
 
 
IN THIS ISSUE… 
 
   Evidence-Based Decision-Making 

for AT: Ready for Prime Time? 
 
Is it real or just a way for data to 
camouflage a decision-making process that 
may be inherently subjective?  Those who 
advocate the employment of evidence-
based practice (EBP) to make decisions 
regarding the most appropriate assistive 
technology for use by an individual, tout 
EBP as the ideal transition to a future in 
which such decisions may be objective.  
There are others, however, who ask, 
“Where’s the evidence?” Both parties agree, 
though, that EBP in some form would help 
remove much of the difficulty from what has 
been a time-consuming, inexact process of 
discovery, if only criteria could be 
formulated that prove agreeable to all 
parties.  Using EBP requires an assessment 
to objectively document an individual’s use 
of AT with a variety of observation methods 
and to collect relevant data to measure the 
user’s performance.  In theory, this 
occasionally arduous process will 
successfully allow the assessment team to 
select the AT that will be the most useful 
and effective for an individual with 
disabilities.  This issue examines evidence-
based decision-making and the information 
resources currently available to help 
understand its potential benefits and 
possible shortcomings.  
 
Dave Edyburn Speaks 
 
Back in the 20th century, Dr. Edyburn says, 
“an AT professional would come to me and 

say, ‘I need a computer that’s usable by a 
person with a disability, but I can’t buy the 
computer he [or she] needs off the shelf.’ 
I’d do an assessment and obtain modified 
equipment.  If I was successful, the 
individual with disabilities would be able to 
use that computer like anyone else.  A 
transformation had occurred.  The outcome 
was very personal and very subjective.  
That individual came into my office unable 
to word process, and now he is able to.  
This model of outcome is very subjective, 
and still is in the 21st century.”  When 
asked about the evidence – the data – used 
in selecting the right AT, Dr. Edyburn 
responds, “Evidence?  There is no evidence. 
My decision was based on my professional 
judgment, not science.”  Dr. Edyburn 
acknowledges the need for evidence-based 
assessments in aiding individuals with 
disabilities and their families to 
expeditiously acquire the most appropriate 
AT. However, he cautions, “the parallel 
we’re seeking is the medical model, and 
[the medical profession] has dealt with 
outcomes for a long time.”  For the AT 
community, he says, “the evidence-based 
approach is still new and very much a work-
in-progress.” 
 
Unlike so many AT professionals, Dave 
Edyburn did not embark on a career in 
assistive technology because a friend or 
family member had disabilities.  He entered 
college, Illinois State University, as a 
speech and theater major, with a minor in 
education. His first semester, he 
remembers, “didn’t go so well, as first 
semesters typically don’t.”  A fellow student 
recommended that he change his major to 
education, where he could earn a teaching 
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license in both general and special 
education.  Later, after he had begun 
teaching and was pursuing a Masters in 
reading at Illinois State, he discovered that 
his knowledge of micro-computers had 
great benefit to teachers of children with 
disabilities.  He soon returned to school and 
earned a Ph.D. in special education and 
technology.  Today his teaching and 
research interests focus on the use of 
technology to enhance teaching, learning 
and performance. Dr. Edyburn is Co-
Director of the Assistive Technology 
Outcomes Measurement System, also 
known as the ATOMS Project, at the 
University of Wisconsin-Milwaukee.   He has 
authored more than 80 articles and book 
chapters on AT and instructional technology.  
His most recent books include What Every 
Teacher Needs to Know about Assistive 
Technology (Allyn & Bacon, 2003) and The 
Electronic Scholar: Enhancing Research 
Productivity with Technology 
(Merrill/Prentice Hall, 1999).  He is one of 
three editors of the upcoming book, The 
Handbook of Special Education Technology 
Research and Practice.  In 2003, Dr. 
Edyburn was elected to the Board of 
Directors of the International Society for 
Technology In Education (ISTE). 
 
Supporting our interview with Dr. Edyburn 
are resources to enhance understanding of 
evidence-based practice.  We also feature 
members of our Knowledge Network.  The 
members spotlighted this month focus on 
aspects of AT-related evidence-based 
decision-making.  We invite you to contact 
these members for further information. 
 
Please share this newsletter with other 
organizations, families and professionals 
who may benefit from it.  We invite you to 
contact us at http://www.fctd.info.  We 
welcome feedback, new members and all 
who contribute to our growing knowledge 
base. 
       

 

 
Just the Facts: Evidence-Based AT 

Decision-Making Evolves 
 

An Interview with Dave Edyburn, 
Assistive Technology  
Author and Lecturer 

 
“I’ve been blessed that my career has 
paralleled the evolution of micro-computer 
technology,” declares Dave Edyburn, 
nationally recognized lecturer, teacher and 
author.   Dr. Edyburn saw early on that off-
the-shelf microcomputers and individuals 
with disabilities were rarely a good fit.  “I 
provided the right equipment by modifying 
what was available to meet the individual 
needs” of people with disabilities. “I used 
my professional judgment to get the right 
AT fit.”  Data? Evidence?  “There was none; 
the only two people that this transformation 
mattered to were the individual I was 
helping – and me.”    
 
