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			(Writer standing by.)
>> FEMALE SPEAKER:  Okay, we're going to get started.  My name is Kristina Blaiser, and I am presenting with Diane Behl.  We're talking a little bit about tele‑intervention and some research we've been doing looking at the effectiveness with infants and toddlers who are deaf and hard of hearing.  We'll be reviewing the results from two studies that we have done looking at services to families in the birth to 3 program, or early intervention, using tele‑intervention.  Just as a disclaimer that we have no relevant financial, no relevant non‑financial relationships to disclose.  The purpose of this presentation is to really define what tele‑intervention is and its importance, and also to summarize some of the literature that we have up to date and to present some results from two studies that we've done using comparison design, looking at tele‑intervention versus in‑person or face‑to‑face visits.  So, really, you all know that intervention, early intervention is really critical for children who are deaf and hard of hearing.  Thanks to newborn hearing screening, we have now moved that age of identification down from 2 and 1/2 to 3 years of age to 2 and 1/2 to 3 months of age, and it's really changed the face of what early intervention looks like with the goals in mind that we would have hearing re‑screening by 1 month and diagnostic testings by 3 months and then enrolled in early intervention by 6 months, and with this early intervention, we have improved language outcomes as well as improved academic performance.  So, oh, there's some pictures. 
So, why do we need tele‑intervention?  It's really because we have all these children enrolled in early intervention but we still do not have a lot of specialized providers, and even when we do have specialized providers, they're not across all regions, right?  So, there are a lot of families who live in rural or remote areas and even in areas where there may be a provider, sometimes distance and traffic and illnesses and medically fragile children, children who are medically fragile, keep us from being able to provide as much services as we think is necessary for these children.  The other reason why it's so important for us to be able to do studies looking at tele‑intervention is because tele‑intervention has become very popular, but we have, we don't have a lot of studies looking at how effective it really is, and so we've seen a lot of descriptions of tele‑intervention practices and we've seen a lot of people say, yeah, it's wonderful, but we want to know is it really working, and I know I came into the tele‑intervention sort of process wondering, being really nervous about starting to hand out laptops to providers and saying, okay, this is how we do early intervention now, and, so, it was really interesting for me in particular to see, well, is tele‑intervention really working, and, so, here's just a sample tele‑intervention session, and this is having the family take the role in leading a play routine.  Oh, and we're using the cursor right here.  
>> SPEAKER: Hi grandma.  I don't know if we have an extra chair.  Oh, we have another chair.  Come sit and eat with us, grandma.  What are we eating?  
(Baby talking.)
>> SPEAKER: Grandma has more food or more to drink?  More to drink.  Let's get some milk.  There we go.  Soda pop.  Okay, here we go.  Now we're all eating dinner together.  Baby, mommy, daddy and grandma.  We're eating around the table.  Is that the baby's chair?  
(Baby talking.)
>> SPEAKER: It spilled again?  Oh my goodness.  
>> FEMALE SPEAKER:  So, I'm going to stop that.  So, just to give you a little information about what you're seeing here, you see the mom and the child interacting, and then in the corner, you see the early interventionist, and, so, this is just a sample of the feedback that happens after that session. 
>> SPEAKER: You do such a good job.  Can I just recap a couple of things?  So, um, one thing that you did, you're using extension and expansion beautifully, and that's where she said cereal, and you said, oh, we're eating cereal for dinner, okay.  So, you re‑put that word in a sentence for her, and then you did, she said it spilled, and you said, oh, did the dinner spill on the floor?  So, you're really doing a great, I'll give you a second.  I don't want to interfere. 
>> SPEAKER: No, I'm listening.  
>> FEMALE SPEAKER:  One of the things I think that's really nice about that is just the early interventionist saying I'll give you a moment, I don't want to interfere.  I mean, just beautiful, understanding the role of the early interventionist is to really facilitate that parent/child communication as opposed to being the primary person interacting with the child.  So, this is just an example of tele‑intervention sessions.  So, what does the literature really tell us?  There's been some descriptive studies that have shown that people are satisfied with tele‑intervention, that people, that we can do some screening, some evaluations, OT/PT, it goes across domains, there's some cross savings, but they've been primarily descriptive studies or they haven't had matched comparisons, and so what we want today do, and they've been primarily qualitative, so what we wanted to do is to really look at this from more of an, we wanted to be able to look at this from more of a quantitative aspect and see is this an effective modality.  So, the purpose of this was really to meet what the field still needs in terms of looking at a comparison group design instead of looking at something worth more of a convenient sample, and then also to look at some larger groups of numbers, and, so, the first study is within the state of Utah, and then the second study that Diane's going to be talking about is really looking at seven centers across the country, and, so, the first study, we did tele‑intervention for children in the state of Utah.  
