires two components: 1) identification of the clinical concern, and 2) identification of the functional limitations manifested by the concern.  A clinical concern alone is not sufficient to qualify a child for ECI.  Current, observable functional limitations resulting from the concern must also be described. 

In the clinical description section, document what has been observed, and what was reported by the family or in medical records. This might include information about movement patterns, muscle tone, torticollis, loss of liquid when feeding, slow feeding, etc. This should be detailed information that clearly describes your concerns for the child.

In the section, titled “effects/ observations/ caregiver’s report”, you will describe how the clinical findings significantly interfere with the child's functional abilities. Include observations and caregiver report. This requires a description of current and observable limitation(s), not limitations that might clinically be anticipated. Use functional language, with descriptions that are relevant to daily family life.

The therapist then signs, dates, and enters his/her discipline. 

There is a space at the bottom of the page to indicate the team informed the parent/guardian that qualitative developmental delay status will be re-determined in six months. 

Select each to see examples of good documentation:

Example 1 

Clinical description: She has been diagnosed with reflux, and exhibits excessive nasal and chest congestion. Becca is taking about 60ccs every hour from a bottle. This is down from 75 ccs she was taking two weeks ago. After about 15 ccs, she begins to tire and exhibits a disorganized, inefficient suck swallow pattern.
Effects/observations/caregiver report: Baby has lost a few ounces in weight, which is causing her mom great concern. She loses milk during feeding. She needs to increase her caloric intake by having better coordination when feeding. The hard work of feeding causes her to often fall asleep when eating, and feedings can last up to an hour.


Example 2
Clinical description: Pediatrician has diagnosed torticollis
Effects/observations/caregiver report: The baby will only nurse on one side and he doesn’t turn his head to both sides to look at faces. He sleeps with his head turned only to one side. This limitation is affecting the baby’s ability to visually attend to his environment.

4.46 Activity Clinical or Functional

Read these descriptions and determine whether the statement would be a clinical description of concern (CD) or a description of functional effects (FE). 

What do you think? Is this a clinical description of concern (CD) or a description of functional effects (FE)?
 (Drag and Drop, 10 points, 1 attempt permitted)

	Item
	Answer

	Low muscle tone
	Clinical description (CD)

	Diagnosis from a physician of torticollis
	Clinical description (CD)

	When laying on back during diaper change, keeps head turned to left, with legs still and flat on surface
	Functional effects (FE)

	Will nurse only on left side
	Functional effects (FE)

	Increased tone and asymmetrical movement while on back
	Clinical description (CD)

	Doesn't turn his head to both sides to look at faces or other stimulus
	Functional effects (FE)

	Not able to lift head to clear nose and mouth when placed on tummy
	Functional effects (FE)


4.47 Eligibility redetermination

Children enrolled in ECI services must be re-evaluated periodically to determine if they are still eligible for services. For a child with a developmental delay determined by BDI-2, re-evaluation for eligibility must be completed within one year of enrollment. Children who were enrolled based on a qualitative determination of delay must be re-evaluated within 6 months of the date they were enrolled. 

· The BDI-2 is the only tool that can be used to re-determine eligibility. 

· A qualitative determination of delay can be made only at initial enrollment. After 6 months, children who were eligible based on a qualitative determination of delay must show a delay on the BDI-2 or have documentation of a qualifying medical diagnosis or auditory or visual impairment to continue receiving ECI services.

· To continue to receive ECI services, at re-evaluation the child must show a delay on the BDI of at least 15% in at least one domain. This criterion also applies to those children whose only delay is in expressive communication at re-evaluation, or who entered with an initial determination of QDD.

· Children who qualify for ECI due to a medical diagnosis or with an auditory or visual impairment must also have their eligibility re-determined each year. The child’s record must contain documentation that he or she still has a qualifying medical diagnosis, or a qualifying auditory or visual impairment. The team will then reassess to determine if the child still has a need for services. Some qualifying medical diagnoses are time specific. For example, Extremely Low Birth Weight only applies to children under one year of age. If the child qualified for services at six months of age with this diagnosis, it would no longer be applicable at re-determination when a child is 18 months of age.   

· Eligibility can be reviewed at any time. If the team serving a child thinks he or she may have “caught up” developmentally, they should discuss this with the parents. If the team determines the child has met developmental proficiency, and there is no longer a medical need for services, then the child should be discharged from ECI. 
4.48 Organizing evaluation information

Let’s move on to find out what else is required during the evaluation and assessment process. 

To ensure that all of a child’s unique needs are identified, ECI requires assessment of other areas, including hearing, vision, and nutrition that are not covered in the BDI-2. To accomplish this, the team will complete the ECI Needs Assessment, Identification, and Referral Form as part of the evaluation process. The form organizes information the team has already gathered during evaluation; no new assessment is required. As a member of the interdisciplinary team, it is important that you are aware of the risk factors, and vision and hearing indicators, for any child you are evaluating. For children who are eligible, the team will also identify any nutrition concerns. When any of these needs are identified, the team will make appropriate referrals for further evaluation.

Make sure you have a hard copy of the ECI Needs Assessment, Identification and Referral form to refer to.
4.49 AT

In addition to hearing and vision, the team must determine whether the child has assistive technology (AT) needs. The Code of Federal Regulations defines assistive technology as: "Any item, piece of equipment, or product system, whether acquired commercially off the shelf, modified, or customized, that is used to increase, maintain, or improve the functional capabilities of children with disabilities.”

If you are a physical therapist, occupational therapist, or a speech language pathologist, it is your responsibility to review AT needs as part of the team’s interdisciplinary evaluation. The child’s record should contain documentation that AT needs were assessed. If any recommendations or follow-up is needed, your therapy evaluation should document this. 
4.50 VCFS

Velo-Cardio-Facial Syndrome (VCFS) is a genetic disorder. Current Texas law (Tex.Hum.Res.Code §117.076) requires ECI to provide information to families whose child has two or more characteristics of this rare condition. The presence of these characteristics does not mean a child has VCFS. Many infants and toddlers enrolled in ECI will display two or more of the characteristics, but very few of these children will have VCFS. 

Here is a list of characteristics: 

· Hypotonicity

· Articulation disorder

· Resonance disorder

· Nasal regurgitation during feeding with no history of cleft palate

· Recurrent ear infections combined with cardiac anomaly, feeding disorder, cleft palate, or sub-mucosal cleft palate

· Eligible for ECI with fine motor or gross motor delay

· Eligible for ECI with communication delay

If a child does exhibit two or more of the characteristics, the parent must be provided with information about VCFS, along with a recommendation to contact the child’s physician for follow-up. 
4.51 ASD

The team will review indicators of possible autism for every eligible child over 18 months of age. The indicators are listed on the Needs Assessment, ID and Referral Form. It’s important for you to be aware of the red flags for autism, and be prepared to discuss them with the family when applicable. 

· Family history of autism

· Child has lost previously acquired speech or social skills

· Child has social, emotional, or behavior concern with

· Language delay or atypical speech and/or

· Cognitive delay

If the team identifies any issues they will explain the importance of early screening for autism and, with consent, complete the Modified Checklist for Autism in Toddlers Revised (M-CHAT-R) unless the child has already been screened by the child's licensed healthcare provider.
4.52 Informed clinical opinion

IDEA requires that eligibility determination should not be based on test scores alone. Teams must use informed clinical opinion when a child qualifies under developmental delay. Your professional knowledge and expertise are an important component of the ECI eligibility process. To provide an informed clinical opinion, you must have knowledge about all developmental domains, the expected sequence of development and the range of individual variations in typical infant and toddler development. 

The team will gather information about the child’s abilities from the BDI-2. However, they must also collect and review information about the child’s history from the parents and with parental consent, from other sources such as the child’s pediatrician or medical specialists.
4.53 Informed clinical opinion in evaluation

When is informed clinical opinion used?

Individual test item, when appropriate:

Informed clinical opinion is often applied to individual test items when administering the BDI-2. You might need to use informed clinical opinion to measure a particular skill against the scoring criteria. For example, gross motor item #11 says the child “turns from prone to supine position unassisted.”  The scoring criteria for 2 points describes the movement as being performed intentionally, using a smooth, coordinated movement. Informed clinical opinion must be applied to evaluate the quality of the movement for accurate scoring. Does the child appear to roll over intentionally? Is the movement smooth and coordinated, or accomplished by arching the back?

When interpreting a score:

A team may also use informed clinical opinion when interpreting a domain score. For example, attainment of skills in areas such as self-care like self-feeding and dressing, can vary with culture, and in some cases, a low score could be due to the family’s expectations of development. When eligibility decisions are based on the team’s interpretation of a qualifying score, it’s important to clearly document the reasons.  

When reviewing results with a parent:

A team may also use informed clinical opinion to explain test results to parents. Team members use informed clinical opinion to explain what the scores mean, and how the scores relate to the child’s overall development. For example, if a child has a significant delay in fine motor skills, and a smaller, but still significant delay in adaptive skills, the team might talk about the ways a deficit in fine motor skills can make it hard for a child to learn self-care activities. Interpretation of the Subdomain Profile Scaled Scores on the BDI-2 score sheet can provide meaningful information. 

To restate a question on the BDI-2:

Another situation in which you might use informed clinical opinion occurs when a parent does not understand the scripted question in the BDI-2. You would use your knowledge of the intent of the item and the skill that is being measured to rephrase the question in a way the parent can understand, but does not change the intent of the item.

When making a qualitative determination of developmental delay:

Sometimes, informed clinical opinion may indicate that the BDI-2 scores do not reflect a qualifying delay, but a child has some delays that are not reflected in the test results. In those cases based on informed clinical opinion, as well as professional knowledge and experience, the team may determine that additional testing is indicated to determine if the child is eligible with a qualitative determination of delay. 
Determining Age Equivalencies for QDD

The team will also use clinical opinion to determine age equivalences during the QDD process. Unlike the BDI-2, the HELP Strands scoring does not result in an age equivalent. Team members apply their informed clinical opinion and knowledge of typical child development to determine the appropriate age equivalent.

Young Infants

Informed clinical opinion is a critical piece of determining eligibility for children under 3 months of age who qualify with a qualitative determination of delay. The licensed therapist with expertise in the area of concern will evaluate the child's skills. The team then uses that information, along with their informed clinical opinion to determine if the child needs ECI services. 

When the family's native language is not English:

Another instance in which a team will use informed clinical opinion is for children whose families do not speak English, or for children who are learning two languages. As required by TAC, the evaluation must be conducted in the language normally used by the family, if developmentally appropriate.

If the child has a qualifying score in communication, but does not exhibit delay in any other domain, the team may need to do an additional evaluation to determine eligibility. To determine whether the child is delayed or whether the score is the result of language differences, the team may administer the Preschool Language Scale (PLS-4 or PLS-5) to gather more information. A team administering the PLS must always include a Speech Language Pathologist to interpret the results. If the child doesn't show a delay on the PLS, he or she does not qualify for ECI services.
4.54 Activity 3.14: Clinical opinion quiz

Question 1: During the administration of the BDI-2, Mom doesn’t understand what you are asking her. You substitute a different word that still allows you to measure the same skill. Are you using informed clinical opinion? Answer: Yes
Question 2:  You determine the basal and the ceiling for the child on the BDI-2 gross motor strand. Are you using informed clinical opinion? Answer: No

Question 3: You and the other member of the team explain the results of the BDI-2 to Mom and discuss how her child’s developmental delay in language is related to a delay in her cognitive skills. Are you using informed clinical opinion? Answer: Yes

Question 4: You complete page 1 of the eligibility form. Are you using informed clinical opinion? Answer: No

Question 5: You and the team determine that the BDI-2 does not accurately reflect the child’s development. You and the team make a decision to move forward with qualitative determination of developmental delay. Are you using informed clinical opinion? Answer: Yes

4.55 For the children

Let's look at how the teams have applied informed clinical opinion so far for each of the children. 

Andre’s team used clinical opinion when administering the BDI-2. The team administered an item to measure whether Andre could occupy himself for 10 or more minutes without demanding attention. The item includes watching television as an activity. Andre’s foster mom reports that he likes to watch Dinosaur Train and Spongebob with the older kids when they get home from school. Based on the foster mom’s responses, the team needed to determine if Andre was actively engaged or passively viewing the shows. The team also used clinical opinion to determine what to ask mom to solicit this information without changing the intent of the test item.

Elizabeth’s team used clinical opinion when performing her comprehensive needs assessment. They changed some of the questions on the IFSP form to be more appropriate for her age. Because of her age she isn’t showing an obvious delay, so the team used their knowledge of child development and Down syndrome to document her need for services based on her muscle tone and some subtle feeding issues.

Riley’s team used clinical opinion to know when to consider qualitative determination of delay. He did not show a qualifying delay on the BDI-2, but the team felt that his BDI scores did not accurately reflect his development. The team was specifically concerned about how difficult it was for Riley to engage with the evaluators and that he displayed multiple repetitive actions such as walking around in circles and word/ sound repetition. Riley received a score of 0 on several red flag indicators correlating to the M-CHAT-R. Further questioning revealed that Riley babbled very little when he was younger, and doesn't make very many consonant sounds, so the team administered HELP Strands to gather even more information.  