Unfortunately, he adds, “the subjective, 
intuitive nature of that relationship has 
carried us from the 20th century into the 
21st.”  To Dr. Edyburn, evidence-based AT 
decision-making, on the medical model, is a 
desirable, evolving outcome-focused 
concept whose time has not yet arrived. 
 
The AT profession, he notes, is striving to 
attain a usable formula for assessing and 
fulfilling AT needs based on a set of 
universally acceptable and accessible data, 
a formula that would ease the often 
contentious relationship between those who 
determine individual AT needs and those 
who fund the devices’ acquisition by 
individuals. 
 
Measuring Outcomes vs. Accumulating 
Evidence   
 
Professional judgment, subjectivity and 
intuition, he explains, “represent our 20 
years of baseline.”  For the past few years, 
however, “the field has been talking about 
‘measuring outcomes’ instead of 
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accumulating ‘evidence.’”  Evidence, he 
asserts, “connotes proof, and proof may be 
hard to come by in our profession.”  
 
In medicine, for example, “for heart 
transplants, or for any kind of medical 
intervention, we collect information on who 
may be a good recipient candidate.”  The 
truth is, however, “that the information 
that’s gathered and presented can also be 
used to deny a potential organ recipient, to 
prevent that person from getting what he or 
she needs.”   Data, used as evidence, he 
claims, “can work for or against the 
individual need.”  The preventative aspect 
of the evidence-based medical model, 
“certainly can hold true for our profession.” 
 
In other words, he says, “the ‘evidence’ 
gathered may indicate that AT device A, B 
or C would fit a person’s needs, but on the 
paying side of the table, “it may be decided 
that AT device Q fits the bill.”  The device 
selected by a payer, he asserts, “may cost 
less but it may only deliver a fraction of the 
help the individual needs to succeed.” 
 
Part of the problem, he points out, is that 
AT products have proliferated in recent 
years “and there’s no Consumer Reports to 
objectively rate their performance.”  One 
database, he explains, “tracks about 25,000 
AT products and there is no way to tell the 
difference between all the switches and 
keyboards.”  If a consumer seeks a voice 
recognition device, for example, “evidence-
based testing, if it truly existed, would be 
able to provide that consumer with an 
accurate appraisal of the equipment and 
perhaps a buy/no buy recommendation.”  
Perhaps, he adds, “we can question whether 
that evidence-based Consumer Reports 
model is the right one for our profession, 
but, if we decide it’s not right for us, why is 
it OK if we use it to select a washing 
machine?”  The difference, he remarked, “is 
that funding for the washing machine is 
coming out of my personal budget, so I 
don’t have to impress a third party.” 
 
 

An Insufficient Knowledge Base  
 
The overriding problem with evidence-based 
decision-making, he declares, “is that for 20 
years we haven’t had – and don’t now have 
– the knowledge base” to objectively match 
the right person with the right AT.  Without 
an adequate knowledge base, he notes, 
there can be no base of evidence. 
 
Yes, he concedes, there is an AT 
assessment process, but the evaluation, he 
states, is in the hands of multi-disciplinary 
professionals.  “What an occupational 
therapist does is very different from what a 
teacher does, for example.”  Such a 
mortarless mosaic, he admits, can result in 
AT evaluations that are murky, indecisive or 
unfair. “The medical assessment process 
that we seek to emulate,” he explains, “is 
far more standardized than ours, which is 
comprised of professionals trained in 
different traditions.” Because the AT 
profession lacks standardized protocols, Dr. 
Edyburn notes, assessment conclusions “are 
suspect.” 
 
In education, he claims, “there’s a real bias 
against some assistive technologies.”  He 
adds, “As hard as it is to believe in the 21st 
century, there are many in education who 
continue to regard AT as a crutch.”  Take 
reading, for example.  “I’ve asked, how 
much daily failure is necessary before it’s 
acknowledged that a child can’t read?  We 
say to a child, ‘I’ve taught you to read but 
you can’t read, and that is your fault.’”  
Soon, he adds, the same child is in fourth 
grade and we wonder, is it time for AT?  
We’re not sure. Now the child is in ninth 
grade and, finally, there’s no question, he 
needs AT.”  In the meantime, Dr. Edyburn 
says, “look how many years have been 
lost!”  
 
Performance deficit patterns take shape 
early, he notes, “and the point is to 
intervene as early as possible, but, again, 
where’s the objective evidence that can be 
presented to a payer?  It’s not there, not 
like in medicine, not yet.” 
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For 20 years, he declares, “the profession 
has been trapped in the same subjective, 
intuitive model, the same assessment 
process; we never did training; we don’t 
create protocols.”  The AT/disability 
community, he claims, “has been pushed 
and pulled between those who have AT 
needs, the manufacturers and those in the 
middle who sell hope. And now we need a 
knowledge base in order to make evidence-
based decisions and we don’t have that 
knowledge base.”  In short, he says, “We’ve 
been caught unprepared for learning in the 
21st century.  We’re trying to manufacture 
science and what we get is quasi-science.” 
 
The profession, he concedes, is making 
strides toward evidence-based decision-
making, “but the key is the payers because 
they are the ones who sign off on the 
equipment – and we have little evidence to 
show them.” 
 
