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Quality – Discussion Group Summary
	Case Study 5

With the increasing reported prevalence of autism spectrum disorders (ASD) and public and professional worries about missing a diagnosis, our ASD Clinic has become overwhelmed with referrals.  Early identification is important so that intervention can be initiated, but we are having problems meeting the demand for our multidisciplinary model.  We don’t want to decrease the quality of our evaluations, but we are also concerned that our limited resources are not available for those in greatest need of these services.  How can we provide every child with the care that she or he needs? What novel resources, care models or technologies could be used to extend our reach?


Outline and determine the problem.

· Interdisciplinary evaluators/teams are not compensated.
· Our current service models may not be efficient enough. 
· Supply and demand is a problem. Are in-depth assessments truly practical and ethical?
· Waiting lists are a problem – diagnostic or follow-up, which is the issue? There needs to be a balance between diagnosis and evaluation. 
· The focus should be on diagnosis.
· How is quality not compromised if demand increases?
· There needs to be integration across systems (e.g., triage/service systems), but how do we integrate systems of care with quality measures? Integration would help with demand if the resources were available. 
· The limited availability of clinicians to do interdisciplinary evaluations is an issue. 
· Is the model appropriate for all patients?

· Referrals are not adequate; therefore, there are too many children to evaluate.

· Autism is a problem, but it’s part of a bigger problem of children with mental health care needs.
· Scheduling can be problematic.

· The multidisciplinary approach is limiting. 

· There’s an inefficient use of resources.

· Professionals need to change their practice. 
· There are problems with providing continuity of services.

· There’s limited evidence about what is effective.

· Reimbursement is inadequate and pushes shorter visits. 

· Systems are siloed and have all have different ideas.
Brainstorm new or existing approaches that could be used to help address this problem. 
· Look for ways to increase fidelity. Right now, there are intensive tools/assessments. 
· Examine logistics in clinics (scheduling, cancellations) and review efficiencies through a transdisciplinary team. A QI project could help identify problems and solutions.
· Use an initial visit type of approach. 
· Expand capacity by utilizing social work, counselors, NPs, etc. and training them to diagnosis (there is debate about this). The person with expertise doesn’t necessarily need to be a MD, just experienced. A multidisciplinary evaluation model could also be used to evaluate with different models (e.g., solo provider, EI team).

· Consider differentiating who to use for screening (e.g., higher clinician and specialists vs. lower level clinical providers).
· Create an admission review process that includes psychology, SLP, family faculty, etc. and discuss the level of care, type care, etc.

· A better intake process is needed (who needs to be seen first?). Prioritize by age and existing diagnosis. Have slots for different/specific ages. Or possibly use a tiered system (e.g., if they don’t pass the first screen then move on to the second screen).

· What is the approach clinically? Is there a way to get a higher level of information?
· Should the M-CHAT or M-CHAT with interview strictly be used?
· Families come in expecting a diagnosis, but they may need help realizing it’s not only about a diagnosis; perspectives and expectations may need to be changed and more focus may need to be paid to follow-up or referral. Diagnosis shouldn’t be the only outcome. Referrals could be made to EI and the PCP part of their plan. Support families through the whole process.
· Increasing community involvement. Community partners may help with reimbursement issues.

· A model is needed. There are many different places to start, but it needs to be individualized.
· Start serving kids and implementing interventions like ABA before they have a diagnosis.
· Get legal groups get involved and focus on what can be done legislatively 

· Federal funding isn’t enough so think of ways to be creative or obtain additional funding (e.g., augment Part C dollars, look at other partners such as university autism programs, state agencies, parents/families/SAs, pediatrics society, MCOs, etc.). Emphasize EI as future savings.
· Identify kids from diverse backgrounds and involve rapid response diagnostic clinics.
· It will be helpful to build coalitions. 

· Review the triage process to tighten up the clinics in the state such as centralizing triage at a regional or state level so that there is only one number to call and families won’t have to wait on multiple lists.

· Cross train on the ADOS through a triage process, using a small core team.
· Provide training within the education system.

· Analyze and determine what is needed for children under 3 versus children over 3.
· Consider creating an autism specific assessment team (NH does this).
· Communicate with referral base, families and EI providers about the process to get buy-in and acceptance. Send letters addressing the referral to give resources prior to meeting/screening (pre-referral follow-up).
· Develop systems that are culturally informed.
Explore and clarify the problem. Discuss which approaches may be the most feasible and effective for addressing the problem.
· Better documentation is needed regarding which services are effective. 
· There needs to be better triage so that the services match.
· Utilize LEND trainees as trainers.
· A more targeted approach with short-term perspective is needed. 
· Expectations may need to be changed from initial diagnosis to initial services.
· Conceptualize education identification. 
· The county-geographic location may need to be factored in.
· Adaptive behaviors need to be integrated these into services and follow-up.
· Care coordination and navigation should include family functioning goals.
· This problem may be too big to solve all at once, so may need to focus on specific areas.

· Navigators from various systems need to speak.
· Think about providing a developmental delay diagnosis with the ASD diagnosis.
· Medical diagnoses are needed to obtain many services. 

· How do we bridge insurance and education mandates?
· Take economic/cultural disparities into consideration as well as variance between states.
· Peer supports are our best resources when going in between systems; the power of families as leaders is invaluable. They can also help connect with advocacy organizations

· Take the ACA into consideration and how differing implementation affects ASD services.
· Consider legal action and building coalitions for political power.
· The telemedicine model could be helpful, although a drawback includes the lack of social connection. However, it is great for follow-up and for use with military bases.
· Provide help to the PCP when developing a team to help guide and coordinate care for the child.
· Develop a QI approach that integrates Title V, state grantees, EI, PCPs and diagnostic centers to identify barriers, develop integrated triage, provide family supports, adjust their schedule to meet their needs and determine best assessment model for each specific patient.
· Use a multi-pronged approach.
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