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Nebraska Phase III Year 3 Report 

 
Indicator C11: State Systemic Improvement Plan – Nebraska – Phase III 
Monitoring Priority: General Supervision 

The State’s SPP/APR includes a State Systemic Improvement Plan (SSIP) that 

meets the requirements set forth for this indicator. 

Baseline and Targets 

Baseline Data – C3B Summary Statement 1 - Acquisition and Use of Knowledge and Skills: 

FFY 2013 

Data 40.2 

 

Performance Data – C3B Summary Statement 1 - Acquisition and Use of Knowledge and Skills: 

FFY 2014 2015 2016 2017 

Data 50.4 46.1 45.2 39.41 

 

FFY 2014 – FFY 2018 Targets- C3B Summary Statement 1 – Acquisition and use of Knowledge and 
Skills: 

FFY 2014 2015 2016 2017 2018 

Target 40.2 40.5 41 41.5 42.5 

 
 

 
Section A: Summary of Phase III Year 3 

This section provides a summary of Nebraska’s: SSIP baseline and targets for Indicator C11, the 
SiMR and Theory of Action, three coherent improvement strategies, implementation progress to 
date, and brief overview of evaluation activities demonstrating a positive impact on federal child 
outcome data. 
 
Nebraska has one SiMR and is using a unified set of 3 coherent strategies to improve child outcomes. 

 
 Nebraska’s Part C SIMR: 

Increase the number and percentage of infants and toddlers who demonstrate progress in the acquisition and 
use of knowledge and skills (including early language/communication) – C3B, Summary Statement 1. 
Baseline, targets, and performance data for C3B are outlined above. In addition, Nebraska identified Indicator 
C4B: Effectively Communicate Child’s Needs as a benchmark. Benchmark baseline and performance to date 
are illustrated in Table A1 below. 
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Table A1: Benchmark - Indicator C4B – Families effectively communicate their children’s needs: 
 

Year      Target  Baseline     Performance 

2013-14  80.9  

2014-15      81.00  
    83.8 

2015-16      81.50  
    84.8 

2016-17      82.00  
    84.6 

2017-18      82.30  86.4 

2018-19      82.60   

 
 

The state’s Theory of Action is illustrated in Figure A1 below.  

Figure A1 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Nebraska’s SSIP includes three coherent improvement strategies: 

a. The Routines-Based Interview (RBI); 
b. Functional child and family IFSP outcomes; and 
c. Routines-based home visits. 
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The improvement strategies, as a unified set, are referred to as a “routines-based early intervention” (RBEI) 
approach. Nebraska expects to see a positive effect on the SiMR when EI teams (1) fully implement an 
evidence-based child and family assessment (RBI); (2) use the priorities identified during the RBI to develop 
functional child and family IFSP outcomes based on everyday routines; and (3) implement routines-based 
home visits focused on meeting the child and family IFSP outcomes. Figure A2 below illustrates the 
interconnectedness of the three strategies. 

 
 

Figure A2: Three Coherent Improvement Strategies Venn Diagram 
 

 
 
In Nebraska, the Planning Region Team (PRT) is responsible for the general oversight of local 
implementation of the RDA strategies. Beginning in 2015, each of the state’s 29 Planning Region 
Teams (PRTs) were required to submit a Targeted Improvement Plan (TIP). The TIP was to address 
five key areas: data analysis, the region’s focus for improvement, an infrastructure analysis, the design 
of a multi-year implementation plan, and an ongoing evaluation plan. All 29 PRTs identified the RBI, 
functional IFSP outcomes and/or routines-based early intervention home visits as their regional focus 
for improvement. In spring of 2018, the remaining PRT (25) who had not originally chosen one of the 
three state coherent improvement strategies revised their TIP to identify the RBI as their evidenced-
based strategy within their targeted improvement plan. 
 

Nebraska is utilizing a cohort approach to scale-up the three coherent improvement strategies through 
the state’s Planning Region Team system. Cohort 1, comprised of PRTs 1, 22 and 27, began RBI and 
functional IFSP outcome training in January 2015. Cohort 2, comprised of PRTs 4, 18, 19, and 21, 
began RBI and functional IFSP outcome training a year later (January 2016). Cohort 1 received 
training on strategy 3- routines-based home visits in June 2017. Cohort 2 received training on strategy 
3 in June 2018. 

RBI 

Quality 

Visits 

Functional 
IFSP 

Outcomes 
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SSIP Training Implementation Progress to Date 

Table A2 below illustrates the SSIP training implemented to date and projected implementation 
timeline for each PRT. 
 

Table A2: PRT implementation to date and projected implementation timelines 

 
         PRT 

Strategy 1: 

RBI Training 

Strategy 2: 

Functional IFSP 

Outcome Training 

Strategy 3: Routines-   

Based Home 

Visit Training 

                                   Cohort 1 

1 2015 2015 TBD 

       22 2015 2015 2017 

       27 2015 2015 2017 

                                   Cohort 2 

4 2016 2017 2018 

18 2016 2017 2018 

19 2016 2017 2018 

21 2016 2017 2018 

                                              Non-Cohort Regions 

2 2016 2018 TBD 

3 2016 2018 2019 

5 2016 2018 TBD 

6 2016 2018 2019 

7 2014 2016 2017 

8 2017 2018 TBD 

9 2016 2018 TBD 

10 2016 2018 2019 

11 2016 2018 TBD 

12 2016 2018 TBD 

13/14 2016 2018 TBD 

15 2016 2018 TBD 

16 2015 2017 2017 

17 2017 2018 TBD 

20 2015 2017 TBD 

23 2015 2017 2017 

24 2017 2019 TBD 

26 2015 2017 2017 

28 2017 2019 TBD 

29 2015 2018 TBD 
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Principle Training Activities Implemented this Year 
 

During 2018-19, the principle training activities were: 
 

Cohort 1: At full RBI and functional outcome implementation, PRTs 1, 22 and 27completed their third 
annual RBI fidelity checks for providers and services coordinators (SCs) actively involved in child/family 
assessment. In addition, this cohort received feedback regarding training needs identified during the 
third annual IFSP outcome analysis to drive improvement. Finally, the Cohort 1 regions, who received 
routines-based home   visit training in June 2017, went through the home visit approval process in 2017-
18. Their first annual home visit fidelity checks are due in spring 2019. 
 
Cohort 2: At full implementation with the RBI, providers and SCs in PRTs 4, 18, 19 and 21 completed 
their second annual RBI fidelity checks for providers and services coordinators in fall 2018. In addition, 
they received feedback from their second annual IFSP outcome analysis to drive improvement. This 
cohort received routines-based home visit training in June 2018 and are going through the home visit 
approval process in 2018-19. 
 
Non-Cohort Regions: The non-cohort regions of the state began implementing their Targeted 
Improvement Plans (TIPs) in 2016. Active implementation of the TIPs continued throughout 2018 with 
a primary focus on RBI training and functional IFSP outcome training. Fourteen of the non-cohort 
regions were at full RBI implementation by the end of 2018. Thirteen of 22 non-cohort regions have 
had IFSP outcome training.  This is up from four regions in 2017. Similar to the data collection in 
cohort regions, the Co-Leads are recommending the ongoing collection and analysis of IFSP outcomes 
in the non-cohort regions utilizing the IFSP Outcome Quality Checklist. Additionally, four of the non-
cohort regions attended home visit training in June 2017.  Internal coaches from these regions 
completed home visit approval in 2018 and are in the process of training their providers and services 
coordinators with technical assistance from the state level RBEI TA providers.   
 

Infrastructure Improvement Strategies 
 

No changes were made to the state infrastructure during the past year. Similarly, no changes were 

made to the Part C SSIP leadership team, either.  The Part C SSIP Leadership team consists of Amy 

Bunnell (Birth to 5 Supervisor/NDE Part C Co-Coordinator), Julie Docter (DHHS Part C Co-

Coordinator), Cole Johnson (Part C Data Manager/PRT Coordinator), and Sue Bainter and Cindy 

Hankey (RBEI State Coordinators). This team meets weekly regarding the on-going implementation 

and evaluation of the Part C SSIP. 

 
 

Summary of Evidence-Based Practices and Evaluation Activities Implemented to Date 

Strategy 1: Routines-Based Interview (RBI) 

All seven PRTs in Cohorts 1 and 2 are at full RBI implementation. Full RBI implementation is defined 

as “all providers and SCs involved in the child/family assessment process are approved in the RBI”. RBI 

approval is documented when providers/SCs achieve a score of 85% or better on the RBI 

Implementation Checklist. 

For evaluation purposes, initial RBI implementation checklists for providers/SCs in Cohorts 1 & 2 are 

collected by the Co-Leads. In addition, RBI fidelity checks are required annually and the Co-Leads 

document completion of the fidelity check for each of the cohort providers/SCs. To date, all providers 

and SCs in Cohort 1 and Cohort 2 involved in the child/family assessment process are RBI approved 

and have demonstrated on-going fidelity to the RBI.  
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Strategy 2: Functional IFSP Outcomes 

Baseline data for IFSP outcomes was collected and analyzed prior to RBI training in each of the cohort 

PRTs. Baseline data consists of an analysis of IFSPs developed the year prior to RBI training using the 

IFSP Outcome Quality Checklist. Once regions reached full RBI implementation, they receive 

additional functional IFSP outcome training. Post additional training, annual IFSP outcome reviews are 

conducted in the cohort regions. Similar to baseline data collection, annual IFSP outcome reviews 

consist of an analysis of IFSPs developed during the year using the IFSP Outcome Quality Checklist. 

In fall 2018, the state conducted the third annual IFSP Outcome review for Cohort 1 and second 

annual IFSP Outcome review for Cohort 2. Section C highlights the comparison of baseline to the 

annual analysis of IFSP outcome results for Cohorts 1 and 2.  

Strategy 3: Routines-Based Home Visits 

Training for Nebraska’s third coherent improvement strategy—Routines-based home visits utilizing the Getting 

Ready approach—began in June 2017 with Cohort 1.  Providers and services coordinators from these regions 

engaged in the home visit approval process in 2018. Home visit annual fidelity checks for Cohort 1 are due 

spring 2019. Cohort 2 regions received home visit training in June 2018. Providers and services coordinators 

from these regions are currently engaged in the approval process. 

 
Highlights of Changes 
 
Strategy 1- RBI  
Three state-sponsored RBI boot camps were held to support long-term, statewide sustainability of RBI. It was 
initially thought that state sponsored RBI boot camps would be used to train internal coaches from regions 
across the state and then, with the support of the regional technical assistance providers, PRTs would sponsor 
their own RBI boot camps.  Now that most providers and services coordinators in the state have been trained, 
there are only a small number of providers from each region who need training. For this reason, it seemed most 
efficient for the state to once again sponsor RBI boot camps; one each on the east and west sides of the state 
and one in the central region. This decision was enthusiastically received by the PRTs and has proven an 
effective method for maintaining and sustaining RBI approved personnel statewide. 
 

Strategy 2- Functional IFSP Outcomes 
As a part of the on-going support of functional IFSP outcomes, the state annually completes an 
analysis of IFSPs (from the cohort regions) and provides feedback to the cohort teams. These 
teams report that the feedback is very helpful but does not occur with enough frequency to build 
capacity across the regions.  In response to this feedback, the cohort regions (and non-cohort 
regions) have been encouraged to build an “internal review” team to support systematic 
development of functional child and family outcomes. To help build the capacity of an internal 
review team, the state now offers “IFSP Outcome Scoring Reliability Training”. This training is 
designed to help PRTs develop an internal process for systematically monitoring IFSP outcomes 
using the IFSP Outcome Quality Checklist to provide feedback to providers and services 
coordinators in the region about their use of quality indicators for IFSP outcome writing. This 
training became available in September 2018. 
 

Strategy 3- Routines-Based Home Visits (Getting Ready) 
1. Home visit training was provided to Cohort 1 in June 2017 and to Cohort 2 in June 2018.  In June 

2019, it will be offered to 3 non-cohort regions.  For the cohort regions, state coaches support the 
home visit approval process for the region’s internal coaches AND for each provider and services 
coordinator in the region during the year following the initial training.  For the non-cohort regions, 
state coaches will support the approval process for internal coaches; following which internal coaches 
will support the approval process for the remainder of the staff in their region.  To facilitate the 
training process in both cohort and non-cohort regions, the state has developed on-line training 
modules.  The modules “mimic” the face-to-face training provided to participants at the annual home 
visit training.  Initial feedback about the modules from the internal coaches has been very positive. 
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2. As mentioned above, regions are identifying internal coaches whose responsibilities will include training 
of new staff and completing fidelity checks in the cohort regions and training of all staff and fidelity 
checks in the non-cohort regions.  Originally, only EI providers were invited to be internal coaches.  
This was because the training for EI providers includes content related to facilitation of parent-child 
interaction, which is not included in the Getting Ready approach home visit training content for SCs. 
However, based upon feedback from the field, the state is inviting SCs from the cohort as well as the 
non-cohort regions attending the training this summer to attend the internal coach training to enable 
them to train/complete fidelity checks for other SCs in their regions.  

3. Because the home visit (HV) training and practices are new to the state, the first annual fidelity checks 
for the cohort regions will proceed differently than for the RBI fidelity checks. As has been noted, 
annual RBI fidelity checks are completed peer to peer across the region, so anyone initially approved 
can carry out a fidelity check on anyone else. For HV training, state level coaches will complete the first 
fidelity check on the internal coaches for cohort regions. Once an internal coach has been checked, 
she/he will complete fidelity checks for the rest of the region.   
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Section B: Progress in Implementing the SSIP 

This section illustrates the extent to which Nebraska has carried out planned training activities for Cohorts 1 

and 2, the milestones met, and whether timelines have been followed. This section concludes with a summary 

of stakeholder involvement. 

Table B1: Planned Training Activities for Cohorts 1 & 2. 
 
 

COHORT 1 
Strategy 1: RBI 

 COHORT 2 

Strategy 1: RBI 

Date Training Activity Date Training Activity 

July 2014 
2-day RBI Boot Camp 
for Cohort 1 coaches 

July 2015 
2-day RBI Boot Camp 
for Cohort 2 coaches 

 
January-February 
2015 

2-day RBI Boot Camps 
in each of Cohort 1 
regions 
(PRTs 1, 22 and 27) 

 
January-February 
2016 

2-day RBI Boot Camps 
in each of Cohort 2 
regions 
(PRTs 4, 18, 19 and 21) 

March-July 2015 RBI Approval Process 
March-November 
2016 

RBI Approval Process 

August 2015 - Full RBI Implementation December 2016 - Full RBI Implementation 

Strategy 2: Functional IFSP 
Outcomes 

Strategy 2: Functional IFSP 
Outcomes 

 
April 2014 

Collect & Analyze 
baseline IFSP Outcome 
data 

 
April 2015 

Collect & Analyze 
baseline IFSP 
Outcome data 

 
November 2015 

Functional IFSP 
Outcome Trainings in 
each of Cohort 1 
regions 

 

November 2016- 
March 2017 

Functional IFSP 
Outcome Trainings in 
each of Cohort 2 
regions 

October 2016 
Begin Annual IFSP 
Outcome Review 

October 2017 
Begin Annual IFSP 
Outcome Review 

December 2016 Full Functional IFSP 
Outcome Implementation 

December 2017 Full Functional 
IFSP Outcome Implementation 

Strategy #3: Routines-Based 
Home Visit Training 

Strategy #3: Routines-Based 
Home Visit Training 

June 2017 1-Day Routines-Based 
Home Visit Training 
providers/services 
coordinators 

June 2018 
1-Day Routines-
Based Home Visit 
Training  
providers/services 
coordinators 

June 2017 
1-Day Routines-Based 
Home Visit Internal 
Coach training 

June 2018 
1-Day Routines-
Based Home Visit 
Internal Coach 
training 

June 2018 Full Routines-Based 
Home Visit Implementation 

June 2019 Expected Full Routines-Based  
Home Visit Implementation 
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Nebraska has met all projected SSIP timelines. Cohort 1 (PRTs 1, 22 and 27) and Cohort 2 (PRTs 4, 18, 19 
and 21) reached full RBI implementation in 2015 and 2016 respectively.  
 
The state completed annual IFSP outcome reviews in 2016, 2017, and 2018 for Cohorts 1 and 2 and 
provided feedback to their leadership teams. In addition to state feedback, these regions are also building 
internal IFSP outcome review processes for the purpose of providing continuous feedback and support to 
providers and services coordinators writing child and family IFSP outcomes.   
 

PRT 1 declined to participate in the state’s third improvement strategy of routines-based home visits. In 
their place, PRT 7 joined the Cohort 1 group. As indicated in Table B1 above, the Cohort 1 regions (PRTs 
7, 22 and 27) are now at full implementation of the state’s home visit strategy (Getting Ready). Cohort 2 
regions have completed the training and are in process of completing the home visit approval.  All of the 
internal coaches from both cohorts are approved in the Getting Ready approach.   

 

Stakeholder Involvement and Supports for Principle Training Activities 

Nebraska established a Results Driven Accountability (RDA) stakeholder committee in January 2014 to 
assist in the planning and implementation of the SSIP. This year the Stakeholders made the following 
recommendations regarding implementation of the improvement strategies: 

1. Repeat the quantitative/qualitative study previously conducted by the University of Nebraska 
Medical Center with Cohort 1 PRTs to determine: 

a. the value the quality home visit strategy (Getting Ready) has added to the overall results of 
SSIP implementation, and  

b. whether or not the quality of home visits have improved. 

2. Continue the evaluation by the University of Nebraska-Omaha (see 2018 study by Dr. Miriam 
Kuhn: Improving Early Intervention Services in Nebraska Through a Results-Driven Accountability Process) to 
specifically focus on potential qualitative changes that resulted from the addition of the routines 
based home visit practices. 

3. Continue providing guidance to non-cohort regions to follow same implementation 
steps/procedures as cohort regions which include: 

a. establishment of PRT leadership teams,  

b. sequential implementation of the three improvement strategies and related training 
activities,  

c. adherence to fidelity practices/requirements for each strategy, and 

d. establishment of and adherence to local data collection/reporting processes. 
 

 
Tables B2-B5 below illustrate activities implemented in response to stakeholder recommendations, as well as 

additional activities necessary to support Nebraska’s principle training actions.  

 Table B2 outlines activities implemented to support the work of the state’s RBEI TA providers with 

non-cohort regions.  

 Table B3 identifies activities primarily designed to support statewide implementation of the 

improvement strategies within the PRTs.  

 Table B4 illustrates activities to support the state leadership team.  

 Table B5 provides an updated training timeline for implementation of the state’s three improvement 

strategies. 
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Table B2: Activities to Support Work of RBEI TA Providers – 2018-2019 
 

Needs Activities Output 

Training & 

Support for 5 

RBEI TA Trainers 

 Conducted Biannual full day  

training and quarterly calls.  

 Developed standardized training 

resources and repository.   

 Provided individualized technical 

assistance from the state leadership 

team.  

RBEI TA providers have 

supports necessary to scale 

up RBI/functional IFSP  

outcome/home visit 

training in non-cohort 

regions. 

Inter-rater 

reliability for 

fidelity of the 3 

improvement 

strategies 

 Developed "Scoring Rules" for RBI 

Implementation Checklist, Quality 

IFSP Outcomes Checklist, and 

HV/Getting Ready approach 

implementation. 

Increased Inter-rater 

reliability when 

implementing RBI and 

Home Visit approval 

process, and scoring IFSP 

outcome quality 

checklists.  
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Table B3: Activities to support all (cohort and non-cohort) PRTs 
 

Needs Activities Output 

Develop strong 

PRT Leadership 

Teams 

Support PRT efforts to develop leadership 

teams by:  

 conducting biannual regional 

conference calls  to share 

successes/barriers with leadership 

teams; 

 disseminating information about roles 

& responsibilities of leadership 

teams; 

 meeting individually with regions as 

needed to spur development of 

leadership teams; 

 developing templates for tracking 

regional training progress; and 

 having state level infrastructure 

necessary to respond to regional 

inquiries/needs within 48 hours. 

PRTs in the state have 

knowledgeable and 

capable leadership teams 

to support the 

implementation of 

evidence-based practices. 

Develop 

additional 

training 

necessary to 

support principle 

training activities  

In support of Strategy 1:  

 Developed RBI Scoring Reliability 

Workshop. 

 Developed RBI Refresher 

Workshop to support regions not 

fully implementing or having 

difficulty maintaining momentum 

implementing change in EI 

practices. 

 Developed training to support 

the use of child and family 

assessment data to enhance 

child outcomes entry and exit 

data.    

In Support of Strategy 2: 

 Developed functional IFSP 

Outcome scoring reliability 

training. 

In Support of Strategy 3: 

 Developed on-line training 

modules in the Getting Ready 

approach. 

Improved full 

implementation and 

fidelity of strategy 1 (RBI); 

strategy 2 (Functional IFSP 

outcomes), and strategy 

3 (Routines-based home 

visits). 
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Needs Activities Output 

Develop training 

descriptions & 

recommended 

training timeline.  

Routinely 

incorporate into 

contacts with 

PRTs 

 Updated training descriptions and 

timeline to inform PRTs of training 

necessary for the implementation 

of the state’s three improvement 

strategies.  

 Routinely incorporate into 

contacts with PRTs. 

 (Training timeline - Figure B5 

below. Training descriptions 

located in Appendix B). 

Statewide scale up of 

improvement strategies.  

Fiscal Support 
 Increased fiscal support to PRTs for 

implementation and sustainability 

of evidence-based practices 

statewide. 

Continuous statewide scale-

up of evidence-based 

improvement strategies.  

Collaborate  

with University of 

Nebraska- 

Lincoln (UNL) to 

expand early 

childhood 

professional 

development 

opportunities in 

pre-service 

coursework  

 Met routinely with UNL staff to 

share EI workforce needs within 

the state and incorporate 

appropriate RBI, functional IFSP 

outcomes and routines-based 

home visits concepts into required 

curriculum. 

 Supported Dr. Johanna Taylor to 

attend the National RBI Institute in 

Alabama to become RBI Certified. 

 

EI competencies reflect 

state workforce 

expectations. 
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Table B4: Activities to support State Leadership Team 2018-2019 
 

Needs Activities Output 

 

Expand/modify state 

infrastructure as 

needed 

Expanded purveyor group to include Dr. 

Lisa Knoche and Dr. Johanna Taylor, 

University of Nebraska-Lincoln; Dr. Miriam 

Kuhn – University of Nebraska- Omaha;         

Dr. Kerry Miller and Dr. Barb Jackson – 

University of Nebraska Medical Center; and 

Dr. Haidee Bernstein – Westat/DaSy/IDC.  

Increased frequency of meetings with 

purveyors to develop ongoing evaluation 

activities.  

Expanded state RBEI trainer cadre. 

Purveyor group includes 

experts to assist in 

evaluating all aspects of 

RDA i.e. evidence-based 

improvement strategies, 

training, implementation 

fidelity and results. 

Expanded State Trainer 

cadre meets the need of 

statewide scale-up and 

implementation.   

 

Inform stakeholders 

of RDA Activities and 

SSIP Progress  

Quarterly updates to ECICC/SEAC on 

implementation and impact of SSIP. 

Update special education directors 

statewide on monthly Special Education 

Conference Calls. 

Frequent update of "RDA" section on the 

EDN website. 

Presentations at NE Young Child Institute 

and Nebraska Administrator Days.  

Updated and disseminated SSIP 

infographic to stakeholders. (Appendix U) 

Progress toward SSIP, 

resources and updates are 

available to the field as 

quickly as possible. 
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Figure B5: PRT Recommended Training Timeline 

Part C PRT Recommended Training Timeline- Updated Fall 2018 
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Section C: Data on Implementation and Outcomes  

 
Measuring the Effectiveness of the Improvement Strategies 

Table C1 below illustrates the evaluation measures in place for the three improvement strategies with a brief 
description of the data sources for each measure, baseline data collected, data collection timeline and 
procedures, and the measures used to assess progress. These evaluation measures demonstrate the 
implementation of the three key components discussed in our Theory of Action. 

 
Table C1: Cohort Evaluation Measures for Three Improvement Strategies 

 

Improvement 

strategy 

 

Data Sources 

 

Baseline Data 

Data collection 

timeline and 

procedures 

Measures used to 

assess progress 

RBI  

 

Initial RBI 

Implementation 

Checklists, 

completed by 

approved RBI 

coaches, 

documenting 85% 

accuracy or 

better for each EI 

provider/SC in 

Cohort regions 

collected by Co-

Leads. 

Documentation of 

annual fidelity for 

each EI 

provider/SC in 

Cohort regions 

involved in 

child/family 

assessment - 

collected by Co-

Leads. 