School districts, he explains, have been held 
responsible by IDEA legislation for 
considering AT for all children who may 
need it.  “The word ‘consider’ is the catch,” 
Dr. Edyburn notes.  “It means that school 
districts, which pay for AT, are obligated by 
law only to consider AT for students; they 
are not obligated to provide it,” nor are they 
obligated to provide specific AT devices.   
 
What usually happens, he asserts, “is that 
when the payer is told, ‘The child needs X, Y 
or Z, and the payer says, no, Q is best, that 
the case is adjudicated and goes to a 
hearing officer.”  The result, he adds, is 
rarely entirely satisfactory.  The 20-year-old 
system, he says, “is not in anyone’s best 
interest.” 
 
The profession “lacks a professional 
standard that allows us to diagnose and that 
is not discriminatory.”  Many individuals, he 
declares, “get AT because of advocacy, 
while others are denied AT because they are 
being advocated against.  There’s no 
standard; it’s a wide open system, and 
that’s no longer good enough.” 
 

No Big Picture 
 
In terms of national AT policy, he insists, 
“there’s no big picture.”  For example, “We 
know that all fourth graders who are unable 
to hand write should be typing instead, in 
order to keep up with the amount of 
homework they get.  If they’re not typing, 
they can’t do their assignments, they can’t 
keep up in class if they can’t take notes.  
Kids like that need a portable keyboard.”  
The trouble is, he continues, “that there’s 
no way of knowing how many kids with 
similar handwriting problems there are in 
the country.  We don’t know how many of 
these devices to make.”  On the local level, 
he says, “people have no idea of what the 
[AT] choices are.  All they know is that this 
fourth grader needs help of some kind.” 
 
In order to begin evidence-based decision-
making in earnest, he insists, “we need to 
know the scope of what we need.”  The AT 
marketplace, he says, “dazzles us with the 
potential of what might be accomplished in 
terms of employing the right existing 
technology.”  The difficulty, he adds, “is that 
we see the equipment work only in isolated 
instances, so we push for a policy that will 
capture the potential of this piece of 
equipment on a large scale, but we can’t 
capture it because we don’t have even an 
outline of what that potential actually is.” 
 
AT is for Cheaters 
 
According to Dr. Edyburn, who testified on 
IDEA reauthorization before Congress, IDEA 
is supported by a three-legged stool: AT 
and the services that support AT, including 
training, represent two legs; the third leg is 
outcome.  “We can pretty much define AT, 
although some would argue that AT is 
whatever we want it to be; we know we can 
select the right equipment and train 
individuals to use it.”  Both legs, he says, 
are addressed by IDEA.  What IDEA leaves 
out, he asserts, is the stool’s third leg: 
outcome.  There is no requirement that 
evidence be used to demonstrate an AT 
device’s effectiveness.  Says Dr. Edyburn, 
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“The law is predicated on the proliferation of 
great equipment in the marketplace and on 
the ability of the profession to train and 
support, but there is no data in the IDEA 
equation” that mandates outcome evidence. 
 
Dr. Edyburn continues to try to alert 
legislators to the need to attend to outcome 
in IDEA’s reauthorization.  “When IDEA ’97 
said that schools had to consider AT for 
every student, we could not have 
anticipated that 3.8 million students with 
high incidence disabilities would be added to 
our case load.  Before the kids with learning 
disabilities were included, AT was limited to 
equipment like Braille printers and screen 
readers. Utilizing technology as a cognitive 
prosthesis to help with memory, for 
example, was new.  For many in education, 
he claims, using technology as a cognitive 
aid was regarded as a form of cheating.  
 
Technology as compensation for cognitive 
disabilities, Dr. Edyburn recalls, “made 
educators fall out of their chairs.” 
Educators, he says, were unable to describe 
the technology.  “Say I prescribed web 
math to a child who was having trouble in 
math.  Before using web math, the child’s 
baseline average was 30 percent.  However, 
after using web math, it rose to 100 
percent.  That, to me, is the definition of 
assistive technology.”  To others in 
education – “many others,” according to Dr. 
Edyburn – it is the definition of cheating.   
 
“We’re not talking about leveling the playing 
field here,” he emphasizes. “What we’re 
really talking about is the entitlement that 
only the top 10 kids in a class can earn A’s.”  
 
Evidence-Based Decision-Making: It’s 
Not There Yet, But…  
 
Developmentally, Dr. Edyburn declares, 
evidence-based decision-making “is not 
there yet.”  Nevertheless, he adds, “I feel 
good about understanding the historical 
context. Until just a couple of years ago the 
issue was between the provider and the 

client, now there’s another element: 
outcome.”   
 
Although some in the profession hope to 
apply medicine’s evidence-based practice 
techniques to AT soon, Dr. Edyburn believes 
that achieving that objective is a long-term 
goal only. Short-term, he predicts, the 
situation will become more muddled and 
may result in negative consequences for 
those it is intended to help: individuals with 
disabilities and their families.  “The medical 
profession has had 30 years to perfect their 
version of evidence-based practice,” he 
says.  “There’s no way we’re going to get 
there overnight.” In addition, he cautions, 
“If we look at managed healthcare as a 
possible precedent, we have to be cognizant 
of the likelihood that that system, if it is 
implemented in the AT field, is going to be 
used to deny kids what they need.” 
 