So, we did no great work goes, you do that alone, so we had a great team of people, myself, Diane, Karl White, Catherine Callow‑Heusser, and then also Gina Cook, and, so, this was recently published in the journal of tele‑habilitation, if anyone's interested in looking at the results that we'll be sharing.  So, what we did have is a randomized trial.  We wanted to compare the outcomes of children, of families and children who went through tele‑intervention compared to those who are getting in‑person visits or face‑to‑face in‑person visits.  So, in the TI group, the children received all of their visits except for one a month via tele‑intervention, and in the in‑person visits, they received all of their visits in basically your traditional model.  The reason why we had the one visit a month was because of Medicaid reimbursements, so we had to still do that one visit a month.  So, what we did is that we took the current system that the USDP was already using, so we didn't change the types of services, we didn't give a ton of training to the providers, we basically took the existing system and tried to implement that from a tele‑intervention perspective, then we looked at child outcomes, family outcomes, provider outcomes, and then looking also at cost effectiveness.  
So, this is the evaluation model that we were looking at here, so you can see that we were looking at provider outcomes, caregiver outcomes, child outcomes, and then service delivery outcomes as well.  So, we looked at families across Utah, and we had 35 families in the study initially, and at the completion, we had 27 families.  Some families moved, some families kind of dropped out of the study, which happens whenever you do, you know, a study over time, but they were randomly assigned and maxed for age, degree of hearing loss, use of Spanish, presence of other disability and geographic location.  So, we wanted to be able to address all of these issues or to be able to control for those.  So, for the family and childcare, we had 13 in the TI group, 14 in the in‑person group, and then you can see some of the demographic information here.  So, we did use, for this study, we used both the ASL and listening and spoken language communication modalities.  So, I do think that that does make a little bit of a difference when we're talking about the hovers and the coaching of families, because when you're using listening and spoken language with a family that uses listening and spoken language, you are coaching them within their own communication modality.  When you have a family who's hearing and then they're learning sign, you're also teaching them vocabulary, you're teaching them another language, so that can also play a role.  Does that make sense?  So, you're not just coaching them to use their other language.  If we had a sign language, if we had an ASL family with a deaf child and then they had an ASL early intervention provider, that would still be the coaching model.  Does that make sense?  Hovers is the home visitor's observation rating scale.  It's the home observation visitor's rating scale.  
So, how we match this, because we also didn't want to have a provider effect, so we could have, you know, one of the things I've always wondered about tele‑intervention is you just have really great providers and really great families and then you do tele‑intervention, but you could really be doing smoke signals and be getting great outcomes because you have just really engaged providers and families, so what we wanted to do is to control for this a little bit so you take away that provider effect.  So, every provider was assigned one tele‑intervention family and one in‑person family so we could control for that provider effect.  So, these are some of the measures that we were looking at, so you can see that there were child measures, family and caregiver measures, provider measures, and then cost measures as well, and one of the things that we wanted to do was to use the framework that the Utah School for the Deaf and Blind was already using.  We didn't want to come in and make this a lot harder for providers because it was already hard to say, you know, we're going to use tele‑intervention now, you're going to be using different technology, and so we wanted to make it as easy for those providers as possible, so we used their existing assessment templates or protocols.  So, the family outcome survey, how many of you are familiar with the family outcome survey?  So, it assesses key elements in terms of understanding the strengths, knowing their rights, being able to help a child develop and learn, having support systems and accessing the community, and we thought this was a really important thing to address because sometimes people will say, you know, I'm not sure about tele‑intervention, will those families still get that same support that they do from the in‑person face‑to‑face visits?  So, this is just a sample of the family outcome survey for those who haven't seen it, things like knowing your rights and advocating for your child, one of the questions is we are able to find and use the services and programs available to us. 
So, we just wanted to make sure that that was equal between the two groups.  Here's the actual title.  The home visit rating scale's adapted and extended, and so I think this may have changed over time too, and, so, this is really assessing the quality of home visits, and if you haven't seen this before, it's worth taking a look at.  More and more states are making this apart of their early intervention system, and it's been really interesting for us to look at in terms of having some quantifiable information from those early visits.  So, the scales of the home visit process, quality in terms of home visit or responsiveness to family, home visitor's relationship with the family, home visitor's facilitation between the parent and child, their interaction between the home visitor, non‑intrusiveness and collaboration, so how much does that visitor intrude or how much did they facilitate collaboration, and then, also, the scales of the home visit effectiveness, so what is the parent/child interaction, parent engagement and then child engagement.  This is just one of the pages of the hovers, just looking at does not indicate interest in material and activities all the way to asks questions a lot.  The other thing we wanted to look at was time and activity, because this is one of the things that we think a lot about with tele‑intervention, is can we save money, right?  Can this be a cost effective tool for us and can we help providers to use their time better than just driving from home to home?  And those who have done early intervention sessions, you always feel thankful when you have a family close to a target because there are those canceled visits and you've just driven 30 miles, right?  Um, so, we wanted to first just look at the technology that was being used, and I think this is interesting because this did end up playing a relatively important role in our study. 
