SUPPORTING HOME BASED TRAINING

Peter Van Deusen

I am asked with some regularity about home-based training and how clinicians can support it, if that is of interest to them. We had a large home trainer practice in Atlanta from about 1997 on, and here is what we learned from that experience. I hope it may be useful to clinicians and also to those planning to start home-based training themselves:

Client/family came in 10 sessions. Of course we were testing various protocols based on an assessment during the first five sessions, but we were also evaluating the family. People had to be "accepted" into home-based training--it wasn't automatic. 

There were two drop-dead requirements:

 
1. There had to be an IT (identified trainer) in the family--someone organized and motivated enough to make sure the training happened and happened as it was supposed to; and 


2. The IT could not be actively at war with the client(s). 

These screened out a fair number of families, and it made our program more successful, since of the early families we tried who did not fulfill these requirement, not a single one had a successful training experience!

If it looked like they could make it work, and if we were successful in finding a protocol that produced a noticeable response, then during the last five sessions the IT actually learned and practiced doing the hook-ups and running the software (with the client's help in most cases). By the last session or so, they were doing the whole thing themselves.

The family also had to sign a contract and negotiate a contract. 

First contract was signed by all family members, stating that they understood the amp was not a toy, that what worked with one person was likely NOT to work with others, so they agreed not to use the system with anyone who had not been given a training plan. 

They also negotiated a contract between the client and trainer stating that the client agreed that

 
1. She/he was responsible for initiating 3 training sessions a week (during agreed-upon times of day appropriate for training--not 3a.m.). This was true for young kids or adults; it wasn't the trainer's job to do the sessions, it was the client's. Most used a chart that the IT initialed each time a session was done, three slots per week, which was on the refrigerator or the kid's bedroom door or someplace where it was not easily missed.

 
2. If the client did three sessions and didn't complain and worked at the training, he or she gained some kind of weekly reinforcement (they got, for example, an hourlong date with parent of their choice, trip alone to McDonalds or whatever).

 
3. A training period was also defined, sometimes 12 weeks, sometimes 16. If the client fulfilled the weekly requirement for every week (unless there was a dispensation for, say, illness or vacation),she or he received an "X" (negotiated between client and parents); if he or she failed, he had to pay a "Y" (e.g. clean the garage to Dad's satisfaction).

 
4. There was a way to make up a maximum of one session a week a maximum of 3 of the weeks. 

Kid signed, parent signed, trainer signed.

The key is reporting. I would have the IT report after EVERY session, before 11pm on the evening of the session, either by e-mail or by voice-mail. Report stated that a session was done, what, if anything was noticed during the session and what happened afterward.

We also had clients return for a follow up at 2 weeks and 4 weeks and then as needed.

Especially in families where distance, number of trainees or complexity of problem (e.g. autistic spectrum) make in-office training unfeasible, financially or logistically, this kind of option can make a huge difference.
