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Quality – Discussion Group Summary
	Case Study 3

Despite the availability of research on evidence-based interventions for children with ASD, many human service and educational providers are unaware of the importance of using evidence-based practices and/or have little formal training in implementing them in their programs.  The typical approach to addressing this gap is to send staff to training or to hire consultants to address the needs of specific children.  However, these approaches often do not result in staff being able to implement interventions with fidelity.  A training and coaching model of professional development built on principles of implementation science may result in much better outcomes. Core components include targeted selection of staff, pre-service and in-service training, ongoing coaching, staff performance evaluation, use of data to support decision making, facilitative administrative support and intervention at the system level.  Think about how you might use this model to enhance professional development efforts and improve outcomes in programs in your state. 


Outline and determine the problem.

· Lack of awareness and infrastructure are problems. 
· It’s difficult to take a model from pilot to rollout, statewide.
· There’s not enough trained personnel; many models are static and lack innovation.
· Limited funding and billing/reimbursement are issues.
· Practical limitations and staff turnover can be problematic.
· There’s a need for outcome data as data often trumps testimony.
· Cultural barriers need to be taken into consideration.
· There needs to be regulation.

· Competition from “alternative” treatments is unsubstantiated. 
· There is not enough follow-up/continuity with the consultant regarding training and implementation.
· There seems to be a lack of understanding about what “evidence-based” means. What constitutes “evidence based?”
· When model is learned in training, you do not always get experience with potential scenarios

· Providers are often in silos.
· The models need to fit into new landscape of the ACA.
· The care coordination model may not provide overall coordinating services that are targeted to specific tasks. 
Brainstorm new or existing approaches that could be used to help address this problem. 
· There’s a need for state laws at the state level (e.g., look at Special Ed laws). Use advocacy coaching to ensure that law will be or are followed correctly.

· Ongoing strategies for ongoing learning are needed.
· We need to look at how the model is put in place.
· Funding is needed. 
· OCALI has implemented a pilot project that utilizes online training methodology and virtual coaching (e.g., Skype, Bluetooth).
· Provide training on EBP all over the world.
· Advocate for treatment and research.
· Increase information on what constitutes “evidence-based.”

· Bring in community celebrities to advocate for evidence-based research.

· Be consistent in terms of jargon that’s used. 
· Increase innovation in service delivery and to ensure reliability and validity.
· Bring in colleagues from field for presentations, education and training.
· Decrease silos with partners.
· Make sure there’s transparency and follow-up.
· Utilize an onsite coach/mentor or researcher to evaluate progress, help address data-driven changes and facilitate problem solving the various case-scenarios that were not addressed in training.
· Use a model or strategy within models that takes learning styles into account. 
· Ensure that tools and the model are well understood in the event of staff turnover. 
· Instead of a coaching model, use a learning collaborative as it may lead to ongoing buy-in, therapist training, monthly team calls, refreshers, etc. 
· The DOE has developed online models with in-person training and webinars on particular topics; typically, 3 modules are completed together before an in-person meeting.

· There’s a need for sustainability (apply or use other initiatives to integrate this model into other areas).
· Develop a model of overall care coordination/integration within the medical home.
Explore and clarify the problem. Discuss which approaches may be the most feasible and effective for addressing the problem.
· Regular contact needs to be maintained. 
· Train paraprofessionals in addition to teachers. 
· In MA, the train-the-trainer model has worked to build some continuity and capacity.
· Utilize telemedicine.
· Train individuals first and then roll out the program.
· Mass workshop trainings don’t work, but you do need mass awareness.
· There’s a need for one-on-one coaching. 
· Bring all team players together. 
· Work on building infrastructure.
· Use a shared vocabulary. 
· Anchor things at an administrative level.
· Advocate and promote the model and levels of evidence in the public eye so that they may begin to look for evidence in their intervention choices.
· Modify approaches when presenting information to underserved populations and consider modes of presentation of information that are related to evidence-based intervention.
· Increase flexibility for reimbursement; advocate for research and service funding that affords increased opportunities to include stakeholders in all phases as contributors.
· Increasing stakeholders when planning projects; look at the current state of collaborating with stakeholders in shaping day-to-day operations (e.g., inform clinical practices as it relates to meeting their needs and priorities).
· Train people on evidence-based practice and adoption of these practices; include data-keeping training as well to give staff the opportunity to collect meaningful data on families that they work with.
· Implement a model around “I do, we do, you do.” Provide an example/model, assist/train in the strategy, and have staff replicate it. 
· Build a coach–mentee relationship to encourage buy-in, build trust, and build foundation (tap into cultural values, state trends, etc.).
· Incorporate families into the planning process, define their role, and follow up with the family.
· Use a train-the-trainer model with adequate resources for the trainer to embed the knowledge.
· Use word of mouth strategizing and brainstorming among support groups. 
· Involve schools and educational systems in the training process. Train students alongside with adults to obtain youth buy-in as well; have students go into the communities and relay the message.
· Know who the “go-to” people are within the state and utilize their influence.
· Educate families on multiple early intervention programs and options (i.e., tiered-funding options for additional or add-on services).
· Look for ways of incorporating new technologies into training (e.g., distance learning). Write this into grants and collaborate with the education community. Distance learning modalities could be used to develop a state-wide cohort – e.g., a 3 year mentoring program to make sure graduates are using EB best practices.
· Have behavioral providers travel to perform the EB training.
· Know about champions such as autism mandates, autism commissions, etc. to spread the message and advocate for the model/services/support.
· Have the right people in place, show that your model works and put your evidence/data into your decision making and practice.
· Include applicable stakeholders into the model discussion to “grow” your own services instead of relying on contract services; concentrate on building up the local community system. 
· There needs to be a willingness to put together an individualized learning plan before moving to a group economy training program.
· Be willing to be involved for the long-term and do not give up because of the challenges.
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