So, we wanted to look at the family's current Internet use, and as you can see, it varied between the families, but there were quite a few families who did not have Internet service, and one of the big take‑away messages that we had is that this is key.  Having really good, I mean, not only having Internet service, but having the best Internet service is really key, because if you don't, it throws everyone off.  Now, millennials and people who are really good at technology are so good you would never even notice, you know, it's frozen, we hang up, we call back, 2 seconds.  That doesn't happen with everyone.  Sometimes people, you know, it's getting blurry, it's breaking up, so there's this play by play of the technology that really shifts the tension away from the session, which no one really wants because that doesn't make the best session either.  The other thing that we wanted to know, and this may seem like, wow, why do we really care, but what bandwidth is critical.  So, if you are an administrator or you're working with an administrator who's interested in doing tele‑intervention, this part has to be part of your budget.  It has to be taken into account that children have to have the best bandwidth.  The services need the best bandwidth.  
We also, so this is just another example of how many families needed an Internet upgrade, and it's not a small number, and it is an important thing to think about when you're thinking about cost.  How much experience did families have with computers?  Um, so we obviously had quite a few families with quite a bit of experience, but we did still have quite a few families with no experience with technology.  So, as I mentioned, or alluded to, connectivity was an issue at the beginning of the study, that we, I think, maybe underestimated how much bandwidth really played a role, and, so, it did make this more difficult at the beginning, but it was a great learning experience for us, and it made our second study go much smoother.  So, and what we did is because we provided the computers to the families, the technology to the family, we locked all the computers down so they couldn't do FaceTime or Facebook or Twitter, they couldn't do other things with their technology, they could only do our sessions, which was, I think, a good thing, but it also sometimes made the passwords hard to remember.  We had a lot of things because we were dealing with Utah State University, Utah School for the Deaf and Blind, I mean, you name it, we were dealing with a lot of systems, so everything with HIPAA, all that, we were heavily involved with.  So, the results, so we did an analysis, and we had, one of the advantages of being at a university is you have graduate students or students who will do things for you, so we looked a lot at connectivity and what time of day did you do it, what sessions did you use, and we looked at all these other things, and time of day didn't really make a statistical difference in how the connectivity was working.  The errors that we were finding were similar between people in locations. 
Video is the one that we found that had the fewest errors per minute regardless of the download speed, and then the errors per minute were a lot higher when the bandwidth was compromised, which makes a lot of sense, but it's sort of nice for someone to say that to you and you can say, okay, someone else is taking care of that part for you.  So, what did we find in terms of the outcomes of our first study?  So, what we found is that there was a difference in terms of the outcomes in favor of tele‑intervention.  This is on the language development scale, and they were statistically significant for expressive language, and, so, this graph just shows that in terms of expressive language, that difference was statistically significant.  The other thing that we saw was that there was a statistically significant difference in home visitor ratings, particularly in parent engagement during the session, which a lot of you may think, well, of course, that happens, but it's really interesting when you start thinking about how those two things are related, right?  The other thing I just want to call your attention to, because we are developing some training modules, is that we provided no coaching for this.  So, we didn't help people to know how do you do early intervention sessions, what do you do, and so if you look at here, there's ratings from 0 to 7, and, so, home visitor scales are still something that we can be working on in general as a field, that we don't see a lot of people at the 7's in either one of those, in‑person or tele‑intervention.  
Tele‑intervention seems to have a little bit of an advantage, but I think that working on how do we support families and how do we coach, we were just having a conversation about this before, and it's hard sometimes, it's hard to go in and tell a family how to interact with your child, and it can be uncomfortable, so I still think that's an area that we need to keep working on as a field.  The other one that we wanted to look at was the family outcome survey, and what we see here is that there was not a statistically significant difference between these two groups, which is kind of what we would hope to see if tele‑intervention was really working, that we weren't seeing that the families in one place or the other were getting a lot more support from their early interventionist or that they felt like they had a lot more access to resources or knowing their rights.  So, the benefits from tele‑intervention were that it was flexible, but it was maybe a little bit more work.  They like that flexibility, that they didn't have to cancel if the child was sick.  There was less missed visits, less missed sessions due to illness and weather.  The one that I think is the most important is that it gave the parent more confidence in the ability to work with their child, and two other ones were that when families went on vacation, they could bring the laptop with them so they didn't miss their visits, and that it was convenient for them, but I think that confidence is one of the things that's really shown through, and I think one of the things that makes me so really interested and excited about tele‑intervention and that possibility, not only about what it does for those families that are getting tele‑intervention, but how that might help those providers to become better coaches.  Yeah?  