4.56 Evaluation Report

After completing an interdisciplinary evaluation of a referred child, one of your responsibilities as an LPHA is to write a report of the results. This can be completed in a detailed progress note, or in a formatted evaluation report. Check with your supervisor to learn about the specific requirements in your program. Select how you would like to proceed.
Understand the importance of your report (Go to slide 4.57 Importance of the report)
Identify what is included in a report (Go to slide 4.58 Included in the report)

Take necessary steps for a child who doesn’t qualify for ECI services (Go to slide 4.59 Non-eligible child)

4.57 Importance of the report

Why is a report important?

Standards of Care for all professional disciplines emphasize the importance of and provide guidance regarding documentation of evaluation. In ECI, the report of your participation in the evaluation serves the following purposes:

· Provides detailed documentation of the results of testing. 

· Demonstrates team collaboration and application of clinical opinion as required by IDEA Part C

· Supports billing of a discipline evaluation

· Documents that evaluation was completed prior to intervention 

Failure to document the application of your professional expertise, both as a representative of your discipline and as an early intervention professional, could result in both legal and financial risk to the agency. 
4.58 Included in the report

What is included in the report? By including the following six components, you will ensure that your report will meet IDEA Part C and ECI requirements, as well as Medicaid and other funding source requirements.   Access the full document.
1.
A description of the presenting problem or reason for referral.  This will be the basis for the CPT (Current Procedural Terminology) code used for billing Medicaid or insurance. Be sure to describe information from the original referral, initial conversations with the family, and concerns expressed by the family at evaluation. You should mention concerns in all developmental areas, not just your area of expertise.  

2.
Information you may have learned from review of other records. If medical records are available prior to evaluation, it is important that you review them. 
3.
Relevant history about the child. This may include health information reported by the parent, hospitalizations, any relevant birth history, multiple birth, etc. 

4.
Your detailed observations of the child. Some examples are how he interacted with his parent during the evaluation, how he interacted with team members, behaviors observed, and the child’s temperament.
5.
Documentation of test scores, and your interpretation of those scores. Interpretation includes any patterns of delay that were noted and the inter-relatedness of developmental areas. 
6.
Your clinical assessment of the child’s functional abilities. This is information that goes beyond performance of test items. It might include information about the child’s functional use of language, sound development and speech intelligibility, muscle tone, movement patterns, or behaviors that interfere with function.  
4.59 Non-eligible child

There are times when children are referred for services, evaluated, but do not qualify for ECI services.  What should you do in those instances?  If a child has been evaluated and does not meet the percentages of delay to qualify, either through the use of the BDI-2 or after moving to Qualitative Determination of Delay (QDD), you as the LPHA are still responsible for completing a comprehensive and thorough evaluation report.  The team is also responsible for fully completing the Eligibility Statement and the Risk Factors, Needs Assessment and Referral form.  The Nutrition Review and Autism Spectrum Disorder Risk Identification are not required to be completed for children who do not qualify for ECI services.  

View an example of how to write a report when a child does not qualify for services.
4.60 Referrals

As the LPHA on the team it is crucial to fully document that all concerns from the referral source and parent(s) have been addressed. While this is important for all children, it is critical for those who are determined ineligible.  Having adequate documentation protects the agency, program and therapist in the event a parent contests the eligibility decision. Sometimes, a child may have non-qualifying delays but could benefit from therapy services. In these cases, the team should make a referral to an outside provider. Your program should have a list of therapy providers in the community; share this list with parents so they may choose their own provider if they wish. In other cases, the child may not need therapy services, but the parent might benefit from general recommendations provided by the therapist to promote the child’s development. 

When completing your evaluation report, you should make sure to include any outside referrals or strategies for the family to implement. Remember, the documentation in your evaluation report, along with the results of the BDI-2, are key to establishing informed clinical opinion for a child who is not eligible for services.
4.61 Provide feedback on section 3

(NO AUDIO)

Here are the goals of the section you just completed. Staff will:

Explain the importance of a comprehensive evaluation, including the creation of a report with interpretations of BDI-2 scores and results 

Describe the importance of using clinical opinion and functional information across all developmental domains in the evaluation report

Be able to document and explain to families results of the comprehensive evaluation and clinical opinion in: BDI-2, QDD, HELP, and discipline-specific assessment

Demonstrate how to complete the HHSC-ECI Eligibility Statement

Explain how to provide referrals for when a child does not qualify for ECI but still needs support 

How’d you do?

Complete the survey at https://www.surveymonkey.com/r/XN86VTN before moving on to the next section.

5. IFSP

5.1 IFSP

The Individualized Family Service Plan, or IFSP, documents the child’s strengths, needs, functional abilities, the family’s priorities for services, and the type and amount of services the child will receive. The IFSP form is completed by the team during the IFSP meeting, but the form reflects all of the information gathered during pre-enrollment, the evaluation, needs assessment, and the IFSP meeting. 

Keep in mind that the IFSP is much more than completing a form.  The completed IFSP form is the result of the IFSP process. In this section of the module, you’ll have the opportunity to learn about the IFSP process and how to complete the documentation.
5.2 Objectives for Section 4

 (NO AUDIO)
Here are the goals for this section of the module. Staff will:
· Define the purpose of the IFSP and the role of your clinical opinion throughout the process 

· Explain the therapist's role in the routines discussion in the present levels of development section of the IFSP

· Make connections between evaluation results and the functional needs assessment that is completed with the family

· Incorporate all sources of input to ensure all identified needs, strengths, and referral concerns are addressed

· Apply how to code age appropriateness in the IFSP

· Write measurable outcomes that address needs, are functional, and activity based

· Write procedures to address the outcomes

· Explain SST service and the value added to the team

· Identify how to plan appropriate services (including reassessment) based on child & family needs (includes group services, co-visits, and use of COTA, SLPA, PTA)

· Define your role in IFSP reviews (annual, periodic)
5.3 IFSP in TAC and CFR

The rules and regulations related to the IFSP process are found in TAC, Title 40, Part 2, Chapter 108, Subchapter J: Individualized Family Service Plan and in the Code of Federal Regulations, Title 34, Part 303, Subchapter D, Sections 303.340 through 303.346.  
5.4 What the IFSP Means

Throughout this section of the module, you will learn a lot of details about the IFSP process. But what is the IFSP at a fundamental level?  The IFSP is a promise to children and families -- a promise that their strengths will be recognized and built on, their needs will be met in a way that is respectful of their beliefs and values, and their hopes and aspirations will be encouraged and enabled.  

This promise is not a promise that families will get everything they want or that all children will reach the goals written in the IFSP.  Rather, it is a promise that ECI staff will respect the strengths, values and dreams of every family.  The promise of the IFSP is only as good as the attitudes surrounding it; remember that for each family you serve, the IFSP documents represent their hopes for their child.

This statement was developed by the Association for the Care of Children’s Health.

Citation: McGonigel, M. J., & Johnson, B. H. (1991). An overview. In M. J. McGonigel, R. K. Kaufmann, & B. H. Johnson (Eds.), Guidelines and Recommended Practices for the Individualized Family Service Plan (2nd ed.) (pp. 15-16). Bethesda, MD: Association for the Care of Children's Health.
5.5 IFSP team

The IFSP team consists of the parent and/or caregiver, a service coordinator, and at least one additional professional with expertise in a different discipline than the service coordinator.  In some instances, the service coordinator may have 2 roles:  coordinating services for the family and providing services based on expertise in a specific discipline. One of the professionals on the IFSP team must be someone who was directly involved in the child's evaluation & assessment and there must be a Licensed Practitioner of the Healing Arts (LPHA) on the team.  As a therapist, you can fulfill the role of the LPHA.  

The family can invite others to attend the meeting, and other service providers (such as CPS caseworkers) may also be invited to provide input.  The parent must consent to inviting others to the IFSP meeting.
5.6 LPHA for IFSP

As the LPHA, you will be responsible for ensuring that the IFSP is meeting the individualized and unique needs of the child and family.  This includes making sure all elements of the IFSP are completed with fidelity, all needs are identified and addressed (or documented as to why they are not addressed) with goals, and that services planned meet the needs of the child and family.  In ECI, the IFSP is the child's plan of care.  Additionally, for children with Medicaid, the IFSP is the authorization for service.

Just as in evaluation, your clinical opinion is an important component in developing the IFSP.  As the LPHA, you will play an active role in the development of each section of the IFSP.  You'll learn more about the role of your clinical opinion as we discuss each section of the IFSP later in this module.
5.7 LPHA's Signature

As the LPHA, you will sign the IFSP indicating the services planned are appropriate and medically necessary to meet the developmental needs of the child.  Your signature does not mean you are supervising other service providers on the plan, unless you are supervising therapy assistants in your discipline.  If there are two disciplines who could serve as the LPHA, the team should determine which is the most appropriate to sign the IFSP as the LPHA.

Now let's take you through the IFSP process and your role in each step.
5.8 Get to know the IFSP form

Take some time now to learn more about the IFSP form. Click on each section to see what is documented. Be sure to have a hardcopy of the form that you can look at as you go. 
Part 1: Physical development (Go to slide 5.9 Physical development)

Part 2: Routines (Go to slide 5.10 The routines section)

Part 3: Child and Family Resources, Case management Needs (Go to slide 5.25 Family resources)

Part 4: Outcomes (Go to slide 5.26 The outcomes section)

(after all sections viewed)

Good job! You've taken a first look at each section of the form. 

Now let's go back to the routines section and take a closer look at how to describe routines and how to conduct the routines-based interview.

5.9 Physical development

Most of the IFSP form is a description of the child's functional abilities, strengths and needs at the time the IFSP is developed.  This is called the Present Levels of Development section.  Completing the Present Levels of Development (PLOD) with detailed information about the child's functioning in all domains will help the team develop goals, or outcomes, for the child, and plan appropriate services.  This information should come from all team members, including family members.

The first section of the PLOD records physical development and covers health, nutrition, hearing and vision.  Some of this information may have been gathered using the ECI Needs Assessment, ID and Referral Form, medical records and family interviews, and can be summarized here.  Information that should be recorded here includes important medical history, diagnostic testing the child has undergone, and current health status. As the LPHA, you will use your clinical expertise to help the team understand how the child’s medical history and health status will impact the services planned. 

Examples of what to document here include: a child’s medical diagnosis, allergies, history of illnesses, such as ear infections, surgeries, or use of medical equipment.

Also list all medications the child takes on a regular basis, including non-prescription medications. Some medications can cause side effects that can impact a child’s development, such as seizure or allergy medication, that can cause the child to feel sleepy and lethargic, and it is important for the team to be aware of this information. 

The date of the last well child check or physical is included in this section. If the child was premature, enter his gestational age as calculated at the time of eligibility determination.

Vision and hearing should be described in functional terms to reflect how the child uses his hearing or vision within the context of everyday activities. Here are two examples: “Alex gets excited when he hears the school bus at the stop out front because he knows his sister is home.”
“Alex can see his bottle on the table from across the room, and gets upset if someone does not get it for him quickly in the morning.”
Even if there are no concerns about the child’s vision or hearing status, it is still important to describe the child’s status in functional terms. It is not sufficient to only write “family has no concerns” or “passed hearing screening.”  As the LPHA, you have knowledge of how a child’s vision and hearing may impact development in other areas, and how delays in other areas may impact hearing and vision.  
5.10 The routines section

The next section of the IFSP describes the typical routines and activities of the child and family.  The Code of Federal Regulations (CFR) requires that much of this information come from an interview with the parent or caregiver.  Be sure to ask all the questions on the form, but don’t limit yourself to only those questions.  Use them as a springboard to start a discussion.  In each routine, think about and ask “How does your child's delay impact this routine?”
It is very important to connect the child's evaluation results, diagnoses, and information from medical records and other sources, including concerns at referral, to the child's functioning within routines and across settings. If a child shows a significant delay on the BDI-2, or a diagnosis that is related to a developmental delay, that should be reflected in the description of the child. For instance, the evaluation may indicate the child has a delay in fine motor skills.  That delay may impact his functional ability to self-feed and to play with toys, and that need should be documented in the appropriate sections of the IFSP.  Documenting all the child's needs helps with planning appropriate services, and also establishes the medical necessity for those services. 

The team should also document, in the IFSP, the developmental strengths of the child.  The team can build on those strengths when creating goals and planning strategies to meet the goals.
5.11 Functional Routines

As a therapist, your clinical expertise is critical in helping the team identify needs, and how developmental delays impact functioning in the child's daily activities.  The information the family provides is important, but your knowledge as a clinician can provide context within the framework of child development.  For this reason, it is critical that you, along with other team members, are an active participant in this process; you should be asking the caregivers probing questions about the child’s functioning in routines, and strengths and needs.

All descriptions in the Routines section should describe functional skills, rather than just clinical impressions.  Functional skills are skills a child is using in a meaningful way.  For example, some children on the autism spectrum may use words, but not to ask for things they want.  Ask yourself and the family, "How does the child's autism impact the child's ability to participate in the routine?" Click on each routine to see the associated prompts. Notice that each prompt is related to several developmental domains.

When interviewing the family, ask open-ended questions to allow parents to give examples of how their child uses skills during daily routines.  Don’t ask leading questions, such as, “Katelyn can feed herself with her fingers, right?”  Instead ask, “What is lunch time like with Katelyn?”  “What kinds of things does she eat and how does she eat them?”  