At initial stage of 

RDA 

implementation, 

no EI 

providers/SCs in 

cohort regions 

were trained to 

state required 

approval level. 

Initial RBI 

implementation 

checklists are 

submitted to Co-

Leads upon 

approval of each 

provider/SC. 

Once per year, 

following initial 

approval, cohorts 

collect RBI 

implementation 

checklists to 

demonstrate 

provider/SC fidelity. 

Annual fidelity 

checks began in 

Cohort 1 in fall of 

2016 and in fall of 

2017 for Cohort 2.  

Co-leads contact 

leadership teams 

from cohort regions 

annually requesting 

documentation of 

annual fidelity 

checks for each 

provider/SC. 

RBI 

Implementation 

Checklists 

documenting 

85% accuracy or 

better used 

annually; 

completed by 

RBI approved 

providers or 

coaches. 
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Table C1: Cohort Evaluation Measures for Three Improvement Strategies (continued) 
 
 

Improvement 

Strategy 
Data Sources Baseline Data 

Data Collection 

Timeline and 

Procedures 

Measures used to 

Assess Progress 

Functional 

IFSP 

Outcomes 

Analysis of 10-20% 

of IFSPs from cohort 

regions using IFSP 

Outcome Quality 

Checklist. 

20% of IFSPs 

written prior to 

RBI training 

were collected 

from Cohort 1 in 

fall of 2014, and 

20% of IFSPs 

written prior to 

RBI training 

were collected 

from Cohort 2 in 

fall of 2015. The 

IFSP Quality 

Outcome 

Checklist was 

used for    

analysis of 

baseline data. 

For Cohort 1- 

Annual Functional 

IFSP Outcome 

review began Fall, 

2016 and 

continues to date. 

For Cohort 2, 

Annual Functional 

IFSP Outcome 

review began Fall 

2017 and 

continues to date. 

Annual 

analysis of 10-

20% of IFSPs, 

depending on 

size of region 

from Cohorts 1 

and 2 using 

IFSP Quality 

Outcome 

Checklist. 

Quality 

Home Visits 

Home visit 

implementation 

checklists 

completed by 

approved home 

visit coaches. 

No one in 

cohort regions 

trained to 

approval level 

prior to 

Routines-Based 

home visit 

training. 

Data collection 

began for Cohort 

1 approval post 

home visit training 

June 2017 and 

continues to date. 

Data collection for 

Cohort 2 approval 

began post home 

visit training in June 

2018 and is 

underway.   

Home Visit 

Implementatio

n Checklist 

documenting 

state- 

determined 

80% approval 

level used 

annually; 

completed by 

Home Visit 

approved 

providers or 

coaches. 

 
 
 

Strategy #1: RBI 

As illustrated in Table C1, third annual fidelity checks for Cohort 1 and second annual fidelity checks for 
Cohort 2 were completed in the fall of 2018. The fidelity checks were completed by approved RBI 
providers/SCs in the region using the RBI implementation checklist. RBI Implementation checklists 
documenting fidelity are tracked by the PRT and provided to the Co-Leads. 
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Strategy #2: Functional IFSP Outcomes 
 

The annual IFSP outcome review began in 2016 for Cohort 1 and in 2017 for Cohort 2.  Using the IFSP 
Quality Outcome Checklist (Appendix B) as the quality indicator, the Co-Leads are looking for an increase and 
ultimately stabilization in mean number of outcomes on IFSPs from baseline and an increase in quality scores 
for both child and family outcomes from baseline. Results of the 2018 analysis of mean number of outcomes 
on IFSPs compared to baseline data are provided for Cohort 1 in Graph C1 below and for Cohort 2 in 
Graph C2 below. 

 

Graph C1: Cohort 1 Mean # of Outcomes on IFSPs Baseline to 3rd  Annual Review 
 

 

As indicated in Graph C1 all regions in Cohort 1 demonstrated significant improvement in mean number of 
IFSP outcomes present on IFSPs from baseline. 

 

 
Graph C2: Cohort 2 Mean # of Outcomes on IFSPs Baseline to 2nd Annual Review 
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Graphs C3-C6 below reflect the results of IFSP outcome quality analysis for Cohorts 1 and 2. The annual 
IFSP outcome quality analysis review began in 2016 for Cohort 1; and in 2017 for Cohort 2. The child 
outcomes have a possibility of 5 points and the family outcomes have a possibility of 3 points.   
As the graphs indicate, results of the 2018 analyses show all cohort regions significantly improved in the 
quality of both child and family outcomes from baseline. Results of the data analyses have been provided to 
the cohort leadership teams. Feedback included discussion of any IFSP outcome quality issues and possible 
training needs within the region. 

 

 
Graph C3: Cohort 1 Quality Mean Scores for Family Outcomes 

    

  
 

 
Graph C4: Cohort 1 Quality Mean Scores for Child Outcomes 
 

        

18



Part C SSIP Phase III – Year 3  
 

       Graph C5: Cohort 2 Quality Mean Scores for Family Outcomes 

 

 
 
 

        Graph C6: Cohort 2 Quality Mean Scores for Child Outcomes 

 

 

 

 

Measuring Impact and Effectiveness of Improvement Strategies #1 and #2 

 

In addition to the evaluation measures implemented above for strategies 1 and 2, the Co-Leads contracted 
with Dr. Miriam Kuhn from the University of Nebraska at Omaha to conduct a research study investigating 
the impact of the RBI and functional IFSP outcome strategies on various aspects of EI services and 
family/PRT member perceptions of the EI process utilized in their regions. 

 
The following research questions were identified, and data was collected via interviews with selected 
administrators, SCs, EI providers, and families currently receiving EI services: 

 

(1) How has the implementation of effective RBI practices in the Cohort regions informed IFSP 
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development and application in terms of “dosage” of EI services (frequency and intensity of 
home visits; caregiver use of interventions between home visits), types (child-centered, family-
centered) of outcomes found in IFSPs, and functionality and quality of outcomes written? 

(2) How has the implementation of effective RBI practices in the Cohort regions informed EI service 
delivery in terms of percentages of children who qualify for early intervention services, EI team 
service delivery decision-making, infrastructure of EI teams, cohesion of EI teams, job satisfaction 
of individual EI service providers, and consumer (family) satisfaction with EI services? 

(3) What differences are seen between the procedures used in the Cohort regions and non-cohort 
regions for child/family assessment, IFSP development, and EI service delivery? 

 

Phase 1 of the study, completed in summer/fall 2017, is an analysis of questions (1) and (2) in the 
Cohort regions and was reported in the SSIP submitted in 2018. Phase 2 of the study was completed 
in late 2018 and focused on question (3), i.e. did the training and technical assistance provided in the 
Cohort regions on the RBI and functional IFSP outcomes result in positive changes as compared to 
non-cohort regions? 
 
Key findings from analysis of question (3) include:  

 Statistical evidence of higher quality IFSPs in the Cohort regions in terms of  
o number of child and family outcomes;  
o child participation in routines; 
o  observable child behaviors within routines; and  
o establishing criteria for successful completion of the outcome. 

 Statistical evidence of improved family engagement in home visits when utilizing the RBI as the 
child/family assessment. 

 
The following findings were noted to be similar across both Cohort and non-cohort regions and are being 
addressed in the final improvement strategy of routines-based home visits: 

 need for the family routines identified in the RBI and IFSP outcomes to be consistently used to 
guide planning and implementation of home visits;  

 recognition and use of in-between visit communication with families as part of overall intervention 
approach;  

 Higher quality IFSPs are not sufficient in and of themselves to ensure use of routines-based 
interventions during home visits. 

 

In summary, the efficacy of the PD/TA efforts for the SSIP improvement strategies #1 and #2 is supported by the 
results of this study. The study further recommends the Co-Lead Agencies continue with systematic dissemination of the 
training and technical assistance related to the improvement strategies across all Nebraska PRTs. The executive summary 
of this study can be found in Appendix V.  The full report is available in Appendix W.   

 
 

 

 

 

20



Part C SSIP Phase III – Year 3  
 

Strategy #3: Routines-Based Home Visits 

Table C2: Cohort 1 Initial Approval and Fidelity Check Data 2018-2019 

 

 

 

 

 

 

 
As illustrated in Table C2, Routines-Based home visit initial implementation checklists, completed by approved home 
visit coaches, were collected for Cohort 1 EI providers/SCs in 2018. First annual fidelity checks for Cohort 1 will be 
collected in the spring of 2019. Cohort 2 EI providers/SCs are currently in the initial approval process following their 
home visit training in June 2018. Data will be available in 2020.  
 

Nebraska’s SSIP implementation and evaluation highlighted at National Conferences: 
Dr. Miriam Kuhn and the Nebraska Part C Co-Coordinators presented a poster session of the findings from Dr. 
Kuhns’s study at the October 2018 Zero to Three conference in Denver, CO. 
 
A pre-conference presentation about Nebraska’s training and implementation of the Getting Ready Approach was 
given at the October 2018 Division of Early Childhood conference by Dr. Lisa Knoche and state Part C Leaders from 
Nebraska and South Dakota who are also using the Getting Ready Approach in early intervention. 

 
Progress toward the SiMR and Modifications to the SSIP as Necessary 

 

The Co-Leads continue to monitor Federal Child and Family Outcomes data and implement strategies to 
improve the collection of this data. It is expected that full implementation of the three coherent 
improvement strategies will result in improved child and family outcome data for Cohorts 1 and 2.   

 

Target – Indicator C3B – Summary Statement 1 – Acquisition and Use of Knowledge and 
Skills: 

Nebraska’s SiMR is focused on improving the results for Indicator C3B Summary Statement 1- to increase 
the number and percentage of infants and toddlers who demonstrate progress in the acquisition and use of 
knowledge and skills (including early language/communication). In addition, Nebraska identified Indicator 
4B: Effectively Communicate Child’s Needs as a benchmark. Comparing the baseline, targets, and 
performance for these indicators serves as the primary measure of effectiveness for the SiMR. 
Graph C7 below illustrates the results for Indicator C3B SS1 compared to state targets. Please note that 
Nebraska reset their targets for Indicator C3B for their 2013-14 data. Therefore, for that year, the target is the 
same as the performance.  The FFY 2017 C3B Summary Statement 1 data demonstrated a decline which was 
unexpected as the past two years the scores have been stable.  In August 2017, Teaching Strategies converted 
their online platform to accommodate the changes made to the tool to include items up to third grade. 
Recently there was a meeting of states that are using the Gold online calculations for OSEP reporting.  In 
reviewing the FFY 17 data, it was discovered that nearly all states using the Teaching Strategies Gold online 
system for generating OSEP reports have seen slippage in Summary Statements that are inconsistent with any 
changes in state infrastructure or improvement activities.  Collectively the state representatives proposed that 
the following factors related to the August 2017 platform change may be contributing to this slippage of data 
including:   

 Changes to indicators and dimensions as a result of expanding the Gold to third grade; 

 Teacher/practitioner confusion due to changes to the front-end look of the online platform; and 

 Fewer data points on which data can be entered for each child. 

  # Approved Fidelity Check 

PRT 7 17 2019 

PRT 22 3 2019 

PRT 27 6 2019 
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Nebraska is working with other states using Teaching Strategies Gold and DaSy and ECTA Centers to 
conduct an in-depth analysis with Teaching Strategies staff to determine the root cause of the unexpected 
changes to these summary statements, and develop solutions to improve the validity of data for reporting 
outcomes in the future. 

 

Graph C7: Annual Results for Indicator C3B Summary Statement 1 Compared to State Targets 
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Benchmark – Indicator C4B– Effectively Communicate Child’s Needs 

Nebraska also chose to use Indicator C4B as a benchmark for the SiMR. The Co-leads believe that taken 
together, the three improvement strategies of the SSIP will increase families’ perceptions of their ability to 
effectively communicate their children’s needs. 

 
As Graph C8 illustrates, over each of the past three years, the percent of families reporting that they are 
effectively able to communicate their children’s needs has increased. The increase also exceeded the target set 
each year. Finally, Nebraska has a very high response rate to the Family Survey and the response rate has 
continued to increase over the past 4 years. Nebraska continues to use a personalized introductory letter to 
families before delivering the survey, a follow-up postcard to families, and personal contacts by services 
coordinators to remind families to return the survey. A total of 1882 surveys were delivered to families with 
children in Part C in 2017-2018; 1536 surveys were completed and returned for a state return rate of 82%. 

 
 

Graph C8: Growth in Response and Performance Rates for Indicator C4B 

 

 
To fully understand the impact of the SiMR statewide, the Co-Leads reviewed additional indicators.  Indicator 
5:  the percent of infants and toddlers ages birth to one with IFSPs compared to national data and Indicator 6: 
the percent of infants and toddlers ages birth to three with IFSPs compared to national data. We believe that 
this data provides examples of distal impact. As shown in the graphs below, over the last five years, the state 
has exceeded its targets. Additionally, the state has increased the percent that it exceeded the target each year. 
The Co-Leads believe this increase is attributable to additional state-wide training activities implemented in 
2014 which focus on procedural implementation of early intervention regulations. This training is provided 
on an ongoing basis to each PRT and targets implementation of correct evaluation and identification 
procedures, specifically providing extensive technical assistance in the use of informed clinical opinion. 
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Graph C9: Five-year trend data for Indicator 5 

 

 

 

Graph C10: Five-year trend data for Indicator 6 

 

 
 

Stakeholder Involvement in the SSIP Evaluation 
 

As noted in Section B, the RDA Stakeholder Committee meets annually, and the Nebraska ECICC meets four 
times per year to assist in the continuous evolvement of the SSIP and help provide for ambitious and 
meaningful change statewide. In the fall of 2018, Dr. Kuhn presented a summary of her study to both groups.  
Feedback from the RDA Stakeholder Committee was sought regarding the recommendations from the Kuhn 
Study. The Stakeholders agreed with the recommendations resulting from the study: 

 Co-Lead agencies continue plans for widespread, systematic dissemination of PD/TA related to all 
three improvement strategies across all Cohort and Non-Cohort PRTs. 

 Co-Lead agencies provide additional PD/TA to EI Providers in coaching/practicing 
strategies/interventions within family-identified routines.  
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 Co-Lead agencies continue evaluation measures with Dr. Kuhn to specifically focus on potential 
qualitative changes that result from the addition of the third improvement strategy of routines-based 
home visit practices. 

 

Dr. Kerry Miller also presented to the RDA Stakeholder Committee in the fall of 2018. Before the Co-Leads chose a 
specific home visit training approach as the third improvement strategy, we contracted with Dr. Kerry Miller from the 
University of Nebraska Medical Center (UNMC) to review the quality of home visits as a baseline measure. As a result of 
Dr. Miller’s study, the Getting Ready Approach was selected.  With Cohort 1 regions at full implementation of this 
approach, the Stakeholders recommended the Co-Leads conduct another quantitative/qualitative study by Dr. Miller 
within these regions to determine: 

 added value of the routines-based home visit strategy (Getting Ready) to the overall results of SSIP 
implementation, and  

 improvement in quality of EI home visits since implementation of the routines-based home visit strategy. 

 

      Dr. Miller’s and Dr. Kuhn’s studies will be conducted in 2019 and results will be available for the April 2020 SSIP 
submission. 
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Section D: Data Quality Issues 

Nebraska has several measures in place to ensure implementation fidelity of the three coherent improvement 
strategies. The state is confident with the quality and quantity of the implementation data collected for 
Cohorts 1 and 2 to date. The Co-Leads have also instituted measures to ensure quality of impact data.  

 
This section describes the processes in place to safeguard the quality of implementation and impact data, 
thereby minimizing data concerns and limitations. 

 

Strategy #1: Routines-Based Interview 

Quality Training and Approval Requirements 

1. Each RBI training is conducted by a trained facilitator. Facilitators follow a training script to ensure each 
training is standardized. 

2. Coaching is provided to each participant. All coaches are RBI approved and participate in required fidelity 
processes. 

3. Strict adherence to RBI Approval Requirements (Appendix H). 
4. Use of RBI Implementation checklist for initial approval and required annual fidelity checks.  See 

Appendix Q for fidelity requirements. 
5. RBI training is a standardized process with provision of evidence-based “practice with feedback.” 
6. Rules for scoring the RBI Implementation Checklist (Appendix C). Training is available for coaches on 

scoring reliability when using the checklist. 
7. When determining RBI approval, coaches complete the Implementation Checklist and provide feedback 

using the same protocol. Guidelines for providing feedback have been developed (Appendix Q). 

 

Strategy #2: Functional IFSP Outcomes 

Quality Training and Approval Requirements 

1. Initial training for functional IFSP outcomes is a part of the RBI training described above. All quality 
protections as applied to the RBI training exist for initial Functional IFSP outcome training as well. 

2. Additional in-depth IFSP Outcome training is provided after regions are at full RBI implementation.  The 
in-depth training is provided by the regional Technical Assistance provider with the assistance of a trained 
state facilitator as needed. The facilitator follows a training script. 

3. At both the initial and in-depth training sessions, IFSP outcomes from providers in the region are analyzed 
using the IFSP Outcome Quality Checklist (Appendix L), and feedback is provided. 

4. Rules for scoring the IFSP Outcome Quality Checklist have been developed (Appendix M) and are utilized 
for scoring and feedback. 

5. In 2018, the state introduced a new training, available to all regions of the state: “IFSP Outcome Scoring 
Reliability Training”. The purpose of this training is to assist regions in developing their own internal 
process for systematically monitoring IFSP outcomes region-wide using the IFSP Outcome Quality 
Checklist. An internal review team would allow for ongoing feedback to providers and services 
coordinators in the region regarding the use of quality indicators when writing IFSP outcomes. 

6. Annual analysis of randomly selected IFSPs by the Co-Leads is conducted in the cohort PRTs. 
7. IFSP outcome “scorers” have achieved 85% or greater inter-rater reliability with RBEI state coordinators 

and each other. 
8. IFSP Outcome Summary sheets (Appendix N) are completed for each IFSP analyzed in the cohorts and 

are double keyed by Westat to ensure computational errors are caught. 
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Strategy #3: Routines-Based Home Visits (Getting Ready Approach) 

Quality Training and Approval Requirements 

1. Each Getting Ready training is conducted by a trained facilitator. Facilitators follow a training script to 
ensure each training is standardized. 

2. Coaches participate in a coaching training with Getting Ready content integrated and are approved by 
state level approved coaches. 

3. All participants have access to a virtual introduction to the approval process. 
4. Coaching is provided to each participant. All coaches are approved and participate in required fidelity 

processes (Appendix Y).  
5. Strict adherence to the Home Visit checklist (one for EI providers and one for services coordinators) 

used to determine initial approval and annual fidelity is promoted (Appendices S and T respectively). 
6. Rules for scoring the Home Visit Implementation Checklist have been developed and are available to 

coaches (Appendix X). 

7. All participants participate in virtual coaching sessions (Appendix R), facilitated by an approved coach, 
using the same coaching agenda as a guide. 

8. Because of the dynamic nature of ongoing home visits, all participants are required to be reliable on two 
home visits, using the home visit checklist, to be considered “Getting Ready approved.” 

 
 

 
Data Quality for Federal Child and Family Outcomes (C3b/SS1 and C4b) Data 

C3b, SS1 – Child Outcomes: Teaching Strategies (TS) GOLD is a scientifically-based authentic, 

observational assessment system designed for children from birth through kindergarten. In Nebraska, it is 

used for children from birth to kindergarten to evaluate their development and learning across the three 

functional outcomes. At a child's entry and exit, teachers/providers gather and document observations in the 

GOLD online system, which form the basis of their scoring across four areas of development (social- 

emotional, physical, language, and cognitive) and two areas of content learning (literacy and mathematics). 

Objectives and dimensions that comprise each of the functional outcomes are based on a crosswalk 

recommended by the national Early Childhood Outcomes (ECO) Center. Criteria for defining "comparable to 

same-aged peers" was determined through Item Response Theory (IRT) analyses by Teaching Strategies, based 

on a national sample. The algorithms result in a 7-point rating system that parallels the ECO Child Outcome 

Summary (COS) ratings. These ratings by age are programmed into the GOLD online system which 

generates a rating based on TS GOLD scores. Research studies examining the reliability and validity of TS 

GOLD may be found at http://teachingstrategies.com/assessment/research. In FFY 2013, the Co-Leads 

were concerned with the OSEP Part C results as they were significantly different from previous Nebraska 

data, as well as national data. NDE partnered with the DaSY Center and TS GOLD to determine strategies to 

address this problem. The end result was the establishment of new cut scores that formed the bases of the 

OSEP ratings. The original cut scores were based on a small sample. In FFY 2013 a larger representative 

sample was available from which to complete the analyses. TS GOLD decided to rerun the analyses. Data 

from this one year‘s worth of data formed the bases of the FFY 2014 Nebraska targets. These targets were 

based on a single year of data (FFY 2013). Since that time, it has become apparent that the data used in FFY 

2013 for Summary Statement 2 was an anomaly (higher than any subsequent year) across all three outcome 

areas. Dr. Barb Jackson of UNMC-MMI serves as our consultant and performs the analyses on the child 

outcome data.  

 

The FFY 2017 C3B Summary Statement 1 data demonstrated a decline which was unexpected as the past two 
years the scores have been stable.  Recently there was a meeting of states that are using the TS GOLD online 
calculations for OSEP reporting.  In reviewing the FFY 17 data, it was discovered that nearly all states using 
the Teaching Strategies GOLD online system for generating OSEP reports have seen slippage in Summary 
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Statements that are inconsistent with any changes in state infrastructure or improvement activities.  In August 
2017, Teaching Strategies converted their online platform to accommodate the changes made to the tool to 
include items up to third grade.  Collectively the state representatives proposed that the following factors 
related to this platform change may be contributing to this slippage of data including:   

 Changes to indicators and dimensions as a result of expanding the TS GOLD to third grade; 

 Teacher/practitioner confusion due to changes to the front-end look of the online platform; and 

 Fewer data points on which data can be entered for each child. 
 
Nebraska is working with other states using Teaching Strategies GOLD and DaSy and ECTA centers to 
conduct an in-depth analysis with Teaching Strategies staff to determine the root cause of the unexpected 
changes to these summary statements and develop solutions to improve the validity of data for reporting 
outcomes in the future. 
 

Finally, a training was developed to enhance EI providers’ reliability in scoring TS GOLD items 

from the information gathered at an initial RBI (for TS GOLD entry scores).  Additionally, RBIs 

completed following the initial IFSP, together with gathering routines-based documentation from 

ongoing home visits, should provide the necessary data to inform TS GOLD exit data.  The new 

training provides practice and strategies for the exit scoring as well. 

 

C4b - Family Survey: The Family Survey adheres to all NCSEAM standards. Dr. Batya Elbaum serves as our 

consultant and performs the Rasch analyses on all survey data. Our survey response rate is among the highest 

in the country (82%) due to services coordinators hand delivering the survey to each EI family and the 

provision of the survey in multiple languages in addition to the use of translation services for families in need 

of this service. Therefore, we are confident that our responses represent our state. All data is double- keyed at 

Westat using a process that identifies all keystrokes different between the first and second keying. The 

individual keying the data reconciles all data. We are confident our data is accurate and represents the 

perceptions of our families.  
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Section E: Progress Toward Achieving Intended Improvements 

This section addresses the state’s progress toward achieving intended improvements, including 
infrastructure changes that support SSIP initiatives, evidence that practices are being carried out 
with fidelity, and measurable improvements in the SiMR relative to the targets. 

Nebraska’s training sequence begins with the RBI, followed by Functional IFSP Outcome training; 
culminating in Routines-Based home visit training. To be considered “ready” for training in a new 
strategy, a region must be at or near full implementation of the preceding improvement strategy (see 
training timeline Section C).  

  

Table E1: PRT Implementation Status of 3rd Strategy, Routines-based Home Visits 

 

 

As illustrated in Table E1 above, ten (in yellow) of Nebraska’s 29 planning region teams are engaged in the 
implementation of all three of the state’s improvement strategies.  Three regions (in purple) will receive home 
visit training in June 2019.  The remaining PRTs are in the process of training and implementing strategies #1 
and #2.  
 
Training and approval for two of the three improvement strategies- the RBI and Routines-Based Home 
Visits- use coaching and feedback as integral aspects of the approval process.  These training practices require 
professionals to submit videotapes of themselves implementing the strategies/practices for approval, also a 
new activity. In most regions of our state, peer to peer coaching was not systematically implemented prior to 
the onset of the SSIP.  
 
Building the infrastructure necessary to provide on-going coaching and feedback via videotape for the 
advancement of the state’s improvement initiatives has been daunting. Some of the challenges addressed 
along the way have included:  

1) becoming accustomed to videotaping of RBIs and home visits in real time from the field,  
2) uploading the videos to a platform with review and feedback mechanisms,  
3) building the coach capacity (both state and local) necessary to complete the reviews and provide 

feedback,  
4) developing a training and reliability process for coaches; and  
5) providing technical support for ongoing coach support.  

