FREQUENTLY ASKED QUESTIONS  
A VITAL MESSAGE ABOUT ALABAMA’S EARLY INTERVENTION SYSTEM

 

[bookmark: _GoBack]SERVICE COORDINATION  
1. How can a Service Coordinator find all resources available in their community and what training is available for service coordinators regarding local services?   
 District Coordinating Councils are great sources for local information.  Councils provide multiple opportunities for programs to share information about district and state resources.   Other programs and local EI personnel know what resources are available in their communities which can support families outside of EI.   The Central Resource Directory is also an excellent resource.   Larger cities now have 211 Directories which highlight community resources.  
2. How can an agency be sure they are listed in the state’s Central Resource Directory (CRD) and how often is the directory updated?  
All programs are listed in our Central Resource Directory. All currently approved AEIS Vendors (from DEICs) are also listed in the directory.   Programs are requested to keep their information updated annually by submitting it to Amy Blakeney at State Office.  Local community resources by county are added to the CRD as the information is submitted to AEIS.  EI programs frequently share information about local resources.  Sometimes agencies or non-EI programs request we add their information to the CRD.  
3. What is Journey?   
 Journey Through Early Intervention is the name of a 2-part series of core training which provides an overview of the system, the philosophy and mission and federal and state requirements for programs and their personnel.   Journey 1 is required of all service coordinators and emphasizes eligibility and evaluation process, family assessments, IFSP development, service delivery, procedural safeguards, documenting progress, transition planning and targeted case management (certification provided to DMH programs).  Journey I is the Medicaid approved curriculum for targeted case management training (Target Group 3, subgroup developmentally delayed).   Journey 2 is required of all service coordinators and all program personnel/ DEIC vendors (2009 Personnel Standards) newly employed or with less than 2 years' experience in EI.    Journey 2 emphasizes the application and implementation of required AEIS activities within programs through service delivery based on best practices.    Journey Revisited will be added to this core series in 2012 (as an update for all EI personnel (attend every three years).  Currently, plans for this one-day training are to focus on updated information about EI practices and program requirements.  The Vital Message concepts presented in 2010 will be incorporated into all subsequent workshops.  

EVALUATION/ASSESSMENT
1. What are the requirements in using “professional opinion” to qualify a child for EI services?
Professional opinion, referred to as “informed clinical opinion”, is an important tool for determining eligibility when no standardized measures exist or if standardized measures are not appropriate for a given developmental area.    Informed clinical opinion utilizes information from multiple sources to supplement the careful process of determining whether or not an infant or toddler demonstrates delays in development.   AEIS has allowed the use of informed clinical opinion in those instances when delays are documented on multiple procedures as borderline and reflecting reasoning that 25% delays are imminent in the near future.  (check website references to see if anyone has clearer wording)
(comment:  double check these examples) EX:  It is my professional opinion that while this child does not exhibit 25% delay on this date on a standardized tool, results of 20% delay and increased muscle tone clearly suggests that this child will be eligible for early intervention services within in a short period of time if he does not receive interventions to address these problems (impairments) OR  Evidence suggests that children with IVH (Grades 3 and 4 in particular) will most likely show neurological signs affecting development and result in delays. 
2. Whose role is it to administer the annual developmental testing (IDA, DAYC, etc.)?  
Anyone on the team who is qualified and trained to administer developmental tests can do so. If additional area-specific tests have been used earlier or would be appropriate to determine continued eligibility, the professional trained to address that area should administer the test
3. Should the goals be based on the evaluation that reflects a delay?   
The training stated that goals are based on family-defined priorities and concerns.  Goals, which AEIS calls family-defined outcomes, are usually directly correlated with delays but not always because family priorities and concerns may be more complex.   Evaluations are just one piece of the process but do not dictate outcomes. Evaluations help determine eligibility.  The process is used to help the providers identify delays and can be used to educate the family about their child’s strengths and delays.   Example:  if a general developmental evaluation shows a delay in motor skills but the family’s priorities are in other areas, it may not be urgent to seek an OT or PT evaluation.  On the other hand, these additional evaluations will be helpful for identifying the source of the delay (developmental delay or disorder).  The provider can then have the information they need to educate the family and help identify helpful resources for them. Shouldn’t therapists evaluate prior to establishing the IFSP goals? How can an IFSP be developed prior to PT, OT and ST evaluations?  
Therapists do not always have to be part of initial eligibility determination. Initial IFSP outcomes can be developed directly from the family assessment focused on family-identified priorities, needs and concerns.   Some teams choose to utilize generalists to administer a comprehensive eligibility evaluation.  Sometimes programs pair a generalist with someone trained to address a specific area of concern.  Ex:  PT for concerns with movement, SLP for concerns with language, OT for concerns with sensory issues or feeding problems.  Sometimes, therapists are not called to conduct an assessment or consult until after IFSP family-defined outcomes are established.  If there is a delay in a specific area, it is considered best practice to have a professional with expertise in that area to evaluate and make suggestions for strategies to reach the outcome considered a priority by the family. Please refer to the Vital Message document.  
How can we ensure exit and entry summaries are documented correctly?  Although I may view a child as being a (6), what % of a delay is a (6)?  I believe service providers are not “dancing” on the same page when entering this information into GIFTS.     
There is an OSEP PowerPoint presentation that can assist in helping guide service coordinators through this decision-making process.   Service coordinators who would like a copy of this presentation may contact Linda Schmitt at linda.schmitt@rehab.alabama.gov. 