5.17 Young Infants

It is important to remember that the questions in the Routines section are meant to guide conversation to understand how a child is performing within these daily routines.  For younger babies or children with significant delays, you may need to rephrase your questions to be appropriate for the skill set of the child at that age.  Here is a helpful tool with revised questions for younger children. Think about how you would modify the mealtime questions for Elizabeth, and see some possible modifications to the questions.
5.18 Importance of Description

When the team develops a rich description of how the child's delays impact his functioning across all developmental domains and settings, it facilitates the process of identifying strengths, needs, priorities, and appropriate goals and services.  The completion of the Routines section of the IFSP should tie together all the information gathered before the IFSP, and all the planning that results from the IFSP.
5.19 Child outcome codes

In the Routines section of the IFSP, each routine has a space for assigning codes regarding the child’s functioning as compared to same-age, typically developing children.  

On the left side of the Routines section are columns that correspond to the three outcomes.  An X in the box for a global early childhood outcome indicates information about the child's functional skills related to that routine can provide supporting evidence for that outcome.  For example, in describing a child's functional abilities in his mealtime routines, you should record information about his social-emotional skills, his acquisition of skills, and his use of appropriate behaviors to meet his needs.  The team will then make a determination about whether his functioning in that routine is 

· age-appropriate (A),  

· age-appropriate only occasionally or in some settings and situations (O), 

· just below the child’s age level and might be considered as an emerging skill (I), 
· well below the child’s age level, but are considered to be skills that could be built upon to help the child make progress in a particular area (N).

The ratings of A, O, I and N are then put in the “code” box.  The determination of ratings is a team process, and, as the LPHA, your clinical expertise and knowledge of age appropriate development is important to assign an accurate rating. 

The description of the child and the assigned codes in the IFSP provide supporting evidence for a child’s rating on the three global child outcomes, which you will learn about later. More training can be found in the Global Child Outcomes training module located on the HHS ECI training website.
5.20 Strengths, needs, concerns, priorities

The routines section also identifies strengths, needs, concerns, and family priorities.  It is important that the team identify every routine affected by a developmental concern. Your clinical expertise and knowledge of delayed and atypical development can help guide the team in identifying all the ways routines are impacted.  For example, if a child is not walking, numerous routines, such as dressing, coming to meals, playing, and interacting with others, will be affected.  You can see this in the number of times “motor” is prompted as a developmental domain to be addressed when discussing a routine.  Needs and concerns must be clearly identified in the IFSP.   This provides documentation that services are needed, and will help the team develop appropriate goals later in the IFSP. 

While interviewing the family, it is appropriate for the team to use their expertise to suggest to a family that a skill or lack of a skill appears to be a concern or strength.  There may be circumstances when a family considers a skill to be both strength and a concern. In this case, both boxes may be checked, but the information written in the IFSP should make clear why this is so.

In addition to self-help, motor, cognitive, and communication, the team should assess and address social-emotional strengths and concerns and how they impact all routines. For example, social-emotional delays may lead to problems during mealtime, sleep, developing relationships, and any other routines that are difficult for the child and family. 
5.21 Examples of routines

For each routine in which a need is identified, the team, including the families, will decide if the routine is a priority. Remember, this is the family’s plan for their child, not the ECI professional’s plan. Sometimes, parents may identify a concern, but not wish to address it with an outcome.  Place a priority number or a check next to every routine or behavior that is considered by the family to be a priority. You must also document if an identified need is not a priority at this time and why, which supports why it is not being addressed.

The team will then develop outcomes to address the needs and priorities, using the strengths of the child to build on when developing procedures and strategies. 
5.25 Family resources

The final item at the bottom of the Routines section is a description of the parent’s resources available to meet the developmental concerns and priorities that have been identified.  This may include extended family, preschools, childcare, neighbors, resources within the home (toys, books, etc.), and neighborhood resources. 

After a discussion of the resources available to assist the family with the child’s developmental needs, the next step in the IFSP is to identify and document the child and family’s case management needs, and resources that might help meet those needs. Depending on your program’s service delivery approach, you may be asked to serve as a Service Coordinator and provide case management services. If you are a Service Coordinator, you will require additional training.
5.26 The outcomes section

In the discussion of routines in the previous section of the IFSP, you learned about identifying developmental strengths and needs of the child, concerns of the team, and priorities of the family. The team will develop outcomes based on those needs and concerns.  
5.28 What is an outcome

An IFSP outcome, also referred to as a goal, describes an expected change-- a change that is a result or consequence of ECI services. It is a specific description of what a child will be able to do in a specified amount of time.  IFSP goals are specific to each child and family. IFSP goals differ from the global child outcomes.

Goals should be designed to enhance a child’s ability to participate in family and community activities, and should directly address the family’s concerns and priorities for their child. Based on your professional knowledge, identify areas you think should be addressed and share your ideas with the team, always remembering the final decisions about goals rest with the family. 

Caregivers have much more influence on a child's development than professionals. The professional's greatest impact comes from helping caregivers develop the skills and knowledge they need to help their child develop in the context of everyday activities. The brain of a young child is strengthened by positive early experiences, especially stable relationships with caring and responsive adults in safe and supportive learning environments.  For this reason, we help parents look at their routines and then develop goals to support development within these routines.  
5.29 Functional Goal

Goals that are functional are important for the children and families they are written for.  Functional goals should be meaningful, and a priority for the child and family, not the service provider. When goals are functional they can enhance the child's participation across domains and allow for the skill to be practiced across various settings.  Functional goals are not discipline specific.  Any team member, except a therapy assistant, can create or modify any goal in any routine at any time a new or modified goal is needed. When goals are functional and based on the family's concerns, the family will be more likely to work with their child when the service provider is not present, thus increasing goal achievement.  

For example, “Dawson will increase his core strength by 50%” is not functional.  Increased core strength may be important for Dawson, but a functional goal would describe how Dawson would use increased core strength.  A more functional example might be “Dawson will independently get into a sitting position when he wakes up in his crib.”
5.30 Measurable goal

The goals you develop must also be measurable. This means the goal:

· Describes a specific action or behavior that can be seen or heard.  It does not require interpretation or guessing to figure out if it has been achieved.

· Describes the context or activity in which the action or behavior will be seen or heard. 

· Describes how many times, or what distance or amount, or how often the action or behavior will occur. It has a reference point for the parent to easily see or hear when the goal is achieved.

· Indicates a realistic timeline identified for reviewing the action or behavior.

Here’s an example of a functional, measurable goal:

Claudia will eat half a container of yogurt by herself using a spoon with a built-up handle without spilling at breakfast four times in one week by September 26, 2017. 

Assuming the team, including the family, identified meals as an important routine to target, this goal is functional because self-feeding is a critical skill for the child to be able to participate in meals.  You can see the components of measurability highlighted in the goal.

On the next slide you will be asked to identify which of the components for a measurable, functional goal are present in each of the three goals. You may want to use the Functional Measureable Goal checklist located on the bookshelf for the following activity. 
5.31 Draw from Functional Measurable Outcome

Which criteria do these outcomes meet?
Question 1: Mikal will be able to transition from his belly to sitting up and vice versa at least twice a day for a week throughout the day by his first birthday. 
Answer: Specific action by child, Quantity and/or frequency, Timeline or target date, Functional/meaningful skill

Question 2: William will obey his grandmother each time she says, "Stop" or "Come here," when playing in the front yard at least four times a week for a month.
Answer: Specific action by child, Context (what routine), Quantity and/or frequency, Functional/meaningful skill

Question 3: Janelle will be able to make /p/, /m/, /d/ and /b/ sounds by September 17, 2017.

Answer: Specific action by child, Timeline or target date

5.32 Procedures

Which of these statements are true about procedures?

 (Multiple Response, 10 points, 1 attempt permitted)

	Correct
	Choice

	X
	Address meaningful family activities and routines 

	 
	Are detailed instructions about how to achieve the outcome

	X
	Address the uniqueness of each child and family 

	X
	Describe how change and progress will continually be assessed

	X
	Describe how the family and staff will work together to achieve the outcome

	X
	Describe methods for coaching and teaching


Good job! You've learned a lot about writing measurable, functional goals. 

Once you have written a goal, the next process in the IFSP is developing procedures or strategies to provide the family a general idea of what services will look like, in other words, how to achieve the goal. Let's see what you already know about procedures.
5.33 Example of procedures

Here is an example of a goal taken from an IFSP. It includes social, fine motor, communication, cognitive and sensory components, which are addressed with different procedures, rather than writing separate discipline-specific goals.

“We want Robert to feed himself a taco during a family dinner at Terry's Tacos without a tantrum for 30 minutes on three occasions in one month, before the end of the school year.”
Here are examples of the anticipated procedures to achieve the goal:

· An ECI team member will work with you at home and in restaurants on helping Robert manage frustration.
· We will show you ways to help Robert name the foods he wants in English and Spanish.

· An ECI team member will show you ways to help Robert learn to accept touching different textures so he can feed himself.

· Your ECI team will ask you often how the ideas are working for you and about other activities you want to work on that involve Robert eating and going to places in the community, and they will ask you how you feel about his progress.

Notice these procedures do not identify a specific discipline for each of the strategies.  The team will determine who is the best team member (or members) to help the families implement procedures when they plan services after all outcomes and procedures have been created.
5.34 Expert recommendations

National experts in early intervention provided guidance to Texas ECI on factors teams should consider in planning services.  The following are what the experts recommend. 
(NO AUDIO)

1.
The professional’s role is to provide support and strengthen families.  In ECI, services are intended to teach, coach, and instruct the parent or caregiver as they help their child meet developmental goals.  In planning, we consider how much help and support the caregiver will need, not how much “hands on” service the child will need.   

2.
A reasonable starting point for service planning discussions is one hour of service once a week. Meeting with a family once a week allows you to develop your relationship with the family and to help the parent adjust their routines as the child grows and changes. One hour a week should be a starting point in thinking about services; some families will need other frequencies of services depending on a variety of factors, such as the family's comfort and ability to implement strategies, other priorities in the family's life, training for use of equipment, and the number of caregivers needing training. 

3.
Consider creative variations in service patterns, such as providing more intense or frequent service early in a family’s early intervention experience, co-visits when the family would benefit from having two providers present at the same time, or group services when the child and family can benefit from peer interaction. 
5.35 Planning services

Planning appropriate services is the next step in developing the IFSP.   The service plan develops from all the information you have gathered up to this point. Every IFSP goal does not need to have a corresponding service, but all goals must be addressed through intervention. 

IFSP goals and strategies are the basis for planning intervention. If a goal is written, the need that corresponds should be clearly identified in the IFSP.  For example, if the team identifies three goals for the child, this does not mean three different services must be provided, but all three goals must be addressed by the staff working with the families.

The following will discuss where services will be provided, with whom, how frequently and what services are provided. Select the document first to get a hard copy of the IFSP Services Pages to have while working through these sections.
5.36 What services

Services are determined not by individual service providers, but through discussion with all team members, including the family.  As a therapist, you will have recommendations based on your discipline and particular area of expertise.  Your recommendations, as well as the recommendations of other team members, will provide the basis for discussion of service planning. 

All service planning should include a discussion of which professionals on the team have the knowledge and skills needed to support the family to help their child achieve the goals.  The team should look at all of the goal, the child’s strengths and the family priorities, as well as the developmental needs of the child to determine which service (or services) to provide.  

Specialized Skills Training (SST) is a service that is unique to Part C programs.  In Texas, it is exclusively provided by credentialed Early Intervention Specialists (EIS) employed by ECI programs contracted by Texas Health and Human Services Commission.  SST promotes development across all domains with an emphasis on strengthening cognitive skills, positive behaviors and social interactions.  For more information on SST and some examples of SST interventions, see The SST Brochure on the Bookshelf and talk to your program director about accessing the SST workbook.  

EISs are degreed, credentialed professionals with knowledge and expertise in typical child development.  They are equal members of the IFSP and service delivery team.  They are not therapy assistants, and your role, as a therapist, is not to supervise EISs.  

SST is a service that can benefit many children in ECI, but it is not an appropriate service for every child.  Teams are sometimes confused about how to determine when to provide SST and when therapy should be provided, and when both are appropriate.  

(Determining Services) Here are some suggestions for determining the type of services to plan (select each for more information):

1.
All early intervention providers should have knowledge, skills and abilities across all domains. The EIS should have expertise in child development and may be the best intervention provider to address the child’s cognitive development.  Cognitive development includes executive function, which develops most quickly after age 3.  But the building blocks of executive function, which include memory, inhibitory control, and cognitive flexibility, develop before age 3. The EIS can help the team and family understand how the child’s cognitive development impacts other areas of development.  For instance, turn taking, which is a cognitive skill, impacts a child’s communication skills and social/emotional skills.

2.
Be flexible.  The IFSP is a working document and can be changed, at any time.  It may be that initially the best provider for the family is a therapist.  As the family’s confidence and competence in their abilities to generalize skills grow, the clinical expertise of the therapist may no longer be needed at the same intensity and frequency.  

3.
It’s important to remember that EISs are not therapy assistants, and SST is not a service provided when the therapist isn't available.  Review the services continuum(s) on the bookshelf, which provide guidance for planning services.