>> SPEAKER: (Off mic.) 
>> SPEAKER: Yeah.  So, the question was that the first comment said that it was flexible, they liked the flexibility, but they think it was more work, and I think part of that is related to the beginning, that we did have some bandwidth issues, that we were having some families who were, you know, trying to do, it could either be that, and I don't know exactly, but it could have been that, but I also think it could have been more work because they were actually the ones doing the work with their child, you know, where, sometimes, people think early intervention comes in and it's like, okay, I need to wash the dishes, I need to take a shower, I have a 2‑year‑old, but, so, I don't know exactly what they meant by that, but I think it could be either one of those.  
>> SPEAKER: (Off mic.) 
(Laughing.) 
>> FEMALE SPEAKER:  Right.  It could be less work too because they didn't have to wash their hair, they didn't have to clean the house.  Yeah?  
>> SPEAKER: (Off mic.) 
>> FEMALE SPEAKER:  So, the question was who paid for the Internet upgrade, and because we did have a grant, we did.  So, that's sort of pie in the sky, you know, that's wonderful, but I do think that if you're going to be doing tele‑intervention, it has to be the commitment of one of the parties right from the get‑go.  Yeah?  
>> SPEAKER: (Off mic.) 
>> FEMALE SPEAKER:  So, the question was was the home visitor always a speech therapist or was it a different, it could have been a deaf educator or a speech therapist, speech language pathologist, or it could have been, I think it's just those two, but it could have been an early intervention provider too, but I think for this, it was just deaf educators and speech language pathologists, and I think the majority were deaf educators.  So, this is just a comment from the families, that the benefit, I felt ‑‑ to instruct only me to talk about our concerns.  One time, they scheduled it during a nap, so then that way the family was getting all that information and getting some uninterrupted time with that therapist, and we've seen this also go with interprofessional collaboration, where we can get an audiologist to do this or give information to a parent that may be not always available at the same time as the session.  So, one of the other things we wanted to look at, how did providers like this, and, so, we found that providers, so we had pre‑test in the blue and then post‑test in the green, and we have strongly agree on your left and then strongly disagree on your right.  
So, most of the providers, so it's kind of opposite of how we're used to looking at things, but that they did agree that they would recommend TI services more after the study was done, that they did think it worked for families who use technology more often, which makes sense.  I think that we saw a shift in how much providers thought the families were interacting with the child, and then the other thing we saw were the providers were using more Skype in their personal life, and I would say if you're going to do this, if you have a provider, do some Skype or FaceTime with people before you get started, people that they know, their friends, each other.  That might help them to get over some of those bumps at the very beginning.  This is looking at the cost data, and, so, the services that, we went, again, with the current IEP's in the state of Utah, so we did not change any of the children's services based on that.  We did, when they were only getting one visit a month and they were in the TI group, we did bump that up so that they were getting two so we could have at least that one TI and then the other in person.  So, this is just showing, if you did only one visit a month, there would be a cost disadvantage to tele‑intervention.  So, if you only have one visit a month, there's a lot of computers and technology and bandwidth, but if you see two visits, three visits, four visits, it just becomes more advantageous, because once you have that cost established, it just, you can just do more visits.  Yeah?  
>> SPEAKER: (Off mic.) 
>> FEMALE SPEAKER:  Um, I don't know if I a hundred percent understand your question.  
>> SPEAKER: (Off mic.) 
>> FEMALE SPEAKER:  I'm going to give it a shot and then we'll see if I'm close.  What I understood your question to be is even if you're just doing one visit a month, if you are serving more children, like up to a hundred once a month, are you still going to save.  I don't think it would change the way we looked at cost, because if you're still buying computers for the family, doing Internet upgrades for that individual family, that's going to continue to increase with each one, and, so, I think the real value and benefit comes from when you say we want to be increasing the intensity of services.  Yes?  
>> SPEAKER: (Off mic.) 