IFSP/DOCUMENTATION
1. How do we write a “flexible” goal?   
 I understand that we work on what is important to the family – however, what happens when there is already a goal on the IFSP that was important to the family and then they get the “ticket” for not having the child in a car seat? Now parents want you to work on that.  How do you write on the progress note “today” that the activities you worked on were not a part of the IFSP and they are Medicaid?  You have switched midstream.    
IFSPs are based on family assessments which lead to family-defined outcomes.   Evaluations identify areas of delay and family assessments help families identify their priorities and concerns.   Outcomes are written to address the family-defined priorities and concerns.    During any visit, a new concern may come up.  Often these are related to long-term outcomes.    EX: Addressing concerns with positioning in a car seat can be related to behavior, positioning, and family education.  In the event a new family-defined concern is identified on a visit, an outcome can be added to the IFSP through communication with the service coordinator.  The documentation for the visit when the new concern was identified should include a summary of the concern or new observation, what the provider did to address it, and any recommendations related to this concern.  Outcomes are not flexible but the IFSP document should be flexible. 
2. Maybe the terms “speech therapy” or “physical therapy” should not be used on the IFSP if the frequency of services is not considered to be at a therapeutic level.  
The terms physical therapy, occupational therapy and speech therapy, should not be used on the IFSP to describe the “procedures” but rather the “person responsible”. 
There is really no such thing as a threshold for an intervention to be considered “therapy”.  Remember, any services provided by a physical therapist to address movement or motor skills are considered PT whether they are assessment, direct hands-on, consulting to a parent, caregiver or other EI provider, or teaching.   Also, remember that non-EI providers, other agency personnel, the family or the caregiver can be specified with certain responsibilities as the “persons responsible” to help meet the family defined outcomes.  
3. I would like a Good Goals Guide with well-written IFSPs across the state/nation, more video training of a good IFSP team actually conducting an IFSP meeting and the developed IFSP document from that meeting and tips for communicating with caregivers (video example) during visits to encourage involvement.  
These are great suggestions.   The NECTAC website is a good resource for articles and some videos (www.NECTAC.org).   Stay tuned for further training on good family assessments which lead to good family-defined outcomes. For example, the session at the EI conference on Routines Based Interviews included examples of functional outcomes.    AEIS is exploring ways to make this information more accessible.   
Remember, functional outcomes are based on family needs and concerns.  These can change over time and a new priority may be identified on any visit.   A new outcome can be added to an IFSP at any time the family agrees that it is a priority.  It is ok to prompt discussion of priorities through educating a family about a condition, diagnosis, evaluation findings or observations of the professional. 
4. Are there examples of good outcomes for families? 
If family-defined outcomes are truly functional and based on the routines of the family, then no two plans would look the same.     
5. How can I tap into creative ways to help families?  
Shadowing another program or provider who is considered effective may be one way to learn how to provide interventions that can help families achieve outcomes.   Also, refer to professional association guidelines and journal articles:  
King, Strachan, Tucker, Duwyn, Desserud, Shillington, “The Application of a Transdisciplinary Model for Early Intervention Services”, Infants and Young Children, Vol. 22, No. 3, pp. 211-223).  
6.  Many parents (myself included when my children were young) have very little concept of how a child develops.  A parent outcome may state they want their 4-month old child to walk when in reality the child has difficulty EATING but do not have any feeding outcomes.   Can we “educate” families and suggest outcomes?     
First, let’s move away from language that we would suggest outcomes.   Anticipatory guidance regarding typical development is an important part of early intervention.  The AEIS has a developmental checklist on the ADRS website (www.rehab.state.al.us/ei) to assist families and service providers.  The CDC also has good resources for developmental guidance through the “Learn the Signs, Act Early” program http://www.cdc.gov/ncbddd/actearly/index. 
7.   Do you include “observations and reflection” in the documentation of progress notes?    
Yes, but include a description of what was done at the visit that helped the family work toward their outcome.  Often the observations and reports/reflections are documented first.  Then the procedures, information shared, coaching provided, etc.  would follow.  Include family’s response to session, demonstration of understanding or comfort with your recommendations as a conclusion.  Close with your recommendations for the home program.   
8. Why are we not utilizing social work services as one of the services on the IFSP when over 90% of the families we serve could benefit from the coordination and SW expertise (Service Coordinators are not all social workers)?   
Social Work is one of the 17 deliverable EI services.  If a social worker is the best qualified person on a team to help a family achieve outcomes, then he/she should be added to the plan.  Many service coordinators actually have a background in social work; this is a real benefit for those programs.   If there is not a social worker employed or contracted with your program, seek resources in the area that may be available on a consulting basis or identify agencies that provide social work services.   

