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mation, norisitlikely thatwe willbe
able to prove these scales valid and
reliable given the current strategy.

Our goal is to have all the FCM
categories tested for validity and
reliability by the end of 1998, and
then revise the scales as necessary.
Work on revising the adult scales
will begin shortly as will work on
the scale for children (kindergar-
ten to age 18).

In addition, once regular data
collection is underway, we antici-
pate having in-depth modules for
use by clinicians who specialize in
one or more areas. For example, if
you focus on voice, there would be
an additional set of FCMs that re-
lated only to voice which measured
functional changes on a number of
additional dimensions notavailable
in the general scale.

Editor's Note

The Task Force on Treatment
Outcomes and Cost Effectiveness is
seeking the help of Special Interest
Divisions in several areas:

1. to maintain the bibliography on
treatment efficacy and add new
lists;

2. toidentify sites which have large
populations falling in one of the
categories listed on Table 1 to do
validity and reliability studies;
and

3. to identify specialty areas where
FCMs should be developed and
to recommend people to help de-
velop additional modules for use
by clinicians.

Any affiliates of Special Interest
Division 1 who are interested in help-
ing out in any of these areas or have
suggestions/comments regarding these
issues, please share your ideas on Di-
vision 1’s listserv or contact Herbert
Baum at ASHA (301)897-0133 or
hbaum@asha.org.

Mona R. Griffer

Early Intervention Chat Corner

Interview With Louis Rossetti on the State
of Early Intervention Service Delivery as
We Approach the 21st Century

Welcome Special Interest Di-
vision 1 affiliates to the first of our
Early Intervention Chat Corners!

In today’s world, early inter-
ventionists are forever challenged
with changing health care systems,
federal and state legislation, and
increasingly varied roles and re-
sponsibilities in clinical service de-
livery and working with the fami-
lies of young children who have
special needs. We are fortunate to
have as our first guest, Louis M.
Rossetti, Director of the Communi-
cative Disorders Program at the
University of Wisconsin at
Oshkosh. Rossetti, an internation-
ally recognized clinical scholar,
teacher, and author, offers his per-
spective on current trends in Early
Intervention (EI) service delivery
as we approach the 21st century.

1. MG: What current trends in
El service delivery do admin-
istrators, direct service prac-
titioners, and university fac-
ulty need to be concerned
about as we approach the 21st
century?

LR: There are two significant
trends to be concerned about.
The first is the trans-
disciplinary nature of the EI
service delivery process. What
we have become increasingly
aware of over time is that it
really doesn’t matter who pro-
vides theinterventionbecause
of the tremendous overlap in
training and knowledge. Ef-
fective early interventionists
must be able to cross disci-
plinary boundaries. Univer-
sity programs must provide
opportunities in both the aca-

demic and clinical arenas that
enable preservice clinicians to
do so. After a 10-year history
of EI service delivery, we are
finally getting the message
that we cannot empirically
support one discipline’s in-
volvement over another’s
prior to the age of 15 months
of age. Therefore, we must
garner from each discipline
the very best early interven-
tion principles and practices,
and acknowledge that the
overlap of skills is considered
best practice, and will con-
tinue to be throughout the 21
century.

The second important trend
is the acknowledgment that
home-based services are pref-
erable for children under the
age of 1 year. We are continu-
ously moving in the right di-
rection in regard to this natu-
ralistic model of service de-
livery.

. MG: What is the state of EI

service delivery in the United
States as compared to other
countries, based on your ex-
periences?

LR: We are the envy of the
world, comparatively speak-
ing. Most areas of the world
follow a medical model in re-
gard to disabilities. In coun-
tries such as Great Britain,
Canada, Finland, and
the Scandinavian regions, di-
agnostics drives intervention.
In the United States, early in-
terventionists are regarded as
educators, and as such, we are
not diagnostically driven.
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From a national perspective,
if I were to rank the United
States on a scale of 1-10 in
terms of overall early inter-
vention services, they would
earn a rating of 7 in regard to
being in full compliance with
the nature and spirit of P.L.
101-476 (IDEA). The reason
for this is that there
continues to be a critical
shortage of highly qualified
early intervention personnel
throughout our country.

. MG: How has managed
health care impacted on
EI service delivery in the
United States? Have
reimbursement patterns
changed? If so, how and to
what extent?

LR: In regard to managed
health care, it really depends
on who is the primary pro-
vider of birth-to-3 services in
each state. If the public school
system in the state is the pri-
mary provider, such that they
are billing for early interven-
tion services for children
birth-to-3 with special needs,
then it is highly unlikely the
private agencies, hospitals, or
private practitioners will be
reimbursed for those services.
However, if the public schools
are not the primary early in-
tervention service providers,
generally reimbursement can
be received for established-
risk conditions that constitute
a medical necessity as op-
posed to at-risk conditions.

Presently, in the United States,
35+ states have the Depart-
ment of Education (DOE)
as their lead agency. It makes
a great deal of sense to have
DOEs serve as the child-find
network in the state because
of the national recognition
that public schools have with
families. This does not mean,
however, thatall publicschool
systems are necessarily doing

the bestjob at providing early
intervention services. That
really depends on whom the
lead agency in each state is
distributing their funding to
and establishing contracts
with in regard to the provi-
sion of early intervention
services. Once again, this is
highly variable across states
duetopreviouslymentioned fac-
tors (e.g., the transdisciplinary
nature of the early intervention
process and the availability of
highly qualified early inter-
ventionists).