>> FEMALE SPEAKER:  Right.  One of the things I want to find out, the discussion point is who else is doing tele‑intervention, and, so, like the last speaker just pointed out that they are doing some tele‑intervention, and, um, for some families that don't have computers, they're able to go to a library and do some interaction, and what I like is that idea of being innovative.  The thing that you will need to be thinking about though is in terms of those privacy and security factors, and that, I think, might be problematic, but we can talk about that after this one, perhaps.  I'm Diane Behl.  I've had the pleasure of working with Kristina as we've gone down this tele‑intervention journey, and she just showed us what we learned from our first study, which was a controlled random assignment study.  Through our work in tele‑intervention over the last five years, we've had the opportunity of working with some other incredible early intervention programs also involved in doing tele‑intervention for families of children who are deaf and hard of hearing, and this networking led to the development of what I'm going to call the multisite study, and this study was an opportunity to see can we replicate those findings that we learned from the first one, in terms of parent engagement, for example, improved language development, and what if we got a larger sample size from this by working collectively with programs?  We also had the opportunity, in the study number two, of adding additional standardized trial measures.
So, for example, we used a pre‑school language scale for this one versus the one in the first study which is more of a criterion reference test.  We also wanted to say, well, how is this working when you've got more diverse hardware and software, for example, when you're using iPads and software, do you get the same kind of effects and interaction benefits, and so that was the purpose here.  So, here, you have a list of the programs that participated.  Hear Me Now in Maine, Listen and Talk in Washington, Sound Beginnings at Utah State University, and also a place in Oregon.  So, in terms of the measures, as I said, we've got the pre‑school language development scale, the McArthur base communication development inventory, which also gives you important information, particularly in regard to vocabulary, the auditory skills checklist, this gave us an opportunity to see how those behaviors were going on, and then we also used that same home visitor rating scale that Kristina talked about.  We also used the same family outcome survey, so we've got that great replication going on, and then we also had a tele‑intervention group survey, the same one that Kristina used as well, with the TI families, and we also collected data on time and activities spent doing tele‑intervention versus in‑person to look at the cost of that.
So, here, you've got kind of a summary of the sample size to just give you some background.  From the Mook Center, we had 13 families, from Listen and Talk, 15, Hear Me Now had 8, and then we had 4 families from Sound Beginnings.  You can see the numbers here.  We started with 48.  Excuse me, we had 48 that completed the study.  There were 6 families that dropped out, and then you can also see in terms of the number of providers.  We had 15 providers as well, so some good variability there.  We collected information on the child and family characteristics.  With this study number two, we did not do random assignment.  We weren't able to do that because it was such an applied study.  What we were able to do though was do some good matching on key characteristics such as the child age, the age of hearing loss diagnosis, the age of when they started early intervention.  As you can see, this group involved primarily children who used a listen and spoken language mode of communication.  What about the primary caregiver's education, and so rather than go to those specific numbers, if you look at the column on the right with the P values, you can see there were no statistically significant differences on that between the groups. 
What about the providers?  Well, we actually had some providers with some nice expertise in terms of working in early intervention and with this population.  So, for example, just like Kristina's study, we had the providers that were serving families through tele‑intervention as well as the families of the in‑person group, so that was balanced across the way there, and, so, in terms of their years in early intervention, they ranged roughly 11 years in the field, serving children who are deaf or hard of hearing, roughly 15 years of experience, and their age was typically around 41, 42 years of age, and, so, to give you a sense of their background.  Well, so, how do they look at pre‑test?  Are we sure they matched up?  Here, you can see the tele‑intervention group is in blue and the yellow is the in‑person group, and did those colors come out at all?  I'm really sorry.  They look quite distinctive here on my screen.  So, the tele‑intervention is actually on the left.  It will be the first bar in each column, and as you can see there, across the board, there were no statistically significant differences there in the groups there.  What about a post‑test?  Here, you've got the same array where you've got the tele‑intervention group being the darker bar and then the in‑person group, and if you look at the, versus the pre‑school language scale, the assessment scale, the third column there is the PLS total scores. 
We do analyses of covariance, typically looking at the child's chronological ages as well as pre‑test scores to get rid of any potential variability, and so we could just look at the impact of their intervention in the group that they were in, and we found statistically significant differences in favor of the tele‑intervention group on receptive expressive as well as the total.  We also looked again at that McArthur‑Baits child development inventory.  With that, we looked exclusively at their vocabulary, and based on that score, did the vocabulary count.  No statistically significant differences on that.  However, there were, again, statistically significant differences on that auditory skills checklist in favor of the tele‑intervention group.  What about that family outcome survey?  The same thing here, this also replicated the results from that first study.  In terms of saying bottom line, the families in the tele‑intervention group were equally, had the same kind of perceptions about the extent to which they're accessing services in the community, feeling like they have support systems, know their child's rights, etc.  There were no differences in groups, and I know that's one of the concerns that often comes up, is that through tele‑intervention, is that going to interfere with developing a rapport with the family and really understanding that broader family system, and according to the survey, we didn't find any differences according to those groups.  