PERSONNEL REQUIREMENTS/ROLES
1. What is a special instructor’s role on the team and what qualifications, training or experience are “special instructors” required to have?   
Special Instruction Includes the design of learning environments and activities that promote the child’s acquisition of skills in a variety of developmental areas, including cognitive processes and social interaction; curriculum planning, including the planned interaction of personnel, materials, and time and space, that leads to achieving the outcomes in the child’s IFSP; providing families with information, skill, and support related to enhancing the skill development of the child; and working with the child to enhance the child’s development.   The personnel requirements for special instructors may be read in Standards for Serving Young Children with Disabilities and Their Families in Alabama.  Individuals with bachelor's degrees in ECSE, HI, or VI and Alabama Class B teacher certification may provide this service with 16 additional continuing education contact hours required every two years to maintain this designation.   Related human service degrees may be considered for approval under conditional status based on their educational degree, credentials and experience. Individuals approved for this status are required to complete a curriculum of on-line courses provided through the University of West Alabama and application process applies.  Special instructors with appropriate credentials can be approved as vendors on a conditional basis.  Currently, personnel standards indicate that all coursework must be completed within 2 years of approval date. 
2. What is the operational definition of a “generalist” and the credentials that allow him/her to implement treatment strategies and techniques?  
Special Instructors are usually considered “generalists” although they could be considered “specialists” in cognitive and behavior areas.  They are trained to have a general knowledge of all areas of development and should know when a specialist is needed to help with areas of concern beyond their expertise and experience.  They can work with families to implement strategies taught by another provider in order to provide family or caregiver training.   They should not be expected to prescribe or provide any therapy services.
The term “specialists” is usually used to describe professionals trained and credentialed in specific areas like speech language pathology, occupational therapy or physical therapy   Any EI provider may be encouraged to address development in areas not traditionally considered part of their scope of practice, yet all EI providers are expected to know general development and ways to play with children.  Communication with other team members is the best way to carry out and teach activities that address multiple concerns and skills. EX:  singing while moving, pointing to a picture while repeating a sound.
3. A home trainer cannot evaluate children, therefore, how can a home trainer establish a PT, OT or ST intervention without an evaluation by the credentialed therapist?     
No one can provide a PT evaluation or services other than a PT; likewise for an OT and SLP.  AEIS Personnel Standards offer explicit descriptions of required credentials or training for various professionals.     See #3 for requirements for special instructors.   For special instructor aides, or what many refer to as “home trainers”, the AEIS personnel standards state: “Supervision is to assure collaboration and safe, quality services for children and families. Supervision must conform to licensure and/or certification standards.  AEIS standards require supervision of paraprofessionals who are assisting in the delivery of services.  Supervision should include direct on-site supervision at a minimum of one out of every 5 visits, but no less than every 90 days, and should be provided in the natural environment.  Additional types of supervisory activities include verbal communication, review of notes, attending team meetings, and video review”.
4. What is the rule about using a paraprofessional for special instruction (this person does not have a degree)?   
Paraprofessionals must be supervised according to various board regulations (PTAs, COTAs) and also operate within the AEIS personnel standards.   There is a difference between a credentialed special instructor and a special instructor aide who must work under the supervision of a professional level special instructor.   Only visits made by the professional level special instructor are billable under the EI Medicaid Option (at least every 5th visit).  Please note the EI Option does not pay for supervision.
5. Who decides if a child has a delay or disorder?  Who is responsible for ensuring a diagnosis (or disorder) is not missed if a specialist doesn’t see the child (especially if it is not apparent on the first visit)?  
Developmental assessments identify delays in multiple areas and are administered by someone trained and qualified to administer the tool.  Disorders are identified by specialists within a specific developmental area: EX:   PT for movement, OT for fine motor, oral motor, sensory issues, SLP for language, speech, oral motor, etc.   A disorder may be related to a medical diagnosis or clinical findings like spasticity, hypotonia, dysphagia, etc.    For some children with delays there is not a diagnosis or condition to explain the cause of the delay.   All providers administering eligibility assessments need to be taught red flags for development and signs of disorders that should be referred to a specialist.  This may come from specific training or from working together with team members. 