4.
If you find yourself continually planning the same intensity and frequency of service in many IFSPs, you need to ask “Are the services I am planning truly individualized to the needs of the child and family?”  Two children of the same age, with the same diagnosis, or the same BDI-2 scores, can have very different service plans, based on all of the individualized considerations that need to be made in planning. 
5.37 Planning Differences

Based on the goal written for Robert, planning services can look different.  The planning involved would depend on the model your program is currently following. In the next slides, we will plan services for Robert following the interdisciplinary model versus the transdisciplinary model.  While reviewing these slides, it is important to remember all service planning is individualized based on the functional abilities of the child, the needs of the family for collaboration, education, and training, and the experience and expertise of the team members.  Equally important to remember is the IFSP is a working, fluid document and can change as the needs of the child and family change. 
5.38 Interdisciplinary Services

In an interdisciplinary model, you might see the following setup:

SST 4x per month for six months to address social/emotional needs and language stimulation

OT 2 x per month for six months to address self-feeding deficits as a result of his sensory issues as well as self-regulation strategies

The OT, SST and SC communicate frequently to review the child's progress and if any changes to the IFSP are needed
5.39 Transdisciplinary Services

OT 4 x per month for six months to address social/emotion needs, language stimulation, and self-feeding including sensory and self-regulation strategies

The OT plans these services for six months.  During this time the OT speaks to the speech therapist and gains input from the EIS throughout the service period to gain any additional insight or strategies to be used with Robert and his family.

After 4 months the OT documents improvement in Robert's tolerance for textures as well as his ability to participate in family dinner night without a tantrum for 20 minutes.  The team meets for a periodic review to discuss Robert's progress.  The team is happy with Robert's progress toward his goals but believe he is not making the expected progress toward his communication goal and decide to make a change to the IFSP.  The team meets and decides to plan for speech therapy to take over Robert's services, as the primary provider, at a frequency of 4 x a month for six months.  During this time the speech therapist continues to monitor and communicate with the EIS and OT regarding the continued use of previous strategies taught and makes sure Robert is not experiencing any regression.
5.40 Matching Drop-down

Access the Service Continuum document
The Service Continuums provide examples of different types of planning for various services. All service planning is individualized based on the functional abilities of the child; the needs of the family for collaboration, education, and training; and the experience and expertise of the team members. Using the Service Continuums, determine what service should be provided for each of the following children.  Only one answer matches each child. 
 (Matching Drop-down, 10 points, 1 attempt permitted)

	Correct
	Choice

	June has a moderate language delay. Her history indicates that she is progressing slowly, but according to developmental norms. 
	SST, with SLP consultation/support

	Tyrone has moderate delays in the cognitive and fine motor areas. The team noticed that he was interested in the toys during evaluation, but had difficulty manipulating the items, and in imitating movements.
	OT

	Susie is crawling and can easily move from crawl to sit, but is late walking.
	SST, with PT consultation/support

	Henry has a moderate language delay. His mom reports he didn’t really babble or engage in vocal play, and when he talks, no one can understand him.
	Speech Pathology

	Caitlin is not sitting, has muscle tightness, and some tremors have been noted.
	PT

	Joaquin has moderate delays in the cognitive and fine motor domains. The team feels the delays are due to a lack of opportunity and exposure to toys and other play materials.
	SST, with OT consultation/support


5.41 Reassessment as a service

In ECI, every IFSP team includes an LPHA, a Licensed Professional of the Healing Arts.  ECI Rule requires that when Specialized Skills Training (SST) is planned, the team must ensure interdisciplinary monitoring of the child's progress by also planning either a regularly occurring service by the LPHA or a reassessment by the LPHA at least once every six months.  In reassessment, the LPHA will gather information, document the child’s progress, and provide input about whether the IFSP is meeting the needs of the child and the family.  

A reassessment by the LPHA is planned individually based on the needs of each child and family, but must occur at a minimum of once every six months.  Remember, this is a minimum requirement. Reassessment may be planned more often and should be planned to address the needs of the child and family. 

For example, the team may determine that a child with a mild to moderate language delay will receive SST with consult and support by the SLP once every six weeks.  Or, for a child who seems to have a straightforward delay in walking (no apparent tone, neurological or other apparent causative factors), the team might plan SST 1 X a week to help the mother arrange the environment, learn facilitation skills, etc. with the Reassessment planned to occur every other month (1 X 2 months) by a physical therapist to closely monitor progress and make needed adjustments to strategies or services.  Providing effective, needs-driven services requires that the reassessment be meaningful to the child and family.
5.42 Factors determining frequency and intensity

As discussed previously, one hour per week of a service for a family should be considered as a starting point in planning. The frequency of supports and services provided by ECI will often change over time for an individual child and family, sometimes increasing, and sometimes decreasing, as needs change. Let’s look closer at the factors that the national early intervention experts described. 

1.
Child needs.  Consider higher service levels for a family caring for a child with complex physical, developmental or medical needs.

2.
Complexity of outcomes.  When an outcome is complicated, crosses developmental domains, or will require skilled, technical coaching of a parent, the team should consider a service to be planned at more frequent intervals.

3.
The confidence of the family in their ability to help their child learn.  A parent who has limited or no experience interacting with young children may not feel confident implementing strategies to address outcomes.  

4.
Family needs, including their support network.  In a family that has multiple needs and concerns beyond the development of their child, the parent might need more frequent service and support.  

5.
Anticipated intervention strategies.  This is related to complexity of outcomes.  If there are lots of details to remember about the strategies that will be implemented, or if it’s anticipated that the child will make rapid progress, a parent might need more support.  

Other considerations beyond those pointed out by the national experts include family risk factors (such as parent’s cognitive limitations) or family stressors.  The child’s age should be considered, and higher frequency of service is often indicated for very young children.  Finally, the team should consider the number of different settings the child spends time in and the provider’s skill level related to the needs of the child. 
5.43 Frontloading

A good starting point for services is one hour per week. But as you know, each child’s service needs are individual and may require an increase in frequency or intensity. 

Sometimes providing more frequent services early on, or front-loading services, may be needed.  Here are some examples:  

A parent needs to quickly acquire a specific skill that will be needed for a long time, such as how to lift, carry, bathe, and provide interaction opportunities for a child whose mobility is severely limited.

· The child is at a particular point in development, when emerging skills are about to take off.

· A very young child, when intervention can prevent or decrease later problems. 

· For a child who may only be enrolled for a short time. For example a child who is eligible due to a qualitative delay, or a child who enrolls close to the third birthday.

· When a child has challenging behaviors and the family has to quickly learn how to manage the behaviors, so the child can benefit from daily learning opportunities. 

· When there is an urgent need for a modification of the environment to help a family achieve an outcome or for safety, for example, help with positioning the child at meal time.

In these cases, services by the appropriate provider twice a week or more may be necessary. Click the arrow icon to view an example of what frontloading services might look like on the Services Page. 
5.44 Co-Visiting

Co-visits occur when two or more service providers deliver different services to the child at the same time.  Co-visiting is a creative variation in service planning, but can only occur when the family would benefit from having two providers present at the same time.  Co-visits must be planned on the IFSP services page, and the team must write a justification in the designated space of how the child and family will receive greater clinical benefit from the services being provided at the same time.  Some important things to remember about co-visits: 

They should NOT occur at every visit to a family

· Justification must be individualized to the child and family

· Justification must show benefit to parent and child

· Family convenience or the need for two providers to coordinate their schedules are not acceptable justifications. 

Here’s an example of an acceptable justification for a co-visit:

The family will benefit from having SST and OT delivered at the same time once every two months.  The providers will brainstorm with the parents ways to combine the positioning and sensory strategies with the SST learning activities into their daily routines.  The team feels co-visits will help the family integrate all of the recommended strategies into a variety of routines, which will allow the child to make faster progress toward outcomes. Select the arrow icon to see where the justification is documented on the Services Pages.
5.50 Group Services

Children enrolled in ECI and their families can be effectively served in a group setting when the group is an adjunct to individual services.  Many ECI contractors have successfully implemented services to children and families in group settings. 

Benefits of group services

Services provided in a group setting can:

· Provide an alternative venue for parents to learn how to support their child’s development

· Provide an opportunity for families to learn from and support each other 

· Provide opportunities for parents to learn and practice techniques while receiving individual and group feedback from professionals

· Provide intervention activities that parents can implement at home

· Prepare children and families for transition to day care, Part B school programs, and preschool settings 

· Expand the utilization of staff resources 

· Reduce some costs associated with ECI service delivery

If the IFSP team determines group services are necessary to meet the developmental needs of the individual infant or toddler (§108.1015(e)): 

1. the group services must be planned in an IFSP that also contains individual IFSP services; and 

2. the planned group services must be documented in the child's IFSP.
5.51 Group Services Requirements

Group services must be appropriately staffed. There can be no more than four children per provider.  This does not mean groups are only limited to four children and their parents.  If a larger group is formed, there need to be two or more ECI team members providing services.

The individual service or services on the IFSP do not have to be provided by the same discipline as the group services.  For example, the child could receive SST individually four times a month and attend a speech group twice a month.

Remember, group services, like all ECI services, must: 

· be provided according to a plan and with a frequency individualized to the parent and child; 

· be provided in the presence of the parent or other routine caregiver, with an emphasis on enhancing the family's capacity to meet the developmental needs of the child;

· address the development of the whole child within the framework of the family;

· enhance the parent's competence to maximize the child's participation and functional abilities within daily routines and activities; and

· be provided in the context of natural learning activities.

You will learn more about group services in the Service Delivery section. Select the arrow icon to see an example of how this would look on the Services Pages.
5.52 Use of Assistants

ECI allows the use of licensed therapy assistants to deliver services.  The use of assistants is determined by each local ECI program.  When assistants are used in ECI, you must act in accordance to your discipline’s rules and regulations in terms of supervision and oversight.

When services are provided by a therapy assistant, the team will document the therapy service, and the provider’s discipline will be listed as the assistant.  If the only services on an IFSP are provided by an EIS and/or therapy assistant, reassessment by the LPHA must be planned on the Services page at least once every 6 months and must occur within 30 days prior to any periodic review.

There may be therapy assistants who are also credentialed EISs.  In these cases, the team needs to think carefully about what services the child needs, and who is the most appropriate provider.  No team member may provide more than one service (other than Case Management) on a child’s IFSP.  If the assistant is providing a therapy service, the discipline should indicate therapy assistant (COTA, PTA or SLP-A).  If he or she is providing SST, the appropriate discipline listed on the Services Page is EIS.

A supervisory visit to observe an assistant does not necessarily meet the requirements for the reassessment service, unless the therapist completes and documents all requirements for both.  A visit that occurs only for supervision purposes should not be documented on the IFSP Services Page. Select the arrow icon to see an example of how therapy assistants would be documented on the Services page.
5.53 Routine caregivers

ECI service providers may deliver services with a routine caregiver in place of the parent.  This often means that the service will be delivered in a childcare setting, either in a center or a home.  When services are planned to occur with a routine caregiver there are three planning requirements that must be met.

· A written justification in the IFSP of how the child will benefit from delivering the specified services with the routine caregiver.

· The parent provides a written authorization for ECI to provide services with the routine caregiver. The parent must also give written consent for the team to share information about the child's services with the routine caregiver. 

· The name of the routine caregiver is documented in the child's record. 

A routine caregiver must be an adult.  If the child is routinely left in the care of an older sibling or babysitter under the age of 18, services may not be delivered with that person.

A member of the IFSP team must contact the child's parent at least once a month, but preferably more frequently, either face to face or by telephone to discuss the child's progress and services. Recommended practice is that any ECI professional who is delivering services with a caregiver other than a parent maintain close communication with the family about the child’s progress. 
5.54 Services in the natural environment

Services must be provided in a child’s “natural environment,” that is, where children play, grow, and learn. Locations that are only for children with disabilities are not considered natural environments. The intent of providing services in the natural environment is to focus the intervention on supporting caregivers to enhance the development of children in their care. For most children, the natural environment will be their home or childcare, or other places in the community where typically developing children may be found, such as parks, grocery stores, libraries and children’s museums. You can share with families the value of services in the natural environment by showing them how to maximize natural learning opportunities using everyday activities and embedding intervention in daily routines.
5.55 IFSP Services page

Let's take a look at the Services pages for the MIWT children. Start with Andre, so you can first get familiar with parts of the form. When you have looked at the Services pages for all three children, you can move to the next section to learn about supporting the family through the IFSP process.
5.56 Walk-through of Andre's services page

Location

The team must identify the location for every service on the IFSP Services pages.

Method of service

Method of service must also be documented on the services page.  “Method” indicates whether the service is delivered individually to the child and caregiver, or in a group.  

Signatures

Signatures of the entire team are required on the IFSP.  Before asking the parent to sign the IFSP, you will review the entire document with them emphasizing the needs that were identified, the outcomes developed, and the services to address those outcomes.  The signature of the parent signifies their permission for the child to receive the services in the IFSP.  The signature of other ECI team members indicates they participated in the development of the plan.  

There is a separate signature block for the LPHA on the team.   With this signature, the LPHA acknowledges that the plan is the recommendation of the team and that the services are reasonable and medically necessary.  