. MG: How well do you think

university preparation pro-
grams are doing in regard to
providing preservice clini-
cians/educators with special-
ized academic and clinical
training in regard to EI ser-
vice delivery? What factors
do you see as continuing to
challenge clinical educators,
administrators, and students
in university settings? What
opportunities are offered at
the Communication Disorders
Program at the University of
Wisconsin at Oshkosh to pre-
pare undergraduate and/or
graduate preservice clinicians
to work effectively with in-
fants and toddlers who have
special needs and their fami-
lies?

LR: I visit at least 15-20 uni-
versity campuses a year. Gen-
erally, I have found that edu-
cational and clinical training
programs are doinga poorjob,
primarily because of one rea-
son. Faculty are no longer
clinically active. In my opin-
ion, PhD faculty abdicate their
right to talk about clinically
relevant information if they
don’t provide direct clinical
services. I often suggest to stu-
dents to think twice before at-
tending a graduate program
in which the doctoral level fac-
ulty are not clinically active.
Preservice clinicians need the

clinical expertise that faculty
have to offer. The best way to
teach this is through a men-
toring process.

The biggest challenge facing
clinical educators today is
developing efficacious clini-
cal programs and communi-
cating effectively with parents
and caregivers. Family mem-
bers continue to report that
professionals do not listen to
them.

There is a strong emphasis
placed on pediatrics in our
clinical training program at
UW—Oshkosh. Sixty-five
percent of our clientele are
children. Our studentsreceive
extensive clinical training
with young pediatric popula-
tions from day one. Jack Kile
and I believe in the mentoring
approach to graduate clinical
education, such that we do
nothing in the clinic without
having students look over our
shoulders. There are numer-
ous opportunities afforded to
our students for on-and-off
campus clinical practica ex-
periences in neonatal inten-
sive care settings and infant-
toddler early intervention
programs. In addition, I teach
a course entitled “High-Risk
Infants,” which every student
has the opportunity to take.

. MG: What kind of academic

and clinical continuing edu-
cation opportunities do you
feel ASHA and State Speech-
Language-Hearing Organiza-
tions should be providing to
better prepare professionals
who are interested in provid-
ing early intervention ser-
vices?

LR: The best thing that could
be done is for speech-lan-
guage-hearing, physical and
occupational therapy, psy-
chology, education, and medi-
cal state and national profes-
sional organizations to join
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together and offer trans-
disciplinary continuing edu-
cation courses that involve a
hands-on clinical component.
Topics that should be empha-
sized include effective
assessment and intervention
techniques and effective in-
volvement of parents and
caregivers in the early inter-
vention process.

. MG: What factors should be
considered when determining
the efficacy of EI services?

LR: There are four important
factors to consider in regard
to efficacious El service deliv-
ery. They include:

¢ Child change, which may not
be the most effective mea-
sure of efficacy.

° Curricula efficiency inregard
to program content, format,
and style.

* Family efficacy such that
family members feel their
needsarebeing metand that
they are listened to and val-

ued throughout the early
intervention process.

* Cost efficacy such that we
develop cost-effective ap-
proaches to providing early
intervention delivery.

. MG: Why is active, ongoing

family involvement so critical
to the EI assessment and in-
tervention process?

LR: We know that two factors
contribute to the efficacy of
our services. One is the
age of identification. The other
is caregiver involvement.

. MG: Many practitioners and

administrators have used the
terms interdisciplinary and
transdisciplinary  inter-
changeably to describe their
team models. Do you agree
that these terms are synony-
mous? If not, how do you dif-
ferentiate between these mod-
els of disciplinary teaming?

LR: These are definitely not
synonymous terms. The best
measure is to observe a prac-

titioner and not know their
primary academic discipline.
It takes at least a 2-year pro-
cess to develop trans-
disciplinary skills. The best
way to do this, once again, is
through a mentoring process.

In closing, I would like to thank
professor Rossetti for sharing his
views. We look forward to other
early intervention topics of interest
insubsequenteditions of our news-
letter. If you would like to submit a
topic for consideration in our Early
Intervention Chat Corner, please
post your suggestions on our Divi-
sion 1 listserv or send them to:

Mona R. Griffer, EdD, CCC/
SLP, Focus Area Coordinator
for Birth to Two and Early
Childhood, ASHA Division 1
Marywood University
Department of Communica-
tion Sciences and Disorders
2300 Adams Avenue
Scranton, PA 18509

email: griffer@ac.marywood.edu
phone: 717-348-6299

At this year’s annual ASHA Convention in Boston, the special interest divisions will have a

Division 1 Affiliates

ASHA Convention Help Needed

display in the exhibit hall. We are seeking interested and motivated individuals who could help
staff this booth during the Convention’s exhibit hours. If you would like to participate, please send
anote, including your name, address, phone and email address to Brian Shulman, Special Interest
Division 1, Language Learning and Education, ASHA, 10801, Rockville, MD 20852. You will be
contacted at a later date to schedule a convenient time to staff.