TEAM FUNCTIONING/MEMBERSHIP
1. What is trans-disciplinary?  
Transdisciplinary is defined as the sharing of roles across disciplinary boundaries so that communication, interaction and cooperation are maximized among team members.  For example:  OT’s can work on communication outcomes; ST’s can work on fine motor or feeding outcomes; PT’s can work on communication outcomes with coaching from other discipline professionals.  SI’s can work on communication outcomes, etc. 
(King, Strachan, Tucker, Duwyn, Desserud, Shillington, “The Application of a Transdisciplinary Model for Early Intervention Services”, Infants and Young Children, Vol. 22, No. 3, pp. 211-223).  
2. Why should I trust a non-educated and/or non-experienced SI to carry out my plan CORRECTLY?   
First, trust must be developed across discipline lines for team members to function effectively with each other and with families.  We must all communicate and teach each other our discipline’s roles, share our individual expertise, and learn to consult with each other and teach families/caregivers effectively.  No one should be expected to “carry out” any plan that is not thoroughly taught, demonstrated safely and effectively.  
Second, a plan is not “my” or the individual provider’s plan, but an Individual Family Service Plan.  Outcomes are based on child needs and family priorities and concerns.  Specific procedures, responsible party, frequency and duration will be included in the IFSP related to each outcome.  The team and family as well as non-EI providers in some cases will work together to help families meet the selected outcomes.
3. How does “coaching” fit into a trans-disciplinary team? Is it providers coaching each other or is it just the “coaching” a family?    
“Coaching” is a process of teaching other professionals, families and other caregivers those skills which they can safely and appropriately carry out during daily routines.  Coaching can include providing information, modeling techniques for handling, feeding, interacting, playing, reading, encouraging speech, etc.  Coaching includes observing, listening, modeling, and reflecting on what is working.  Think of a sport, music or dance teacher and how they teach the students/athletes skills and then encourage lots of practice.    Best coaches inspire and motivate while celebrating success.
4. Did you say it is okay to select a leader based upon availability of provider and aren’t we supposed to give the family whatever service they need regardless of availability of that service in the program?   
There was no intent to convey that a team leader or “primary provider” should be chosen based only on availability within a program.   The reality is that a primary provider can’t be someone that is not available.  On the other hand, it is the responsibility of each program to identify and access those professionals who can best meet the needs of families and children based on functional and routines-based outcomes.  Collaboration with other agencies and EI programs may help fill gaps when there is a shortage or limited availability of specific personnel.
5. Can we do “joint visits”?  
Joint visits are a good way to see the same thing, problem solve, learn from and teach each other.    But for most programs the problem seems to be with billing.  You cannot bill a total amount of time for more than one person if they are joint visiting.  EX:  If 2 EI providers are at the home for 1 hour, no more than 1 hour of service can be billed for both.  One provider could bill the entire time but the other couldn’t bill at all or the time could be reflected on the IFSP as 30 minutes each.   If one team member accompanies a second team member for the sole purpose of observing and does not actually work on caregiver outcomes, then that team member’s role during visits should be documented but not billed.   Planned or regular joint visits would certainly need to be discussed at the IFSP meeting and each provider be reflected on the plan for the amount of time to be spent pro viding that service or agreed that one team member would be an observer only at a visit.
6.    In determining frequency of services:  In many rural areas, the OT may only be available 1x/month.  While consultation and training/coaching are provided – how do you insure individualization of services if it is only available 1x/month (other than seeing a child every other month or a 1x/quarter)?   
Each child’s plan must be determined based on family concerns and priorities and the provider who can adequately address needs.   It may be that an OT consults with an SI monthly while the SI follow-ups more regularly (do two disciplines need to work on exactly the same outcomes to achieve success?).   The frequency should be determined based on the child’s rate of change and the family’s ability to learn and carry out what is being taught or recommended or what will work at this time in their lives.