5.57 Elizabeth services page

Scroll over the expected frequency of Elizabeth's OT, SST and Nutrition Services to learn more about each.
(when scrolled over):

Occupational therapy: (OT)

Young infants experience rapid change. It is better to address the probable motor issues early to prevent more severe delays from occurring later. Susie is experiencing difficulty breastfeeding due to Elizabeth’s low muscle tone and as the OT, you will need to provide services more frequently to ensure Elizabeth is feeding appropriately.
Specialized Skills Training (SST)

Elizabeth’s mother (Susie) is a first time mom with a lack of experience in not only infants, but her child’s diagnosis. Elizabeth’s needs and outcomes will most likely increase in complexity and it is important to provide services regularly to address Susie’s concerns and questions. With the diagnosis of Down syndrome, there is a risk for vision and hearing impairments which will need to be monitored.

Nutrition Services

The dietician might decide with Susie to provide services twice a month to address lack of weight gain due to a weak suck and possible heart defect, and to collaborate with Elizabeth’s OT and Lactation Consultant. It’s important for Elizabeth’s weight to be monitored frequently because of her Down syndrome diagnosis. Susie and the Dietician agree that Susie will be able to implement the strategies between visits to keep on target with the expected daily weight gain.

5.58 Riley services page

Again, scroll over the expected frequency of services to learn more about the Behavior Intervention and Speech Therapy planned for Riley.
(when scrolled over):
Behavior Intervention (BI) and Social-Emotional Eval

Because Riley qualified with a qualitative determination of delay and may only be in services for six months, the team felt he would benefit from “front loading” his behavior intervention services. The frequent services will allow his service providers to coach both his family and his teachers so that everyone is using the same behavior intervention strategies and Riley has similar expectations for his behavior both at home and at childcare.  Additionally, the team wants to assess Riley’s progress and whether he still needs 8 x a month services after two months. The team will meet after Verona’s evaluation to determine if the services are still appropriate or if they need to be changed.
Speech Therapy (ST)

Based on the results from the evaluation, issues with Riley being motivated to use speech and his articulation issues, the speech therapist will see Riley 4 times a month. The SLP will provide services with the parents twice a month and twice a month with the learning center to coach and support both on how to incorporate therapies into routines.

5.59 Procedural safeguards

Earlier, you learned about procedural safeguards related to evaluation and assessment.  Let's review the procedural safeguards that apply to the IFSP.  These are the responsibility of every member of the IFSP team.

The contents of the IFSP must be explained to the parents by the team, including any rationale for your recommendations and explanations of your service.  Parents must provide informed written consent before any early intervention service is delivered.  

Parents have the right to: 

1.) be present and participate in the development of the IFSP

2.) receive early childhood intervention services that are based on the individualized needs of the family

3.) consent to some, but not all ECI services

4.) receive all the services for which consent was given in the IFSP

5.) request an administrative hearing or file a complaint if they do not agree with the other IFSP team members

6.) indicate disagreement in writing with a part of the IFSP

7.) have the IFSP written in their primary language or mode of communication, and; 

8.) receive a completed and signed copy of the IFSP.  If the IFSP cannot be given to the parent at the meeting, they should be told when and how they will receive their copy.

Many of these rights are printed right on the form the parent signs at the time the IFSP is developed and should be reviewed with them.  A parent should never be asked to sign an incomplete copy of an IFSP.

5.60 Disagreement with the IFSP

Sometimes a parent may not agree with all the service recommendations on the IFSP. It is important to remind the family that signing the IFSP does not mean the family agrees with all of the recommendations. Their signature indicates consent for ECI to provide the listed services.

If other members of the team recommend a service the family does not agree with, that service should not be included on the services page. However, it should be documented in a note or other document in the child’s record. 

If the family expresses any disagreements with the IFSP, it is important to inform your program director immediately. The family has the right to choose how to resolve their disagreement, including making a formal complaint, requesting mediation, or a due process hearing. Teams must provide services the family consents to while their disagreement is being resolved.
5.61 Multiple sources of information

Usually, the team determines the Global Child Outcomes ratings for each child around the time of the IFSP.  

The same three global child outcomes are measured for every child.  Information about a child’s functional abilities across developmental domains is used to assign an outcome rating for the child’s: 

· social-emotional skills (including social relationships)

· acquisition and use of knowledge and skills (including early language/communication); and

· use of appropriate behaviors to meet their needs

The information used to assign the ratings should come from multiple sources, such as scores on the BDI-2, the discussion of routines, and team members’ clinical impressions.  They are rated by the team at a child’s entry to ECI, at the time of the annual evaluation of the IFSP and at exit from ECI. This information about individual children is then compiled and provides the state with data that is used to measure the effectiveness of ECI services.

You can learn more about the Global Child Outcomes and how to assign ratings in the online Global Child Outcomes module.
5.62 Changing the IFSP

From new pets to new houses, families are always going through changes. By making changes to the IFSP outcomes, procedures and/or services, you can help the IFSP team, including the family, address the family changes. 

Once the initial IFSP is developed, changes are made by revising rather than by rewriting the entire IFSP.  The IFSP should be viewed as a working document, changing and adapting as needed.  Documentation in the child’s record must reflect either continued or changed services throughout the child’s enrollment.

Reviews of the IFSP must be conducted every six months at a minimum. However, if needed, the parent or any other member of the IFSP team may request a review of the IFSP more frequently than every six months.  Additionally, the services pages must be rewritten and updated at least annually because services cannot be planned for longer than one year. Reviewing the IFSP on a regular basis gives an opportunity to consider ongoing child progress, and the appropriateness of the outcomes, procedures, and services.

There are 3 types of IFSP reviews: a periodic review of the IFSP with revisions, a periodic review with no changes, and an annual review and evaluation of the IFSP.  Let's first take a look at periodic reviews.
5.63 Periodic reviews

A periodic review is a review of the IFSP by the IFSP team, based on the assessment of the child, which results in continuation or modifications to the IFSP.  The periodic review consists of the following actions, which must be documented in the child's record, and a copy of the review form must be provided to the parent:

  (1) a review of the IFSP outcomes;

  (2) a description of the child's current functional abilities and progress toward meeting each outcome;

  (3) a review of the current needs of the child and family;

  (4) the results of any new evaluations and assessments, if applicable;

  (5) the development of new outcomes or the modification of existing outcomes, as appropriate, which must be dated and attached to the IFSP; and

  (6) the reasons for changing or continuing each service.

Every team member is responsible for providing information on each of the listed actions to the service coordinator prior to the periodic review, unless he or she attends the meeting.  This exchange of information must be documented in the child’s record.

If you are the LPHA for the IFSP team of a child who is not receiving ongoing services from an LPHA, you must complete a re-assessment of the child within 30 days prior to the meeting, unless you attend the meeting.
5.64 If changes are needed

If the parents and the rest of the team determine that changes to the type, intensity, or frequency of services are required:

1) The team completes an ECI required IFSP Services page and provides a copy to the parent.

2) The team documents the rationale for:

    a) a change in intensity or frequency of a service;

    b) the addition of a new service; or

    c) the discontinuation of a service.

3) ECI service providers must continue to provide all planned early childhood intervention services not affected by the change while the IFSP team develops the IFSP revision and gathers all required signatures.

4) If the change is an increase in the intensity or frequency of a service, or the addition of a new service, and the family has private insurance, the parent must also sign a new consent to bill their insurance. 

5.65 Activity 4.12: Periodic review for Riley

Take a look at Riley's Periodic Review (2 months). Riley's records must contain documentation of all IFSP team members' participation in the periodic review. Participation in the periodic review may be accomplished by a team member attending the meeting, face to face or by telephone, or by providing input and information in advance of the meeting. If a team member participates by means other than a face-to-face meeting, he or she must provide their most recent observations and conclusions about the child to the service coordinator. He or she must document in the child's record how this information was communicated to the service coordinator. For changes related to services provided by the AI or VI teacher, the teacher must be present. 

With the exception of the annual meeting to evaluate the IFSP, reviews may be conducted with the service coordinator and the parent in a face to face meeting or by other means acceptable to the parents. 

Try creating a new Services page for Riley based on what you learn in the periodic review document.
5.66 Riley 2mo Services page

After Verona’s evaluation, she and Ronda conducted an IFSP periodic review with Adelia. They discussed Riley’s progress and the results of Verona’s evaluation. The team decided that 8 x a month behavior intervention services and 4 x a month speech services were still appropriate for Riley. He continues to have behavior challenges at child care and at home, especially around transitions. He clearly shows that he is frustrated by not being able to communicate. The team discussed using picture schedules and picture exchange cards to help with his communication.
5.67 Periodic review - no change

If, after completing all the required information for the periodic review, the team determines no changes to services will occur, they must describe the rationale for making no changes and for recommending continued services. For example, 

“Team and family are happy with Annabel’s progress toward her outcomes. Annabel’s outcomes and services are still appropriate. No new needs were identified during the review. Services are still meeting the needs of Annabel and her family.”
5.68 Annual reviews

Here's what you need to know about annual reviews. 

When does the Annual Meeting to Evaluate the IFSP (commonly called the Annual) occur?

An annual IFSP review occurs only after the child has been re-evaluated and determined eligible to continue receiving services. For most children, the review must take place within a year after the initial IFSP was completed.  For children initially eligible through QDD, the Annual takes place within six months of the initial IFSP.

Who attends?

If the child remains eligible, the annual review is conducted in a face-to-face meeting. The following team members must be present: the parent, the service coordinator, and at least one other team member from a different discipline.  If the service coordinator does not represent a discipline required for an IFSP team, another team member from a second discipline must also attend.  At least one of these team members must have participated in the annual re-evaluation to determine eligibility.  If the LPHA who attends the Annual is not the same LPHA who participated in the annual evaluation to re-determine eligibility, the evaluator must communicate the most recent observations and conclusions so they can be included in the IFSP meeting.  In addition, other family members or friends may be included at the parent’s request, including representatives from advocacy or parent support groups. If the child is receiving services from other providers or agencies, those providers may also be present.

What is addressed?

When evaluating the child’s IFSP, we are asking “How well did the plan work for the child and the family?”  In order to fully answer this question, we need to look at the current status of the child and his progress on current outcomes.

This is the information that should be available and documented in the Annual:  

1.
The IFSP that is being reviewed and evaluated, including all of the current outcomes and periodic reviews

2.
The results of the BDI-2, and any other assessments that have been done

3.
Input from all team members who have been providing services to the child, including those who are not at the meeting

Based on current status and progress, the team including the family will then determine whether new outcomes are indicated and whether changes are needed to the services planned for the family.  

Remember, when describing needs in any IFSP, you should indicate the developmental needs of the child, not what services you think the child should receive to address those needs.
5.69 Activity 4.13:  Annual review for Riley

Take a close look at Riley's annual IFSP review. Here are Riley’s current outcomes.  The team has been concerned about some of Riley’s new behaviors and requested that James, the OT, complete an evaluation. Currently, Riley is receiving speech 4x month and SST 2x month. Based on the information provided, create a new outcome based on the new need identified.  Then based on the new outcome, determine if new services are recommended, and if so, the frequency and intensity.  Write a justification to support your decision.
5.70 New outcome for Riley

Here's an example of Riley's new outcome. This would not be the only new outcome. The team should develop an outcome about Riley trying to open the gate to get into the neighbor's yard to see their dog. The outcome should address increasing awareness of personal safety.

Also, the team should develop an outcome about initiating play with other children.
5.71 New services page for Riley

Notice that OT has been added to Riley's Services page. Click on the OT service to see the justification.
(when clicked on):
Occupational Therapy (OT)

The OT will provide services three times a month at home and three times a month at Riley’s learning center due to the sensory issues Riley appears to have and the short amount of time he will remain enrolled in ECI.
5.72 What the IFSP means

Throughout this section of the module, you've learned a lot of details about the IFSP process. Let’s review what the IFSP is at a foundational level.  The IFSP is a promise to children and families -- a promise that their strengths will be recognized and built on, their needs will be met in a way that is respectful of their beliefs and values, and their hopes and aspirations will be encouraged and enabled.  

This promise is not a promise that families will get everything they want or that all children will reach the outcomes written in the IFSP.  Rather, it is a promise that ECI staff will respect the strengths, values and dreams of every family.  The promise of the IFSP is only as good as the attitudes surrounding it; remember that for each family you serve, the IFSP documents represent their hopes for their child.

This statement was developed by the Association for the Care of Children’s Health.

Citation: McGonigel, M. J., & Johnson, B. H. (1991). An overview. In M. J. McGonigel, R. K. Kaufmann, & B. H. Johnson (Eds.), Guidelines and Recommended Practices for the Individualized Family Service Plan (2nd ed.) (pp. 15-16). Bethesda, MD: Association for the Care of Children's Health.
5.73 Provide feedback on section 4

 (NO AUDIO)

Here are the goals of the section you just completed. Staff will:

· Define the purpose of the IFSP and the role of your clinical opinion throughout the process 

· Explain the therapist's role in the routines discussion in the present levels of development section of the IFSP

· Make connections between eval results and the functional needs assessment that is completed with the family

· Incorporate all sources of input to ensure all identified needs, strengths, and referral concerns are addressed

· Apply how to code age appropriateness in the IFSP

· Write measurable outcomes that address needs, are functional, and activity based

· Write procedures to address the outcomes

· Explain SST service and the value added to the team

· Identify how to plan appropriate services (including reassessment) based on child & family needs (includes group services, co-visits, and use of COTA, SLPA, PTA)

· Define your role in IFSP reviews (annual, periodic)
How did you do?
Please provide your feedback at https://www.surveymonkey.com/r/FXW382V before moving on to the next section.
6. Service Delivery

6.1 Moving on to service delivery

After the IFSP is signed, you can begin delivering services. This training module does not address specific clinical techniques for services to children and their families.  You bring the knowledge, training and experience of your profession to the services you will provide to individual families.  This module addresses the components of service delivery common to all ECI services.  
Along with specialized skills training, speech therapy, physical therapy, and occupational therapy are the most frequently provided services in Texas ECI.  