Surprisingly, he points out, such likelihood 
may not be offensive to many, due to the 
perceived high abandonment rate of AT 
equipment.  “Their thinking is, ‘We’re 
buying a lot of equipment that isn’t being 
used, if a managed care-type system helps 
us to buy the right equipment, that’s a good 
thing.’”  Nevertheless, he continues, “We 
have to commit to this agenda in order to 
do the research, development and 
professional training, because if great AT 
instruments are created but nobody knows 
they’re in the marketplace or what they 
cost, then they won’t be used.” 
 
In his opinion, the better the research, the 
better the information exchange between 
providers, users and payers, the more 
effective evidence-based decision-making 
will be, but that increased effectiveness may 
not immediately eliminate the perception 
that AT is synonymous with cheating. 
 
“The issue of AT in grading can undermine 
everything the profession is trying to 
accomplish in evidence-based decision-
making,” contends Dr. Edyburn. If I’m a 
teacher, I’m thinking, ‘How do I grade this 
kid who uses AT because she can’t 
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memorize her multiplication tables? She’s 
dependent on this cool web math website.”  
Hopefully, the teacher will experience a 
small epiphany, he says, “The teacher may 
ask herself, ‘Aren’t I dependent on a 
calculator?’ What’s the difference?  There’s 
no difference.”  The trouble is, he adds, 
“that too many teachers have not yet made 
that leap. Too many still would like to ban 
AT under the guise of equality.” 
 
What’s the difference, he asks rhetorically, 
“between you using AT and me providing 
another student aid in the form of 
instructional technology?  Is that just good 
teaching on my part? Or, is the instructional 
tech universally designed so that everyone 
in the class has access to it and the playing 
field is level?” 
 
A Holistic Technology Approach  
 
Is there a possible resolution that would 
enable AT-resistant educators to push 
forward toward a 21st century classroom in 
which technology is fully accepted?  Yes, 
says Dr. Edyburn.  The solution, he adds, 
may lie in the ability to combine 
instructional technology, AT and universal 
design into a holistic classroom approach.  
What would that integrated approach be 
called?  “If I’m a teacher,” he replies, “I 
don’t care what it’s called, as long as it 
helps my low-performing student.” 
Nomenclature aside, Dr. Edyburn has 
created what he calls a “menu” that he has 
dubbed “Technology Enhanced 
Performance,” which encompasses the three 
technology elements but does not yet 
specify who would pay for it.   The menu 
“ought to be comprised of the best 
technology solutions that we know of for 
tasks that include real life necessities, like 
calculating a tip.”  His menu features 19 
interventions to aid in restaurant tip 
calculation, including direct instruction and 
mental math.  “If those aren’t effective, the 
menu provides for remedial instruction as 
well.” 
 

This approach, he says, is particularly 
advantageous for students who are in high 
school, who require compensatory 
technology as an aid.  One such aid is a 
keychain that acts as a calculator.  “You can 
input the amount of your bill, figure in the 
service quality and then press one of three 
buttons for your calculation.”  He 
discovered, he says, “that we could 
download these calculation programs into a 
cell phone.”  This is not a solution that is 
acceptable to everyone, he admits, “but if 
you have difficulty performing this sort of 
calculation, and you have a cell phone, why 
not use it to help solve your problem?”  
 
He also developed a universal design tip 
calculation intervention that is effective, so 
far, only with credit cards.  “We found a 
restaurant where they print out three levels 
of tip possibilities on the credit card bill.”  
 
There is no reason, he declares, “why we 
can’t assemble groups of smart people to 
develop these menus so that teachers have 
a palate of interventions.”  This approach, 
he predicts, “may go a long way toward 
solving the AT abandonment problem.”  His 
emphasis, he says, “is on finding 
interventions; data collection is the back-
end of this process, not the heart of it.”  
Returning to tip calculation, he notes, “It’s 
the equivalent of using web math to gather 
performance evidence; if a student was 
unable to calculate a tip using any method 
and then, after using our menu, is able to 
correctly calculate a tip five times in five 
attempts, that’s evidence that this approach 
works.”  
 
For Low Incidence Disabilities, Early 
Intervention Is Key 
 
Children with low incidence disabilities 
“should be gotten into alternative 
communication modes, knowing that they 
have developmental disabilities that they 
will not outgrow.”  The key to success with 
these children, he explains “is early 
intervention and lifelong support in 
obtaining and using alternatives.” 
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His holistic AT/IT/UD approach, he insists, 
“can help us wrestle out an answer to the 
question the profession has been unwilling 
to address: ‘How does technology enhance 
performance?’”  In order to achieve 
evidence-based decision-making, he claims, 
“we must address that question.” 
 
Fairness is an issue that will not evaporate 
overnight, he concedes, “but isn’t it true 
that the person who delivers my Fed-Ex 
packages would not be able to do so without 
bar code technology?”  When the Fed-Ex 
computer system goes down, “Guess what? 
His work is impaired and he can’t do his job. 
What’s the difference between him and a 
child in school who needs technology to 
keep up?” The answer: “No difference at 
all.” 
 