 
The online platform (TORSH Talent) ultimately selected by the state is designed for observation and data 
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management.  The platform allows users to upload, retrieve, and share video and documents in a secure, 
cloud-based online repository.    For coaches, TORSH Talent supports evidence-based feedback and 
reflection by making it easy to add time synced text and audio notes at relevant points in the uploaded videos 
to determine approval and fidelity. The Co-Leads have funded TORSH Talent slots for all providers and 
services coordinators in the Cohort regions and increased funding to the non-Cohort regions should they 
wish to use TORSH Talent. 
 
The benefits of peer-to-peer coaching have been clearly documented in professional literature.   In Nebraska, 
not only has peer coaching led to more frequent and transparent communication across teams and regions, it 
has also led to the development of leadership teams comprised of both supervisors and internal coaches, the 
latter of which allows leadership teams to get feedback from the field.  Building coach capacity has required 
the state and PRTs to identify EI providers and services coordinators who are leaders, while making available 
training materials and TA to develop their skills and reliability.  

 
Table E3 below illustrates infrastructure development at the local PRT level from Phase 1 to Phase 3 in terms 
of leadership team development, coach capacity, and full RBI implementation as of 2018. 

 
 

Table E3: Impact of SSIP on Local Level PRT Infrastructure 

 

Phase I  Phase III (Year 3) 

PRTs with Leadership Teams - 6 PRTs with Leadership Teams - 29 

PRTs with RBI Coaches - 16 PRTs with RBI Coaches - 27 

PRTs with HV coaches - 0 PRTs with HV coaches - 11  

PRTs at Full RBEI 

Implementation of all 

three strategies - 0 

PRTs at Full RBEI 

Implementation of all three 

strategies - 7 
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Section F: Anticipated Plans for Next Year 

 
This section describes planned evaluation activities, additional activities to be implemented 
next year, anticipated barriers, and needs for additional supports. 
 

Planned Evaluation Activities 
Planned evaluation activities for Cohorts 1 and 2 will be implemented as described in Section C. 
Table F1 below gives a brief illustration of the planned evaluation activities for the improvement 
strategies during the next year and beyond.  

Table F1: Evaluation Plan for Implementation of Improvement Strategies  

 

Nebraska will continue to work closely with the RDA Stakeholder Committee, the Early 
Childhood Interagency Coordinating Council (ECICC) and the Special Education Advisory 
Council (SEAC) during 2019-2020 as they assist in the continuous evolvement of the SSIP. 
 

Additional Evaluation Activities to be Implemented 
The Co-Leads have contracted with the University of Nebraska to conduct the following evaluation 
studies: 
a) Quality Home Visit Behaviors and Practices: Quantitative description of differences in home visit 

practices between planning regions fully implementing the Getting Ready Approach and those regions 

not yet trained/implementing this approach.  The Co-Leads are seeking this data to (1) determine if full 

implementation of RBI, functional IFSP outcome writing practices, and the Getting Ready approach 

relate to the quality of home visits and (2) guide future training/technical assistance regarding effective 

evidence-based practices.    

Timeline: 2/1/2019-12/31/2019 

b) Parent Self-Efficacy Comparison study:  Nebraska collects federally required family outcome data via the 
NCSEAM survey.  The survey contains a section of questions related to parent self-efficacy.  Quantitative 
data from three PRT groups will be analyzed in order to describe variations of the influence of the 
implementation of the three coherent improvement strategies on parent’s perception of their self-efficacy 
across the following groups:  
 

Strategy Cohort 1 Cohort 2 

RBI 
4th Annual RBI fidelity 

checks 
3rd Annual RBI fidelity 

checks 

Functional Outcomes 
4th  Annual Functional 

IFSP Outcome Review 
3rd Annual Functional 
IFSP Outcome Review 

Routines-Based Home 
Visits 

1st Annual Home Visit 
fidelity checks 

Complete collection of 
Initial Routines-based HV 

Implementation    
Checklists, begin 1st 

fidelity checks 
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i) Cohort 1 at full implementation of all three strategies;  
ii) Cohort 2 at full implementation of the RBI and functional IFSP  outcomes, and partial 

implementation of quality routines-based home visits; and  
iii) Non-cohort PRTs who are at full implementation of the RBI and functional IFSP writing, but 

not yet trained in quality routines-based home visits.   
Timeline: 5/1/2019-10/31/2019 
 

c) Evaluation of Quality Home Visitation in Nebraska : Quantitative description of differences of parent, 
services coordinator, and EI service provider experiences regarding quality of early intervention home 
visits for PRTs implementing the third strategy (Routines-based home visits). This evaluation will focus 
on two research questions:  

1. How do family members and EI service providers describe the influences of the Getting Ready 
framework on:  
(a) establishment of the home visit agenda in partnership with the family,  
(b) identification and practice of strategies within family routines during visits,  
(c) development of action plans to support parents’ use of strategies with their children,  
(d) use of and fidelity to the strategy steps outlined by the action plans in family 

routines/activities with their children between visits,  
(e) parent-provider communication between visits, and  
(f) parent-professional collaborations to monitor child and family progress on IFSP outcomes? 

2.  How do family members and service coordinators describe the influences of the Getting Ready 
framework on: 
(a) establishment of the home visit agenda in partnership with the family,  
(b) development of a home visit plan to support parents’ access to desired services and 

resources,  
(c) implementation of the home visit plan between visits,  
(d) parent-provider communication between visits, and  
(e) parent-professional collaborations to monitor child and family progress on IFSP outcomes? 

Timeline: 2/1/2019 through 12/31/2019 

 

Anticipated Barriers 
To date, the Co-Leads have implemented robust evaluation measures and methodologies in the 
cohort regions. These processes have been manageable for the cohort regions because the state is 
managing them and is contracting with national TA centers to assist in the data collection and 
analysis. However, if the TA Centers do not receive continued federal funding, then Nebraska will 
need to identify new resources/supports to assist us in the SSIP requirements, which will pose 
barriers to our state in sustainability of effective practices.   
 
In addition to compliance monitoring activities, the state leadership team continues to address 
implementation and evaluation barriers for the non-cohort regions via the provision of additional 
TA, training opportunities, and extra resources and funding. It is the intent of the Co-Leads to 
ensure statewide fidelity of the three coherent improvement strategies.  However, these activities 
are taxing on state staff time and funding resources available for implementation and sustainability 
of the coherent improvement strategies and data collection/reporting mechanisms for the entire 
state.  

 
Additional Supports Needed 

The state will continue to utilize OSEP-funded TA Centers, DaSy, ECTA, and IDC in the 
implementation of the SSIP requirements. However, if the TA Centers do not receive continued 
federal funding, then Nebraska will need to identify new resources/supports to assist us in the 
SSIP requirements which will pose additional barriers to our state.  The state will continue our 
collaborative work with Westat and the University of Nebraska higher education system to assist 
us in training, evaluation activities, and data analysis.
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IDEA Part C SSIP

What is the SSIP? What is the SIMR?
The State Systemic 
Improvement Plan (SSIP) is a 
multi-year plan that describes 
how the state will improve 
outcomes for children served 
under IDEA. It is Indicator 11 of 
the state’s State Performance 
Plan (SPP) and part of the 
Results-Driven Accountability 
framework (RDA).

Established a State Leadership Team and 3 Local Planning 
Region Team (PRT)  Leadership Teams (Cohort 1) in 2014

Established 4 additional PRT  Leadership Teams (Cohort 2) in 2015

Increased number of PRT’s at full implementation of the RBI from 3 to 19

All 22 non-cohort PRTs committed to implement the RBI and 
functional child/family-focused IFSP Outcomes

Increased number of families in NE with an IFSP based on the RBI 
as the child/family assessment from 14% to 62%

All PRTs in the state have Leadership Teams

Increased number of child and family outcomes on the IFSP 
across 7 Cohort regions

Established Regional Technical Assistant Providers to assist PRTs

 Cohort regions have received home-visit training and are in HV 
approval process

Established cadre of RBI Coaches to assist with regional 
professional development activities

Development and continuous refinement of evaluation plans

Scaled-up the RBI statewide; all regions actively training and implementing

Included stakeholders and partner agencies in ongoing work

Our Progress

The State Identified Measurable 
Result (SIMR) for Nebraska IDEA 
Part C is:
Increase the number of Infants 
and toddlers who demonstrate 
progress in the acquisition and 
use of knowledge and skills 
(including early language/
communication)      
Indicator 3B Summary Statement 1

Three 
Improvement 

Strategies

• Data analysis
• Infrastructure analysis
• Selection of coherent  
improvement strategies

• Theory of Action

Phase I
2014 - 2015

• Infrastructure 
development

• Support of PRTs’ 
implementation 
of evidence-based 
practices

Phase II
2015 - 2016

• Evaluation of 
progress in 
implementing the 
SSIP

Phase III
2017 - 2020

SSIP Phases
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 Improving Early Intervention Services in Nebraska 

Through a Results-Driven Accountability Process 
 

Executive Summary 

Part C of IDEA (2004) requires that early intervention (EI) teams craft individualized and effective plans to meet the 
needs of infants and toddlers with disabilities and their families. Recommended practices from the Division of Early 
Childhood (DEC; 2014) reiterate the importance of promoting families’ active participation in making decisions regarding 
their priorities and outcomes, as well as the supports and services needed for their children and themselves.   
 
In Nebraska, the Co-Lead Agencies responsible for oversight of EI services are engaged in a multi-year Results- Driven 
Accountability (RDA) process to improve practices used in three areas of need: (a) child and family assessments, (b) 
development of functional IFSP outcomes that align with family-identified priorities, and (c) strengthening of home 
visitation practices to provide EI support within the context of family routines.   
 
Seven planning region teams (PRTs) across the state are participating in a pilot of professional development and 
technical assistance (PD/TA) focusing on evidence-based strategies to address these areas of need. Five of the pilot 
site PRTs agreed to participate in an evaluation of their experiences implementing the first two strategies. This study 
evaluated Strategy 1—the use of Routines-Based Interviews (RBI; McWilliam, 2010) for assessment of child and family 
strengths, needs, and priorities, and Strategy 2—training to use RBI information to develop high-quality, functional IFSP 
outcomes. In addition, information about “business as usual” practices was gathered from three PRTs that had not yet 
received the systematic training in Strategy 1 or 2.  
 
Eighty participants (parents, service providers, services coordinators, and supervisors) from the two groups of PRTs 
were interviewed and thirty de-identified IFSP documents were analyzed to answer the following questions: 
 
1. How have systematic training and support in the two strategies informed IFSP development (e.g., types of IFSP 

outcomes, quality and functionality of IFSP outcomes) and EI service delivery (e.g. frequency/intensity of home 
visits, caregiver use of interventions between visits, professionals’ job satisfaction, family satisfaction with services)? 

2. How do current practices used in pilot PRT sites for child/family assessment, IFSP development, and EI service 
delivery compare to current practices used in non-pilot PRT sites? 

 

Implications of Training and Technical Assistance in Effective Use of RBI for 
Assessment and IFSP Outcome Development 

Selected Quantitative Findings from IFSPs (n = 30) 

The IFSP Outcome Quality Checklist (Bainter & Hankey, 2015) was used to evaluate the number of child and family 
outcomes and the presence of eight quality indicators in the outcomes for de-identified IFSPs randomly selected from 
across the five pilot PRTs (n = 19) and three non-pilot PRTs  (n = 11).  

 Analysis using Hedges’ g yielded independent t-tests comparing the two groups’ number and quality of 
outcomes and effect sizes for these results 

 Universal implementation of RBI for child/family assessment and training in writing high quality outcomes 
resulted in more child and family outcomes identified on IFSPs and higher scores for these three of eight 
IFSP quality indicators: 

o Emphasizes child participation in a routine 

o Includes observable behavior 

o Has criteria for completion that is reasonable and linked to the outcome 
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Selected Qualitative Findings from Pilot Site Participant Interviews (n= 53) 

 

Table 1. Description of IFSP development and EI service delivery after Strategies 1 and 2 of PD/TA are 
implemented 

 
Theme 

 

 
Representative Quotes 

1. What is gained from RBIs 
 
 

 

  
“We started to identify where the entire family was affected [by the 
child’s disability.]”  (Parent) 
 
“Information that in the past we would get from families…over 6 to 8 to 
10 months of developing a relationship…[is] out there in the 
beginning.”  (Service Provider) 
 

2. Fundamental shift toward functional outcomes 
 

 
 

 
Parents articulated measuring success on IFSP outcomes using terms 
such as “number of steps walked,” “number of feedings taken from the 
feeding tube reduced,” “saying 50 words.”  (Parents) 
 

3. What happens in a visit 
 

 
 

 
“Some families, I’ve got both parents down on the floor doing 
something with me to try it out. Others I am pulling teeth to get them to 
answer a question for me or to try it.” (Service Provider)  
 
“They usually just like to help him and we watch.”    
(Parent) 
 
Service providers should use “activity-based interventions, with bursts 
of service to provide more feedback [on a particular skill] in the 
moment.”  (Supervisor) 
 

4. High EI workforce and consumer (family) 
satisfaction 

 
 

 
“I just love that every day is a new day and a new schedule…new 
interactions, new things to think about.”  (Service Provider) 
 
“I’ve been so impressed and pleased with the level of growth that I’ve 
seen in our EI teams…There’s been a buy-in and a commitment to a 
different way of [doing] things.”  (Supervisor) 
 
“My team was great from start to finish. They were able to explain 
things in a way that I would understand.”  (Parent) 
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Selected Qualitative Findings from Non-Pilot Site Participant Interviews (n= 27) 

 

Table 2. Description of “business as usual” practices for IFSP development and EI service delivery  

 
Theme 

 

 
Representative Quotes 

1. Evaluation and assessment practices 
 

 

 
“I would say as much as we can, we try to get [families] to be…an 
actual joint effort…a partner in that process because the better we 
partner together, then, the more meaningful the information is.” 
(Supervisor) 
 
“We rely on [parents] heavily, because they know their child. We’re 
strangers and …sometimes little ones aren’t the most cooperative with 
…people they don’t know.” (Service Provider) 
 

2. Development of IFSP outcomes 
 

 
 

 
“The wording is kind of confusing…but they would break it down [for] 
me.” (Parent) 
 
Parents articulated measuring success on IFSP outcomes using terms 
such as “walking,” “crawling,” “drinking on her own,” “climbing stairs.”  
(Parents) 
 

3. What happens in a visit 
 

 

 
“They also make…me get down on the floor and work with them. So 
they actually show me how to help her.” (Parent) 
 
“They fill out their paperwork and talk with me further…’OK, here’s 
what you should focus on…before the next time I come. Let’s try to 
make this happen.’” (Parent) 
 

4. High EI workforce and consumer (family) 
satisfaction 
 

 

 
“It’s…the satisfaction of working with a family, seeing the growth in the 
children. Seeing the growth in the family. Seeing the family 
participation. (Services Coordinator) 
 
“I honestly have no complaints of the program or the people in the 
program. I wouldn't change it for anything…If it wasn't for their 
program, I think I would be a very frustrated mother.”   (Parent) 
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Summary 

Interviews were conducted with service providers, services coordinators, and supervisors who work in five PRTs 
participating in the pilot initiatives provided by the Co-Lead Agencies and in three PRTs that are non-pilot sites. Parents 
from across these PRTs were interviewed as well. The PRTs provided access to a random sample of de-identified 
IFSPs. A synthesis of the quantitative and qualitative data yielded several key findings when pilot site EI practices were 
compared with “business-as-usual” practices in the non-pilot sites: 
 

 Systematic use of RBI with fidelity and training in functional IFSP outcome writing yielded, on average, more 
and higher quality outcomes in pilot site IFSPs when compared to non-pilot site IFSPs 

 Across all PRTs, participants using RBI reported improved family engagement in home visits  

 EI service delivery practices were more similar than different across pilot and non-pilot sites as evidenced by 
these findings: 

o Upon referral to EI, families are valued as partners in the evaluation and assessment process 
o Families are not typically included in the IFSP decision-making process step regarding who will deliver 

EI services to their child and family 
o Common activities of service providers during home visits include obtaining updates from families, 

modeling strategies, giving suggestions and feedback, and completing documentation of the visit 
o Some key coaching behaviors were not mentioned (e.g., reflection, practice, goal-setting) 
o With the exceptions of meal times and play times, families are rarely coached to practice a strategy with 

their child in the context of a family routine 
o Data collection regarding family implementation of strategies “between home visits” was not mentioned 

 Higher quality IFSPs are not sufficient in and of themselves to ensure use of routines-based interventions during 
home visits  
 

Recommendations 

 The efficacy of the PD/TA efforts for the first two RDA strategies is supported by the results of this study. The 
Co-Lead Agencies are encouraged to proceed with plans for widespread, systematic dissemination of this 
training and technical assistance across all Nebraska PRTs.   
 

 An essential goal of EI is to build families’ competence and confidence in advocating for their children. More 
transparency and inclusion of families in the IFSP team decision-making process regarding selection of a 
primary service provider and establishment of length/frequency of home visits is warranted. Professionals may 
be able to set the stage for parent engagement for such decisions by providing more information to families 
about various team members’ areas of expertise, how team members collaborate and coach each other across 
developmental domains, what options for service delivery might complement the family’s desired outcomes, and 
what other families with similar priorities have done. This may, admittedly, require even more time for outreach 
and communication with families during what professionals experience as an already tight timeline.  

 

 Consider providing professional development to service providers for emphasizing discussion and practice of 
interventions during home visits within the routines that have been identified in children’s and families’ written 
IFSP outcomes. Coaching families within these routines would re-focus teams on parent priorities and tighten 
connections for the adult learners between a strategy that is proposed and the effective, on-going use of the 
strategy. 
 

 Service providers trained in the first two RDA strategies are quite comfortable collaborating with families to 
develop high-quality, functional IFSP goals. It is less apparent that they conduct ongoing progress monitoring, 
that is, collect data regarding child/family progress toward achieving IFSP outcomes. Next steps may include 
professional development to increase frequent and on-going progress monitoring. In particular, providers would 
benefit from a set of strategies for engaging family members in observing their children and documenting 
progress. 

 
The full report may be found at:    http://edn.ne.gov/cms/results-driven-accountability 
 
This study was funded by a contract with the Nebraska Department of Education: MavGrant Form ID #1486. 
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Abstract 

This study utilized a convergent parallel mixed method design to evaluate Early Intervention (EI) 

teams’ use of Routines-Based Interviews (RBI) to improve child/family assessment and writing 

of functional IFSP outcomes that align with family-identified priorities. Professional 

development and technical assistance in two evidence-based strategies were implemented in 

seven pilot Planning Region Teams (PRTs) across Nebraska as part of the Early Intervention Co-

Lead Agencies’ Results-Driven Accountability efforts. Five of the pilot PRTs agreed to join the 

study. Three non-pilot PRTs participated to provide information about “business as usual” EI 

practices. Eighty participants (parents, EI service providers, services coordinators, and 

supervisors) were interviewed. Thirty IFSP documents were analyzed. A synthesis of qualitative 

and quantitative results yielded several key findings: (a) professional development and technical 

assistance resulted in more and higher quality outcomes on pilot site IFSPs when compared to 

non-pilot site IFSPs; (b) many EI service delivery practices were more similar than different 

across pilot and non-pilot PRTs; (c) when teams use an RBI families become deeply engaged in 

the assessment process which is linked to active participation in home visits, however, they are 

typically not included in the decision-making process regarding who will deliver EI services to 

their child and family, and (d) coaching family use of strategies within the context of a variety of 

routines occurs inconsistently during home visits across pilot and non-pilot PRTs. 

Recommendations for state agency and PRT leaders are provided. 
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Improving Early Intervention Services in Nebraska Through a 

 Results-Driven Accountability Process 

Part C of the Individuals with Disabilities Education Improvement Act (IDEA) of 2004 

requires that early intervention teams craft individualized and effective plans to meet the needs 

of young children with special needs and their families (Küpper, 2012). The newly updated 

Recommended Practices in Early Intervention/Early Childhood Special Education (Division of 

Early Childhood [DEC], 2014) reiterate the importance of promoting families’ active 

participation in making decisions regarding goals, supports, and the services needed for their 

children and themselves. Specifically, early interventionists are reminded of the importance of 

embracing a set of family-centered (F1, F3) and capacity-building practices (F5, F6) that lead to 

family-professional collaboration (F4, F7) aimed at developing an effective Individualized 

Family Service Plan (IFSP) to help families achieve their goals.  

Many early intervention (EI) teams, however, struggle to follow a process that results in 

systematically meeting the spirit of IDEA Part C or these recommended practices for families of 

children with special needs (McWilliam, 2010). Required by the U.S. Department of Education, 

the Nebraska Co-Lead Agencies responsible for oversight of EI services across the state are 

engaged in a multi-year Results-Driven Accountability (RDA) process to improve practices used 

with and outcomes for infants and toddlers with disabilities and their families. The focus of the 

RDA process has been on the implementation of evidence-based strategies for three areas of 

need: (a) child and family assessments, (b) development of functional IFSP outcomes that align 

with family –identified priorities, and (c) strengthening of home visitation practices to provide 

early intervention support within the context of family routines (Nebraska Early Development 

Network, 2013). 
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Currently, seven planning region teams (PRTs) across the state are participating in a pilot 

study of professional development and technical assistance focusing on evidence-based strategies 

that address the above areas of need. Strategies include the use of Routines-Based Interviews 

(RBI) [McWilliam, 2010] for assessment of child and family needs and priorities, as well as 

development of functional IFSP outcomes, and the use of the Getting Ready (Sheridan, Marvin, 

Knoche, & Edwards, 2008) framework for quality routines-based home visits. Thus far, 

professional development and technical assistance have been rolled out in phases that address the 

first two areas of need described above. Extensive training and support has been provided in the 

pilot sites for: Strategy 1—use of RBI with fidelity for child/family assessment, and Strategy 2—

development of high quality functional IFSP outcomes (e.g., goals or targets for growth).  

Preliminary analysis of a sample of RBI fidelity checklists and IFSPs generated by three 

of the pilot sites has indicated an acceptable level of initial and on-going fidelity in the 

implementation of RBI for assessment of child and family needs and priorities (Nebraska 

Departments of Education and Health and Human Services [NDE/NDHHS], 2016). This analysis 

also indicated an increased mean number of quality child and family outcomes, as scored on the 

IFSP Outcome Quality Checklist (Bainter & Hankey, 2015), on IFSPs developed by these three 

pilot site teams compared to baseline data (NDE/NDHHS, 2016). What is not clear, however, is 

how participants from PRT pilot sites now experience the assessment, IFSP development, and 

service delivery process, and whether or not those experiences are qualitatively distinctive from 

participants in non-pilot PRT sites, where “business-as-usual” practices are employed. 

The purpose of this research study was to evaluate the practices of professionals and 

experiences of families in pilot site PRTs after systematic training in and implementation of 

Strategy 1—use of RBI for assessment of child and family strengths, needs, and priorities; and 
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Strategy 2—use of RBI information to develop high-quality, functional IFSP outcomes. In 

addition, information about “business as usual” practices was gathered from three PRTs that had 

not yet received the systematic training in Strategy 1 or 2.  

A better understanding of how these systematic training and support efforts have 

influenced IFSP development and the EI service delivery process would guide the Co-Lead 

Agencies in scaling up effective practices across the state and identifying additional areas of 

need for professional development and technical assistance.  

The study addressed the following research questions: 

1. How have systematic training and support in the two strategies informed IFSP development 

(e.g., types of IFSP outcomes, quality and functionality of IFSP outcomes) and EI service 

delivery (e.g. “dosage” of EI—frequency/intensity of home visits and caregiver use of 

interventions between visits, professionals’ job satisfaction, families’ satisfaction with 

services) in the pilot PRT sites? 

2. How do current practices used in pilot PRT sites for child/family assessment, IFSP 

development, and EI service delivery compare to current practices used in non-pilot PRT 

sites? 

Literature Review  

Assessment in EI. The RBI (McWilliam, 2010) has garnered support as an evidence-

based strategy for ecological assessment of both child and family strengths and needs. When 

implemented with fidelity, families are prompted to share detailed information about daily 

routines with their child, including expectations for the child’s participation and social 

interactions in that routine, as well as the families’ level of satisfaction with how that routine is 

working within their family-life context. This assessment leads directly to the generation of IFSP 
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goal or outcome statements. Typically, a list of 6 or more family priorities are identified along 

with the regular routines, contexts, and family members available to provide support for children 

to obtain and practice skills. Use of the RBI for development of IFSPs has been found to result in 

(a) greater family satisfaction with the process of creating IFSPs, (b) a larger number of 

outcomes developed by the IFSP teams, and (c) outcomes that were more functional in nature 

than those generated in a “business as usual” approach (McWilliam, Casey, & Sims, 2009). 