Despite the substantial amount of therapy services provided, therapists often enter the field with limited formal preparation to work with infants, toddlers, and their families in home settings (Bruder & Dunst, 2005). 


*MIWT will not address Case Management.  For information on Case Management, please refer to the Family Centered Case Management (FCCM) module, which specifically addresses service coordination.
6.2 Service Delivery Objectives

 (NO AUDIO)

Here are the goals for this section of the module. Staff will:

· Define the steps and techniques of the coaching process for families and how to document the activity

· Identify strategies within the context of family routines and how to document the activity

· Describe how to implement and document the re-assessment service 

· Explain how group services and co-visits can meet the needs of children and families through the implementation of evidence-based intervention 

· Develop strategies for implementing group services, as an adjunct to individual services

· Communicate and coordinate with the service coordinator to address emergent needs

· Explain the importance of concurrent documentation
6.3 ECI services are unique

Let’s look at how ECI service delivery is different from other therapy or early care and education providers.

ECI services focus on the ability of the parents or caregiver to impact the child.  Your role is not only to provide direct intervention to the child; you will coach, teach, and support parents or caregivers as they help their child grow and develop.  Services are individualized based on the unique needs of each child and family, and are intended to help parents implement activities that support their child’s development.  ECI services are designed so the intervention continues when you are not present.
6.4 Natural environment

IDEA Part C requires that services to infants and toddlers and their families be provided in natural environments, to the maximum extent appropriate.  IDEA Part C defines Natural Environments as settings that are natural or typical for a same-aged infant or toddler without a disability, and may include the home or community settings.  But the natural environment for a child is more than just a place. It includes the daily activities of the child and family, and parents’ perceptions and beliefs based on their culture. 

(NO AUDIO) 

In Texas, over 99% of ECI services are provided in the family's home or in community settings where children without special needs might also be, such as a daycare, park, mall, grocery store or restaurant. 

In very limited cases, a service cannot take place in a natural environment due to the child's health or another special circumstance. For services provided in an office, a clinic, or other settings not natural for most children and families, the reason must be documented in the child's IFSP.
Question: What percentage of Texas ECI services are provided in the family's home or in a community setting?

 (Multiple Choice, 10 points, 1 attempt permitted)

	Correct
	Choice

	 
	30%

	 
	50%

	 
	90%

	 X
	Over 99%


In Texas, over 99% of ECI services are provided in the family's home or in community settings where children without special needs might also be, such as a daycare, park, or even mall or restaurant.  

6.5 Timely services

Federal regulations also require that every service planned on the IFSP must begin in a timely manner. HHS ECI defines “timely” as within 28 calendar days from the date the IFSP is signed by the parents. ECI programs must also make reasonable efforts to provide flexible hours for service delivery so parents can participate. This means occasionally you may need to see families outside of regular business hours.
6.6 Whole child

All early intervention services must address the whole child within the contexts of the family and natural learning activities. Infants and toddlers develop simultaneously across all domains, and development in one area is generally impacted by other areas. This means, regardless of your discipline, your knowledge as a provider must cross domains, and you will consider all developmental domains when delivering any service. Take some time to review this physical therapy journal for more information.  
6.7 Examples crossing domains

Let's look at how one activity can cross many developmental domains. Riley’s night time routine is a good example.

Riley’s parents, along with his ECI team, are working to assist Riley in developing boundaries, to improve his language skills and to decrease his maladaptive, sensory seeking behaviors.   Riley’s team has provided information to his parents about establishing a consistent, nightly routine for Riley, which involves bath time, sensory tasks and reading prior to bed.  Riley’s nighttime routine addresses many of his developmental domains. Riley’s adaptive domain is addressed when he get undressed for his bath, helps with bathing, and assists with putting on his pajamas.  He works on his language and cognitive skills during his nightly story time and when following directions during the routine. His social and emotional development is addressed by being actively engaged with his parents throughout the routine. This activity involves the adaptive, communication, cognitive, and personal-social domains. 
6.8 Components of Services

As you learned in the introduction, the 7 Key Principles for early intervention emphasize that infants and toddlers learn best through everyday experiences and interactions with familiar people in familiar contexts. No matter what your discipline, each time you provide a service, your goal will be to help the family incorporate intervention strategies and techniques into their daily activities.  

You can achieve this by applying four common components to every ECI service.  The components are the service triad, routines, everyday materials and teaching the parent or caregiver.  Research and evidence have shown these components have positive effects on the learning and development of infants and toddlers, and are the foundation for every ECI service you deliver.  As you review the following four components, think about how they apply to your professional discipline. 

6.9 Service triad

The ECI team member, the caregiver and the child work as a triad.  As a service provider in ECI, you won’t do much “hands on” intervention with the child.  In every session you will focus on ways the parent can interact with their child to support the child’s development and participation in daily life.   Select each shape for examples of ways this can be done:

Examples:

· Demonstrate, Support, Give Feedback: You “model” how to support a child’s chin and lips while he sucks from a straw,  then you hand the straw and bottle to the parent to try. Give the parent support and feedback while he practices.  

· Observe, Discuss, Try Out: You demonstrate gentle stretching to a child’s neck and shoulders.  The parent watches, but she is afraid she will hurt him if she stretches him.  You describe what it feels like, and you demonstrate again.   You brainstorm with her how to distract him, and explain that his progress will be fast if she does the stretching every day. She is ready to try the return demonstration.

· Ask, Observe, Give Feedback: You ask the caregiver how she has been doing with the intervention since the last visit. The caregiver demonstrates how she has been supporting the child in sitting and provides some details on her successes and challenges with the intervention. You compliment her skill and tenacity, then offer some ideas on what she can do to address those challenges.   
6.10 Caregiver in service triad

A child’s parent may request that you provide your services while the child is in the care of someone else, like a relative, a babysitter or a child care teacher.  In these cases, the caregiver is part of the service triad, and you need to find ways to engage that person in the intervention.  In a childcare center, you need to find ways to embed techniques into the center activities to address the child’s outcomes. 

When the parent will not be present at each visit, the service provider needs to communicate with the parent.  Parents need to be updated on new strategies, involved in problem solving, and given the opportunity to ask questions and to provide feedback on the child’s progress.  It is important to include the parent as much as possible in services, even when the direct work occurs primarily with a caregiver other than the parent.

6.11 Addressing Routines

Another component of service delivery is identifying routines in which a family can implement strategies to help their child grow and develop. During the IFSP, lots of information was gathered about how the child functions in daily activities.   You can use this information to help families identify routines that will have the most impact.  It is important to help caregivers learn to engage their child in enjoyable learning opportunities during daily routines because this will encourage more frequent practice of skills.  Some families live chaotic lives, and it may seem hard to identify routines for learning, but they are there.  


Examples:

· For a child who is learning to walk, look around the environment to help the parent see all the times and places he can practice walking - from the front door to the mailbox, from the crib to the kitchen in the morning and after nap, to the bathroom for bath, to the car when going to visit Grandma, etc.

· To stimulate language, teach a parent to take a few seconds to name body parts and clothing at every diaper change or bath time.

· Suggest doing stretching exercises at every commercial break during one of the parent’s favorite TV shows.

· Brainstorm with a parent about when he can use techniques to help the baby roll over - every diaper change, when the baby wakes, or on the floor while siblings do homework.

· Meet a parent at the grocery store to help her work on the child’s behaviors that are making trips to the store difficult.
6.12 Activity 5.1: Routines based approach

Watch this 7 minute video that demonstrates how some therapists build their interventions around family routines.  

(Early Intervention - A Routines Based Approach: What Early Intervention Can (And Should) Look Like. Video produced by the Integrative Training Collaborative of Virginia.)  The video is linked here: http://www.youtube.com/watch?v=sL_WOCu3Ptg. 
6.13 Everyday materials

Another component of every ECI service is assisting families in using the objects, materials and toys they have access to in their home or community.  If you bring toys into a home for a session and then remove them at the end, it is difficult for the caregiver to provide a similar learning opportunity when the visit is over.  Bringing toys into the home can also infer some therapeutic “magic” in your materials.  Think about what kinds of objects and materials can be used during the visit? The possibilities are endless, and include anything you and the parent can imagine together:

· Cardboard boxes to sit in
· A laundry basket to support baby in the bathtub
· Plastic storage containers and rolled up socks or jar lids to practice putting in and taking out
· Photos and pictures from junk mail for naming objects
· Keys (that have been cleaned) to stimulate reaching and grasping

Activity Examples:
You talk to a childcare provider about using single words to name the foods that are given to a child at meals and snacks. 
You and a parent brainstorm ideas for a child sit with his feet on a firm surface. A couch cushion or an overturned bin from the kitchen might work.  Outside on the balcony, there is an empty overturned planter box that is just the right size and shape for sitting outside.  The parent tries all of the positions while you provide feedback, demonstration and support.
You help a parent make a book of pictures to look at with her child.  You use a small plastic photo album the parent had in a drawer, and help the parent choose pictures from “junk” mail and magazines.
You help the parent place selected clothing items in shoe boxes that the child can reach to work on receptive language and independent dressing skills.
6.14 Teaching Strategies to the Caregiver

The final component we will be reviewing is teaching strategies to parents and other caregivers. Every time you go into a home to deliver a service, your goal is to help the caregiver learn and to implement evidence-based strategies. As you work through a session, help the parent understand not only how to implement a strategy, but how it will help the child meet the outcome, always remembering and emphasizing the primary learner during every ECI visit is the caregiver.   

Here are some examples:

· You explain to the parent ways to play with playdough to help the child develop hand strength to hold a spoon for self-feeding.

· You teach a parent how to use single words and two word phrases when looking at a book with her child.  

· You show a parent how to hold and carry a child in ways that will provide gentle stretching to his neck and shoulders.

· You suggest ways to put toys and other favorite items out of reach to encourage the child to ask for these items.
6.15 Activity 5.3: Components of Services

Now that you've learned more about the four components of service delivery, check your understanding.

Here’s how the four components of service delivery could apply to Andre. 

Each of the following four questions describes a service. Which service is the correct answer to each description? 

(Matching Drop-down, 10 points, 1 attempt permitted)

	Description
	Correct choice

	When the SLP gets to the house, Lydia shows her two new puzzles that she bought for Andre.  She asks her to work with Andre on the puzzles while she finishes a load of laundry.  The SLP explains it is important for Lydia to be in the session, since she is the one who will be working with Andre every day.  
	Service Triad

	The SLP explains how to present Andre with one piece at a time, naming each piece.  Lydia tries this, and says it works much better than what she had been trying.  
	Teaching Strategies

	The SLP and Lydia look through the grocery store sale ads from the newspaper.  They identify foods Andre likes and cut out the pictures to make a book for him. 
	Everyday Materials

	The SLP talks with the parent about times during the day that she can provide some supervision and interaction to Andre to play appropriately with toys.  Lydia says it is hard because of all the young children in the home.  The SLP looks back at the routines that were described in his IFSP and together decide to work on activities for bath time and outdoor play in the backyard. 
	Routines


Results slide: These four components of service delivery are interwoven into every interaction you have with families, so it is sometimes difficult to isolate the individual pieces from the whole of the work you do. Much of your work with families involves not just doing one thing at a time, but touching many components of intervention simultaneously. They can be effectively accomplished by using a technique called coaching. Let's look at coaching in more detail.
6.16 Coaching

The four components of ECI services are implemented through a framework called coaching.  This is a communication style used to help parents learn the skills they need to enhance their child’s development.  Coaching may be very different from communication styles you were taught in school, or that you implemented in another work setting.  Coaching is an evidence based practice for adult learning, and results in caregivers feeling confident and competent.  

There are five steps in the coaching framework described by Barbara Hanft, OTR; Dathan Rush, SLP; and M'Lisa Shelden, PT, therapists who are recognized as national experts in early intervention.  The 5 steps are joint planning, observation, action or practice, feedback, and reflection.  In ECI, coaching is implemented by utilizing these steps, so it’s important for you to learn the specifics about each step. 
Joint planning (Go to slide 6.17 Joint planning)
Observation (Go to slide 6.20 Observation)

Action or practice (Go to slide 6.21 Action or practice)

Feedback (Go to slide 6.22 Feedback)

Reflection (Go to slide 6.24 Reflection)


6.17 Joint planning

Start each visit with joint planning, rather than with activities you pre-planned. Talk with the family about what has happened since your last visit, especially related to the outcomes in the child’s IFSP.  The following are questions that can help guide the discussion.  

· What techniques or activities have you used since our last visit?  

· What worked well?...then ask the parent to describe successes.

· What didn’t work well?...then ask the parent to describe the challenges 

· Did you notice any changes in your child?  How did she respond to the techniques and activities? Do you think your child has made progress on her IFSP outcomes?  

· Is anything causing worry or concern?