WORKING WITH FAMILIES
1. Let’s say the EI assessment reveals global developmental delays and parents mention they are concerned about motor development.  This parent lacks knowledge on developmental expectations.  What are EI’s ethical responsibilities to provide and help the family?  
The EI provider/program is responsible for listening to and addressing a family’s concerns.  This includes education about what is typical progression of development, prognosis for a condition, and interventions/strategies most likely to be beneficial.  Yes, we provide information beyond what the family first reports as a main concern or priority.  Families look to professionals for information, resources and guidance. We can begin with where they are and change the IFSP as new concerns and priorities are identified.
2. Can programs offer notebooks to families and enter into “contracts” or agreements with families?   
Yes, many programs help families keep up with their child’s progress by using notebooks.  And, yes, many programs discuss initially with families what expectations for participation are in early intervention and have parents sign agreements.   It is a perfect time to share the AEIS Vital Message document because it makes things so clear.   
3. What do the EI agencies do in order to educate families re: local resources and therapy options for their child?   
Programs provide written and/or verbal information on what is available, how to access community services in which they may be interested in and should explain the differences in the services offered and philosophical approach of other agencies.  Programs can rely also on their District Coordinating Council for community resource information.   
4. Is there any forward movement in North Alabama re: the education of families with hearing loss and their communication options?     
AEIS policies are that service coordinators should explain all communication options for families and support families in their choices.  
5. How do you apply the EI model to families (despite best efforts to coach/train the family) who we know are not following through between sessions?   
If a family is not following through we need to explore why.   Maybe there are other higher priorities, maybe we have not been effective teachers or maybe they just don’t understand their child’s needs and the purpose of the program.  We should ask them what is working, what isn’t working, why they aren’t able to follow through and go from there.  Clearly explaining our roles, expectations, the purpose of EI and use of participation agreements can be helpful with this.  You may find that effective family assessments focused on “real life” routines is an effective way to meet the family where they are with what matters to that there your information is valued. 
6. How can we require family participation at a high level?    
This is an expectation that should be explained up front (refer to Vital Message document).  Open and honest discussion about what you can offer and what the family or caregiver is expected to do is critical.   This is their child, their time and their choice.  If it is a true family plan, then families will likely participate because it becomes meaningful for them.   EI is all about family training and if this approach isn’t working, then early intervention may not be what they want.  
7. How do you address the emotional disappointment of a mother that gives birth to a child with specific needs?   
The best thing you can do is provide information, offer resources, listen and connect with parents who have gone through similar experiences.

8. What if a family requests higher frequency of services than recommended by the EI team and beyond the scope of EI?   
The team should discuss whether the family’s request is valid in order to achieve IFSP outcomes.   A plan can always be revised.  EX:   If a family asks for higher frequencies, ask why they feel that is necessary.  If you agree that more visits will help the family support their child better, you may agree to increase frequency for a period of time or until a specific outcome is met.  If they simply want more direct services, you can refer them to other non-EI community providers.  An example would be a child who is making slow progress toward walking.  You have taught the family and babysitter all you know to try and they follow-through but the child just won’t let go of support.  If they want more PT, you can refer to an outpatient provider.  Other times families choose to participate in multiple programs and still may ask you to do more.  Be confident and clear in what your role is through the EI philosophy: emphasize that the purpose is to support them in caring for their child.  You may need to communicate and coordinate with other community providers to avoid confusion.  You should be seen as the one who translates interventions into practical applications used in their daily routines.  The Vital Message document will be helpful in explaining this to the family upfront.  You may have to have this conversation several times.

INTERVENTION 
1. Is behavior management an EI provided service?
 Behavior management is not a specific service and is not listed as one of the deliverable EI services.    It is an approach or intervention that can be implemented by one of the EI providers with knowledge and experience in child behavior and behavior management strategies.   In-service or consultation from those with expertise in this area may be helpful for the team.
2. How much hands-on time (%) is suggested for PARENTS during a training session?  
As with all things in EI, there is no formula and interventions are based on what the family-defined outcomes related to family routines.   When new strategies are being tried and taught, it may take some time to figure out what will work best and then the focus is on teaching the family/caregiver.   During a visit with a family/caregiver, we should have them show us what they are doing before we suggest or demonstrate anything else.  Listening, observing, asking questions, explaining, and providing information are as much or more EI than providing hands-on service.  Outside consultants may be needed to help team members gain knowledge and skills in an area.  Certainly all providers involved with a child/family will be more effective if they are consistent with how they interact and support a family.
3. In general, who is liable if something goes wrong and a child is injured, doesn’t achieve goals, or is provided with incorrect equipment?   
 If you are a credentialed professional (OT, PT, SLP) you should understand the legal and ethical responsibilities of your profession.  State licensing boards provide administrative manuals and professional associations provide policies related to ethical and legal practice. We are all responsible to meet the ethics and legal requirements of our profession.   Any injury resulting during a visit or due to recommendations made by an EI provider could place the provider at liability.  We are not aware of any situations like this in Alabama in recent history.
Outcomes belong to families; they do not belong to professionals.   Regarding the question of who is liable if a child does not achieve the outcomes, federal Part C Regulations (§303.346 ) “does not require that nay agency or person be held accountable if an eligible child does not achieve the growth projected in the child’s IFSP”.   