Effective assessment of child/family needs and priorities has the potential to provide essential 

information to EI teams regarding the “dosage” of services and supports each child/family would 

need to meet the outcomes most valued by the family.  

Optimal “dosage” of EI services. Generally, the concept of “dosage” is drawn from the 

fields of medicine and pharmacology wherein the term refers to amount and/or frequency of 

treatment. EI services are not, however, tangible, easily quantifiable objects such as medicines. 

Educational scholars have advocated describing dosage parameters, such as the form, frequency, 

duration, and delivery mechanism of interventions, as a helpful means for accurately portraying 

the treatment intensity of educational interventions (Parker-McGowan et al., 2014; Warren, Fey, 

& Yoder, 2007). Bagnato, Suen, and Fevola (2011) proposed a definition of “dosage” in EI 

services as the “amount of time that an individual child must engage and participate in an early 

childhood intervention program or service to show measurable functional progress” (p. 119). 

This definition recognizes that “dosage” captures more than just number of hours or days of 

service provided. The essential learning activities that occur within and between those service 

contacts must happen with appropriate frequency, focus, and intensity for families and children, 

resulting in meaningful growth for the participants.  
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Shelden and Rush (2001) report that EI that supports early learning experiences in 

children’s homes with their usual caregivers yields significant improvements in developmental 

skills for many children with a range of abilities, environmental risk factors, and/or diagnoses. 

Thus, a renewed focus on children’s needed experiences and supports, driven by consideration of 

families’ strengths and priorities for the children, as well as available professional expertise may 

appropriately guide decisions about dosage of EI programs.  

EI teams aim to encourage children’s care providers to weave into the fabric of their 

everyday lives rich, interesting, and engaging learning opportunities. Everyday experiences 

become development-instigating learning opportunities (Dunst et al., 2001) when they promote 

children’s exploration of their environments and practice toward competence. In addition to 

having stimulating home experiences, the responsiveness of caregivers can enhance children’s 

development, and contingent reinforcement of children’s social initiations often prompts their 

learning and generalization. It is not enough, therefore, for an EI service provider to just visit a 

home or visit frequently. Rather, optimization of natural learning environments and 

empowerment of caregivers as supports and first teachers of their children must occur. A 

multitude of potential opportunities for children’s learning occur between visits from the service 

provider. 

Team members charged with developing quality Individualized Family Service Plans 

(IFSPs), must think deeply about the family characteristics that shape parents’ abilities to provide 

such learning environments for children with disabilities (Turnbull, Turnbull, Erwin, Soodak, & 

Shogren, 2011), as well as the configuration of resources offered by the EI program to support 

and assist the families and children (Shelden & Rush, 2010). Family characteristics drive the 

outcomes chosen and possibly the strategies used in EI, while a well-designed set of program 
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supports and services can be assembled to address the appropriate dosage of services for the 

desired outcomes. Teams need to consider (a) traits of the adult learners in the home, (b) social 

and cultural factors that influence effective EI practices, (c) what is needed to nurture parent-

professional partnerships, and (d) how to best match the strengths of EI providers to the needs of 

individual families and children. Conducting an RBI early in a relationship with referred 

families, has the potential to uncover rich detail about caregiver traits, family contexts, and 

environmental factors that could be tapped to plan meaningful IFSPs and design successful 

interventions for young children with disabilities and their families.  

Parent-professional partnerships. The development of successful partnerships between 

family members and service providers is essential for an effective dosage of EI to occur. 

Implementation of the RBI process in the assessment phase allows teams to establish from the 

outset that the family voice is highly valued and that this will be a parent-professional 

partnership moving forward. 

Families appreciate strength-based, family-centered approaches to services (Dunst, Boyd, 

Trivette, & Hamby, 2002; Paulsell, Boller, Hallgren, & Esposito, 2010). DEC Recommended 

Practices (2014) define family-centered services as “practices that treat families with dignity and 

respect; are individualized, flexible, and responsive to each family’s unique circumstances; 

provide family members complete and unbiased information to make informed decisions; and 

involve family members in acting on choices to strengthen child, parent, and family functioning” 

(p. 9).  

Studies have shown that the quality of relationships between family members and home 

visitors influences parents’ effectiveness in caring for children, the quality of family engagement 

in home visiting programs, as well as developmental outcomes for children (Paulsell et al., 2010; 
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Knoche et al., 2012). Furthermore, the “parent’s level of engagement in intervention activities 

has been found to relate to…use of the strategies between home visits (Peterson, Luze, 

Eshbaugh, Jeon, & Kantz, 2007, p. 121). This utilization of strategies with children within 

children’s natural environments and daily routines provides the “dosage” of needed intervention 

that brings about meaningful, functional improvements for children.  

Provider and program strengths. EI teams are composed of individual professionals 

with varied backgrounds, experiences, strengths, and areas of interest. Members with greater 

skill and confidence may more efficiently effect changes than novice, less confident 

practitioners. Teams need to consider the unique skill sets each service provider possesses when 

planning supports for particular families.  

In addition, there are a number of program variables that have been described in the 

literature as fundamental to EI’s mission of effectively supporting families to maximize the 

development of young children with disabilities. Programs that embrace capacity-building help-

giving and family-systems interventions have been found to have direct effects on parent self-

efficacy and well-being, which in turn have indirect effects on parent-child interactions and child 

development outcomes (Trivette, Dunst, & Hamby, 2010). Efforts should be made to maximize 

the percentage of time within home visits that is devoted to supporting dyadic, parent-child 

interactions (McCollum & Yates, 1994). Parent-child engagement has a powerful effect on child 

outcomes, but researchers have found that service providers do not spend as much time 

prompting effective parent-child interactions during home visits as they think they do (Basu, 

Salisbury, & Thorkildsen, 2010; Peterson et al., 2007). Finally, programs emphasizing a strong 

assessment system yield positive outcomes for children. Effective assessment occurs when 

programs have systems in place to collect data that would inform decision-making, document the 
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practice of parent- and provider-developed strategies, and demonstrate planning for learning 

opportunities (Bernheimer & Keogh, 1995; McWilliam et al., 2009; Sheridan, Clarke, Knoche, & 

Edwards, 2006). Such systematic procedures for planning and delivering support and collecting 

data about the effectiveness of the supports enhance the ability of IFSP teams to determine 

whether or not the “dosage” of service provided is appropriate, effective, and leading to positive 

child and family outcomes.  

Method 

A convergent parallel mixed methods design was utilized for this study (Creswell & 

Plano Clark, 2011; Morse, 1991). Complementary quantitative and qualitative data on the topic 

of interest was gathered and analyzed from multiple sources for two groups—pilot PRTs (n = 5) 

and non-pilot PRTs (n = 3). In particular, in keeping with the parallel-databases variant of the 

convergent design, the quantitative and qualitative data gathered about this topic were 

independently collected and analyzed (Creswell & Plano Clark, 2011). There was a point of 

mixing when each group’s quantitative and qualitative results were integrated to provide a thick, 

rich description of that particular group. Finally, a cross-group analysis of pilot- and non-pilot 

site findings illuminates the similarities and differences between these groups, as well as 

generalizations about “what was learned” (Creswell, 2013) from this exploration of PRTs that 

have and have not experienced intensive professional development and technical assistance to 

utilize the RBI process for assessment and to write high-quality, functional IFSP outcomes.  

There were three data sources. Interviews were conducted with selected EI supervisors, 

services coordinators, EI service providers, and family members. Throughout the remainder of 

this document services coordinators and early interventionists are referred to as “service 

providers.” A representative sample of de-identified IFSPs was obtained through a partnership 
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with the PRTs and Co-Lead Agencies. In addition, the state-wide CONNECT data system 

provided information regarding the number of infants/toddlers referred to and verified for EI 

services by each PRT. 

Reflexivity of the Researcher  

The principal investigator has experience as an early childhood special educator in the 

field of school psychology and has received training in and used RBI. In addition, the 

investigator is interested in the measurement and impact of “dosage” in EI services. 

Philosophically, the strategies proposed by the Nebraska RDA process seemed to provide an 

interesting framework for investigating improvements in EI service delivery and learning more 

about what is occurring with “dosage” of EI across Nebraska at this time. The researcher’s past 

personal experiences with similar PRT participants were set aside or “bracketed” (Moustakas, 

1994), so that the voices of these participants could emerge. 

Setting and Participants 

 The setting for this study was eight of the 29 PRTs that exist in the state of Nebraska. 

These PRTs varied in size, serving rural, suburban, and urban communities across the state. 

Within each PRT, there is a structure in place to assess infants and toddlers who are referred and 

provide EI and service coordination to young children identified with developmental delays or 

disabilities and their families. Personnel within these structures typically include services 

coordinators and their supervisors, EI or special education administrators or supervisors, and EI 

service providers (e.g., early childhood special educators, speech/language therapists, 

occupational therapists, physical therapists, and others). Families of children with verified 

disabilities or developmental delays are key partners in EI services, and thus, a representative 

sample of family members participated in the study as well. Five of these PRTs (#1, 4, 18, 22, 
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and 27) had participated in the pilot roll out of evidence-based practices to improve child and 

family outcomes—receiving systematic, intensive professional development and technical 

assistance in Strategies 1 and 2—when this study was completed. Three of the PRTs (#2, 6, and 

15) had not yet received systematic planning-region wide training in the practices, although some 

practitioners in these regions had previous completed trainings offered across the state. 

Procedure 

 Data collection. Three sources of data were collected and analyzed for this study. 

Consideration of multiple data forms allowed the research team to triangulate, and thus validate, 

findings about the PRTs’ EI practices (Yin, 1989). 

Interviews. Within each PRT, a purposeful sample of participants were selected to reveal 

different perspectives of the topics of interest identified in this study (Creswell, 2013). Services 

coordinator supervisors, EI administrators, early interventionists, services coordinators, and 

family members were asked to participate in internet (via Zoom) or face-to-face interviews with 

a member of the research team. For the five pilot PRTs, a total of 22 family members, 19 service 

providers, and 12 supervisors/administrators were interviewed. For the three non-pilot PRTs, a 

total of 8 family members, 11 service providers, and 8 supervisors/administrators were 

interviewed. Interviews lasted 30 – 45 minutes and were audio-recorded and transcribed. To 

protect the participants’ confidentiality, each interview participant was assigned a numerical 

identifier and any personally identifying information was stored in a locked file cabinet 

separately from the data.  

 Two interview protocols were utilized—one for PRT professionals and one for families 

(see Appendix A). Questions probed the experiences of these participants with child/family 

assessment, development of IFSP outcomes, planning of services during IFSP development, 
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home visit practices, and subsequent satisfaction with services and child/family outcomes. 

IFSP documents. A random sample of 30 IFSPs from reported years 2015- 2016 and 

2016- 2017 from across the eight PRTs were obtained from the regions by the Co-Lead 

Agencies. Personal identifying information, such a children’s names and birthdates, social 

security numbers, parents’ names, addresses, and phone numbers, and service provider names 

were removed from the documents. The documents were identified with a numerical identifier. 

Each document indicated the PRT from which it was obtained, the outcomes written by the team, 

the type and amount of services to be provided, and the job title of the service provider(s) (e.g., 

early childhood special educator, speech/language pathologist, physical therapist, occupational 

therapist). A data collection protocol (Stake, 2006) was developed to provide for systematic 

review of these archival documents (see Appendix B). Data collected from the IFSPs included 

descriptive information such as number of child and family outcomes, frequency of home visits 

planned, length of home visits planned, and role(s) of the service provider(s) assigned to deliver 

the supports.  

In addition, the IFSP Outcome Quality Checklist (Bainter & Hankey, 2015) found in 

Appendix C was utilized to analyze and describe the quality of the outcomes found in these 

IFSPs. This checklist is a modified version of McWilliam’s Goal Functionality Scale III (2009). 

The developers of the modified checklist scored the sample of IFSPs and these results were 

shared with the research team.  

Statewide CONNECT data. The Co-Lead agencies collect yearly data on the number of 

infants/toddlers referred to and verified for EI services by each PRT in Nebraska through the 

CONNECT system. These numbers are then converted to provide the percentage of 

infant/toddler referrals that are subsequently verified for EI services by PRT. The percentages for 
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the eight PRTs were obtained from the CONNECT system for the reporting years 2013- 2014 

and 2016- 2017, as these represented a year prior to the pilot sites’ formal training in Strategies 1 

and 2 and a year after pilot site training in the two strategies was completed. 

Data analysis. A basic qualitative approach (Merriam, 2009) was utilized to analyze 

interview data. The pilot PRT data was analyzed first, then the non-pilot PRT data. This allowed 

the research team to independently describe and understand how each group’s participants 

experienced the process of assessing child/family needs and priorities, developing IFSPs, and 

implementing planned services and supports.  

Interview transcripts from the pilot PRTs were uploaded to MAXQDA (Kuckartz, 2007) 

software for data storage and organization, efficient coding, and thematic development. Members 

of the research team performed a constant comparative method of analysis (Merriam, 2009). In 

an iterative and inductive process, transcripts were read, and meaningful segments of the text 

identified and labeled with initial codes by two independent coders. Coders then compared their 

respective identified codes and reached consensus on these. Next, categories of codes were 

aggregated to identify patterns or establish themes. Links between themes were documented, 

with an aim of developing a thick, rich description of the pilot PRT participants’ experiences. 

A similar procedure was used for the non-pilot PRT interview transcripts, however, the 

coding system from the first group offered a set of a priori codes that were used when coding the 

non-pilot PRT transcripts. In addition, other segments of interest emerged and were assigned 

new codes. The researchers compared the new assignment of codes and came to consensus when 

in disagreement.  

Quantitative data analysis approaches were utilized for the CONNECT data and IFSP 

documents. The CONNECT system provided the percentages of infant/toddler referrals who 
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were subsequently found eligible for EI for the year prior to trainings and the year during which 

the new practices were implemented in the pilot PRTs. Data collected from the IFSPs provided 

descriptive information such as number and quality ratings of child and family outcomes, 

frequency of home visits planned, length of home visits planned, and role(s) of the service 

provider(s) assigned to deliver the home visits.  

 Validation and reliability strategies. Several strategies were implemented in an effort to 

ensure the credibility, integrity, and stability of study findings. First, analysis of multiple sources 

of data provided an opportunity to triangulate data and corroborate evidence (Merriam, 2009.) 

Next, rigorous strategies were applied to ensure the integrity of the qualitative results. At least 

two coders independently coded the interview data, compared identified segments, and resolved 

differences through consensus, bringing interrater agreement to the process of coding and 

thematic development (Armstrong, Gosling, Weinman, & Marteau, 1997). In addition, 

preliminary findings from the pilot PRTs were shared with some participants and other interested 

persons at the annual state Part C stakeholder group meeting and feedback was requested 

regarding the accuracy of the findings. This member check is considered by some scholars to be 

“the most critical technique for establishing credibility” of qualitative findings (Lincoln & Guba, 

1985, p. 314).  

 Limitations. A number of limitations are inherent with any mixed method convergent 

design (Creswell & Plano Clark, 2011). From the standpoint of qualitative approaches, it is not 

possible to interview all participants, and those who may feel marginalized by the processes used 

by the PRTs may, in particular, be difficult to access for interviews. In addition, the information 

provided by the interviews is self-reported. These factors limit the generalizability of these 

findings. This study is designed to minimize this limitation by utilizing purposeful sampling to 
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ensure a wide variety of participant roles are represented in the interviews and random sampling 

to collect quantitative IFSP data, thereby ensuring that a representative group of children and 

families are analyzed in this study. In addition, the use of multiple data sources allows for 

triangulation of evidence, thus controlling for researcher bias.  

Results 

 A thick, rich depiction of the EI service process experienced by families, service 

providers, services coordinators, and supervisors/administrators was derived from analysis of 

interviews conducted with purposefully sampled members of the five pilot site PRTs and three 

non-pilot site PRTs. Descriptive data collected from randomly selected IFSPs completed in these 

PRTs, and information gleaned from the CONNECT system examines additional facets of the 

process. These results are summarized below.  

Qualitative Findings  

Pilot PRTs. Twenty-two parents from 19 different families participated in interviews. 

These parents (average age = 31 years) had a total of 21 children (average age = 28.5 months) 

receiving EI services. Thirty-one professionals (average age = 44.5 years) were also interviewed. 

Demographic characteristics of the parents, children, and professionals are found in Table 1.  

Table 1  

Pilot Site Interview Participant Demographic Data 

 Parents 

(n = 22  

in 19 families) 

Children 

(n = 21  

in 19 families) 

 

Professionals 

(n = 31) 

Age x = 31.09 years 

SD = 6.84 

x = 28.52 months 

SD = 8.86 

x = 44.52 years 

SD = 11.01 

Gender 

Male 13.64% 71.43%  6.45% 
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Female 86.36% 28.57% 93.55% 

Ethnicity 

Hispanic  4.54% 19.05% --- 

Non-Hispanic 95.45% 80.95% 100.00% 

Race 

Black/AA ---  4.76% --- 

American Indian  9.09%  9.52% --- 

Asian --- --- --- 

Caucasian/White 72.73% 71.43% 100.00% 

Native Hawaiian/Pacific 

Islander 

--- --- --- 

Two or more races 18.18% 14.29% --- 

Language(s) Spoken by Child    

English  95.24%  

Spanish   4.76%  

Other  14.29%  

Language(s) Spoken to Child in Home     

English 100.00%  100.00% 

Spanish  4.54%  --- 

Other  13.64%   9.68% 

Marital Status    

Married 50.00%   

Divorced 22.73%   

Single, Never Married 18.18%   
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Separated ---   

Widowed ---   

With partner, not married   9.09%   

Highest Level of Education Completed    

Less than high school ---  --- 

High school/GED 18.18%  --- 

Some training beyond HS but 

not a degree 

36.36%   3.23% 

Two-year degree 13.64%  --- 

Four-year degree 18.18%  16.13% 

Graduate degree 13.64%  80.65% 

Years Employed in Current Position   x= 12.06 years 

SD = 10.69 

Years Employed in Early Childhood 

(Birth – Age 8) 

  x= 16.44 years 

SD = 11.94 

 

 Four broad categories of findings emerged from the qualitative data. Each category is 

represented by a number of themes. The categories include (a) assessment of family and child 

priorities and concerns, (b) development of IFSP outcomes, (c) planning and delivery of EI 

services, and (d) EI workforce and consumer satisfaction.  

Assessment of family/child priorities and concerns. Initial professional development 

efforts in the pilot site PRTs focused on training the use of Routines-Based Interviews to fidelity 

as an integral addition to the practices previously used by EI teams to assess and evaluate 

family/child strengths and needs, priorities and concerns, as well as child eligibility for EI 

services. Five themes emerged from the data collected in these PRTs regarding the assessment 

and evaluation practices.  
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Theme 1: What is gained from RBIs. Participants identified several profound impacts of 

the use of RBI. They report that adherence to family-centered practices is improved. Service 

providers said the process was “better for families” and “more family-driven.” Service providers 

described getting a deeper look at family life, a family’s priorities, and the challenges faced by 

families that ultimately resulted in driving the creation of outcome statements for the IFSP. One 

provider said:  

As far as the routines-based interview part where we are actually doing the 

assessment, [families are] really just telling their story and I feel like we're basically 

just documenting it. I mean, we might sort of guide the interview through their day, 

but really once we get them started on… what their day looks like, most of them will 

just sit and tell you their story, what their day looks like and what they do with their 

children and how that involves… their interaction. 

Families and professionals described the in-depth RBI as quickly building a “foundation” for the 

parent-professional relationship. A service provider explained:  

It's just been surprising to me how much people are willing to share for the most 

part…Information that in the past we would get from families, but maybe over 6 to 8 to 

10 months of developing a relationship… [is] out there in the beginning.  

 Detailed RBI information provided preliminary insight to EI service providers and 

supervisors about the supports needed by families to achieve their prioritized outcomes. This was 

reportedly linked to team decisions about types and frequency of services. There were, however, 

infrequent reports of services/frequency decisions being made by administrators.  
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Finally, EI service providers report an ability to glean information to complete 

standardized tools for verification purposes in the course of the RBI interview. This eliminates 

duplication of questions for families in this process. 

 Theme 2: Family perspectives of RBI. None of the family members in this study used 

the term “Routines-Based Interview” to identify the process they experienced in their 

introduction to EI. Almost all, however, used wording that would apply to this procedure in 

describing their experiences. Family members used terms such as, “interview,” “in-depth 

questions,” “lengthy conversation,” and “thorough look at our day.” One mother stated that by 

walking through the family’s daily routines in this detailed manner, she “started to identify 

where the entire family was affected” by the child’s disability.  

 Theme 3: Professionals’ perspectives of RBI. The wording used by the professionals to 

describe the RBI also sheds light on their experiences using it with families: “conversation,” 

“detail,” “structured,” “intensive,” “personal questions,” “family-led,” “pleased with how it’s 

worked,” “has helped (families) feel more involved,” and “we have better (family) 

participation.” A participant stated that she, along with her colleagues, have been “gung-ho” in 

their commitment to implementation of the RBI practice. Another service provider noted this 

change in the assessment process due to the addition of the RBI: 

The number one thing that is going on in that interview is to really get to know the 

families. I feel like it's really beneficial. I feel like I've really gotten to know families and 

their routines so much better than the way we used to do it.  

Several participants expressed that the “boot camp” training format, with the 

opportunities to see an RBI modeled and practice doing the interview with real families was 

beneficial, though intense. 
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Most EI teams would like the family’s eventual primary service provider (PSP) to be 

involved in the RBI with the family as the interview is so instrumental in laying the foundation 

of future family-professional partnerships. This does not, however, always play out as most 

teams’ ultimate selection of PSPs happens later during the IFSP planning process.  

Some districts within the pilot site PRTs have adopted the practice of utilizing an RBI 

with nearly 100% of families referred to their EI teams. Such widespread use speaks to the value 

these teams find in gathering the detailed information from the RBI for purposes of making valid 

decisions regarding a child’s eligibility for EI and for offering the family relevant 

recommendations should a child not qualify. On the other hand, the time and personnel needed to 

complete and report on an RBI can result in a strain on the already-stretched resources of some 

EI teams.  

 Theme 4: Challenges of the assessment process. Participants identified a number of 

challenges related to the assessment process. Scheduling conflicts arise among professionals on 

the teams, as well as when professionals attempt to mesh with family calendars. In particular, 

finishing the assessment and IFSP planning within the 45- day mandated timeline was the most 

frequently reported challenge. With the adoption of RBI, professionals report needing more time 

to incorporate the practice into the assessment process as well as complete written reports on the 

RBI results for the multidisciplinary team and/or IFSP documents. One service provider shared 

this issue with rescheduling with families:  

So we have to set another meeting, and sometimes, depending on schedules, that's the 

biggest problem. You've got all these peoples’ schedules that you need to work with. 

You’ve got to get your LEA [school district representative]. You have to have the 

provider, the services coordinator, at the bare minimum to attend… Sometimes just 
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coordinating those schedules makes you…bump [the meeting] out further and that's the 

part I hate the most.  

 Professionals described the completion of an RBI as requiring a great deal of emotional 

energy, both for themselves and for family members. (It should be noted that family members 

interviewed for this project did not describe this phenomena.) In addition, some professionals 

reported conducting two RBIs in one day, a particularly tiring experience.  

   Team members report struggling to conduct RBIs with fidelity when cultural or language 

differences exist between the professionals and family members. It is, for example, particularly 

challenging and time intensive to gather detailed information about each routine of a family’s 

day when working through an interpreter. One service provider said that since interpreters are 

not familiar with the tool, information may not be accurately conveyed to families or short-cuts 

may be used by the interpreter: “It’s very difficult to deal with an interpreter…considering the 

interpreters [aren’t] always relaying our questions word for word, maybe summarizing…It just 

doesn't flow the best in some of those situations.” Another scenario that poses challenges is when 

children are in foster care. Teams focus supports on biological family members who may, at that 

time, have limited contact with their children and that contact may occur in neutral sites as 

opposed to home environments. Discussing usual routines under these conditions may not relate 

closely to the family’s current experiences.  

 A final challenge described by professionals was that of keeping up with state-level 

expectations for the assessment process. Typically, changes or recommended practices are 

conveyed to school district administrators, who are then tasked to communicate the information 

to service providers. Participants reported variability in how well local administrators 

communicated this information to them. One supervisor said, “It's good to have those 
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conversations with NDE [Nebraska Department of Education], but sometimes you forget to tell 

the people in the trenches.”  