6.18 Considerations

Based on the answers to these questions, help the family to decide what help you will provide in the visit.  Do you need to:

1.
Teach some new activities or strategies?  

2.
Adjust and refine strategies that have been used?

3.
Identify different routines for intervention?

4.
Brainstorm different materials or toys in the home to use?
6.19 Cultural considerations in planning

Let’s consider how a family’s culture can effect joint planning.  A speech pathologist became frustrated with a parent who would not join in a turn-taking activity on the floor, even after being asked directly and indirectly several times. The SLP later learned from a co-worker that in some Central American cultures, parents do not typically sit on the floor and play with children; that is the role of other children in the family, such as older siblings or cousins. Once the speech pathologist took culture into consideration, she adapted her intervention, using routines such as mealtime for the parents to practice turn-taking with their baby. She also showed the baby’s older siblings games they could play with their brother.
6.20 Observation

Observation often happens at the same time as or immediately after joint planning.  This step involves observing both the parent and the child.  We want the child to gain important developmental skills as a result of our services, and we want the parent to become confident and effective in his ability to develop and carry out strategies that will help his child.   You might:

1.
Ask the caregiver to demonstrate what they have been doing with the child.  You can then offer ideas and feedback about the techniques.     

2.
Watch the child as you talk with the parent.  Point out any new skills, or subtle progress you see. Help the parent make the connection between progress and the work the parent has done since your last visit.  

6.21 Action or practice

After planning and observing, you and the parent will be ready to try out some new ideas.  You’ll be able to teach new strategies, make adjustments as needed, help the parent practice in a routine, and try out different materials or toys.  This step will probably be the longest part of your service delivery visit.  

If you find you are addressing the same activities with the family session after session, it’s probable that the intervention is not having the desired effect.  Return to joint planning to decide how you can modify your strategies, and consider asking other team members to provide input.   

Modeling is one of the most common techniques used by service providers in the action and practice step. Effective modeling is more than working with the child while the caregiver watches.  If you find yourself spending most of your time in a session working directly with the child, you probably aren’t using effective modeling.   

Here are 8 steps for modeling, based on an approach suggested by Robin McWilliam:

1. Talk to the parent about a technique or activity, and explain how it will help achieve the outcome.

2. Ask if he or she would like a demonstration.  If the parent says yes, then ...

3. Tell the parent what you’re going to do.

4. Do it.

5. Tell the parent what you did and point out the child’s response to the activity.

6. Encourage the parent to try it.  The parent’s attempt is what we call “return demonstration.”  This step is critical to the success of intervention and learning.

7. Watch the parent trying it.

8. Encourage the parent by providing positive feedback, and then give suggestions about how to modify, if needed. Provide any corrective feedback in a supportive manner.  
6.22 Feedback

Feedback is integrated throughout the coaching process.  You’ll provide feedback about the caregiver’s ideas during joint planning, during observations of the child, and about her actions and practice.  

Feedback can be used to provide acknowledgement, encouragement, and suggestions. Here are some examples of feedback.   

1.
Positive Feedback paired with suggestions for tweaks:  “That was great.  I liked the way you supported her neck when you pulled her up to sitting.  You might want to do it a tiny bit more slowly to help her work her muscles even more.  Try it a few more times, and then let’s talk about the times of the day you can remember to practice.”

2.
Feedback to point out positive things you see in the parent-child relationship: “He really responds to your voice. Look how quiet he gets when you talk to him.  He looks so happy and calm.”

3.
Feedback to identify new routines: “That is a really nice way to hold him for feeding - he’s more upright and his legs are bent.  You could also hold him that way when you show him a toy.”

4.
Feedback to explain why something was successful:  “You supported her arm just enough so she was able to grasp the blocks and put them away.”

5.
Feedback to point out incremental skills the parent may not have picked up on:  “That was great! When he moved his hands together like that, he looked like he was trying to sign ‘book’.”
6.23 Videotaping

Consider videotaping the parent or caregiver practicing a skill while you coach.  Videotape on the parent’s phone, and she will have not only a visual reminder of the practice, but an audio reminder of your hints and instructions.  Short videos can be a powerful teaching tool.  A parent who may be reluctant to practice during your session may be willing to record videos during the week for you to discuss during your next session. Remember, if you videotape on your phone, you must have signed parental consent.  

6.24 Reflection

This is the emotional component of feedback.  Find out how the activity felt for the parent, and watch for other clues about his comfort level.  An adult won’t repeat an activity they don’t enjoy and won’t implement anything that causes them fear or worry.  If the parent does not feel comfortable, encourage him to practice a little more, or help him come up with some other strategies that might be easier for him to implement.  Ask the parent how he feels about the session you just completed, and then review the things the family will work on before your next visit.  

Reflection is also an opportunity for you, as a service provider, to think about your own work after a visit. Your self-reflection, combined with the family’s reflection about their child’s services is an important component of ongoing assessment and should inform planning for future visits.  You can, and should, reflect about your sessions with your supervisor and with trusted colleagues.  If your program offers case conferencing during staff meetings, this may be a good opportunity to reflect on successes and challenges in working with families.

Watch this video about how a PT used video to reflect on a service delivery visit and how she revised her approach accordingly.
6.25 Coaching

Implementation of evidence-based practices for infants and toddlers may require you to modify your therapy practice by moving away from the more hands-on approach you are familiar with.  All of the national professional associations recognize the importance of these evidence-based practices in early intervention. There’s more information from your professional organizations supporting this statement on the bookshelf in the Professional Associations and Crosswalks notebook.

The key people in a child's life gain competence and confidence when a coach supports them in developing new skills.  Through coaching, a parent can increase her positive impact on her child’s development. When you successfully coach a caregiver, you facilitate the most important relationship in a child’s life, which then allows the child to better learn and grow while participating in family and community life. 

Service delivery that emphasizes parent coaching and instruction takes creativity and requires extensive depth of knowledge - as a provider you will have to be able to:

1. Adapt and respond during a session

2. Be creative to help a caregiver find ways to imbed intervention into daily routines that are important to the family, and then adjust as necessary 

3. Deal with the changeable nature of infants and toddlers
All of these require service providers to constantly "think on your feet."  

For more detailed information about coaching, along with video examples from an actual service delivery session, see the Coaching Families Module on the ECI Training page.
6.26 Review

We've taken a look at the four components of all ECI service delivery, and we've seen how they each play an important role in the coaching process. Great job!

Remember the four components of service delivery: 

· Implementing the service triad

· Addressing routines

· Using everyday materials

· Teaching strategies to the caregiver
Also, remember the five steps to the coaching process: 


· Joint planning
· Observation
· Action or practice
· Feedback
· Reflection
6.27 Activity 5.3: Cultural Effects Service Delivery

What would you do?
Question 1: You feel that it is important for a child’s oral motor development to get her off the bottle and to start her drinking from a cup. You explain to Mom how staying on a bottle can negatively impact a child’s oral-motor development. Mom is not ready to take her off of a bottle because she is her last baby and her other two children were still using a bottle at that age. They turned out fine. The child is making progress on all of her other goals.  Mom is just more concerned about getting her to talk and not throw tantrums anymore.

Answers:

Keep coming at lunch every day to make sure Mom starts using a cup. If she doesn’t, you can do it for her once a week.
CORRECT: Respect the mom’s feelings and bring it up down the road to see if her priorities have shifted.

Clearly the mom does not have her child’s best interest in mind. Keep a close watch to see if there are other indications she is neglecting her children.
Question 2: Mom is feeding her 34 month old daughter with a fork and immediately wiping her face after each bite. Daughter tries to grab the fork and help, but Mom says, “No, no, you’re going to get it everywhere!"
Answers:

Take the fork and give it to the child because she needs to learn how to feed herself.
Let mom know she may cause her daughter to have sensory issues or that a delay in feeding could result in her daughter being held back in a younger class.
CORRECT: Talk to mom about the importance of allowing her daughter to attempt to feed herself and offer suggestions on less messy ways to do meal time. For example, the family could have a picnic outside.

6.28 Co-Visits

As you learned in the IFSP section, co-visits are allowed in ECI when the child and family can benefit from a service by two providers at the same time and when a justification is documented on the IFSP.  In ECI, Medicaid will pay both providers for the full service time.  During a co-visit, each provider should participate throughout the visit.  As in all ECI service delivery visits, both providers should focus on teaching the parent and providing opportunities for him to practice strategies. 
6.29 Group Services

Most services in ECI take place on an individual basis; however there are times in which group services can benefit a child and family.  Services provided in a group setting can:

· Provide an alternative learning venue for parents to learn how to support their child’s development

· Provide an opportunity for families to learn from and support each other

· Provide opportunities for parents to learn and practice techniques while receiving individual and group feedback from professionals

· Provide intervention activities that parents can implement at home

· Prepare children and families for transition to day care, Part B school programs and preschool settings

Teams should consider the unique and individual needs of each child and family before recommending group services. As with all ECI services, it is not the intent that group developmental intervention be provided to every eligible child; rather the purpose of group services is to provide an early environment for children whose IFSP team has determined group intervention is the best method to meet specific IFSP outcomes. 

Group services can be provided in community settings such as churches, community centers, libraries, neighborhood meeting rooms, local parks or restaurant play areas, etc.

You will learn more about documentation requirements later in this section. Refer to the Group Services page located on the bookshelf for more ideas and details related to implementing a group service in your program. 
6.30 Communication with Service Coordinator

As you work with children and families, you may identify unmet needs.  Some of these may be developmental needs; others may be social service or information needs.  When you become aware of needs, it is important to communicate with other team members, particularly the family’s service coordinator.  Make sure you document the need and your communication about the need with the service coordinator in your note.  
6.31 Importance of documentation

Documentation of service delivery provides evidence of the work you have done.  Maintaining a detailed record of all services is required by ECI and by our funding sources such as OSEP, Medicaid and private insurance as well as your professional license.  Documentation can also be an important tool in your service delivery.  When you write your progress note during a home visit, it is done in partnership with the caregiver.  This concurrent documentation records what you as a skilled professional taught the parent, your suggestions for how parents can implement strategies throughout the day, and child progress. 

The IFSP establishes the medical necessity for a service.  During a home visit, you are delivering the service that was determined in the IFSP to be needed, so the emphasis in documentation should not only be on “what” was done but “why” it was done.  Progress note documentation must clearly reflect your skilled intervention by describing how you applied your professional knowledge when you were coaching and teaching the parent.  Every progress note should reflect what you as a skilled professional did and what information you provided.  Ask yourself “what did I do during the service that required my professional expertise?”
6.32 Elements of a good progress note

ECI has specific rules about documentation of services. A good progress note for an intervention session will clearly document how you focused on ways the parent can interact with their child to support the child’s development, achieve the IFSP outcomes, and participate in daily life.  To meet the requirements of rule, your progress note must include several elements of information. Take a look at this list.

It is important to remember that the time spent writing the note is considered part of your intervention, and should be written in cooperation with the parent and throughout the session (concurrent or collaborative documentation). This may feel different to you; collaborative documentation may not be how record keeping is approached in other settings where you’ve worked.  Recording your guidance, collaboration, and feedback to the parent, as well as your observations regarding the child, will result in the best documentation of evidence-based practice in early intervention.  

6.34 Documenting Co-visits

Notes for co-visits must meet the requirements for service delivery documentation listed earlier in this module.  Each provider must document the session separately.  Each provider’s note should indicate that his service was delivered as a co-visit with another provider.  The note should reflect the discipline-specific knowledge and strategies of the provider, while indicating the benefit of delivering the service with another discipline.  
6.35 Documenting Group Services

A separate progress note must be written for each child who attends group.  Some of the information about what occurred in the group can be used in multiple notes, as long as each note also includes specific information about the identified child’s progress and response to the group activities.  Like all ECI notes, group notes should identify the specific IFSP outcomes addressed in the session.  These will probably be similar, but not identical, for each child.  To maintain confidentiality, do not mention other children or their parents who participated in the group should not be mentioned by name in the note.  

If two providers of the same discipline are leading the group, they do not both need to write a note for each child.  One can be the designated note writer, or each provider can write notes for half the group.  

Sometimes a group may cross disciplines, for example, a transition group for children with motor delays who are over 30 months might be led by a PT and an EIS, and simultaneously work on motor skills in the context of activities to get the children ready for a more structured school setting.  Since these groups also meet the criteria for co-visits, each provider should write a note reflecting her discipline specific knowledge for every child.  The notes should meet the guidelines for co-visit documentation you just learned about.
6.36 Provide feedback on section 4

 (NO AUDIO)

Here are the goals of the section you just completed. Staff will:

· Define the steps and techniques of the coaching process for families and how to document the activity

· Identify strategies within the context of family routines and how to document the activity

· Describe how to implement and document the re-assessment service 

· Explain how group services and co-visits can meet the needs of children and families through the implementation of evidence-based intervention 

· Develop strategies for implementing group services, as an adjunct to individual services

· Communicate and coordinate with the service coordinator to address emergent needs

· Explain the importance of concurrent documentation

How did you do?
Please submit your feedback at the survey link https://www.surveymonkey.com/r/8DMWWHD before moving on to the next section.
7. Transition

7.1 Overview

In this section you will learn about the transition process and how the success of this process depends on the involvement of the entire team.  

When you hear the word transition, what comes to mind?  Most of us think transition in ECI refers to the process in which the team professionals and the family plan for transferring the child’s care and services to other entities such as educational settings, child care centers or Head Start programs. 