The home visit rating scale was done again in this study, and you can see here, the top bar is actually the in‑person group, and the bottom bar, the darker bar, is the tele‑intervention group, and in looking at all those different scales, looking at the quality of intervention in terms of what the provider or therapist is doing as well as the caregiver or the family, we found differences in favor of the tele‑intervention group in regard to parent engagement.  Then the other one that came off here, because you can barely see that little asterisk, that jumped too, the last one, provider responsiveness to the parent, that also was statistically significantly stronger for the tele‑intervention group.  All right, we talked about that, family outcomes.  Okay, I like that one better.  So, what I'd like to hit on are some overall conclusions that we come up with in regard to both of these studies.  The first is that tele‑intervention has been shown to achieve child outcomes equal to, if not better, than those in‑person sessions.  As we show from ours, you know, particularly with study number two on the PLS auditory skills, the TI group did better.  The tele‑intervention also seems to be equal to in‑person sessions in regard to those family outcomes, such as family support, family understanding of the service system, etc.
The other thing that we see is that tele‑intervention is supporting that coaching model, and when you look at the field of early intervention, that really is the overall movement.  There's an understanding that it's not, the important thing isn't how the provider is interacting with that child, the important thing is are we providing the families with that capacity to nurture their own child's development and to be their child's best teacher in the long‑run, and, so, how we're providing coaching, and we believe that the tele‑intervention really has that potential for supporting that coaching model in terms of enhanced parent engagement and provider responsiveness.  The other thing we feel is that the tele‑intervention really can support routine space activities.  In looking at the video clips and talking with the programs that are out there, and I'm going to call on Cathy when it's discussion time, is that aspect that, with iPads, with laptops, it really affords the opportunity for the family to go into the kitchen and do a cooking activity with their child, to go out in their backyard and play in the sandbox, and so you can incorporate tele‑intervention based on those naturally occurring routines.
The other aspect is in terms of saving program costs.  The other thing with study two was there was all kinds of variability in terms of who paid for what.  With our initial study, for that consistency, as Kristina said, we paid for all the laptops that the programs used, it was very consistent, we paid for the Internet enhancement for the families.  With this study, it really was applied in that the programs often, you know, would first say we're going to see what the family has in terms of what's available at their own home, if they have a laptop, we're going to go with that, if they have good bandwidth, that works great.  Some other programs went to the iPads, which, really, are a pretty affordable piece of hardware, and, so, by having kind of a loner system for iPads is one way that they were able to adjust some cost.  We don't have the cost analysis completed yet for study number two.  That could be something to look forward to for the next EHDI meeting, right?  So, that will be coming.  Okay, um, so we've really, hopefully, sold you that, yes, this is terrific, and there's absolutely no issues with it, right?  Well, there are a couple of important things to keep in mind.  That connectivity being problematic in remote areas.  Those families that live the greater distance away, in the most remote areas, when I think of, in Utah, for example, when we have native American reservations, often, you know, the capacity with bandwidth is a real challenge there.  There's still other things you can take a look at, perhaps looking at cellular data connections, for example, through iPads, is that something that could work.  It really requires a lot of problem‑solving and exploring in that area.  
Providers and administration can be sometimes resistant to that technology and saying I just don't believe it's going to work, you know, I've seen those bad connections, and so it's really important, if you're going to start such a program, to work on getting buy‑in from everybody, to say that common ground is we want to make sure our children are getting the services they need.  The tele‑intervention doesn't need to be an all or nothing thing.  You can do a combination of in‑person and tele‑intervention.  So, let's all see this as just one more tool in really supporting children and families.  You also need to have an understanding of those privacy and security issues.  For example, just looking within the type of software platform you use, Skype, for example, is used a lot, it's a real user‑friendly system, however, there are concerns about who can access those Skype recordings while they're ongoing, even though they're encrypted, there's a potential for Skype employees to be able to look in on the interaction that's going on, and so a lot of programs are saying we're not going to be doing Skype, but there are all kinds of other options out there.  One that we've been using, for example, is called Zoom, and they also have increased level of security that goes up if you're willing to pay a little bit more, like $19 a month, for example, for that connection.  So, you need to have an understanding of insuring privacy as well as security.  When you're doing a tele‑intervention session, do you have your door open and anyone walking by can see you working with that family?  You've got to be thinking of those same levels of privacy that you do for any kind of in‑person visit, you know, protecting visits, talking in the hall, that kind of thing.  