Theme 5: Suggestions for improvement of the assessment process. Primarily, 

suggestions for improvement of the assessment process involved support for families’ orientation 

to the process. The multiple steps and variety of personnel that families encounter create a 

complex procedure that is completely foreign to most families. Various forms of “education” 

about this process were suggested by parents, for example, providing written materials 

explaining the process for families to read or connecting parents with other parents who have 

been through the process. Professionals acknowledged that stronger efforts to explain the process 

and ensure parents’ understanding were often needed: “I feel like it might be helpful to have 

another way of walking [families] through the process…and I think if we could find a way to 

better communicate that to them, that would be helpful.” 

Finally, adaptations to the intake forms that are developed and used at a local level have 

not always kept pace with changes that have come about to the assessment process. For example, 

prior to the widespread use of RBI, services coordinators explored family concerns about 

referred children’s functioning within the home environment. Now, this is systematically 

discussed in detail through the RBI. Revision of the intake forms would prevent duplicating 

questions asked of families.  

Development of IFSP outcomes. The second round of professional development efforts 

for the pilot site PRTs addressed utilizing information gained from the RBI to prioritize and 

write functional and measurable IFSP outcomes. Five themes around IFSP development 

practices emerged from the interview data. 
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Theme 1: Fundamental shift toward functional outcomes. Professionals identified 

essential changes in this process that resulted in outcomes expressed in the words of parents and 

related to functional, everyday routines and activities. The outcomes also improved in 

measurability. Practitioners who had caseloads of preschool and school-age children stated that 

they could envision this format for writing outcomes being useful for children “up to age 8” or 

“to age 21.”  

Occasionally, parents needed a model or example of a way to measure their child’s 

progress toward a desired outcome, but most reported soon catching on to this practice. Many 

parents readily and accurately described setting the measurement criteria for their children’s 

outcomes. Parents articulated measuring success using the following terms: “distance walked,” 

“number of steps walked,” “number of feedings taken from the feeding tube reduced,” “number 

of times he crawls with his head up off the floor throughout a week,” “percentage of time he sits 

by himself without falling over,” “saying 50 words,” and “having under three (toileting) 

accidents a day.” These criteria represented skills families found to be easily observed and 

measured across the routine activities of everyday life.  

Theme 2: Influence of family culture on priorities. In the context of a family systems 

framework, culture may be defined as “the foundational values and beliefs that set the standards 

for how people perceive, interpret, and behave within their family, school, and community” 

(Turnbull et al., 2011, p. 8.) As a result of completing the in-depth RBI interview, service 

providers expressed having a deeper understanding of family culture and how this influenced a 

family’s priorities in choosing particular IFSP outcomes. One professional said she was able to 

“see where a family was coming from” in choices made regarding what to work on first. Another 

professional explained: “We have a lot more variety of culture(s) and background(s) in our 
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district than we used to…Some of (them) lean (toward) different priorities.” She now reports a 

better understanding of “why some things are not as important as other things (to a particular 

family).” 

Theme 3: Family perspectives on IFSP outcome development. When asked how they 

determined what outcomes were priorities for their plans, parents said, “We told them what we 

wanted to work on,” and “The main focus of his struggle led to a goal.” A number of parents 

described the development of the IFSP outcomes as a “collaborative” effort with the providers. 

Several relayed the series of questions providers often used to help guide the process—what 

specifically would you like to see your child doing? What are some routines or activities where 

he/she could work on that? What will it look like when he/she can do it? 

While families valued the opportunity provided through the RBI to share detailed 

information about daily family life, some desired more guidance with regard to prioritizing 

outcomes. Some were unsure of the best way to tackle the numerous areas of concern identified 

in the RBI. A parent explained how members of her team supported her prioritization of 

outcomes: “They… just help me organize what's more important… like priorities… because I 

might be stressed out about something but they usually have an insight about what I should 

figure out first, and what order I should do it so that it doesn't stress me out too much.”  

Theme 4: Professional perspectives on IFSP outcome development. Service providers 

described their roles in IFSP outcome development as sources of guidance to families. They 

shared that they “asked parents questions” to identify routines and measurement criteria for the 

outcome, offered “choices or suggestions” if parents were unable to articulate these components 

on their own, and helped families “be specific.” One provider mentioned that different families 

needed “different levels of support” in the outcome-writing process.  
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A number of administrators expressed the view that service providers devised the 

outcomes ahead of IFSP meetings and then took these outcomes to families for review and input. 

This did not, however, match the widely described process of service providers and families that 

family words were used to write the outcomes. One administrator said:  

They, the services coordinator and the early childhood special education provider, go 

back to the RBI and they go back to the concerns that the parents had and the concerns 

are always ready, like this is our first concern, second concern, third concern…They look 

at those and they kind of write the goals based on those primary concerns that the parents 

have. 

Another administrator explained:  

We really work as a team to determine how the goals are written, because my service 

providers are the ones to be carrying out those goals in most cases. So, we get the 

expertise from my speech language pathologist, for example. You know, occupational 

therapist, depending upon the needs of the family. Very collaborative. 

Theme 5: Challenges of IFSP outcome development and suggestions for improvement. 

Noted researcher, John Creswell (2013), speaks of “examining silences” in qualitative data with 

an aim of understanding “what is not said” (p. 186). In this set of data, it seemed remarkable that 

across professional and family participants, it was rare to encounter references to problems or 

challenges regarding the process of IFSP outcome development.  

Although participants were directly asked, there were no suggestions offered for 

improvement of the IFSP outcome development practices. In contrast, many participants 

expressed a high level of satisfaction with this process and attributed the ease of writing IFSP 
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outcomes with families to the detailed information gathered through assessment of family and 

child needs through the RBI: 

The IFSP goals now are not taken off of… the Peabody or the assessment tool that 

we use because that may be not something the family is wanting their child to do or 

is important to them. Now, we are focusing on what can really help those families. I 

feel that has also really come along in the last few years that we've done this. We've 

gotten so much better with that and we've seen progress, because I know back in 

the day, they've had the same goals forever. 

One challenge discussed by professionals was that they occasionally work with service 

providers and administrators who have not participated in the professional development 

activities. These individuals may operate from a “school-age” mindset with regard to writing 

outcomes.  

Planning and delivery of EI services. Descriptions of teams’ subsequent identification 

of service providers, setting of “dosage” of EI, and delivery of supports to families were of 

interest, given the extensive input into professional development for effective assessment of 

child/family needs and development of functional IFSP outcomes. Five themes emerged 

describing participants’ experiences once IFSP outcomes were written. 

Theme 1: Choosing EI providers and determining dosage of services. Use of a primary 

service provider model of service delivery was widely reported in the pilot site PRTs. See 

Shelden and Rush (2010) for a complete explanation of this model. Most families did not report 

active involvement in this aspect of decision making for their child and family, rather, common 

practice is that professionals made a recommendation and families generally rely upon their 

advice. Some families stated they did not fully comprehend what options might be open to them 
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as they navigated the complicated process of initial referral to and identification for EI services. 

One mother said: “I don’t understand why we didn’t have the physical therapist when he wasn’t 

walking.” With time, however, parents reported feeling comfortable asking for additional 

resources such as co-visits from other providers, or even changing service providers to address 

current family priorities.  

Several families mentioned they had multiple service providers. For example, two 

therapists or a therapist and an Early Childhood Special Educator visited, alternating weeks. In 

addition, all families also had visits from services coordinators—usually monthly. One district 

reported a policy of having “two-by-two” home visits. Across PRTs, families were rarely able to 

clearly articulate what role their providers played, and several could not say when the next visit 

was occurring. Table 2 contains a tabulation of the frequency and length of home visits parents 

reported during the interviews. 

Table 2 

Family Report of Frequency of Home Visits in Pilot PRTs (n= 19) 

Frequency of Visits # of Families Reporting 

Every week 4 

Every two weeks 12 

Once a month 3 

 

Family Report of Length of Home Visits in Pilot PRTs (n= 14) 

Length of Visits # of Families Reporting 

30 minutes 3 

45 minutes 3 
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1 hour 6 

1 ½ hours 2 

 

Theme 2: What happens in a visit. Participants were asked to describe a “typical” home 

visit. The active engagement of families in home visits was reported to be generally high, with 

some exceptions noted by every service provider. Many participants reported that family 

members were often actively engaged in the home visits, with several attributing this to the 

selection of goals salient to families as a result of the RBI assessment. A service provider said: “I 

think that engagement has increased since moving to this model though. Because again, we're 

not going in and telling them what to do…we’re going based off of their concerns.”  

Service providers acknowledged, however, that family engagement was variable. One 

said, “Some families, I've got both parents down on the floor doing something with me to try it 

out. Others I am pulling teeth to get them to answer a question for me or to try it. And I would 

say, it's probably half and half…of my caseload in terms of what…sometimes I have to do.” 

Another provider stated, “Those [home visits] are the best when they do get actively engaged. I 

mean, that's what I'm striving for. It doesn't always happen, though, I'm going to be honest. It 

doesn't always happen.” 

The data revealed the presence of several types of interaction patterns in these home 

visits. These included parent-professional, parent-child, parent-child-professional, and 

professional-child interactions. Often parent-professional interactions involved exchanges of 

information. Parents updated the service provider on child progress or family events that had 

occurred since the previous visit. Participants said parents asked questions or identified new 

concerns or priorities. One parent described a typical home visit in this way: “They ask me every 
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week is he doing more of this, is he doing more of that. We check [his] goals.” A service 

provider shared this account:   

I have one parent, especially, she's just very excited when I get there. [She] says, “Oh, all 

these things that we talked about last time, he's doing this, this, and this. I really want to 

focus on this, this time.” She knows what to look for, and it makes her feel like 

she…became a parent instead of just me coming in to fix it when I get there. I really have 

felt that it's a huge change. 

A few parents mentioned they primarily “just talked” to the service provider. One family said the 

child was not usually present at the visit which was held at a center-based program site. 

In addition to parent-professional interactions, professionals described observing parent-

child interactions: “We tell them we don't want to be a burden and something they feel 

obligated to do, but really, (focus on) what will best enhance… the interaction and the help 

they can give their own child.” Another type of interaction depicted was parent-child-

professional interactions:  

It's a great way to be able to coach them because, you know, you've got the mom, or 

whoever the primary caregiver is that you're working with, you've got the 

child…right there-- following through with… ideas, asking questions. You're able to 

direct them and give them that information. 

Finally, there were numerous references to professional-child interactions. One parent described 

home visits from multiple providers in this way: “They come in and it's…actually kind of cute. 

They all sit on the floor. They sit on the floor with the kids and play with them.” Another 

parent mentioned it was her “downtime,” in that she could relax while professionals interacted 

with her child. 
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 A number of elements that have been identified in adult educational coaching literature 

were mentioned as present during home visits (Hanft, Rush, & Shelden, 2004; Rush & Shelden, 

2005; Stormont, Reinke, Newcomer, Marchese, & Lewis, 2015). These included “parent 

training,” “giving feedback,” “modeling,” “demonstrating,” “problem solving,” “giving 

suggestions,” and making an “action plan.”  

Theme 3: Role of routines. Within the Results Driven Accountability initiatives, 

families’ daily routines have served as the foundation for the assessment process utilizing RBI, 

as well as the development and wording of IFSP outcomes. When asked specific questions about 

the role of routines in intervention practices, however, they seemed less likely to influence the 

structure or focus of home visits on a consistent basis. Participants mentioned that the following 

routines had, at least at one point in time, served as the context for real-time coaching or 

intervention: “feeding baby food while in high chair,” “meal” or “snack” time, “dressing,” 

“cleaning up toys,” “playing,” “reading books,” “changing sibling’s diaper,” “playing at the 

park,” “walking up and down stairs at home and in the community,” “climbing on swing set,” 

“crawling up into the car,” “getting out of bed,” and use of particular toys (e.g., “push toys,” 

“chalkboard”). Other parents described discussing routines with their service providers, such as, 

“bed time,” “walking in the park,” “cuddling and watching TV with family,” “toilet training,” 

and “making choices at meal time.”  

Few parents reported regularly planning to convene a home visit around a particular 

routine. Some parents denied that their service provider(s) helped them or their children 

participate in any family activities or routines. Their comments included: “I wouldn’t say they do 

that,” “No, they just kind of let me do that,” “No, We haven’t had that,” “They usually just like 

to help him and we watch,” and “It hasn’t worked out scheduling wise to do that yet, no.” 
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Theme 4: Challenges with service delivery. A number of challenges in current service 

delivery practices emerged from the interviews. Families tended to report that when they have 

trouble using an intervention planned at their home visit, they wait until the next home visit to 

talk it over with their service provider. Many of these families also report that they have contact 

information for the provider and have been invited to call or email for support, they just do not 

do that.  

Providers and supervisors noted that they often consider a practice called “front-loading” 

when planning EI services, which may be defined as allowing for more frequent visits early on 

with families with a plan to fade service as families grow more confident and competent. Yet, 

they also report that they usually do not end up using this strategy. 

Finally, some professionals cited growing caseloads over the course of a year as having 

an impact on frequency of home visits offered to families:  

Professionally, kind of a challenge I would say is at the end of the school year when 

everybody's caseloads are full, full, full, full, full, and trying to be supportive of one 

another but yet knowing your limits…I would say that's probably the biggest challenge is 

just that ebb and flow of caseloads.  

 Theme 5: Suggestions for improvement of service delivery. One service provider 

suggested that the rich information gained in the RBI would be valuable when planning home 

visits. She wished for time to go back to the RBI results to reflect on what was said, how that 

might guide intervention or point her to routines that might have been difficult for the family. An 

EI supervisor suggested that service providers should improve in their use of “activity-based 

interventions, with bursts of service to provide more feedback [on a particular skill] in the 

moment.” The supervisor acknowledged a related challenge to this approach: “That's a struggle 
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to do especially with… a lot of distance to drive and so forth. But…that has already improved, 

it's just I think that's an area that we really need to grow.” 

 Finally, several families expressed a desire for “more,” that is, more frequent visits or 

more time during the visit. One parent stated: “I think if we would have started off with having 

more sessions per month…I think that would have been better than starting with fewer and then 

me getting frustrated.” Another shared: “I wish that we could get more of that same… 

collaboration… I don't know if it needs to be weekly per se, but just more frequent visits where 

someone is here continually helping me make sure I'm staying on track.”  

 EI workforce and consumer satisfaction. The development and retention of a highly 

trained and qualified workforce in the field of early childhood special education is of concern 

nationwide (Institute of Medicine [IOM] & National Research Council [NRC], 2015). This study 

sought information about job satisfaction within the EI workforce in these five pilot site PRTs. In 

addition, data about consumer’s satisfaction with programs provides vital insight regarding the 

social validity of the program approaches and interventions (Strain, Barton, & Dunlap, 2012).  

The Co-Lead Agencies were interested, therefore, in better understanding the impact of 

the professional developmental trainings and technical assistance on the recipients of this 

support. From the professionals’ perspective, the research team wanted to gather information 

about the infrastructure of the EI teams, cohesiveness of the teams, and individual service 

providers’ levels of job satisfaction. From the consumer perspective, researchers explored family 

satisfaction with EI services. Four themes emerged from the participant interviews.  

 Theme 1: Minimal changes to EI team infrastructure. Most participants reported no 

additions to staff Full Time Equivalency (FTE) as a result of their teams implementing the 

professional development initiatives that resulted in regular use of RBI in the assessment process 
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and an increased number of functional IFSP goals generated by the RBI. There were, however, 

several reports of re-organization of existing staff across districts or ESUs. Primarily, staff that 

may have served birth to 5 or birth to 21 populations were reassigned to focus on EI service 

delivery. This strategy provided more flexibility for scheduling of collaborative team meetings, 

evaluation/assessment practices, and EI services within home and daycare settings that was not 

possible when staff members were tied to scheduled services for students attending preschools or 

schools.  

 Theme 2: Professionals report high levels of job satisfaction. Service providers and 

supervisors often reported that they “loved” their jobs. Further questioning revealed the qualities 

of the job that translated into a high level of job satisfaction. These included flexibility of 

schedule, variety of tasks, strong team relationships, and the intrinsic rewards found in working 

with families and their young children. 

  One service provider stated that she enjoyed the variety encountered on a day-to-day 

basis: “I just love that every day is a new day and a new schedule… new interactions, new things 

to think about.” Another said,  

I love the fact that I do primarily birth to three, a little bit of three to five. I love that I'm 

in the homes, that I'm out and about and not staying in an office. I love the balance. I've 

seen kids and [done] paperwork and all of that. 

Many service providers and supervisors described strong team relationships and 

administrative support as key factors in high job satisfaction. Participants used the following 

words and phrases to describe team relationships: “we get along well,” “everyone is on the same 

page,” “open dialogue,” “supportive,” “responsive to other team members’ personal and 

professional needs,” “outstanding,” “tight-knit,” “trust,” “confident,” “amazing,” “exceptional,” 
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and “comfortable with each other.” Service providers claimed to feel unafraid to say what they 

were thinking in team meetings, and felt that other team members viewed them as capable of 

supporting the developmental needs of children across cognitive, language, social, and motor 

domains. A supervisor reported: “I would say, especially within their teams, they are like a 

family themselves.” Another administrator described relationships on his team as “tremendous” 

and went on to say: “I've been so impressed and pleased with the level of growth that I've seen in 

our EI teams…There's been a buy-in and a commitment to a different way of things, a research-

supported way of providing services…There are no holdouts.“ Another participant observed, 

”When you don't have that cohesiveness, it makes the job 100 times more difficult…I think we 

have a team that gels really well. Their personalities get along so that helps. Their philosophies 

are similar, that helps.” 

Some participants identified changes prompted by the professional development 

initiatives as leading to improved job satisfaction. When asked about how he rated his level of 

job satisfaction, one supervisor said:  

Very high. [W]hen I think about job satisfaction I think about…the vision of how things 

can continually improve, and so I see I've been…energized and excited by what I've seen 

with this decision and these efforts to provide EI services differently. 

 Participants described the intrinsic rewards experienced when one works with young 

children and their families as contributors to high job satisfaction. A service provider stated:  

I've always enjoyed working with families. I guess…something that I really like is when I 

can see growth in a family being empowered…It really makes me feel better when I feel 

like I can see a difference in a parent…and the way they can advocate and they interact 

with their children. 
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 Theme 3: Suggestions for improvement. When professionals were asked what would 

make their jobs better, the most common response was “time.” Some service providers would 

like more time to collaborate with colleagues and plan home visits. Some would like to spend 

less time on evaluation and report-writing tasks. As time passes, service providers experience 

full calendars as additions accrue to their caseloads, resulting in less flexibility for scheduling 

visits. Many service providers experience frustration with regulatory timelines when scheduling 

families and numerous colleagues proves challenging. For example, providers have found that 

with some CAPTA (Child Abuse Prevention and Treatment Act) referrals, difficulties arise with 

contacting and scheduling several meetings with biological parents in a timely manner. Several 

supervisors suggested that more clerical and office assistance would free up time in their busy 

and varied schedules.  

 Districts represented by these PRTs vary in size and staffing patterns for EI teams. Some 

districts are large enough to have teams comprised of staff, at least in foundational roles such as 

Early Childhood Special Educator, speech/language pathologist, OT, and PT, dedicated to EI 

services. Other districts or ESUs form teams from staff whose roles cross programs such as 

preschool or school-age special education. One suggestion for improvement of EI team 

efficiency is the use of staff dedicated to EI only: “Sometimes I'm envious of large districts 

where they have everybody on the birth to three issues, birth to three…On this team, I'm the only 

one that's just birth to three, and then…our PT and OT, speech, we share them with school 

age…I understand that's just the nature of it, but it can be hard because everybody is being pulled 

in different directions.” For many small districts and rural areas, however, this would be 

expensive and an inefficient use of limited resources.  

 Another suggestion for improvement regarding service delivery was for on-going 
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professional development building on the initial efforts rolled out by the state department. In 

particular, this provider requested further training for teams focused on planning who would 

deliver services to meet the outcomes defined in IFSPs.  

 Theme 4: Families report high levels of satisfaction with EI services. The parents 

interviewed described responsive relationships with service providers and satisfaction with both 

their children’s and families’ progress toward meeting IFSP outcomes. The following are 

representative quotes from parents: “The team now we've had come in here has just been off the 

charts,” “We have a very focused approach,” and, “I felt like they did a good job of lining us up 

with the correct people to address those concerns that we had at the beginning.” One parent 

shared this assessment of the team that worked with her and her mother who was also a frequent 

caregiver for her children: 

My team was great from start to finish. They were able to explain things in a way that I 

would understand. I never had any extra questions at the end of the meeting…They had 

complete patience with both me and my mom, and then, also, the kids. 

When asked what would make EI services better, many families expressed that they would not 

change anything about their experience. One mother said, “I honestly don't know that there is 

anything I probably would change.” 

 Summary of pilot PRT qualitative results. Four broad categories of findings emerged 

from the qualitative data. These categories explicate how pilot site PRT participants experience 

the process of assessing child/family needs and priorities, developing functional IFSP outcomes, 

and implementing the services and supports planned by IFSP teams. In addition, findings related 

to EI workforce and consumers were reported.  
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Non-pilot PRTs. Eight parents participated in interviews. These parents (average age = 

33 years) had a total of 9 children (average age = 20.2 months) receiving EI services. Nineteen 

professionals (average age = 49.8 years), including service providers, services coordinators, and 

supervisors/administrators were also interviewed. Demographic characteristics of the parents, 

children, and professionals are found in Table 3.  

Table 3  

Non-Pilot Site Interview Participant Demographic Data 

 Parents 

(n = 8  

in 8 families) 

Children 

(n = 9  

in 8 families) 

 

Professionals 

(n = 19) 

Age x = 33.00 years 

SD = 4.66 

x = 20.22 months 

SD = 9.32 

x = 49.79 years 

SD = 10.28 

 

Gender 

Male --- 55.56% 10.53% 

Female 100.00% 44.44% 89.47% 

Ethnicity 

Hispanic  --- --- --- 

Non-Hispanic 100.00% 100.00% 100.00% 

Race 

Black/AA --- --- --- 

American Indian --- --- --- 

Asian --- --- --- 

Caucasian/White 100.00% 100.00%  94.74% 

Native Hawaiian/Pacific 

Islander 

--- --- --- 
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Two or more races --- ---  5.26% 

Language(s) Spoken by Child    

English  100.00%  

Spanish   ---  

Other  ---  

Language(s) Spoken to Child in Home     

English 100.00%  100.00% 

Spanish ---   15.79% 

Other ---   10.53% 

Marital Status    

Married 75.00%   

Divorced 12.50%   

Single, Never Married 12.50%   

Separated ---   

Widowed ---   

With partner, not married ---   

Highest Level of Education Completed    

Less than high school 12.50%  --- 

High school/GED 12.50%  --- 

Some training beyond HS but 

not a degree 

50.00%   5.26% 

Two-year degree 12.50%  --- 

Four-year degree 12.50%  15.79% 

Graduate degree ---  78.95% 

Years Employed in Current Position   x= 12.73 years 
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SD = 8.87 

Years Employed in Early Childhood 

(Birth – Age 8) 

  x= 21.39 years 

SD = 11.41 

 

 Four broad categories of themes emerged from the qualitative data gathered from the 

sample of non-pilot PRTs for this phase of the study. The categories included: (a) descriptions of 

assessment practices, (b) characteristics of IFSP outcomes, (c) EI service planning and delivery, 

and (d) EI workforce and consumer satisfaction.  

Descriptions of assessment practices. Three themes emerged from this data that 

addressed current assessment practices in the non-pilot sites. The role played by families, what 

was gained by teams using RBI, and practices used to identify infants and toddlers for EI 

services were described. 

Theme 1: Role of families. Eighteen unique participants described the role of families in 

the assessment process. Depending on whether or not the participants were on teams using RBI, 

the role of families in this process was described quite differently. Six participants specifically 

referenced the utility of RBI for establishing a “family-driven” focus within the parent-

professional relationship. Service providers said, “The RBI is a wonderful tool to really get to 

know the family. And know better how to help them,” and “They're… driving the process as far 

as we just have a systematic way of gathering that information through the Routines-Based 

Interview.”  

In contrast, twelve of the participants described families’ involvement in the process in 

terms of using evaluation or screening checklists with families (e.g., Developmental Assessment 

of Young Children-2 [DAYC-2, Voress & Maddox, 2013]; Ages and Stages Questionnaire:3 

[ASQ:3, Squires & Bricker, 2009]) or described families as engaged in providing information in 

general terms. The information provided by families was highly valued by professional team 
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members. Some examples of participant statements included: “They’re the main focus…they’re 

the ones that have all the information;” “We rely on them heavily, because they know their child. 