However, attention to transition starts on day one and continues throughout a child’s enrollment in ECI. Some children are older when they are referred, or for other reasons have a short stay in ECI.  Some children make transitions to new child care placements or to a new community or home while they are in ECI.  Families require support and assistance as they make any of these transitions.
7.2 Objectives for section 6: Transition

 (NO AUDIO)

Here are the goals for this section of the module. Staff will:

· Define the purpose and fundamental features of the transition process

· Be able to collaborate with the team (and external partners, as needed) to help family meet transition goals
7.3 Transition Steps and Services

In Texas, the team including the family develops a plan for transition, called Transition Steps and Services. This plan is developed for all children, regardless of where they going after leaving ECI.  This is done at an IFSP meeting.  The transition planning process is not just about listing activities the team will complete during transition. It is about planning for how the family’s vision for their child can be accomplished. Transition planning is a time to brainstorm solutions to challenges and celebrate successes.
7.4 Beyond ECI

The service coordinator for each family will describe the transition process to them in detail.  One of the resources she uses in her conversations with families is the “Beyond ECI” publication. This booklet may also be a good resource for you to learn more about transition.  Hard copies are available at your program. You can also access it online.
7.5 Transition Timelines

Here are the transition requirements and timeline for completion. The following three requirements must be completed when the child is at least 27 months of age and no later than 90 days before the child’s third birthday.


One: Steps and Services: The team must develop a plan for transition, called “transition steps and services” at an IFSP meeting.  Adding steps and transition services to the IFSP is an important part of the transition process.  Parents may not be aware of all the things to consider as they decide what should come next for their child.  


Two: Notification:  According to IDEA Part C, ECI must notify the LEA (local education agency) where the family lives when a child is potentially eligible for services under Part B.  The IFSP team is responsible for determining the child’s potential eligibility. 


Three: Conference: A transition conference is a meeting where the parents of a potentially eligible child have the opportunity to learn about their rights, eligibility, timelines, and other information about the LEA.  A transition conference is scheduled for a potentially eligible child, or for any child at the parent's request.  Participants in the conference include: an IFSP team member, service coordinator, the parent, and anyone else the parent wishes to invite, such as a friend or family member, and other members of the IFSP team as appropriate.  A representative of the LEA may or may not be present.  

Many children in ECI transition to services and settings other than Part B, or in addition to Part B services. The parent of a child who qualifies for Part B may want to explore other options to address non-educational needs. Except for the timelines, a community transition meeting must meet the same requirements as a transition conference with the LEA.  These requirements include parent approval to convene a meeting, prior written notice, and participation of the service coordinator and one other member of the IFSP team.

7.6 Potential Eligibility for Part B

IDEA Part B and IDEA Part C have different eligibility criteria. To receive special education services under Part B, a student (age 3-21) must meet the definition of one of the 13 disability categories described in IDEA and demonstrate an educational need. A disability is not necessarily a qualifier if the child has no needs that impact his ability to participate and learn in school. 

There are 13 disability categories described in IDEA. Click this link to view the categories.
Notice that these categories are more general in nature than a specific diagnosis. Only a few specific diagnoses are mentioned under the federal definitions. 

States can choose how they want to assign disability categories as long as they cover all of the federal disability terms and definitions. Texas uses the list as described in IDEA. There is some variation between school districts because each independent school district may interpret the definitions of the 13 categories and educational need slightly differently.  

7.7 Timelines in TAC & CFR

The state Rule can be found in TAC Title 40, Part 2, Chapter 108, Subchapter L Transition. 

The federal regulations governing transition timelines can be found in 34 CFR §303.209 and §303.344. 

FERPA can be found at this link.
7.8 Individualizing the transition process

Transition, like other ECI processes, is individualized to meet the unique needs, priorities, culture and values of each child and family, and is based on a thorough assessment of the needs of the child and family.  Teams should ask, “What might the child need to continue to meet developmental goals after she leaves ECI or transitions to another setting, and what support might the family need to continue to help their child meet her goals?”  Assessing transition needs is an ongoing process that continues throughout the child's enrollment. Child and family needs, interests, and skills change, so transition steps and services must be revised to reflect the changes that occur within the family.  A family’s culture, spiritual beliefs, values should also be considered as you help them plan to exit ECI services.

The areas to address can be grouped into educational, developmental, health and medical and social and emotional needs. Helping children and families prepare for transition is the responsibility of all team members.  As a therapist, you have a unique opportunity to identify needs that the child may have as they leave ECI in the following categories.

Educational Needs
Some families will want to consider educational settings for their children when they transition from ECI. Educational settings include private and public preschools, child care centers, Head Start, and Part B services. Part B of the Individuals with Disabilities Education Act (IDEA) requires local school districts to provide special education services for eligible children beginning on their third birthday. The program for 3-5 year olds is called the Preschool Program for Children with Disabilities, or PPCD. 

Developmental Needs
Developmental needs for transition are often aligned with the developmental outcomes in the IFSP that a family is addressing for their child.  Learning to share, following instructions, being able to express himself, moving around a classroom environment, and feeding himself are all examples of developmental skills that may be needed in a child’s next setting.  Family culture and customs can play a big role in determining when a child is taught self-help skills. For children who have never had a caregiver other than a family member, or been around other children, the ECI team might need to find opportunities for group experiences before the child leaves ECI. ECI group services, Mother’s Day Out, play groups, or Sunday School classes are ways to help prepare children for participation in a classroom.  

A child may need accommodations or supports to fully participate in a new program or setting.  Physical abilities, noise levels, visual stimulation, and other environmental factors all need to be considered. 

Social-Emotional Needs
Social/emotional needs of the child should be considered during transition planning. Children may be fearful of strange or new places, people they don’t know, or the behavior of other children.  Working through these fears before the transition can help children and families feel comfortable with the changes.

Children with behavioral challenges may need services after leaving ECI to address those concerns.  In many communities there may be services for children and families, such as behavior intervention, counseling, parenting groups and classes, and social skills groups for children.

Health & Medical Needs
As a child grows and develops, medical needs change.  For example, families may need help identifying specialists, after hours medical providers, or dentists.  If a child is going to participate in an educational setting or group care, families need to know the policies related to emergency care and for administering and storing medication.  Are staff trained in CPR and first aid?  Are there any needs for special equipment or assistive technology?  Some families may want to address dietary needs.  If a child has a diagnosed medical condition, families and caregivers may need reliable sources of information about their child's condition. 

A child with a catheter or tracheotomy, or who requires medications, may need frequent attention in his next setting from a medical professional.

Needs of the Family
During transition it’s especially important to help the family identify services they may need and how to access those services. In addition to the needs of the child, you should also identify any needs and resources for the family, such as local parent support groups, disability organizations, case management services and other social services.

Some parents never have left their child in the care of another individual and may not have confidence in any other caregiver’s ability to meet their child's needs. Other families may worry about their child being accepted by peers or parents of other enrolled children.  Families may also be concerned about their child’s safety. 
Sometimes parents don't want their children to enroll in other programs when they exit ECI. They may want their children to remain at home. Helping families identify resources to support children's continued learning and development at home can also be an important transition activity.

7.9 Determining eligibility for Part B

Before the school can determine eligibility for Part B services, the parent must sign a consent for the evaluation. The school’s team performs the evaluation and then conducts a meeting to determine if the child is eligible for the Preschool Program for Children with Disabilities (PPCD). In Texas, this meeting is called the Admission, Review and Dismissal (ARD) meeting. During the ARD meeting, the team develops the child’s Individualized Education Program (IEP), also known as the Individualized Education Plan.

The IEP addresses:

· the child’s educational need

· the child’s need for related services (for example: PT, OT, and Speech therapy) as it relates to his/her educational need

· the best placement option for the child based on the child’s needs and the least restrictive environment

· transportation to/from the child's placement

Just like the IFSP meeting, the family may invite others to the ARD IEP meeting. ECI staff may attend if they are invited by the family or by the school. 

Did you know? Placements can be in a variety of settings. Some possibilities: speech therapy at the school, a private preschool or child care classroom, an inclusive preschool classroom at the school that serves typically developing children as well as children with developmental delays or disabilities.

7.15 Activity 7.4: Mealtime in Childcare Setting

Now you get to practice addressing developmental needs. This video clip shows a boy named Henry participating in lunch time at his child care center. If a little girl on your caseload was transitioning to Henry’s child care center and didn’t have all of the skills Henry has, your team would need to address her developmental needs through her IFSP outcomes. Her transition plan would also include any needed assistive technology or other accommodations to ensure her success after she transitions. 

Your task here is to observe Henry and document the skills he is using to be successful in this routine. What skills does a child need to be successful at mealtime in this setting? Be thinking about all developmental areas, and include examples of motor, self-help, social-emotional, and communication skills.

The video link is here: https://www.youtube.com/watch?v=tBj95OglYEc 
7.16 Did you consider

Did you come up with any of these in each developmental area from watching the video?

Motor:

· Ability to sit in a chair at the table 

· Pincer grasp

Self-help:

· Ability to drink out of an open cup

· Ability to finger feed

· Ability to eat with a spoon

Communication:

· Ability to ask for “more”

· Ability to express likes/dislikes of food

· Ability to understand multi-step directions

· Ability to understand “if/then” (If you eat this, then you can do this..)

7.17 Examples of Transition

Transition services need to be individualized to child and family needs regardless of the type of transition. Read the following examples. You're already familiar with Andre, now you'll also meet Zoe and Jimmy and see how the transition process can be individualized for them.
7.18 For children turning three

Read how aspects of transition can be individualized for each child’s particular needs.

Example: Jimmy

Today during his PT session Mom reports, “I am worried about how Jimmy will do on the playground.  I want him to be included with the other children when they play, but he can’t walk very well yet.”  Jimmy is now 30 months old and will likely be transitioning to PPCD at his local school campus. 

In view of the upcoming transition his PT works with his service coordinator to arrange a tour of the playground with Jimmy and Mom for his next session. They also plan to meet for two more sessions for further practice. The PT also discusses potential use of shoe inserts to help Jimmy stabilize his gait on grass and gravel.  Jimmy’s doctor is contacted and is happy to write a referral for orthotic evaluation for Jimmy. 

Example: Zoe

Zoe's Mom reports, “When I go back to work, Zoe will have to ride the bus to daycare and I am worried about how she will go up and down the steps.  Even though we’ve been working on that, she’s not very good at that yet.”  

PT contacts the local daycare where Zoe will attend. They are happy to arrange a visit for Mom and Zoe and offer to make the bus and driver available so all can practice helping Zoe get on/off the bus as independently as possible.  
7.19 For Andre

We've focused on transition planning for when a child turns three. Now let's look at how transition planning occurs for other types of transition.

Consider the needs of Andre and his family.
As Andre's Service Coordinator, I've been communicating regularly with his CPS worker and I know the plan is for Andre to return to his biological mother after she completes parenting classes, counseling, and other activities CPS is requiring.  Andre’s biological mother lives in a different service area, so Andre will need to be referred to the other ECI program.  Although I will make the referral, all team members have a responsibility for making Andre’s transition back to his biological mother as smooth as possible.  Imagine that you are facilitating Andre's transition. Answer the following questions regarding his educational, health and medical, developmental, and social-emotional needs, as well as the needs his foster or biological family may have. 
7.20 For Elizabeth

Next, let's think about individualizing the transition process for Elizabeth. 

Think about the needs Elizabeth and her family may have and what you would you need to consider when helping Elizabeth and her mom make the transition to day care.  Recall how the OT was helping mom brainstorm ideas to support Elizabeth’s head in her car seat?  That is an example of assessing and meeting the transitional needs of families in ECI.  

Imagine you are working to individualize transition for Elizabeth. You'll need to consider her educational, health and medical, developmental, and social-emotional needs, as well as the needs of her family. Make a list of questions you'd want to address. Remember, not all areas may apply to Elizabeth or her family at this point but needs can develop and change over time.

Click to access the worksheet.
7.21 Documenting team participation activities

All transition activities and discussions must be documented, typically by the service coordinator. The service coordinator will use documentation from the service providers’ progress notes to update transition steps and services as needed. For example, if the team determined that the child needs to sit on the carpet during circle time, the ECI PT will document the child’s progress with sitting, use of or need for assistive technology, and how the assistive technology can be used in the classroom. The service coordinator then documents this preparation for transition.
7.22 Provide feedback on section 4

(NO AUDIO)

Here are the goals of the section you just completed. Staff will:

· Define the purpose and fundamental features of the transition process

· Be able to collaborate with the team (and external partners, as needed) to help family meet transition goals

How’d you do?

Please submit your feedback via the survey at https://www.surveymonkey.com/r/957QSNH. 
7.23 Congratulations

Congratulations! You've worked through all stages of the ECI journey, from referral and initial contact, to transition. You completed all the learning activities within the module and developed the necessary knowledge and skills to begin working with children and families as an ECI therapist.
7.24 Professional Development

As an early intervention professional, you can maintain and enhance the knowledge and skills you need for your work through ongoing professional development. If you keep pace with the standards and practices in your field, you will continue to provide the best possible services to children and families.

The MIWT bookshelf is a collection of materials and links that you've used throughout the module, and now it can serve as a valuable resource to you ongoing. Take a look and keep growing.