The final biggie is in regard to reimbursement for tele‑intervention.  This really varies from state to state.  Most programs are able to get some part C reimbursement for doing tele‑intervention, some, Medicaid, but not always, and, so, one of the things that we really all need to be working on together, I think, for the future of providing health services in general is expanded legislation.  That's going to allow for more reimbursement of telehealth.  All right, this here is to let you know about a resource we have on the website.  The page specifically is on the bottom.  This tele‑intervention resource guide is a collective tool where we've really gathered information from early intervention programs all over the country and have put it together to say let's have a source for resources that can say things, for example, like I want to start a tele‑intervention session, what do I need to do first, here's a tool to help you estimate cost, for example.  What about technology?  Those privacy, security, licensing issues?  We've got great resources there that'll be answering those questions, and, so, I really encourage you to take a look at that.  Okay, so, now we've got time for more questions, but I've got one for you all first.  If you could raise your hand if you're doing any tele‑intervention right now in your state.  Very cool.  All right, I know Cathy in California and Jean here from the Mook Center.  So, in terms of doing your tele‑intervention, can you share a little bit about what you're doing?  Who wants to talk?  
>> FEMALE SPEAKER:  I'm at Sunshine Cottage, and we're doing it through iPads for folks who live too far away to come to the center, or in other cases, we're doing a combination of, kind of like you, three times a month, tele‑intervention, once a month, at the center, but we're just starting. 
>> FEMALE SPEAKER:  Great.  Are you collecting any data to evaluate how your program is working?  
>> FEMALE SPEAKER:  We haven't got that far. 
>> FEMALE SPEAKER:  Okay.  All right.  Is anyone else collecting any data on their program as to how it's working?  If you can maybe tell me what you're using. 
>> FEMALE SPEAKER:  I'm Hannah from the University of North Carolina, and we're collecting data, I mean, some things are similar, looking at child outcomes.  We're also trying to measure parent behavior, so we're looking at specific behaviors we want the parents to be using and measuring those, as well as our providers' behavior, so we're kind of measuring all three elements of that. 
>> FEMALE SPEAKER:  Thank you.  Anyone who is involved with doing tele‑intervention, I'd encourage you to contact me, because we still do have our learning community, which right now is primarily being active through having some video conferencing forums every other month where it's an opportunity to share and those kinds of things.  All right, anyone else want to talk about their program?  I'm particularly interested too in any tele‑intervention programs that are serving families who choose the different modality than listening in spoken language.  There's a lot of efforts underway there.  
>> FEMALE SPEAKER:  We're exploring that.  We do have a bigger issue with camera speed when we look at, you know, being able to understand things through sign is very different, and, so, we use a comprehensive philosophy, so we have some students that, you know, especially early intervention, that are looking at more spoken language, but we occasionally have some that are looking for sign support as well, and camera speed is a much bigger deal with those kids. 
>> FEMALE SPEAKER:  Right.  Yeah.  We'd love to hear from programs that are doing just that so we can all be learning as well in terms of how do you address those issues, so thank you.  All right, Cathy?  
>> FEMALE SPEAKER:  Because we're in California, we have a large number of Hispanic families that live in rural areas, and one of our challenges is trying to find speech pathologists and teachers of the deaf who are truly bilingual.  So, we have 10 therapists and 3 who are bilingual and one more that's coming on board, but just to meet that demand is something to take into consideration.  So, we're lucky that we're part ‑‑ we're constantly saying give those people that are Hispanic a leg up so we can hire them, because I really see that, especially in California, as a huge demand. 
>> FEMALE SPEAKER:  Right.  Good.  The other way that tele‑intervention is being used to address that is by engaging interpreters through the tele‑intervention.  It could be that you've got your interpreter in the office, and they're able to join you through video conferencing when you can't find those providers.  
>> SPEAKER: So, one of the things that we've been thinking about for a long time is how do we deal with provider/family mismatch and languages, and so tele‑intervention, because it may be Spanish, but it may be mandarin, it may be Russian, so I think this really does help to match providers with the families.  If you can utilize the technology to help match those, I think it's a tremendous resource, whether it's ASL or Russian or whatever that might be.  I think that's a really nice implementation or use of the technology. 
>> FEMALE SPEAKER:  Good point.  Other questions?  
>> FEMALE SPEAKER:  Here's my question.  Is there any issue at the state level where they say you're not in compliance because you're not physically in that home?  Has that ever come up?  