In business, he asserts, “technology is 
essential for what people do; they’re 
dependent on technology.  We’ve not yet 
had that conversation in education.”  Why 
not? “I think the breakneck pace of change 
induces us in education to look backwards 
instead of forward, to a time – grandpa and 
grandma’s time – that we want to replicate 
in some form because it appeared to serve 
them well.”  Unfortunately for that 
approach, he remarks, “we’re dealing with 
21st century kids and emulating grandma 
and grandpa is probably not going to work 
for them.”   
 
When the appropriate 21st century 
technology is denied to a child who needs it 
to level the playing field, “we are scarring 
him or her for life; all that child is learning 
is, ‘I can’t do this.’”  If wealthy individuals 
can have Onstar in their cars, why can’t this 
child have the right technology?”  
 
His Crystal Ball Reading: More 
Sensitivity About Evidence 
 
Looking ahead five to ten years, Dr. 
Edyburn sees AT professionals “who are 
much more sensitive about acquiring 
evidence.  For the short term, however, he 
recommends that professionals “use a very 

liberal definition of what evidence is.”  
Evidence might come in the form of 
satisfaction with the equipment, “although 
using satisfaction data in a scientific way 
can be pretty squishy.” 
 
For himself, he defines subjective and 
objective evidence as “proactive data 
collection, where we are explicitly and 
deliberately collecting data, as opposed to 
retroactive collection.” 
 
Evidence collection, he emphasizes, “must 
be informed by a framework, a protocol, a 
standardized approach we all share and 
understand.”  Such an approach, he adds, 
“will eliminate the problems the profession 
has experienced with conflicting 
interpretation.”  The collection, he 
continues, “could come as interviews, as 
quantifiable scales developed using the 
science of psychometrics.  The more science 
we have, the more effectively we can 
triangulate in the future between the 
provider, the user and the third party.” 
 
The concept most essential to the 
achievement of true evidence-based 
decision-making for AT, he concludes, is 
contained in a single word: standardization.  
“We don’t have it; we need it; we’ll get it, 
eventually.”    
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R E S O U R C E S  
 
Assistive Technology and Evidence-Based 
Practice 
Dave L. Edyburn, Ph.D. 
Connsense Bulletin  2003 
 
In this article, the author, a nationally-
recognized AT expert, advances a 
framework for understanding the process of 
utilizing evidence to inform decision-making 
about AT’s impact. 
 
With AT-related expenditures under scrutiny 
nationwide, AT practioners, the author 
contends, are under pressure to 
demonstrate assistive technology’s 
effectiveness.  He writes, “In contrast to the 
abundance of measures and indicators that 
profile the acquisition of technology, less 
information is typically available to reflect 
the impact of assistive technology.”   Dr. 
Edyburn asserts that it is it is important to 
distinguish between claims of effectiveness 
and statements that can be supported by 
evidence and subsequently verified.  “That 
is, just because is effective for a specific 
child does not mean everyone will agree 
with my statement.”  As a result, he 
concludes, “”I would suggest that all 
statements about assistive technology 
effectiveness be treated, initially, as a 
claim.”  In answer to his rhetorical question, 
“Where are we today [in determining 
evidence-based AT effectiveness]?,” the 
answer, Dr. Edyburn writes, is, “in trouble.” 
Research on the effectiveness of AT “is 
neither sophisticated nor adequate.” He 
adds, “The emphasis on the scientific-based 
evidence in No Child Left Behind challenges 
the professional community to build the 
knowledge base about the effectiveness of 
assistive technology.” 
http://www.connsensebulletin.com/edyatevi
dence.html 
 
 
 
 

 
AAC Evidence-Based Clinical Practice: A 
Model for Success 
By Katya Hill, Ph.D. and Barry Romich, P.E. 
Prentke Romich Company 2003 
 
According to the authors, augmentative and 
alternative communication (AAC) service 
delivery has been making a rapid shift “from 
the art form of the past to the science of 
today.”  Due to the importance of the 
language component in AAC, the American 
Speech Language Hearing Association 
(ASHA) encourages this shift toward 
scientific methods. The authors write, “As in 
good medicine, good AAC practitioners use 
both individual and clinical expertise and the 
best available external evidence to support 
practices.  This mode blends clinical 
expertise with data to provide the services 
that result in the most effective 
communication for individuals who rely on 
AAC systems.”  Importantly, they conclude, 
“Inclusion of this model and related 
performance reports can substantially 
strengthen requests for funding for AAC 
assistive technology.”  Reprints are 
available from: 
 
AAC Institute 
338 Meadville Street 
Edinboro, PA 16412 
Phone: (814) 392-6625 
www.aacinstitute.org 
http://www.aacinstitute.org/Resources/Pres
s/EBPpaper/EBPpaper.html 
 
 
AAC Evidence-Based Practice: Research, 
Policy and Practice 
Connsense Bulletin   July  2004 
 
Dr. Hill, the AAC Institute’s co-founder and 
Executive Director, reviews her summer 
2004 evidence-based practice workshop 
tour of the British Isles and highlights of the 
institute’s June 2004 annual conference, 
which focused on EBP.  She writes, “EBP 
goes beyond reading the research and 
involving the client or family in a personal 
choice among several AAC interventions.”  
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Rather, she adds, “all stakeholders need to 
be informed about the outcomes to be 
expected through the use of specific AAC 
interventions for a person.”  These 
outcomes, Dr. Hill concludes, “need to be 
defined in relationship to performance 
differences that may exist as an assurance 
that teams are exercising a person’s right to 
the most effective communication.”  For 
more information, contact: 
 