We're strangers and…sometimes little ones aren't the most cooperative with…people they don't 

know;” and, “I would say as much as we can, we try to get them to be…an actual joint effort…a 

partner in that process because the better we partner together, then, the more meaningful the 

information is.” 

Theme 2: What was gained from use of RBI. Additionally, those participants whose 

teams described using RBI in their child/family assessment process related what was gained 

from using this tool, including identification of family priorities for IFSP outcomes, family 

language for use in writing the outcomes, insight into choosing a Primary Service Provider, 

active engagement of families in home visits, and uncovering of additional family issues or 

priorities beyond the initial referral concerns. One service provider stated: “All of the goals are 

family-driven that come up with the RBI.” An administrator shared:  

Through the RBI…the family is a major contributor to the IFSP now. And I have to be 

honest with you, prior to, it was a lot of the service providers and the services 

coordinators determining the goals for the child and we were lacking quite a bit in our 

PRT. As a whole, it was lacking family outcomes on the IFSP. So, the RBI has helped 

with that process and it has also helped with the parents being the…main driver of the 

information that ends up getting on to the IFSP or the goals determined by the team. 

Another service provider shared, “There are so many other things that you're able to talk about… 

family needs and things through the RBI that it kind of puts things in perspective and helps them 

[families] prioritize exactly…where they want to start, how they want to start, and go from 
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there.” One family member talked about her experience with the RBI, although she did not 

identify the interview by that title:  

We talked about…what process I do every day-- from when I first wake up with [the 

twins] until the time they go to bed. And I pointed out the main ones that were frustrating 

me, or…irritating me because I couldn't…figure out the communication or I couldn't 

figure out what they wanted. Or they would fight me during…dress[ing] time and they 

would fight during meal time. And those are my main goals to… just take a step back and 

just kind of study them and kind of learn…how they reach out to me. 

 Theme 3: Practices used to determine eligibility for EI. A third finding regarding the 

assessment and evaluation practices used in these non-pilot sites was that teams utilize diverse 

methods to find infants and toddlers eligible for EI services. Traditional developmental 

checklists, in particular the DAYC-2, were frequently mentioned and appeared to be used widely 

across the non-pilot PRTs: “Generally we do a skills evaluation first. Our district currently is 

using the DAYC.” Teams often rely on medical records: “If it is a child who has a medical 

diagnosis at birth…we don't proceed with a skills assessment, we use the medical documents to 

determine eligibility.” An administrator from one team described consideration of Adverse 

Childhood Experiences (ACEs) and expressed a need for more guidance from the Co-Lead 

Agencies: “I…have team members and teams that I work with that still struggle with that gray 

area in early childhood as far as looking at the information of ACEs and family dynamics.” 

Some teams reported using multiple tests and/or checklists such as instruments designed for 

domain specific measurement (e.g., speech/language tools such as the Preschool Language Scale 

[Zimmerman, Steiner, & Pond, 2002] or Receptive-Expressive Emergent Language Test [Bzoch 

& League, 2003]). The Child Abuse Prevention and Treatment Act (CAPTA, 2016) requires 
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Health and Human Services workers to refer families of infants and toddlers to EI in all cases of 

substantiated abuse and/or neglect. The EI teams then contact the families who may voluntary 

participate in the intake, evaluation/assessment, and EI service process. Some teams consider 

such children “automatic qualifiers.” One service provider stated, “In the case of a CAPTA 

referral or if it's a foster placement, we also know that we are going to intervene with that family 

regardless of skills. We do the skills evaluation and then we do the RBI to determine family 

priorities. But we then just use the clinical judgement in those cases, and we do determine 

eligibility.” Administrators and service providers who serve teams in more than one school 

district report differences in levels of finding infants and toddlers eligible for EI services. An 

administrator said, “One team doesn’t qualify enough, another qualifies everyone.”  

Characteristics of IFSP outcomes. Two themes emerged in the category related to IFSP 

outcomes generated by teams in the non-pilot sites. These included descriptions of RBI driving 

the process when teams used this tool and the relative roles of family members and service 

providers in the outcome-writing process.  

Theme 1: RBI driving the outcome-writing process. Under half of the participant 

segments coded for outcome-writing referenced the RBI as integral to the process of choosing 

priorities and writing outcomes. One administrator referenced how the RBI was used to generate 

the language used in the IFSP outcomes: “We work on it right there with the family. We really 

do. Our primary question is, ‘What would it look like in your home if your child was able to 

this?’” A service provider said the RBI aided in identifying family/child routines to state in 

outcomes.  

At the end of the RBI when we leave that family assessment we have a list of priorities. And 

if we've been good enough and we've dug deep enough, we know what routine that's going to 
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be, what time of day that's going to be, who is going to be [involved]-- we have a good idea 

of that. 

Theme 2: The relative roles of family members and service providers in writing 

outcomes. Many family members reported that their professional team members helped them 

with the process by prompting them to identify what they wanted to work on, or by helping them 

get their thoughts down in writing. One parent said: “The wording is kind of confusing…but they 

would break it down [for] me,” and another reported, “We set some family goals too.” The 

interviewer probed for information about measurement criteria in the outcomes by asking 

families how they would know if an outcome was met. Parents described being able to observe a 

particular skill, such as, “go[ing] down a curb without having to hold onto something,” 

“walking,” “crawling,” “drinking on her own,” or “climbing stairs.” Family members did not 

mention specific routines or child/family activities into which such skills would be embedded. 

One mother said, “It was just basic…it was…family, or family or therapist, would like to see her 

walk. Or family would like to see her say different words.” Many parents and professionals 

mentioned an emphasis on family wording or language being used to state the outcomes, with 

shaping or “guidance” from professionals. One speech/language pathologist said: “We've learned 

that we do need to put things in parent terms, rather than my ‘speechy’ terms…[We are] really 

focusing on the family, given the words that they used in the RBI process.” 

There were some professionals, however, who described outcomes as generated by the 

service providers: “Our EDN coordinator actually writes the IEPs, develops the goals,” and “the 

ECSE teacher prepares the draft.” In all such cases, professionals stated that families were able 

to edit or approve the outcomes before finalizing the IFSP document.  

EI service planning and delivery. Three themes emerged related to the practices of non-
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pilot PRTs in planning and delivery of EI services to eligible infants/toddlers and their families. 

These included descriptions of methods for selecting services needed by the children/families 

and service providers to deliver the services, what happens in home visits, and “between-visit” 

implementation of interventions selected to support child and family progress toward meeting 

outcomes.  

Theme 1: Methods for selecting services and service providers. Participants described 

three primary methods for making decisions about what services families would receive and who 

would deliver the services. One method consisted of the team considering the family 

concerns/priorities, IFSP outcomes, and needs of the child and attempting to match the 

provider(s) who could best address these to that child/family. An administrator said that his 

teams attempted to select “the provider whose…skill set or background experiences most fits 

that family.” A second method was matching the educator or therapist to the child/family based 

on the child’s special education verification. For example, a child with an orthopedic impairment 

would most likely receive services from the physical therapist while a child with a 

speech/language impairment would receive services from a speech/language pathologist. Finally, 

service provider caseloads drove some decisions as children and families were assigned to 

whomever had time in their schedule that matched family availability for home visits. 

 Many teams reportedly made these decisions in collaborative conversations with families, 

whereby professionals laid out typical practices and sought input from families regarding 

availability or preferences for frequency of home visits. One parent stated: “They always asked 

me what I wanted.” However, another parent expressed that she wished she had received more 

information prior to making the initial decision regarding services. On some teams, professionals 

made the decisions without the input of families. A service provider reflected: “I don’t think that 
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we have that discussion with the family.” On rare occasions, family members indicated that they 

had made the choice of service provider(s). One parent said, “I chose the OT.” Another parent 

said that she chose to have multiple service providers work with her: “I did all of them just to be 

safe.”  

 Findings about teams’ adoption of a Primary Service Provider model of service delivery 

were mixed. Several professionals indicated their teams were “planning” or “attempting” to use 

this decision-making model. Table 4 shows parent interview reports of the frequency and length 

of home visits, as well as the number of professionals providing these services. Many families 

reported working with multiple service providers.  

Table 4 

Family Report of Frequency of Home Visits and Service Providers in Non-Pilot PRTs (n= 7) 

Frequency of Visits # of Families Reporting Reported Service Providers by Family 

Six times a month 1 PT (2x), OT(1x), SLP (2x), HI (1x), SC (1x) 

Every week 1 OT/PT alternate visits 

Every two weeks 3 2 service providers at the same time 

SLP/ECSE alternate visits 

Single provider- did not identify role 

Once a month 2 Single provider- did not identify role  

More than 1—“they come once a month” 

Note. PT= physical therapist, OT= occupational therapist, SLP= speech/language pathologist, 

HI= deaf educator, SC= services coordinator, ECSE= early childhood special educator. 
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Family Report of Length of Home Visits in Non-Pilot PRTs (n= 7) 

Length of Visits # of Families Reporting 

30 minutes 2 

45 minutes 1 

1 hour 4 

  

Theme 2: What happens in home visits. Participant interviews painted a rich picture of 

typical practices occurring in home visits. Often visits began with the professional receiving 

updates from the family regarding changes in the child or family status, new concerns for child 

or family, or questions the family had for the provider. Several coaching practices emerged from 

the home visit data, including sharing information, modeling of strategies, practicing strategies, 

talking about strategies for distal routines (e.g., bedtime, bath time, rides in the car), and making 

suggestions. Parents were asked if the service provider helped them or their child participate in 

family activities and routines during the home visit. Three of the eight parents said no. Five 

parents said yes, and identified the following routines/activities: games, crawling, breakfast, and 

lunch. Professionals described supporting children in routines: “I’d like to come when that’s 

going on, so meal time, bath time. And they’re very open to that because it’s their goal.”  

 The data revealed the presence of several types of interaction patterns in these home 

visits. Nineteen segments coded as “interactions” included the child. Two described triadic 

parent-child-professional interactions, such as this parent observed: “They also make…me get 

down the floor and work with them. So they actually show me how to help her.” Seventeen 

described dyadic interactions involving professional-child. One parent stated: “They brought 

things in, they always do,” and another said, “When they're here, if he's hungry, they'll ask to 
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feed him. If he wants to play…they do some stuff like that. If we are sitting outside on the 

porch…they'll sit. They ask to hold him and… just play with him.” 

 Professionals and parents reported documentation of the home visit as occurring on a 

regular basis: “[S]he always writes down her suggestions…She has a paper and she writes down 

the good stuff that he's doing and stuff that we can improve on and she usually puts… 

suggestions and everything on it too.” Two parents described the documentation forms used by 

their teams as action plans prompting caregiver efforts to implement strategies between the home 

visits. One explained, “They fill out their paperwork and talk with me further… ‘Ok, here's what 

you should focus on…before the next time I come. Let's try to make this happen.’” Another said, 

“Then down below [is written] maybe what to work on for the next visit and what I can do to 

help get him to that visit.” 

 Professionals’ perceptions of the families’ level of engagement in the home visits were 

mixed. Many reported high levels of parent participation and effective partnership relationships, 

including this service provider:  

Thinking about the families that I work with right now, everyone's very actively engaged. 

Doing a lot of their own problem solving and…when I'll go to a visit, they'll say, oh, we 

just thought of this, we could try this at this time, that sort of engagement with the 

process really and taking that ownership over.  

An administrator said:  

Our families are actively engaging. They are the teachers of their kids, the service 

provider of their children. They are on the floor with the team members playing and 

talking and learning and asking questions and sharing and we work really hard to build 
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relationships with them and therefore, we get lots of really excellent family participation 

back, and engagement. 

In contrast, some professionals were much less satisfied with levels of family 

engagement for families they served. One service provider stated: 

I would love for that to be better. I think that sometimes we don't always do a good job of 

explaining that we need the parents to be present, and that their job is to follow up on 

these things that we've discussed at the home visits. So that we can see what progress has 

been made, the next time we come to see them. 

Other descriptors that emerged with regard to family engagement in home visits included: “50-

50”, “hit or miss”, “it varies, it depends,” and “very active, very good.” One parent said: “[I] will 

try out a strategy once in a while.” 

Theme 3: “Between-visit” implementation of interventions. Detailed information 

regarding the “between-visit” implementation of interventions to promote child and/or family 

progress toward meeting IFSP outcomes emerged from the parent and professional interviews. 

Professionals described families with high levels of implementation: “by and large [they] do a 

great job,” “40- 50% follow through on their assignment,” and “I would say that’s excellent- 

look at how it’s making a difference.”  

Professionals also described families with low levels of implementation: “A lot of 

families…don’t do the things that we thought we had agreed upon,” “that’s not well,” “not so 

well,” and “one-fourth to one-third of my families had no time, no opportunity, or they had 

questions and couldn’t carry [the interventions] out.” Further, the professionals shared these 

perspectives regarding why families do not implement interventions: “cultural beliefs,” “life is 
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pretty hectic,” “life takes a…detour,” “no time or [they] can’t find the materials,” “maybe [they] 

feel coerced a bit, they tell providers what they want to hear, they’re ‘pleasers.’”  

Parents were asked how the service provider ensured they were comfortable using 

strategies after the provider left. Some families were able to state the plan that they intended to 

implement (e.g., the mother said she was coached on how to get her child to sit up, the parent 

stated that she was going to print out behavioral tickets to use with all of her children). Another 

parent explained that she relied on the expertise and guidance of the service providers:  

They ask me "Do you have any ideas… or any thoughts or questions as to what you want 

to do next, how you want to see it?" And I mainly leave it up to them and I say "You tell 

me. You tell me and we'll do it." I feel more confident and comfortable in that, than me 

trying to make my own choice. 

Most parents said that the service provider asked them how it had gone at the next visit. While 

several parents were satisfied with this approach, one parent talked about a particular strategy for 

feeding her child that was proposed in a recent home visit and said, “Well, I haven’t seen them 

since, but it is going terrible.”  

 Aside from the anecdotal updates gathered at subsequent home visits, no parents or 

professionals described gathering more formal or systematic data regarding between-visit 

implementation of strategies. 

EI workforce and consumer satisfaction. Three themes emerged from the qualitative 

data including descriptions of the professionals’ levels of job satisfaction, their suggestions for 

improving their jobs, and family descriptions of their levels of satisfaction with services and 

progress toward identified IFSP outcomes. 
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 Theme 1: Professionals report high levels of job satisfaction. Service providers and 

supervisors frequently stated that they were satisfied with their jobs. Qualities that promoted this 

high level of job satisfaction included the interpersonal nature of the work, the ability to make a 

difference in the lives of families and young children, and the specialized focus on early 

childhood and special education.  

 One service provider discussed the love she had for her work saying “The kids are joyful 

and I get to laugh and have fun every day.” Another said: 

I love working with families...one of my most favorite parts about my job is being able to 

go into family homes and really get down on the floor with families and their children and 

talk about what their dreams are for their babies and help them grow. 

 For many service providers supportive team relationships also contributed to their high 

job satisfaction. Participants spoke about how their teams share a “common vision” and are 

“honest,” “cohesive,” “respectful and collegial,” and “collaborative.” 

One supervisor shared: 

I'm very fortunate. I supervise the best group of professionals. They work very well 

together. They know each other's strengths. It's just almost like a married couple, you 

know, one can start a sentence and the other one can finish it. They just support each 

other so nicely. 

Theme 2: Professionals provide suggestions for improvement. Despite most participants 

reporting high levels of job satisfaction, EI team members had multiple suggestions for desired 

improvements for their jobs. Service providers expressed concerns regarding time constraints 

making it difficult to perform all of their expected job tasks. Many expressed frustration 

regarding the Part C mandated 45-day implementation timeline and how it was difficult to 

93



NEBRASKA RDA PROCESS  53 
 

appropriately gain information from families in such a short time. They also discussed 

difficulties in balancing the necessary time they felt they should spending on each family in light 

of large caseloads and time spent on necessary travel.  

 Service providers also expressed the desire to have dedicated teams or team members that 

focused on early childhood. One provider stated:  

I think professionally [on] our team here we have an EDN coordinator, we have an 

occupational therapist, speech language pathologist and we have a physical 

therapist...The person on our team that isn't there...is an early childhood special educator. 

We have a preschool teacher who…has a degree, a unified degree that allows for regular 

early childhood and special education. She attends meetings and provides input as far as 

our informal meetings. But she doesn't do any evaluation or service provision and she's a 

part of the preschool team. So I feel like that is an area that would add to our team and 

our entire process. 

 Additional professional development and training was also requested by multiple service 

providers and supervisors as they discussed the varying needs of both their teams and their 

families. Providers asked for more training on evaluation, goal writing, and the coaching process, 

as well as for information and techniques to help families in situations of distress. For example, 

one service provider explained that they were serving more children in foster care. She went on 

to say, “A lot of my teams are adapting to that, meaning we are dealing with some pretty heavy 

stuff, and just I would like to see more training on them...termination of parental rights...parent 

mental illness...dirty homes...domestic abuse.” 

 Theme 3: Families report high levels of satisfaction. Overall parents reported feeling 

satisfied with services provided, with many saying they had no complaints or nothing they would 
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change. Some representative family comments included: “We’re happy with it,” “Thankful,” and 

“We never have to worry or wonder.” One mother said, “I honestly have no complaints of the 

program or the people in the program. I wouldn't change it for anything…If it wasn't for their 

program, I think I would be a very frustrated mother.” 

 When asked about satisfaction with progress toward achieving IFSP outcomes, parents 

generally expressed that they were more pleased with their children’s progress toward outcomes 

than with their family’s progress toward family outcomes. For example, a mother made this 

comment when asked about her level of satisfaction with her child’s progress toward meeting her 

IFSP goals: “I think 100%. I’m just satisfied…it blows us away what she’s accomplishing right 

now.” With regard to family outcomes, on the other hand, parents often shouldered responsibility 

for the perceived lack of progress: “We’ve got to work on some of those yet…I think a lot of it is 

just me, I need to push myself more,” “[That] might be a little under satisfactory, but you know, 

it happens, I mean we’re busy.”  

Summary of non-pilot PRT qualitative results. Four broad categories of findings 

emerged from the non-pilot PRT qualitative data. These categories detail how non-pilot PRT 

participants describe the EI assessment process, characteristics of IFSP outcomes, and EI service 

planning and delivery. In addition, findings related to EI workforce and consumer satisfaction 

were reported.  

Quantitative Findings 

Number and functionality of IFSP outcomes. The outcomes on the 30 IFSPs had been 

evaluated using the IFSP Outcome Quality Checklist (Bainter & Hankey, 2015) by the 

developers of the checklist. The checklist notes the demonstration or lack thereof of five quality 

indicators for each child outcome present on the IFSP, and three quality indicators for each 
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family outcome that is present. For example, quality child outcomes emphasize the child’s 

participation in a routine, include an observable behavior useful in that routine, state a criteria for 

completion that is reasonable and linked to the outcome, are written in words the family would 

use, and are linked to family priorities listed in the IFSP. Quality family outcomes state 

specifically what a family will do in connection with a stated family priority, include a criteria 

for outcome completion, and are written in words the family would use. For each IFSP the 

number of child and family outcomes, as well as the total number of outcomes, was tabulated. 

Across these IFSPs, the number of outcomes varied. Therefore, for every IFSP, the percentage of 

outcomes in which each of the 8 child and family quality indicators was present was calculated. 

The calculations for the two groups of IFSPs were aggregated. Mean number of outcomes and 

mean percentages of quality indicators present are reported in Table 5. Statistical comparison of 

the means was conducted via independent t-tests. Due to the small sample sizes of these groups, 

the Hedges’ g was calculated to estimate the effect size, that is, the degree of the difference 

between the means of the two groups. These results are found in Table 5 as well. 

Table 5 

Descriptive Statistics and Results and Effect Sizes of Independent T-Tests of Pilot and Non-Pilot 

Site Number and Quality of IFSP Outcomes  

 n M SD t df p-value Hedges’ g 

Child IFSP Outcome Quality        

# of Child Outcomes         

  Pilot Sites 19 3.74 2.31 
2.30 25.42 .030* 0.81 

  Non-pilot Sites 11 2.00 1.79 

% of Child Indicator 1 Present        

  Pilot Sites 18 84.11 28.99 
2.82 15.31 .013* 1.19 

  Non-pilot Sites 11 41.82 44.27 

% of Child Indicator 2 Present        

  Pilot Sites 18 76.06 37.01 
2.15 18.39 .045* 0.86 

  Non-pilot Sites 11 41.82 44.27 

% of Child Indicator 3 Present        

  Pilot Sites 18 41.00 30.78 
2.88 26.63  .008** 1.00 

  Non-pilot Sites 11 13.36 20.79 
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% of Child Indicator 4 Present 

  Pilot Sites 18 80.28 33.43 
0.70 18.39 .488 0.28 

  Non-pilot Sites 11 70.09 40.00 

% of Child Indicator 5 Present        

  Pilot Sites 18 85.28 27.38 
-0.87 26.94 .394 0.30 

  Non-pilot Sites 11 92.45 17.21 

        

Family IFSP Outcome Quality         

# of Family Outcomes        

  Pilot Sites 19 2.32 1.77 
3.14 28.00 .004** 1.031 

  Non-pilot Sites 11 0.73 1.01 

% of Family Indicator 1 Present        

  Pilot Sites 18 85.17 34.75 
-0.78 16.56 .445 0.26 

  Non-pilot Sites  5 93.40 14.76 

% of Family Indicator 2 Present        

  Pilot Sites 18 70.39 42.62 
-0.14 6.32 .895 0.07 

  Non-pilot Sites  5 73.40 43.45 

% of Family Indicator 3 Present        

  Pilot Sites 18 90.72 27.59 
0.51 4.88 .632 0.34 

  Non-pilot Sites  5 80.00 44.72 

        

Total IFSP Outcome Quality        

Total # of Outcomes        

  Pilot Sites 19 6.16 2.71 
3.86 25.44 .001** 1.37 

  Non-pilot Sites 11 2.73 2.10 

*p < .05. **p < .01. 

 

 The group of 19 IFSPs from the pilot PRTs had an average of 6.16 outcomes per IFSP, 

with an average of 3.74 of those focusing on child outcomes, while 2.32 focused on family 

outcomes. An emphasis on the child’s participation in a routine (Child Indicator 1) and a link to 

the family’s priorities (Child Indicator 5) were most commonly seen in the child-focused 

outcomes. These indicators were found be present, on average, in 84% and 85% respectively of 

the children’s outcomes on these 19 plans. A criteria for outcome completion (Child Indicator 3), 

however, was only present, on average, in 41% of the child outcomes. For the family-focused 

outcomes, using words the family would use (Family Indicator 3) was most commonly seen with 

an average of nearly 91% of the outcomes demonstrating this indicator. A criteria for completion 
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of a family goal (Family Indicator 2) was found, on average, in just 70% of the family outcomes.  

The group of 11 IFSPs from the non-pilot PRTs had an average of 2.73 total outcomes 

per IFSP, with an average of 2.00 of those focusing on child outcomes, while an average of 0.73 

focused on family outcomes. An emphasis on using the words the family would use to describe 

the outcome (Child Indicator 4) and linking the outcome to the family’s priorities as stated on the 

IFSP (Child Indicator 5) were the most commonly seen quality indicators in the child-focused 

outcomes. These indicators were found be present, on average, in 70% and 92% respectively of 

the children’s outcomes on these 11 plans. A criteria for outcome completion (Child Indicator 3), 

however, was only present in an average of 13% of the child outcomes. Six out of the 11 IFSPs 

had no family outcomes. The five IFSPs that did, however, contained a high percentage of the 

quality indicators. A statement that is specific and based on a family priority from the IFSP 

(Family Indicator 1) was most commonly seen with an average of 94% of the outcomes 

demonstrating this indicator.  

Training in the development of high quality IFSP outcomes had been systematically 

deployed across the pilot sites, while professionals in the non-pilot sites may or may not have 

taken advantage of offered trainings. A statistical analysis comparing outcome quality ratings 

from pilot site IFSPs to non-pilot site IFSPs was completed and the results are reported in Table 

5 above. These results suggest positive and substantial impacts of the systematic professional 

development initiatives on both the number and some demonstrated indicators of quality of 

outcomes developed by IFSP teams. Specifically, pilot site IFSPs had more child outcomes (M = 

3.74, SD = 2.31) than the non-pilot site IFSPs (M = 2; SD = 1.79). This mean difference was 

significant, t(25.42) = 2.30, p = .03, g = 0.81. Due to the small sample sizes of these groups, the 

Hedges’ g was calculated to estimate the effect size, that is, the degree of the difference between 
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the means of the two groups. Theoretically, standardized mean differences in this type of group 

design can take any value, but Lipsey and Wilson (1993) reported that 95% of the mean effect 

sizes found in their review of 302 social sciences meta-analyses fell between -0.08 and +1.08. 