4. What if there are very few toys or no toys at the child’s home?  How do I teach language skills with no materials?  
Special materials are not required for teaching language skills.  What occurs in that family’s and child’s days?  Think through routines and what words would typically be used: eating, bathing, dressing, playing.  What can be seen, pointed to, sung, read?  What matters to that family?  You can model communication by pointing to and identifying body parts, clothes, trees, furniture, food.  If you choose to use toys or special materials, work with your program to raise funds for donations or loaner items for families who do not have the resources to obtain these items.
5. What services are considered to be non-EI services? 
 Federal regulations outline EI services.  EI services are for the purpose of supporting the family and any caregivers in meeting the needs of and encouraging development of a child.  EI services are focused on routines of that child and family and the natural environments for children that age.  Any services offered outside these definitions would be considered non-EI services.   A CRS Feeding Clinic is an example of a non-EI opportunity.
6. Children are often sent to a program after working with a DEIC vendor short-term, creating some stress for parents.  What can be done about letting vendors stay with a family longer than 4-6 weeks?   
DEICs initially explain to families that services will be transferred to a program as soon as a program is available.  This is AEIS policy.   Vendors are encouraged to support this effort and work with the DEIC or accepting program to insure a good transition.
7. How do we address the problem of children “falling through the cracks”, i.e. foster care to biological home?     
Communication with DHR and a foster family is critical as children return to a biological family.   If they are in the same geographic area, EI providers can and should be included in the transition and establish a relationship with a family.   .  If DHR retains or shares custody, they can assist with making early intervention part of the agreement.   We have no control over those families who move without notifying EI or change in custody, etc.   This is a national early intervention issue.   
8. What if you have trouble finding just the perfect interpreter?   
Programs are required to offer an interpreter for evaluations “if feasible to do so” (Part C federal regulation §303.323) for evaluation purposes.   However, federal regulations do not require that an interpreter be present at services (though programs often do their best to make this happen).     

SETTINGS
1. How does EI propose to handle a situation where the specialist needed by the child (on IFSP) is not available in natural environments (i.e., Speech therapist with special feeding training or auditory verbal therapy approach)?  
 Identify others who might provide services in natural environments, collaborate with other programs to arrange the service, or recommend non-EI services.   EX:  Feeding issues are frequently associated with a medical condition and a referral for evaluation and specific treatment can be made to a clinic setting and listed as Non-EI on plans.   The EI provider can meet the child and family at the site of the non-EI service or communicate with the non-EI provider.  Then the EI provider is able to help a child and family translate and follow through with recommendations in the natural environment and through everyday routines.


 2.  How about when you see a child in a day care setting were the teacher is responsible for other kids, parents are at work, and the day care may or may not even have you work with the child in the same room as the other kids?     
Remember that early intervention is about family/caregiver training.    If outcomes are developed based on a day care routine, the family should have a discussion with the day care provider about supporting early intervention’s involvement. 
3.  When a child enters into a day care, how are EI services implemented?   
The EI provider works with a family to determine outcomes which are important to the family and day care provider.  Then we teach the day care provider strategies that will assist in achieving the stated outcomes.    Pull-out service from the day care classroom is not considered early intervention.     EX: If naptime is the problem at day care and parents fear the day care may ask them to leave, then assistance with nap time becomes the outcome and interventions should be provided accordingly.  
4.  Day care visits – what about confidentiality issues if day care workers are asking lots of questions…”What’s wrong with him?”, etc. ?  
If a caregiver is not on the IFSP and parent is not present, confidentiality can be an issue for a provider.  Information should not be shared with staff or other families unless a release has been signed to allow this sharing of information. If interventions are being provided at a day care, the day care provider should be listed on the IFSP and sharing information is therefore not a confidentiality issue.   They are team members.   This issue should be discussed at the IFSP meeting.
 5.   Are all day care centers DHR licensed?   
No.   Parents frequently choose for their children to attend church-sponsored day cares. Other parents make special arrangements in private homes that may or may not have sought licensure, which is a DHR monitoring issue if the number of children served rises above a certain number of children.  
6.  What if EI providers have issues with homes that EI personnel do not want to go to (smoke-filled homes,  allergies to cats/dogs) even though this is the family’s natural environment?   
EI providers can train families about safety, cleanliness and hygiene in the context of what is best for children.  However, we must meet families where they are.   Individual needs or considerations of providers should be discussed with a program manager and team and assignments made accordingly.  Program policies and procedures should be developed to guide decision-making when providers need accommodations.