Katya Hill, Ph.D. 
Executive Director 
AAC Institute 
338 Meadville Street 
Edinboro, PA 16412  
Phone: (814) 392-6625 
khill@aacinstitute.org 
http://www.connsensebulletin.com/aachill.h
tml 
 
 

KNOWLEDGE NETWORK 
MEMBERS 

Project DATA       
Aimed primarily at families and school 
district personnel, Project DATA 
(Developmentally Appropriate Treatment for 
Autism) blends the strengths of different 
disciplines -- including early childhood 
education, early childhood special 
education, and applied behavior analysis -- 
to develop, implement, evaluate and 
replicate a school- and center-based 
program for toddlers and pre-schoolers with 
autism.  Services offered by the project 
include: explicit instruction to facilitate 
experiences in the classroom; technical and 
social support for families, collaboration 
with other family-negotiated services; and 
transition planning and follow-up.  
 
Toddlers requiring more intense attention 
receive an additional six hours per week of 
highly supported instructional time at the 
center, an additional two hours at home or 

in the community, training programs to help 
families provide additional instruction at 
home and home tutor training.  Pre-
schoolers receive an additional eight hours 
of highly supported instructional time and 
training to guide families in providing five 
hours of additional instruction in the home.  
 
For further info on Project DATA, contact: 
Project DATA - University of Washington 
Experimental Education Unit 
Box 357925 
Seattle, WA 98195 
Phone: (206) 543-4011 
Fax: (206) 616-8177 
Contact: Ilene Schwartz, Ph.D., Director 
ilene@u.washington.edu 
http://depts.washington.edu/dataproj/ 

 

Research and Training Center on Family 
Support and Children’s Mental Health  
(RTC) 

 
Affiliated with Portland (OR) State 
University, RTC was established in 1984.  
The Center is dedicated, through applied 
multi-level research, to promoting effective 
community-based, culturally competent, 
family-centered services for families and 
their children who are, or may be, affected 
by mental, emotional or behavioral 
disorders. This objective is achieved via 
collaborative research partnerships with 
family members, service providers, policy 
makers, and other concerned individuals 
and groups. 
 
RTC collaborates with 13 organizations to 
advocate for improved services and 
outcomes for children with behavioral 
disorders and their families.   Together, 
these partnerships provide research 
services, support and technical assistance to 
communities nationwide that have received 
grants from the Center for Mental Health 
Services. 
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For more information on the RTC, contact: 
 
Research and Training Center on Family 
Support and Children’s Mental Health 
1600 SW Fourth Avenue 
Portland, OR 97201 
Phone:  (503) 725-4040 
Fax:  (503) 725-4180 
http://www.rtc.pdx.edu/pgResearch.shtml 
 
 

 

Research and Training Center on 
Disability in Rural Communities 
Affiliated with the Rural Institute at the 
University of Montana, the rural RTC 
employs scientific methods to address 
issues impacting individuals in rural 
communities, which, for individuals with 
disabilities, are traditionally underserved.  
The issues include: inclusion, 
transportation, housing, employment, self-
employment, independent living services 
and health and wellness facilities.  Rural 
RTC projects include: Rural Employment 
and Economic Development; American 
Indians with Disabilities; Rural Secondary 
Conditions, Health and Managed Care; Rural 
Independent Living and Community 
Development; Rural Transportation; and 
Rural Advocacy.  
 
American Indians, for example, experience 
the highest rate of disability of any group in 
the U.S., yet the Americans with Disabilities 
Act specifically excludes Indian tribes from 
coverage.  Consequently, there are few 
services for individuals with disabilities on 
reservations.  RTC rural projects develop 
and evaluate culturally acceptable methods 
that tribal members with disabilities can 
utilize to initiate long-range planning and 
development discussions on their 
reservations, with an emphasis on disability 
issues. 
 

For further information on the rural RTC, 
contact: 
Research and Training Center on Disability 
in Rural Communities 
The University of Montana Rural Institute 
52 Corbin Hall   Missoula, MT 59812-7056 
Phone: 1-888.268.2743 (toll free); (406) 
243-2460; (406) 243-4200 (TTY) 
Fax: (406) 243-2349 
http://ruralinstitute.umt.edu/research_proje
cts.asp 

 

University of Washington Experimental 
Education Unit (EEU) 

 
EEU is a comprehensive early childhood 
center providing inclusive educational 
services for children with and without 
disabilities and their families.  All EEU 
programs encourage the development of 
children’s cognitive, motor, communications 
and social interactive skills by emphasizing 
therapeutic interventions geared to each 
child’s specific needs.    
 
EEU’s applied research faculty, teaching 
staff and graduate students collaborate in 
research aimed at improving educational 
practices.  Researchers collect pupil  
performance data from EEU classrooms in 
order to upgrade teaching procedures and 
prepare new instructional materials. Many 
of their studies focus on developing best 
practices for including children with 
disabilities in educational settings with 
typically developing children. Some of the 
innovations that resulted from EEU research 
are now widely used in public schools. 
 