Historically, effect sizes greater than .8 are considered to be large (Cohen, 1977). Thus, 

systematic training and support for use of RBI with fidelity and writing quality IFSPs resulted in 

a large effect for a number of child outcomes. Pilot site IFSPs had more family outcomes on 

average as well (M = 2.32, SD = 1.77), when compared to the non-pilot sites (M = .73, SD = 

1.01). The effect size was even stronger for this significant result, t(28) = 3.14, p = .004, g = 

1.031. The pilot site IFSPs were, on average, within the range of overall number of six to twelve 

outcomes that McWilliam (2010) suggested would result from RBIs implemented with fidelity 

(M = 6.16, SD = 2.71). The non-pilot site IFSPs had a lower total number of outcomes (M = 2.73, 

SD = 2.10). This mean difference was significant, t(25.44) = 3.86, p = .001, g = 1.37. Thus, the 

training resulted in a large effect size for total number of outcomes on the IFSPs. 

There were also significant differences between the two groups for three out of five child 

outcome quality indicators. This was analyzed by comparing the percentages of each indicator 

found on the IFSPs. This approach allowed the researcher to control for the differing number of 

outcomes per IFSP. Pilot site IFSPs had a higher mean percentage for child quality indicator 1—

emphasizes child participation in a routine—(M = 88.11, SD = 28.99), when compared to the 

non-pilot sites (M = 41.82, SD = 44.27). The effect size was large for this significant result, t(15) 

= 2.82, p = .013, g = 1.19. Pilot site IFSPs also had a higher mean percentage for child quality 

indicator 2—includes observable behavior—(M = 76.06, SD = 37.01), when compared to the 

non-pilot sites (M = 41.82, SD = 44.27). The effect size was large for this significant result, t(18) 

= 2.15, p = .045, g = 0.86. Finally, pilot site IFSPs had a higher mean percentage for child 
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quality indicator 3—criteria for completion that is reasonable and linked to the outcome—(M = 

41.00, SD = 30.78), when compared to the non-pilot sites (M = 13.36, SD = 20.79). The effect 

size was also large for this significant result, t(27) = 2.88, p = .008, g = 1.00. The mean 

differences in the percentages present for child indicators 4 (the outcome uses words the family 

would use) and 5 (the outcome is linked to a family priority on the IFSP) were not significantly 

different between the two groups.  

 While statistical analysis showed the two groups were significantly different with regard 

to the number of family outcomes present on the IFSPs, no significant differences were found 

between them with regard to the quality of family outcomes as measured by three indicators. 

That is, when non-pilot sites’ IFSPs included family outcomes, they tended to demonstrate a 

similar level of quality to the pilot sites’ IFSP family outcomes. Some possible explanations for 

this finding are that when teams write family outcomes it may be generally easier to attain the 

quality indicators for family outcomes than it is to attain quality indicators for child outcomes, or 

the non-pilot site IFSPs that contained family outcomes had been written by teams who had 

participated in the professional development strategies of RBI and/or quality outcome training. 

This finding regarding quality of family outcomes should, however, be interpreted with caution, 

as six of the 11 non-pilot site IFSPs contained no family outcomes while all 19 of the pilot site 

IFSPs contained one or more family outcomes. Further investigation of this phenomena with a 

larger sample size of IFSPs would be helpful.  

 Service providers assigned to support families. The service pages of the IFSPs yielded 

descriptive data about the providers assigned to deliver the supports needed to accomplish the 

IFSP outcomes. All 30 plans listed a services coordinator who would visit the family one time 

per month, although the length of visits varied across these plans from 15 to 60 minutes. 
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Seventeen of 19 pilot PRT IFSPS and six of 11 non-pilot PRT IFSPs listed a primary EI service 

provider along with the services coordinator. In the pilot PRTs, the majority of primary service 

providers were early childhood special educators (n = 9), followed by speech/language 

pathologists (n = 5), and occupational therapists (n = 2). One plan did not identify the role of the 

primary service provider. Two plans listed two providers. One plan listed an additional provider 

from an outside agency—a family support worker. In the non-pilot PRTs, the majority of 

primary service providers were speech/language pathologists (n = 3), followed by an early 

childhood special educator (n = 1), physical therapist (n = 1), and occupational therapist (n = 1). 

Four plans listed two providers, and one plan listed three.   

Dosage of EI services. The IFSP service pages also reported the frequency and length of 

visits planned. These descriptive results are summarized in Table 6.  

Table 6 

IFSP Documentation of Frequency of Home Visits  

 

Frequency of Visits 

Pilot PRTs (n=19) 

# of IFSPs Documenting 

this Frequency of Visits 

Non-Pilot PRTs (n=11) 

# of IFSPs Documenting 

this Frequency of Visits 

Five times a month 0 1 

Four times a month 0 0 

Three times a month 1 2 

Two to three times a month 1 0 

Two times a month 5 2 

One to two times a month 2 4 

One time a month 8 0 

Less than one time a month 2 2 
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IFSP Documentation of Length of Home Visits  

Length of Visits Pilot PRTs (n=19) 

# of IFSPs Documenting 

this Length of Visits 

Non-Pilot PRTs (n=11) 

# of IFSPs Documenting 

this Length of Visits 

30 minutes 5 4 

45 minutes           11 6 

45 – 60 minutes 1 1 

 

CONNECT data. The percentages of child referrals who, subsequent to 

assessment/evaluation, qualified for EI in the PRTs was of interest. This data is collected in the 

CONNECT statewide data system and published by the Co-Lead Agencies. Results from the 

2013- 2014 and 2016- 2017 reporting years are shown in Table 7 below. These years were 

chosen to represent data from the PRTs because they are pre- and post-RDA training efforts for 

the pilot PRTs in Strategies 1 and 2. 

The descriptive data reported in the CONNECT system of the percentage of 

infants/toddlers referred who are subsequently found eligible for EI services demonstrates a great 

deal of variability. For two of the pilot PRTs (#1 and 4) the yearly percentage dropped from pre- 

to post-RDA professional development, while for three pilot PRTs (#18, 22 and 27), the yearly 

percentage rose. For two non-pilot PRTs (#2 and 15) the yearly percentage rose from 2014 to 

2017, while for one non-pilot PRT (#6), the yearly percentage remained fairly stable. Variability 

in this data has a number of possible explanations including diverse evaluation/assessment 

practices and tools, differences in local policies and practices in use of “clinical judgment” when 

making eligibility decisions, differences in the populations represented in the PRTs, and other 

factors. It is important to note that the RDA professional development efforts aimed to improve 
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practices that are not directly linked to approaches for determining eligibility, thus, increasing 

these percentages or hitting some percentage target was not a goal of these initiatives. 

Nonetheless, this data is collected on a yearly basis and further inquiry into patterns of eligibility 

determination within and across PRTs in the state may be of interest.  

Table 7 

Percentage of infant/toddler referrals verified for EI services by PRT 

 July 1, 2013- June 30, 2014 July 1, 2016- June 30, 2017 

Pilot PRTs   

PRT #1 39.64% 32.08% 

PRT #4 54.69% 51.96% 

PRT #18 28.72% 32.91% 

PRT #22 41.46% 52.38% 

PRT #27 28.07% 42.20% 

Non-pilot PRTs   

PRT #2 37.08% 41.30% 

PRT #6 48.15% 46.24% 

PRT #15 30.77% 44.83% 

 

Summary of quantitative results. A randomly selected group of 30 de-identified IFSPs 

and their Quality Outcome Checklists were analyzed to compare number and quality of 

outcomes between the pilot and non-pilot PRTs. In addition, dosage of EI services (frequency 

and length of visits) was described for this group of children and families. Finally, the 

CONNECT statewide data system yielded information about the percentages of infant/toddler 
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referrals verified for EI services by PRT for a year before training and implementation of 

Strategies 1 and 2 and a year after. This data complements and/or corroborates data collected in 

the qualitative phase of this study.    

Synthesis of Qualitative and Quantitative Findings 

 Implications of systematic training and technical assistance. The first research 

question this study aimed to answer was how systematic training and support for implementation 

of effective RBI assessment practices and writing quality IFSP outcomes in the Nebraska pilot 

PRTs informed the types of outcomes that were developed by IFSP teams, the functionality and 

quality of those outcomes, and EI service delivery. A synthesis of the qualitative and quantitative 

findings that resulted from a mixed method investigation yielded a number of implications. 

Seventeen out of 19 pilot PRT IFSP documents examined contained both child-focused and 

family-focused outcomes. All of the parents interviewed acknowledged identifying both child 

and family outcomes for their IFSPs. McWilliam (2010) suggests that “the product of a 

successful needs assessment and intervention planning process…would be 6 – 10 functional 

outcomes” (p. 97). In this study, the pilot PRT IFSP documents had an average of 6.16 total 

outcomes, with a range from 1 to 13 outcomes. These findings suggest that use of RBI in the 

assessment phase enables teams to generate an expected number of outcomes, and that both child 

and family outcomes are generally represented on the IFSPs in the pilot PRTs.  

With regard to outcome quality, pilot site participant interviews yielded rich descriptions 

of parents actively prioritizing their desired outcomes for their children and stating those 

outcomes in their own words during IFSP development. The IFSP Outcome Quality Checklist 

confirmed this finding in that high percentages of the pilot PRT IFSPs met Child Indicator 4—

Uses words the family would use, and Child Indicator 5—Links to family priority on the IFSP. 
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Interestingly, interviewed parents across the pilot PRTs were highly adept at explaining in 

specific and measurable terms how they were able to tell if the children achieved those 

outcomes. The related IFSP Outcome Quality Checklist indicator for this (Child Indicator 3), 

however, was found in under half of the outcomes written. A possible explanation for this 

discrepancy may lie in the more stringent standard set for measurability of an outcome by the 

checklist, while parents were able to explain measurability in a less formal manner. 

For purposes of this study, dosage of EI service was narrowly defined as the frequency 

and length of home visits, as well as caregiver use of interventions between home visits. 

Qualitative findings indicated that parents from pilot PRTs were not typically included in the 

decision-making process of who would deliver EI services to their child/family. These decisions 

seem to be driven primarily by the developmental domain identified as the initial concern at 

referral as that often reportedly determined the role of the service providers tapped for the initial 

evaluation and assessment. An effective administration of an RBI, itself, promotes an early bond 

between professionals and families due to the in-depth and personal nature of the questions and 

active listening skills demonstrated by the interviewer. Thus, teams tended to choose one of these 

initial family contacts as the EI primary service provider. A number of EI teams stated that 

service provider decisions were guided by a structured decision-making process developed by 

Shelden and Rush (2010). This was completed by professionals in their team meetings. Parents 

often reported that their input regarding or approval of this selection was sought at the IFSP 

meeting. As parents became comfortable with EI, some said they asked for co-visits from other 

service providers or were comfortable changing service providers as warranted due to changing 

priorities for their children. Other families demonstrated a lack of awareness of the specific 

“role(s)” of their service provider(s).  
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Adding RBIs to assessment practices and the often resultant longer lists of outcomes to 

be addressed with children and families might be expected to result in the need for more 

professional staff. However, these professional development efforts have reportedly had minimal 

impact on the overall number of full-time service providers hired by districts and/or educational 

service units in the pilot PRTs. A re-organization of these resources has been reported by a 

number of these entities. This has often taken the form of dedicating service providers to work 

solely with EI or other community-based teams, freeing them from the school-based site 

schedules. This phenomena may reflect the adoption of a primary service provider that off-sets 

staff time previously absorbed by sending multiple service providers out to home visits. 

Professionals do report time stressors, however, particularly as caseloads grow throughout the 

year. Many state that more staff is needed to provide time to accommodate more in-depth 

assessments/evaluations, write reports of this work, and plan for home visits. 

There were some differences noted between parents’ reports of frequency and length of 

home visits and the dosage information documented on the 19 pilot PRT IFSPs. In the 

interviews, the majority of families reported having home visits two to four times a month, and 

for the majority of respondents, these lasted an hour. The majority of the IFSPs indicated 

planned visits one to two times a month, with most lasting 30 to 45 minutes. The families who 

participated in this study were notified of the study by their service provider and volunteered for 

the interviews, thus, there may be inherent differences in these families’ levels of engagement 

and participation in EI services when compared to other family members who were not invited to 

or interested in being interviewed. Another possible explanation for the differences between 

parent report and IFSP documentation of frequency and length of home visits may simply be that 

some teams document conservative numbers and lengths of visits to ensure that levels of service 
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delivery stated on the IFSPs are met. This phenomena warrants more careful exploration in 

future studies of dosage of EI services.  

It was only possible to gather information about caregiver use of planned interventions 

between home visits through the interviews. Service providers and supervisors were asked to 

share their sense of whether or not families implemented the strategies. Across the pilot PRTs 

reports were mixed—some respondents thought their families did fairly well based on follow-up 

discussions at the subsequent visit, several thought their families fell on a continuum from 

consistent use to not using planned strategies at all. None of the professionals reported collecting 

on-going data regarding strategy use or child progress. Families were asked how service 

providers made sure they were comfortable using strategies with their children after the service 

provider had gone. Most reported “talking” about their comfort level with the strategy, few 

reported trying it out when the service provider was there. A few parents said that if they had 

trouble using a strategy they waited until the next visit to ask for help from or to problem-solve 

with their service provider. This occurred even though the parents acknowledged that they had 

the service providers’ contact information and would feel comfortable e-mailing, texting, or 

calling them.  

The qualitative findings suggest a high degree of cohesion among the professional team 

members on the pilot PRTs EI teams. Many teams reported meeting together weekly or every 

other week for collaborative activities, such as coaching of colleagues, and scheduling. There 

were, however, some situations where regular team meetings did not occur—generally in rural 

districts where few infants/toddlers were identified for services.  

All professionals interviewed in the pilot PRTs reported high levels of job satisfaction. 

Professionals primarily valued the intrinsic rewards found in working with families with young 
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children and observing change and progress. Families also expressed generally high degrees of 

consumer satisfaction with EI services. Parents were particularly positive about their children’s 

progress toward achieving their IFSP outcomes. They were somewhat less enthusiastic when 

asked about their satisfaction with their progress toward achieving family outcomes, and 

interestingly, they often took responsibility for this, saying that they could be doing better.  

“Business as usual” EI practices. The second research question asked about the 

comparison of EI practices in pilot and non-pilot PRTs. Thus, it was necessary to synthesize the 

qualitative and quantitative findings that resulted from studying the non-pilot PRTs to better 

understand the “business as usual” approaches used for child/family assessment, IFSP 

development, and EI service delivery in these sites. The three non-pilot PRTs selected for this 

phase of the study are representative of Nebraska PRTs who have NOT received the systematic 

intensive professional development and technical assistance from the Co-Lead Agencies on the 

evidence-based strategies of using the RBI with fidelity to assess child and family needs and 

priorities and to develop functional IFSP outcomes. It should be noted, however, that such 

training has been available in Nebraska for a number of years. Thus, although teams across the 

three non-pilot sites have not experienced wide-spread and systematic training in the strategies, 

particular service providers and/or teams may have been trained and may be using the strategies. 

This is also representative of conditions across the other, non-pilot “business as usual” PRTs in 

Nebraska.  

 With regard to assessment of child and family strengths, needs, and priorities, non-pilot 

PRT professionals described the importance of tapping into families for key information and 

they reported doing so at each step of the multi-step process from referral to IFSP development. 

Some of the strategies used with families included completion of intake interviews by services 
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coordinators, completion of eco-maps, engagement of parents in completing screening or 

developmental checklists, conversations with family members during evaluations, and 

completion of RBIs. However, the use of RBIs as a means to gather key information regarding 

child and family functioning across daily routines and activities was inconsistent. One-third of 

the 19 professionals interviewed specifically mentioned the use of this tool and the related 

benefits for IFSP development. The other two-thirds of the professionals mentioned standardized 

evaluation tools or medical records as the primary sources of child information, although the role 

of family members in completing evaluation tools or supplementing medical information was 

reportedly valued.  

 When families and professionals were subsequently asked about the process used to write 

outcomes for the IFSP, half of the non-pilot PRT participants referenced the RBI as providing 

the family language used to write outcomes and the method leading to prioritizing the goals. The 

alternative approach often was described as provider-driven, with professionals interpreting 

evaluation results, suggesting or discussing outcomes to address perceived skill deficits, and 

running a draft of these outcomes by parents for edits or approval.  

 Across the non-pilot sites, IFSPs analyzed by the research team tended to focus on a 

small number of child outcomes, and six of the 11 sampled IFSPs contained no family outcomes. 

All eight of the interviewed parents, however, indicated that their IFSPs had at least one family 

outcome and they were able to discuss their level of satisfaction in meeting their family goal(s). 

For the IFSPs with family outcomes, the percentage of quality indicators present was very high 

Child outcomes, however, often lacked an emphasis on child participation in a routine, an 

observable, measureable behavior, and any criteria for completion of the outcome. Strengths of 

the child outcomes in the non-pilot PRT sample were their family-centeredness. They tended to 

109



NEBRASKA RDA PROCESS  69 
 

be written in language the family would use (70% met this indicator), and they were linked to 

family priorities stated in the IFSP (92% met the indicator).  

 There was concordance between the qualitative and quantitative data regarding the 

reported “dosage” of EI services across the non-pilot PRT sites. Parents who were interviewed 

and the IFSP documents indicated most families received one to two home visits per month. 

Most parents reported visits lasted an hour, while most IFSPs indicated visits would last 45 

minutes. Also, about half of the families and half of the IFSPs indicated a single EI service 

provider. The use of a primary service provider model of service delivery was inconsistent across 

the non-pilot PRTs sampled in this study. Several professionals indicated that their teams or 

districts are moving in the direction of using a primary service provider model. Interview 

participants reported that families usually had a minimal role in the planning of who would 

provide the services, though families were usually engaged in making decisions regarding how 

often they would have home visits.  

 Again, for the non-pilot PRTs, it was only possible to gather information about caregiver 

use of strategies with the children between home visits through participant interviews. There 

were anecdotal reports of high implementation and of low implementation. There were no 

indications by professionals or families that systematic data regarding implementation of 

strategies was collected. When asked how service providers made sure they were comfortable 

using suggested strategies, families reported they had tried them out or talked them through 

during the visit. Families said they would discuss any challenges with planned strategies at the 

next home visit.  

 Qualitative findings in the non-pilot sites indicated a high degree of cohesion among EI 

team members. Professional team members reported a strong sense of respect for and trust in 
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their colleagues leading to positive collaborations. Thirteen of 19 professionals reported monthly 

team meetings and two professionals were members of teams that met twice a month. There were 

two teams that held weekly meetings. One professional reported no regular meetings for her 

team. It should be noted that the districts represented in this sample ranged from rural districts 

serving a small number of children/families to larger districts with substantial caseloads.  

 Families expressed high levels of satisfaction with EI services and, often, the progress 

their children made toward achieving IFSP outcomes exceeded family expectations. 

Professionals expressed similar degrees of satisfaction with their jobs, although several 

suggestions for improvement emerged. In particular, professionals struggle with time and travel 

obligations. Training in addressing particular family needs such as those encountered in CAPTA 

referrals, families providing foster care, or families from diverse cultural backgrounds was 

identified as an area of focus for future professional development.  

Comparison of EI practices in pilot and non-pilot PRTs. Systematic use of RBI with 

fidelity and training in functional IFSP outcome writing yielded, on average, more and higher 

quality outcomes in pilot site IFSPs when compared to non-pilot site IFSPs. Across all PRTs, 

participants using RBI reported improved family engagement in home visits.  

EI service delivery practices were more similar than different across pilot and non-pilot 

sites as evidenced by a number of findings. Upon referral to EI, families are valued as partners in 

the evaluation and assessment process, however, families are not typically included in the IFSP 

decision-making step regarding who will deliver EI services to their child and family. Common 

activities of service providers during home visits include obtaining updates from families, 

modeling strategies, giving suggestions and feedback, and completing documentation of the visit 
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Some key coaching behaviors were not mentioned in either pilot or non-pilot PRT interviews 

(e.g., reflection, practice, goal-setting). With the exceptions of meal times and play times, 

families are rarely coached to practice a strategy with their child in the context of a family 

routine. Finally, data collection regarding family implementation of strategies “between home 

visits” was not mentioned by any participants. Thus, these findings seem to indicate that higher 

quality IFSPs are not sufficient in and of themselves to ensure use of routines-based 

interventions during home visits.  

Recommendations 

Implementation of strategies 1 and 2 yields higher quality IFSPs. Findings from this 

project confirmed the effectiveness of the two evidence-based strategies that have been promoted 

by Nebraska’s Co-Lead Agencies in the first two stages of RDA training and technical assistance 

(Nebraska Early Development Network, 2013). The statistical analysis of IFSP outcome quality 

of the pilot and non-pilot PRT groups provides evidence that universal training and 

implementation with fidelity of RBI and IFSP quality outcome training yields significant and 

meaningful improvements in the number of IFSP child and family outcomes. Furthermore, child 

outcome quality indicators such as emphasizing child participation in a routine, identifying an 

observable child behavior, and establishing a criteria for successful completion of the outcome 

are advanced by this type of child/family assessment. In addition, the quantitative evidence is 

collaborated by qualitative descriptions provided by study participants. The State of Nebraska 

Co-Lead Agencies have a multi-year plan for furthering the reach of the RDA EI improvement 

strategies across all PRTs in Nebraska. This will bring uniformity to the state’s use of best 

practices for child/family assessment and writing high-quality, functional IFSP outcomes.  
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Family participation in IFSP planning. An essential goal of EI is to build families’ 

competence and confidence in advocating for their children. More transparency and inclusion of 

families in the IFSP team decision-making process regarding selection of a primary service 

provider and establishment of length/frequency of home visits is warranted. Professionals may 

be able to set the stage for parent engagement for such decisions by providing more information 

to families about various team members’ areas of expertise, how team members collaborate and 

coach each other across developmental domains, what options for service delivery might 

complement the family’s desired outcomes, and what other families with similar priorities have 

done. This may, admittedly, require even more time for outreach and communication with 

families during what professionals experience as an already tight federally mandated timeline.  

Re-focus EI service delivery on family routines. While engagement in an RBI provides 

an effective process for families to prioritize outcomes for their child and family, and for teams 

to write IFSP outcomes in functional and measurable terms, as well as collaboratively plan EI 

services, it is not sufficient in and of itself to ensure effective implementation of those plans. 

Results from this study indicate service providers are not widely using family activities and 

routines as contexts for discussing, demonstrating, practicing, providing feedback on, or 

reflection upon evidence-based interventions. It is in such contexts that caregivers most benefit 

from coaching support (Hanft et al., 2004; McWilliam, 2010; Woods, Kashinath, & Goldstein, 

2004; Woods, Wilcox, Friedman, & Murch, 2011). Coaching families within daily activities and 

a wider variety of routines would re-focus teams on parent priorities and strengthen the 

connections for these adult learners between proposed strategies and on-going use of the 

strategy. This would set the stage for more intentional action planning, including setting of goals 

for when, where, and by whom a strategy would be implemented. These steps are key to 
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maximizing the “dosage,” that is the frequency and intensity of interventions for infants and 

toddlers, that occurs between visits.  

In addition, when families encountered difficulty implementing a strategy, they reported 

waiting until the next home visit to address these issues. This occurred in spite of the fact that the 

families had provider contact information and reported feeling welcome to contact the provider. 

A critical feature of the action plan, therefore, will be an emphasis on communication. Providers 

may want to develop a plan in conjunction with families for “checking in” between home visits 

to assess strategy success. Today’s technology provides many options for doing so in an efficient 

manner for both families and providers.  

On-going progress monitoring. No EI service providers from across eight Nebraska 

PRTs sampled in this study reported frequent, on-going collection of data regarding child or 

family progress toward achieving IFSP outcomes. Having a written action plan has the potential 

to support service providers’ efforts at follow-up home visits to collect data about family use of 

an intervention between visits—a key in a collaborative data-based decision making process 

(Bernheimer & Keogh, 1995; Sheridan et al., 2006). Such data provides evidence regarding the 

appropriateness of the “dosage” of intervention for ultimately achieving child and family 

outcomes. The Co-Lead Agencies are encouraged to provide professional development around a 

set of strategies for EI providers to engage family members in observing their children and 

documenting their use of and satisfaction with interventions between home visits.  