>> FEMALE SPEAKER:  That's one of the concerns that will often come up in terms of saying, well, you're not in the natural environment.  I think that's where, that's that opportunity that you really need to have some good conversation with your part C coordinators about that aspect.  Well, perhaps we're also not in compliance because we're not able to get the services delivered to this child and family to the intensity that they need, and that's one of the reasons why that we've gone kind of with the term in person versus face‑to‑face, because it's that aspect that, tele‑intervention, it still is face‑to‑face with the family, and if you can provide that data, for example, that shows the increased parent engagement, for example, improvements in development, that's really, I think, what's important in terms of the ultimate goal.  One of the other things, you want me to talk about it?  Okay.  One of the other things that we're doing right now to support tele‑intervention as a way to be reaching our families and children is developing an online training curriculum, and Kristina's the one spear‑heading that effort, and this is something that we hope to have out probably by the summertime, so it would be an opportunity for programs who are interested in doing tele‑intervention to learn more about it and understand and develop some skills.  We hope to have one module for administrators so they can be addressing those issues that they're going to have to attend to, such as the HIPAA compliance, what about the costs, and then we'll have modules specifically for direct service providers, and also, online modules for families, so as you're about to start it with them, that you can make them feel more comfortable with the idea and show them what it's like and what their role is going to be, and so that's one of the other efforts that we've got going on.  The other thing I'd like to mention is that there are some other great sessions going on on tele‑intervention.  I know, Jean, you and Betsy have a session tomorrow?  
>> SPEAKER: (Off mic.) 
>> FEMALE SPEAKER:  Just Betsy?  
>> SPEAKER: (Off mic.) 
>> FEMALE SPEAKER:  Tomorrow afternoon, I think, at 1:45, focusing on the coaching.  Cathy, do you have any ‑‑ 
>> SPEAKER: (Off mic.) 
>> FEMALE SPEAKER:  3:30 tomorrow, you'll be able to hear from the baby talk provider about their effort in California, and then I will also be working with some of our wonderful collaborators on this study, number two, highlighting more of the impact of tele‑intervention, on provider behaviors as well as family behaviors and drilling a little deeper on that home visit rating system.  Yes?  
>> SPEAKER:  Sorry about that.  I work in the state of Georgia, and we have started a deaf mentoring program, so when we go for the initial visit, we always have an interpreter that goes with us, and then from that point forward, we do it on our own without the interpreter.  So, we're wanting to get into TI, but if parents don't understand signing, what is the capabilities of being able to have, like, a chart or a typing option?  I'm just wondering if maybe there's some other people in the room who might have experience with this as well. 
>> FEMALE SPEAKER:  Yes, if you want to speak up, and then I'll reiterate. 
>> SPEAKER: (Off mic.) 
>> FEMALE SPEAKER:  Interesting.  
>> SPEAKER: (Off mic.) 
>> FEMALE SPEAKER:  I think that the technology is really there for us.  Even Zoom has it where you can do a screen share and see the faces at the same time, so it's really just a matter of knowing what you want to do and then finding out the technology that's out there, and that's where this learning community is so nice, because there's different people connecting and saying this works or this doesn't work, but, really, the technology is out there, and it's just a matter of kind of talking to another person who's used it, but Zoom is one of those that does have a screen share capability, and video, I don't know, I don't think that that one has the screen share, but, really, again, you know, one of the things that we're working on for the website is having, right now, the resources that we've developed have been more of a listening and spoken language approach, but we are starting to use that with more of an ASL because I think that there's more models expanding, so it's something that we're working on and should have up relatively, you know, in the next year or so, so I think if you are interested in connecting with either one of us to be able to help connect you, we've been working with more and more state schools for the deaf, so that's another resource we're looking at and trying to support because it is such a valuable tool and getting access to, you know, to services, and so I think just connecting people to each other. 
>> FEMALE SPEAKER:  Did you have a question?  
>> FEMALE SPEAKER:  I am from Georgia Pines, the state of Georgia.  I am a parent advisor, and I usually do the first visit, the initial visit to the family, and we have a program that we have started, and we call it tele‑interpretation.  We already have in place a Chinese ‑‑ I am in charge of them, and one thing that everybody has to be aware of, in terms of the Spanish language at least, one of my missions is to really control the proficiency of the language.  A lady over there was mentioning about proficiency of the language.  We are starting to plan for this, but we are going to learn more about the technology. 
>> FEMALE SPEAKER:  Thank you.  Okay, we're out of time, but we are here for questions if you are interested, and then, also, our e‑mail addresses are up here as well.  
>> FEMALE SPEAKER:  Thank you.  
(Applause.) 
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