For more information on EEU, contact:  
Experimental Education Unit 
University of Washington 
Box 357925   Seattle, WA 98195-7925 
Phone: (206) 543-4011  
http://depts.washington.edu/eeuweb/index.
htm 
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Western Regional Resource Center 

 
The Western RRC offers state education 
agencies access to best practices research 
as well as to consultation, technical aid, 
product development and information 
services. 
 
A program in the University of Oregon’s 
Center for Excellence in Developmental 
Disabilities in the College of Education, 
WRRC encompasses Alaska, American 
Samoa, California, the Northern Mariana 
Islands, Micronesia, Guam, Hawaii, Idaho, 
Nevada, Oregon, the Marshall Islands, the 
Republic of Palau and Washington State. 
The region, Region 6 of the RRC system, is 
the most geographically, linguistically and 
culturally diverse in the entire RRC system.  
 
For further information on the WRRC, 
contact: 
 
Western Regional Resource Center 
College of Education 
1268 University of Oregon 
Eugene, OR 97403 
Phone: (541) 346-5641(Voice); (541) 346-
0367 (TDD) 
Fax: (541) 346-0322 
interact.uoregon.edu/wrrc/wrrc.html 
 

Behavioral Research and Teaching 

 
Based at the University of Oregon, BRT 
develops trustworthy assessment and 
information systems to support children 
with disabilities.  BRT information systems 
have three primary objectives: improve 
basic skills assessment in order to enhance 
children’s ability to read, write and 
compute; enhance learning of middle and 
secondary content subject matter; provide 
accessibility to large scale testing. 
 
Current BRT projects include: 
 

Project Guide, which generates information 
to direct and examine educational supports 
in the training of professionals serving 
children with high-incidence disabilities. 
 
Project MAP, which employs principles of 
Universal Design to develop a stand-alone 
computer application to help education 
professionals understand the parameters of 
universality in large-scale assessment 
programs in reading and math. 
 
Project SIG (State Improvement Grants), 
which focuses on the three major 
components of the state improvement 
grant: 
 
• teaching reading and math in 
intermediate elementary schools 
• including students with disabilities in 
large scale testing programs  
• recruiting and retaining teachers. 
 
For more information on BRT, contact: 
Behavioral Research and Training 
5262 University of Oregon 
Eugene, OR 97403-5262 
Phone: (541) 346-3535 
Fax: (541) 346-5689 
http://brt.uoregon.edu/ 
 
  

Center for Assistive Technology 
Research 

 
Housed within the School of Public Health 
and Health Professions at the University of 
Buffalo, the center conducts AT-related 
research, education and service.  The center 
is active in four related areas: 
 
• Research, development and 
commercialization of advanced technologies 
and assistive devices 
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• Education programs for professionals, 
students and consumers 
• Client assessment and training 
services in computer access for education 
and employment 
• Dissemination of AT information 
 
Activities within these four areas are 
multidisciplinary and involve departmental 
faculty from architecture and planning, 
communicative disorders and sciences, 
counseling and educational psychology, 
geriatric medicine, law, mechanical 
engineering, nursing, occupational therapy, 
physical therapy, rehabilitation counseling, 
rehabilitation engineering, rehabilitation 
medicine and special education. 
 
For additional information about the center, 
contact: 
Center for Assistive Technology 
University of Buffalo 
322 Stockton Kimball Tower 
Buffalo, NY 14214-3079 
Phone: 1.800.528-2281 (toll free); (716) 
829-3141 
Fax: (716) 829-3217 
http://cat.buffalo.edu 
 
 

Colorado Assistive 
Technology Partners (ATP) 
 
Affiliated with the University of Colorado, 
ATP is a compilation of research, services, 
projects and AT-related activities.  
Composed of faculty and staff of the 
University of Colorado Health Sciences 
Center, School of Medicine, ATP is home to 
the Colorado training, workshops, 
consultation and technical assistance. 
 
Importantly, ATP engages in research and 
development of new and existing AT devices 
and collaborates with private and public 
sector organizations interested in complying 
with local, state and federal AT regulations. 

For further information on the Colorado 
ATP, contact: 
 
Colorado Assistive Technology Partners 
1245 E. Colfax Avenue    Denver, CO 80218 
Phone: (303) 315-1280; 1.800.255.3477 
(toll free, instate only); (303) 837-8964 
(TTY) 
Fax: (303) 837-1208 
http://www.uchsc.edu/atp/ 
 
 
Johns Hopkins University Center for 
Technology in Education (CTE) 
 

 
 
CTE advocates unified systems in which 
general education and special education 
teachers collaborate to create inclusive 
learning environments.  Supported by 
research and teaching and by partnerships, 
the center applies best practices in the use 
of technology in education. 
  
CTE target audiences include: 
• Policy makers, including chief state school 

officers, state boards of education, local 
school boards, school superintendents, 
governors and state legislators 

• Service providers, including special and 
general education teachers, early 
childhood specialists, community-based 
providers and paraprofessionals 

• Local administrators, including 
elementary, middle and secondary school 
principals, special ed directors and private 
school administrators 

 
For more information on CTE, contact: 
Center for Technology in Education 
Johns Hopkins University 
6740 Alexander Bell Drive, Suite 302 
Columbia, MD 21046 
Phone: (410) 312-3800 
Fax: (410) 312-3868 
http://cte.jhu.edu 
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Southern California-RAND Evidence-
Based Practice Center (RAND-EPC) 

 
 
The center conducts systematic reviews and 
technology assessments of all aspects of 
health care, performs research on 
improving the methods of synthesizing 
scientific evidence and develops evidence 
reports and technology assessments.  RAND 
also provides technical assistance to other 
organizations in translating evidence reports 
and technology assessments into guidelines, 
performance measures and other quality-
improvement tools. 
 