 The next phase of the RDA process is underway as the pilot PRTs have begun 

professional development and on-going technical assistance to implement the Getting Ready 

framework in home visits. This is the third evidence-based strategy in the RDA plan. It is 

anticipated that the Getting Ready approach will add structure and consistency to what happens 
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in a home visit, refocus the professional and family on daily activities and routines of concern, 

strengthen coaching practices, and prompt creation and follow-up evaluation of action plans 

(Sheridan et al., 2008). These are essential steps toward addressing the third area of need 

identified in Nebraska’s RDA plan—strengthening of home visitation practices to provide 

support within the context of family routines (Nebraska Early Development Network, 2013).  

 Workforce-identified needs. Service providers across pilot and non-pilot PRTs in 

Nebraska express generally high levels of satisfaction with their jobs and strong commitment to 

the work they do on a daily basis. Families across both groups describe the trusting and 

collaborative relationships they have developed with the service providers. Thus, calls by service 

providers for on-going support and training deserve careful consideration from the Co-Lead 

Agencies. In particular, service providers and administrators frequently identified the following 

topics for further training and/or technical support: (a) cultivating relationships with and 

addressing the needs of families with diverse cultural or language backgrounds, or families 

referred through CAPTA; (b) the role of clinical judgment in the evaluation process, and 

consideration of Adverse Childhood Experiences; and, (c) strategies for managing intake, 

evaluation, assessment, and IFSP development tasks within the Part C mandated 45-day timeline. 

Conclusion 

The State of Nebraska Co-Lead Agencies have rolled out professional development and 

technical assistance for the first two evidence-based strategies of a Results-Driven 

Accountability process in several pilot PRTs. Implications of these strategies for IFSP 

development and EI service delivery were examined. The results of this study indicate 

widespread use of RBI with fidelity fosters early working relationships with families, and 

enables families to generate, using their own words, a group of quality IFSP outcomes. Higher 
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quality IFSPs, however, were not found to be sufficient in and of themselves to ensure use of 

routines-based interventions during home visits.  

The next phase of the RDA process is underway as the pilot PRTs begin completing 

professional development and training to add the Getting Ready framework to home visits. It is 

anticipated that these approaches will add structure and consistency to what happens in a home 

visit, will allow providers to add more “coaching” tools to their tool kits, and will re-energize a 

focus on family routines as contexts for family-provider collaboration on interventions. Further 

professional development may be needed to prompt providers and families to gather data 

regarding child and family progress toward achieving the outcomes that are of such great 

importance to these families. These are vital steps toward addressing the third area of need in 

Nebraska—strengthening of home visitation practices to provide support within the context of 

family routines (Nebraska Early Development Network, 2013). 
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Appendix A 

Family Team Member Interview Protocol 

Project: Understanding Early Intervention Services in Nebraska  

Participant ID#:______________________________________ 

Time of Interview:_______________________________ 

Date:__________________________________________ 

Place:__________________________________________ 

Interviewer:_____________________________________ 

Say: Thank you for agreeing to chat with me about your experiences with Early Intervention 

services for your child and family. Before we begin, I’d like to go over the consent form with 

you. After obtaining interviewee signature: OK. Let’s get started.  

 

Questions: 

1. Describe the process that you and your team used when your child was referred to the 

Early Intervention team to identify the concerns and priorities for your child and family, 

as well as your child’s and your family’s strengths.  

How did you decide what to focus upon in Early Intervention?  

2. What would have made that initial process of identifying those strengths, concerns, and 

priorities better for you and your family? 

 

3. How did you and your team identify what outcomes/goals should be on your child’s 

IFSP? Describe the process used to write the outcomes/goals. 

How did you and your team decide how you would know when those outcomes/goals 

were met? 

4. What would have made the process of choosing and writing outcomes/goals better for 

you and your family?  

 

5. Describe how you and your team determined what services your family and your child 

received and who would deliver those services.  

How did you determine how often the service provider would visit your home and how 

long the visit would last? 

6. What would have made the process of identifying services and who would work with 

your family better for you? 

 

7. How would you describe your working relationship with your Early Intervention service 

provider(s)?  
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8. What does a typical home visit look like for you and your child? 

 

9. During the home visits, does the service provider help you and your child participate in 

your family’s activities and routines?  If so, what activities or routines?   

 

 

10. How does the service provider make sure you are comfortable using strategies/ideas after 

the provider is gone? 

 

11. What would make Early Intervention services better for you and your family? 

 

12. How would you describe your level of satisfaction with your child’s progress toward 

meeting his/her IFSP outcomes/goals?  

 

13. How would you describe your level of satisfaction with your family’s progress toward 

meeting family outcomes/goals? 

 

 

14.  Is there anything else you would like to share about the process you and your team used 

for identifying your priorities, IFSP planning, or Early Intervention service delivery that 

we haven’t yet talked about? 

 

Thank you for your time!   
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Professional Team Member Interview Protocol 

Project: Understanding Early Intervention Services in Nebraska  

Participant ID#:______________________________________ 

Time of Interview:_______________________________ 

Date:__________________________________________ 

Place:__________________________________________ 

Interviewer:_____________________________________ 

Say: Thank you for agreeing to chat with me about your experiences with Early Intervention 

services in your community. Before we begin, I’d like to go over the consent form with you. 

After obtaining interviewee signature: OK. Let’s get started.  

 

Questions: 

1. Once a referral of a child/family is made to your team, describe the process that your 

team uses to assess child/family strengths, concerns, and priorities. 

 

2.  How would you describe the role of family members in the assessment process? 

 

 

3. What would make the assessment process better for you? 

 

4. How does your team decide what outcomes/goals should appear on the IFSP? Describe 

the process used to write the outcomes/goals. 

 

5.  How would you describe the role of family members in choosing and writing the 

outcomes/goals? 

 

 

6. Describe how your team determines what services the child/family will receive and who 

will deliver those services.  

 

7.  How would you describe the role of family members in planning services and who 

would work with their family? 

 

8. What would make this IFSP planning process better for you? 
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9. How would you describe the working relationship among the professional members of 

your team? Do you have team meetings? If so, how often? 

 

10. How would you describe your personal level of satisfaction with your job? What would 

make it better? 

 

11. (For pilot site participants only) What changes have you seen in your assessment 

process since your team began participating in the pilot project? 

 

12. (For pilot site participants only) What changes have you seen in your process of 

choosing and writing IFSP outcomes/goals since your team began participating in the 

pilot project? 

 

13. (For pilot site participants only) What changes have you seen in the planning and 

delivery of services since your team began participating in the pilot project? Has your 

team made any changes in the number of or type of service providers on your staff? 

 

 

14.  How would you describe family participation in Early Intervention services in your 

community in terms of keeping appointments for home visits? 

 

15.  How would you describe family participation in Early Intervention services in your 

community in terms of active engagement in home visits? 

 

16.  How would you describe family participation in Early Intervention services in your 

community in terms of families implementing planned interventions between home 

visits? 

 

17.  Is there anything else you would like to share about the process your team uses for 

assessment, IFSP planning, or Early Intervention service delivery that we haven’t yet 

talked about? 

 

Thank you for your time!   
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Appendix B 

ARCHIVAL IFSP DOCUMENT CODING PROTOCOL 
Participant ID#:___________________ PRT#_____________  Pilot      Non-Pilot 

Roles of IFSP Team Members:___________________________________________________________ 

____________________________________________________________________________________ 

Date of Document Creation:_________________________________ 

Description of outcomes: 

1. # of child outcomes _________

2. 2. # of family outcomes________

3. 3. Total # of outcomes_________

4. Average quality outcome rating for this IFSP

_________

Description of plan for service: 

1. What is (are) the role(s) of service

provider(s)?_________________

___________________________

___________________________

2. Frequency of

visits____________________

3. Length of

visits_______________________

Uniqueness of situation for experience of process: 

Potential categories/ themes: Possible excerpts for triangulation: 

Page: 

Page: 

Page: 

Commentary (quotations, incidents, or impressions): 

Factors (factors or variables related to topic of interest that emerge): 

Adapted with permission from Stake, R. (2006). Multiple case study analysis. New York, NY: Guilford Press. 

Retrieved from  

http://education.illinois.edu/circe/EDPSY490E/worksheets/worksheet.html 

for use by Kuhn, M. (2017) Improving early intervention services in Nebraska through a results-driven 

accountability process.
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Appendix C 

IFSP Outcome Quality Checklist         Outcome #: _________ 

Child NSSRS:   Connect #: ___ IFSP Date: ______    PRT #:________ Rater:_________ Date Completed:_____ 

Connect #:  IFSP Date:   

PRT #: Rater:   

Date Completed:   

 

Child Outcomes – Does the Outcome: Yes (+) No (-) Comments 

1.  Emphasize child participation in a routine(s)? 
(Child will participate in outside time by….NOT child will participate in running; or child will 
participate in breakfast and snack time by….NOT during eating and drinking times). 

   

2. Include an observable indicator of what the child will do that is necessary, clearly connected, 
and/or useful in participating in the above routine(s)? (Routine(s) must be identified in #1 
to score a +). 

(Child will hold spoon for 4 bites during .…NOT grasps spoon; or child will use word or sign 
to let family know during….NOT child will not scream; or child will play with a car by rolling it 
on the floor at playtime...NOT child will sit up and hold bottle at….) 

   

3. Include a reasonable time frame for completion, with criteria that are clearly linked to the 
outcome? 
(Child will hold spoon for 4 bites at lunch each day for 2 weeks… NOT 3 of 4 trials; or child 
will use 2 words together at playtime on the weekends for 2 weeks…. NOT 1 day across 3 
observed days/sessions) 

   

4.  Describe priorities in words the family would use (i.e. jargon-free)?    
5.  Link to the family priorities as listed on page 2 of the IFSP?    
Family Outcomes – Does the Outcome: Yes (+) No (-) Comments 

1. State specifically what the family will do (i.e. the family is the actor) based on a family 
priority as listed on page 2 of the IFSP, i.e. reflecting a family need or interest? (Sally will 
get information about child care or respite…. NOT have knowledge of medical, financial, 
and developmental services; or Russ will feel satisfied or comfortable that he knows how 
to play with Ronnie…. NOT family will play appropriately with their child ) 

   

2. Include an indicator of when or how the family will know the goal is met? (find child care by 
June 15 or by the end of the month) 

   

3. Written in words the family would use? (I.e. jargon-free…. NOT family will utilize resources 
in their community. (If it is difficult to determine whether the outcome is written in the 
“family’s words”, score as a “yes”). 

   

Please check one: ____Child Outcome _____Family Outcome   Raw Score for this outcome (# correct items/total # of items)______________ 

Instructions for completion: Rate each IFSP outcome using a separate page. Begin by categorizing the outcome as either a family outcome in which the parent’s name is specified 
as the focus; or as a child outcome in which the child’s name designates the focus. Using the appropriate section, rate the outcome on each of the criteria listed. A (+) indicates the 
criterion is present, a (–) indicates it is missing. Use the comments section for feedback or next steps. Record the raw score for this item in the space provided. When all outcomes on 
the IFSP have been scored, complete a summary sheet. (Adapted with permission from RA McWilliam Goal Functionality Scale III, 2009.) Bainter & Hankey (2015). Nebr. RDA project. 
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Appendix X: Getting Ready Provider, Services Coordinator 
Checklists & Scoring Criteria 
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Scoring Criteria for the GUIDE: EI Providers 

 
The purpose of this tool is to provide additional scoring clarification for the Getting Ready Approach Implementation Checklist. It 

follows the GUIDE for Providers and was developed for use by coaches to help determine reliability on the checklist.  It is not intended 

to replace the GUIDE and in fact does not contain enough information for implementation in a home visit. 

 

Provider Implementation Checklist - Ongoing 

Goal: At least 80% of items 1-10 (8/10) scored as + needed for reliability*  

 
 + SCORING CLARIFICATION 

Did the provider: 

OPENING 

1. Establish/Re-establish the 
Partnership 

Can be simple, “Hi”, or “How are you?” or “How’s it going?” 

2. Discuss Child/Family Strengths 
& Concerns/ 
Observations/Information Since 
Last Visit 

This information may be shared by the family spontaneously in conversation or in response to questions 
from the provider. 
 
Child/Family Strengths & Concerns 
    The information should touch on all 3 solid  bullets on the GUIDE: 

 new strengths and/or interests [not necessarily from IFSP] 

 questions/reference to family developments, not just child [ e.g. siblings, new baby, social outings, 
grandmother, etc.] 

 new concerns/questions and what has been tried 
 
Observations/Info since Last Visit 
    The information should touch on the solid bullet on the GUIDE: 

 family observations of learning opportunities which may or may not be from last HV plan  
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3. Co-Establish Purpose for Visit Ideas for the visit agenda must include input from both provider and family. Sources of information may 
include: 

 Previous joint plan. 

 Concern/observation surfaced during opening. 
Input might be simple agreement when asked such as, “okay” but there is some 
agreement between both – to elicit more input from parent, provider may offer a 
question such as “what do you want to get out of our visit today?”  

 
Roles (who will do what during the Main Agenda) are determined together appropriate to agreed agenda 
OR may be implied.   

 If it is clear during Main Agenda that the parent naturally takes interaction role with child, while 
the provider is near to observe or help, you can assume that roles have been determined at 
previous visits and are embedded in the way the parent and provider interact. 

 

MAIN AGENDA 

4. Review child’s progress since 
the last visit specific to selected 
IFSP outcome. 

Strategy, Routine, Skill Selection/Revision 
 
 *Review child’s progress specific to previously selected IFSP outcome.  

 What is parent seeing re: progress 

 What learning opportunities/strategies worked or did not work. 
 

*NOTE: Parent may have shared this information spontaneously during the Opening conversation. If so, the 
provider may or may not summarize what s/he heard. 
 

5. Co-determine the IFSP 
Outcome(s) to be Addressed 

Co determine IFSP outcome A OR B (two open bullets on the GUIDE are options for considering). 

 Must include contributions from both provider and parent even if simple agreement such as, 
“okay”; includes specifics from IFSP outcome – child will, routine, measurement as appropriate, 
family will, etc.  
 

Review what we know child can do re: selected IFSP outcome. 

 Must happen for A or B. (If A is chosen this will probably already be known after reviewing progress 
earlier in visit.) 

 Information can come from multiple sources including recent observations of parent or provider. 

 Record selected outcome – you may not see provider writing. 
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6. Support Parent/Child 
Interaction and Practice (Let’s 
Try It!) 

 Must include all three solid bullets on the GUIDE 

 Should include five hollow bullets from the GUIDE as appropriate to situation. 

 Hollow bullet 1 on the GUIDE under “Determine Practice Opportunity” is meant to define context 
that is as similar as possible to how the child’s skill or behavior is seen during a routine and/or 
activity of a typical day, i.e. location, materials, roles – this is not to be contrived for the visit.  

 If the Let’s Try It occurs spontaneously, five hollow bullets from the GUIDE under “Determine 
Practice Opportunity” can be confirmed after practice. 

 NOTE: *Bullet 3 on the GUIDE under “Discuss Practice Opportunity” may occur during or after the 
practice. Some reflection/debrief conversation is required, though all italicized questions may not 
be used.  

 

7. Develop Home Visit Plan  A mutual decision about what the child will be doing by the next visit should be intentional and is 
required. 

 How the child will be supported to reach the short-term goal through daily routines and using 
specific strategies must be discussed, or confirmed/restated if it was discussed earlier in the visit. 

 Roles may be implied and not specifically discussed. 

 Some reference to communication between visits should be addressed, though it may be brief if 
visits are frequent or provider and parent have a previously determined agreement about this. 

 Checking in about progress on other IFSP outcomes is optional. 
 

CLOSING 

8. Reflect and Review  BOTH parent and provider must intentionally respond to the question “What are you feeling good 
about right now?” The focus of the response to this question may be anything from how the visit 
went and how the child is doing to a much broader family situation.  

 Even if brief, the provider should ask about any other questions or concerns the parent may have. 
This is not intended to open up a lengthy conversation, but may inform a topic to note on Home 
Visit Plan for future discussion. 
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9. Discuss/Review Possible Ideas 
for Next Visit 

 Might come from information gathered throughout the visit. 

 Can come from provider and/or parent. 

 Provider should at least ask parent what to consider for next visit if it doesn’t come from another 
source. 

 

10. Review and Finalize Home Visit 
Plan 

 Quick recap, highlights, based on the Home Visit Plan. The HV Plan is NOT reviewed in full detail.  

 This is intended to confirm that parent and provider are on the same page at the end of the visit. 
 

Provider must show evidence of at least 5 separate Getting Ready Strategies:  

 Communicate openly and 
clearly 

 
 
 
 
 
 
Getting Ready Strategies are to be used intentionally throughout the GUIDE to create the parent-provider 
partnership. As a coach, it is important to identify the strategies as they support collaborative interactions 
throughout the home visit.  
 
 

 Encourage parent-child 
interaction 

 Affirm parent competencies 

 Make mutual/joint decisions 

 Focus parents’ attention on 
child strengths 

 Share developmental 
information and resources 

 Use observations and data 

 Model and/or suggest 

 

After scoring a video, review the scores to ensure that any components marked as missing, were not seen/heard at a different point in the visit 

than indicated on the checklist.  [For example, some of the “review the child’s progress since last visit specific to previously selected IFSP 

outcome” may occur in the Opening rather than in the Main Agenda.  Or “plan for the next visit” may occur during the Main Agenda and be only 

briefly touched on during the Closing.] 

 The intentionality and mutuality of each item is primary, the exact order may be different to match the parent’s focus.  
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Scoring Criteria for the GUIDE: Services Coordinators (SC) 

The purpose of this tool is to provide additional scoring clarification for the Getting Ready Approach Implementation Checklist. It 

follows the GUIDE for SC’s and was developed for use by coaches to help determine reliability on the checklist.  It is not intended to 

replace the GUIDE and in fact does not contain enough information for implementation in a home visit.  

 

Goal: At least 80% of items 1-10* scored as + needed for reliability in the Approach for Services Coordination    ** Items 5-6 scored if the 
topic is introduced. If not introduced, mark n/a.  

 + SCORING CLARIFICATION 

Did the services coordinator: 

OPENING 

1. Establish/Re-establish the 
Partnership 

Can be simple, “Hi”, or “How are you?” or “How’s it going?” 

 

2. Discuss Child/Family Strengths 
& Concerns/ 
Observations/Information 
Since Last Visit 

Discuss Child/Family Strengths and Concerns  

 This information may be shared by the family spontaneously in conversation or in response to 
questions from the SC. 

 The information should touch on both solid bullets on the GUIDE: 
o strengths and/or new interests [not necessarily from IFSP] 
o concerns/how they have been addressed 

 
Discuss Child/Family Developments Since Last Contact 

 This information also may be shared by the family spontaneously in conversation or in response 
to questions from the SC. 

 The information should touch on both solid bullets on the GUIDE: 
o new family developments [since last contact] 
o review of steps which were to be taken based on previous Home Visit Plan 
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3. Co-Establish Purpose/Design 
for Visit 

Ideas for the visit agenda must include input from both SC and family. Sources of information may 
include: 

 Plan made at last contact. 

 Concern/observation surfaced during opening. 
Input might be simple agreement when asked such as, “okay” but there is some agreement 
between both – to elicit more input from parent, provider may offer a question such as 
“what do you want to get out of our visit today?”  

 If applicable, identify any immediate concerns of parent. 
 

MAIN AGENDA 

4. Review Progress toward 
Current IFSP Goals; if 
immediate priorities or 
concerns exist, then visit 
includes specific plan to 
review progress toward IFSP 
goals later in current month. 

Review Progress toward Child/Family IFSP Goals 
 

 The review should always include questions and/or discussion about solid bullets 1-3 on the 
GUIDE.  
o Use the hollow sub-bullets under each black bullet on the GUIDE as reference points to 

determine if the SC has covered, even if briefly, the IFSP goals. The goals do not need to 
be read verbatim, however, it should be clear from the discussion what the goal status 
is.  

o In particular, the SC needs to find out if services are occurring as written on the IFSP, and 
if the family understands the strategies and supports. 

          
*NOTE:  Parent may have shared some progress spontaneously during the Opening 
conversation. If so, the SC may or may not summarize what s/he heard. 
 
o Solid bullet 4 on the GUIDE: The review will include AD Waiver information and family 

rights discussion only when appropriate as indicated. 
 

5. If Family Rights are Reviewed, 
Probes for Family 
Understanding of EI Process** 

Review Family Rights and Procedural Safeguards only as appropriate  
 

 Use the four hollow sub-bullets on the GUIDE as examples of how reviewing family rights can 
be accomplished. These sub-bullets might also help the coach to identify missed opportunities  
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6. If Transition Plan is Reviewed, 
One or More Steps of the Plan 
are Discussed**  

Review Transition Plan only as appropriate to the child’s age. 
 

 If the Transition Plan is addressed, SC should use all hollow bullets on the GUIDE to guide 
discussion.  

 

7. Develop Home Visit Plan Develop Home Visit Plan – all three solid bullets on the GUIDE are required. 
 

 Decisions about what will be done and by whom should be mutual and intentional. 

 Some reference to communication between visits should be addressed. 

 A plan for the next visit should be mutually determined with input from both the parent and 
the SC. 

 A copy of the home visit plan should be provided or reference made to mailing from the office 
should be heard. This may occur in the closing. 

 

CLOSING 

8. Reflect and Review [If addressing immediate family priorities/concerns took up all allotted time for visit, SC must make 
specific plans for a follow-up contact to review progress toward Child/Family IFSP goals to fulfill monthly 
SC requirement.] 

Reflect on Visit 

 BOTH parent and SC must intentionally respond to the question “What are you feeling 
good about right now?” The focus of the response to this question may be anything 
from how the visit went and how the child is doing to a much broader family situation.  

 Even if brief, the SC should ask about any other questions or concerns the parent may 
have. This is not intended to open up a lengthy conversation, but may inform a topic to 
note on Home Visit Plan for future discussion. 

 

9. Review and Finalize Home 
Visit Plan.  

A quick recap that highlights key components, particularly action items, on the plan.  The HV Plan is NOT 
reviewed in full detail. This is intended to confirm that parent and SC are on the same page at the end of 
the visit.   
 

10. Provide Copy of Home Visit 
Plan to Family or Let Family 
Know It Will be Mailed 
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Services Coordinator must show evidence of at least 4 separate Getting Ready Strategies for approval in Getting Ready approach: 

 Communicate openly and 
clearly 

 
 
 
 
Getting Ready Strategies are to be used intentionally throughout the GUIDE to create the parent-
provider partnership. As a coach, it is important to identify the strategies as they support collaborative 
interactions throughout the home visit.  
 

 Affirm parent 
competencies 

 Make mutual/joint 
decisions 

 Focus parents’ attention on 
child strengths 

 Share developmental 
information and resources 

 Use observations and data 

 Model and/or suggest 
*Depending on number of total possible items, 6 out of 8, 7 out of 9, or 8 out of 10 items scored as + are needed for reliability. Must achieve reliability on two checklists 

(preferably with same family) to obtain approval in the Approach for Services Coordination and Getting Ready approach. 

 

After scoring a video, review the scores to ensure that any components marked as missing, were not seen/heard at a different point in the visit 
than indicated on the checklist. [For example, some of the “review progress toward IFSP goals” may occur in the Opening rather than in the 
Main Agenda.  Or the “copy of the HV plan provided” may occur in the closing.]  
 
The intentionality and mutuality of each item is primary, the exact order may be different to match the parent’s focus. 
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Appendix Y: Nebraska’s Getting Ready Home Visit Fidelity 
Checks



Sue Bainter & Cindy Hankey, 2018 
 

        

 

 

Getting Ready (GR) Home Visit (HV) Fidelity Check Process  

 RDA Pilot Regions 

September 2018 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

*A GR HV implementation checklist must be completed during fidelity checks. Internal coaches/providers/services 

coordinators must achieve 80% or better on one implementation checklist to maintain fidelity. 

*PRT grant funds can be used to contract with state level GR coaches to complete or assist in the completion of fidelity 

checks for providers and services coordinators. 

 

 

 

 

Video Submission Due Date 

 

Final Approval  

Due Date 
 

  

PRT Internal GR coaches 

 

 

Internal coach submits video to assigned state GR 

coach between  

January 1-March 1 

NDE facilitates process and records fidelity dates. 

PRT maintains fidelity implementation checklists. 

 

 

 

State GR coach 

completes fidelity check 

and notifies internal 

coach of approval status 

by April 1 

 

 

EI providers and services 

coordinators 

 

Annual video submission reviewed by an approved 

internal coach between  

April 1-July 1 

PRT facilitates process & maintains fidelity 

implementation checklists. NDE records fidelity 

dates. 

 

 

Internal coach completes 

fidelity checks and 

notifies PRT leadership 

team of approval status 

by  

August 1 

139