WORKING WITH MEDICAL PROVIDERS
The role of a service provider under Part C includes consulting with other service providers (303.12(3)).    Open communication between a family, early intervention providers and other identified health or medical service providers identified on the IFSP is essential for successful outcomes.    In addition, AEIS programs should undertake steps to build cooperation and collaboration by meeting with professional associations, like the Alabama Chapter of the American Academy of Pediatrician or distributing developmental educational materials to public and private community resources.  AEIS may provide programming at annual conferences to support collaboration.   Goals of open communication are to define roles and responsibilities for the ultimate purpose of promoting trust between service providers to benefit children and families.  

1.  Has there been discussion between EI providers and medical providers about how the two groups overlap and how they can work together better to avoid any misrepresentation?  
Yes, many such conversations occur annually and there are constant efforts to make connections at the state and program level.  It’s helpful for both groups to talk with each other in general, especially when they are both providing services for children so that they understand each other’s roles in coordinating services and minimizing family confusion.  DCC meetings are a great place to have these discussions.   
2.  How do we get parents, doctors and local state agencies to understand that early intervention is not a medical model?  
We must take advantage of every opportunity to promote the EI message such as presenting at conferences or in-services, explaining EI’s role when we work with the same children/families, sharing and explaining our services, providing brochures and other information from the “Vital Message”.  We must continue these efforts at all levels but there is no guarantee that our EI philosophy and mission will be accepted without question. 
3. Since EI is a voluntary program and parent choice, how do we explain to doctors making referrals that we cannot make families participate in EI if the family declines our services? 
Doctors do occasionally contact DHR when families decline services they feel families must accept for the welfare of their patients.  We should explain the purpose and mission of EI and that families may refuse EI services unless court-mandated and monitored by DHR.   The MD should explain to the family why he/she recommends EI.  Often an MD is seeking to establish “therapy” not EI services.  The differences and available community resources for therapy can be explained.  
4. As a therapist in a “medical setting”, our clinic provides services with the same “developmental” and “family-centered” approach.  Why isn’t that OK?
Services in a clinic are not considered early intervention services.    There was no intent to insult or to imply that outpatient or medical therapists do not utilize a family-centered approach or a developmental model.  Even when family-centered, the focus of medical/clinical services are primarily diagnostic or hands-on, skilled therapy services.  Supporting families to meet the developmental need of their child in natural environments and everyday routines is the focus of EI. Hopefully all providers are using their expertise to educate and communicate with families about their children and helping families understand the differences in these two approaches.  

TRANSITION
1. Do EI Service Coordinators need to know that if  a child’s family does not show for planned transition meetings after reminders and no exceptional circumstances that EI can stop scheduling transition meetings and allow an LEA to continue their efforts without us?    
A service coordinator cannot actually “stop” a referral process once notification has been sent to an LEA, but there is a time to reconsider endless efforts.  We hope all service coordinators understand two important things: (1) Per federal regulations, AEIS must appropriately notify LEAs re: a child turning 3 (by 27 months or when an IFSP is written after 27 months) unless a family signs an Opt-Out form and (2) that AEIS must legitimately schedule and attempt to convene a transition planning meeting between an LEA and a family by 33 months.   Most of these meetings occur successfully.  Team resources at both EI and LEAs become limited over time after repeated no-shows; therefore after two no-shows without reasonable family circumstances, we should allow an LEA to pursue their federally mandated meetings if they choose.    Service coordinators should notify an LEA and let them know we will not attempt to convene a third meeting and document this series of events appropriately in AEIS database.  
ADVOCACY
1. Is there information re: number of EI children exposed to drugs in Alabama?    
AEIS can generate a referral report only if “drug exposure” is specified as the initial referral reason.   Kids Count (DPH) is an annual publication of the Dept. of Health with a more in-depth analysis of this problem statewide.   