RAND-EPC is the product of more than 20 
years of work by RAND and its affiliated 
institutions in reviewing biomedical 
literature for evidence of benefits, harms, 
and costs; using meta-analysis, decision 
analysis, and cost-effectiveness analysis to 
synthesize the literature; developing 
measures of clinical appropriateness and 
practice guidelines; developing and 
assessing medical review criteria; and 
developing and assessing performance 
measures. 
 
This effort has produced three hallmark 
results:   
 
1)   Its multi-disciplinary nature -- RAND 
and its affiliated institutions combine the 
talents of clinicians, health services 
researchers, epidemiologists, statisticians, 
economists and advanced methods experts 
in meta-analysis and decision analysis; 
2)   The advancement of knowledge about 
the methods for performing literature 
reviews, synthesizing evidence, and 
developing practice guidelines or review 
criteria; and  
3)   An emphasis on developing and 
evaluating products for real world 
healthcare delivery use.  
 

For additional information on RAND-EPC, 
contact: 
 
Southern California-RAND Evidence-Based 
Practice Center 
1700 Main Street 
Santa Monica, CA 90401  
Phone: (310) 393-0411, ext. 6669 
Fax: (310) 451-6917 
Contact: Paul Shekelle, M.D., Ph.D., 
Director 
http://www.rand.org/organization/health/ep
c/ 
 
 

The R2D2 Center (Rehabilitation, 
Research, Design and Disability) 

 
The center provides an interdisciplinary 
home for basic research, applied research 
and development along with instruction 
related to technology and disability.  R2D2 
affiliates with multiple college and school 
units at the University of Wisconsin. 
 
The center serves as a collaborative and 
interdisciplinary research and training 
center with local, regional and national 
influence.  The staff supports many projects 
and activities in disability-related research 
and design.  In some cases, R2D2 
administers projects with external projects 
and experts.  In other cases, the center 
sub-contracts work from other universities 
and agencies that host the overall activity.  
Among its current initiatives is the Assistive 
Technology Outcomes Measurement System 
(ATOMS) Project, a 5-year outcomes and 
impacts project funded by the U.S. 
Department of Education’s National Institute 
on Disability and Rehabilitation Research 
(NIDRR).  (See below.) 
 
For more information on the center, 
contact: 
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The R2D2 Center 
 University of Wisconsin/Milwaukee 
Enderis Hall 135 
2400 East Hartford Avenue 
Milwaukee, WI 53211 
Phone: (414) 229-6803 (Voice); (414) 229-
5628 (TTY) 
http://www.uwm.edu/CHS/r2d2/ 
 

 

ATOMS Project (Assistive Technology 
Outcomes Measurement System) 

 
 
Led by the University of Wisconsin-
Milwaukee’s Dr. Roger O. Smith, professor 
of occupational therapy, College of Health 
Sciences and Dr. Dave L. Edyburn, 
associate professor of exceptional 
education, School of Education, the ATOMS 
Project is a highly collaborative and 
interdisciplinary effort focusing on the 
definition and pre-development phases of a 
next generation AT outcomes measurement 
system.  
 
A comprehensive needs assessment, 
prototype instrument development, and 
consensus building activities frame an 
integrated set of research and development 
activities in order to address to identify 
components of a future AT outcomes 
measurement system. In addition, these 
activities generate information about the 
relationships of AT outcomes factors aimed 
at producing a better understanding of AT 
use and abandonment. ATOMS Project's 
partners include AT professionals and 
experts from the Ohio Department of 
Education, University at Buffalo (SUNY), the 
University of Wisconsin-Stout, Helen Hayes 
Hospital and the University of Colorado. 
 
For further information about the project, 
contact:  

ATOMS Project 
Enderis Hall 135 
2400 E. Hartford Ave 
Milwaukee, WI 53211 
Phone: (414) 229-6803 (Voice); (414) 229-
5628 (TTY) 
http://www.uwm.edu/CHS/atoms/about/ 
 
 

 
If you would like to learn more about this 

subject please see our archived online 
discussion…. 

 
Assistive Technology Works: 

Making Evidence-Based Decisions 
 

Hosted by 
Dr. Penny Reed and Dr. Katya Hill 

 
http://www.fctd.info/webboard/archive.cfm 

 
Dr. Reed and Dr. Hill address the many 
aspects of using an evidence-based 
approach and answer some of the following 
questions:  
 How does an evidence-based process help 
us determine if assistive technology is 
effective?  

 What evidence do we have to show its 
effectiveness?  

 What variables can be measured?  
 How do we decide what to measure?  
 What are the roles and responsibilities of 
parents and professionals in this process?  

 How do user performance measurement 
tools, including automatic data collection 
software, affect the process?  

 How do we analyze and interpret the data 
to determine success and implement the 
findings? 
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