BILLING/FUNDING
State licensure laws mandate compliance for delivery of services for each licensed professional.  This compliance is detailed in a profession’s practice act and includes information regarding supervision of unlicensed personnel.    In addition, a Code of Ethics for each profession provides guidance holding each professional to provide truthful and accurate information relevant to billing. Services billed for an unlicensed professional or for services not rendered are considered to be infractions of the law. 
1. Are PT/OT/Speech assessments paid for by EI?     
The family cannot be required to pay for evaluations for eligibility determination purposes.   Per federal regulations, eligibility evaluations CANNOT be billed to private insurance—they must be at public expense.  
2.  If a PT recommends braces, does EI have to pay for them?    
No, braces and other medical devices are not allowable expenses under EI.   However, the PT can assist the family in explaining the need and use of braces as well as accessing resources for providing this equipment.
3. What if a family is receiving SSI/financial aid based on their child’s needs, but not participating in services?  
There are no associated requirements for a family to participate in AEIS, a voluntary system of services and supports, unless court-mandated and monitored by DHR.  
4. Can we ask families if we may use their private insurance?   
Yes and permission must be documented in writing.  Documentation must include that a family was advised that use of private insurance is voluntary (may not be requested to pay for eligibility evaluations).   
5. Alabama licensure laws (OT, PT and ST) prohibit delivery of services by unlicensed personnel and insurers follow this as well, so how do you reconcile the use of non-licensed personnel when billing insurance?   
Non-licensed providers cannot bill for PT, OT, SLP services.     
6.  With current caps on most insurance, who is responsible for coordinating total # of visits with the case manager of the insurance company if the child has EI and clinical therapies?  E.g., Insurance allows 30 combined visits per year (this includes OT, PT, and ST).  
It’s important for the family to understand this and the providers to be aware of the policy coverage, how many visits a child is receiving in all settings and help the family make decisions about how to utilize their benefits.  This takes work and communication!  Ultimately, it is the family’s responsibility to be aware of their coverage and use of insurance visits.  Often a program’s billing personnel is likely to be of assistance to the family this if the program bills.   Both insurance and Medicaid require MD referrals for therapy services.  Medicaid and some insurance policies require  authorizations using specific documents.  It is the responsibility of the program to have this documentation completed and to obtain written permission to bill private insurance.  

7.   If there can be no out-of-pocket expenses billed to families, can deductibles/co-pays be charged?  If not how do you reconcile with the insurance company if it is illegal to not charge or waive that part of the charge?     
You cannot waive co-pays associated with a specific insurance policy.   The state of Alabama’s Early Intervention System does not have a formal agreement with any insurance company for reimbursement or special rates for early intervention services.   When families agree to the use of private insurance for an EI service recommended by the team, programs should (pay the co-pay out of Part C fund or develop accounting practices that show the use of Part C funds for the co-pays, coinsurance or deductibles). 
7. How does EI ethically charge insurance if services are not provided by a licensed therapist?  
Therapy services cannot be provided by unlicensed personnel based on Personnel Standards and Board regulations of various disciplines.    EI programs cannot bill for therapy services if not provided by a licensed therapist.  
8.  How do Special Instructors bill insurance? 
Services provided by Special Instructors can only be billed for “special instruction-family support” through the EI Medicaid option, which is a unique billing arrangement between AEIS and Alabama Medicaid.  Standard Medicaid and private insurance companies do not recognize Special Instruction as a billable service.  
9. How does a “sliding fee scale” fit with the concept that we cannot bill for EI services?   
EI (Part C funds) is the payer of last resort.   Federal law allows for billing for services except for the eligibility evaluation.  In Alabama Medicaid, and the Medicaid option are being billed by a variety of programs.  Some even bill private insurance.  Billing can be explored further in AL.  Sliding fee scales relate to billing “out of pocket” costs for services. A sliding scale means that a fee is set with a sliding scale based on factors such as income and size of family to determine the % or amount a family should pay.  Insurance (with permission) and Medicaid can be billed for EI services.  Eligibility evaluations may not be billed (federal regulation).    This topic has been discussed at Financial Planning Subcommittee and it was determined that adopting a sliding fee scale for services at this time would not be advantageous.   
10. How do you bill insurance when using hands-on treatment only for coaching and modeling?   

The CPT code that best describes what you observed and taught should be used for billing EI services.  For example, if you taught a family how to help their child move or stretch, therapeutic exercise is the best code.  If you focused on balance you might choose neuromuscular re-education.  If you focused on play and ADL, you would choose therapeutic activities.  You will need to be aware of limits in units of service, combinations of codes per visit, etc. based on Medicaid or the insurance policy.   
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