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>> I got to start all over.  Hello, my name is Mina Mann.  I am the moderator for this session.  I will be collecting your evaluation forms.  If you could fill them out and leave them on the chair in the back as you leave.  The topic today is BabyTalk.  That sounds fund, right?  Yeah, we'll have our presenter.  That's exciting.  I'm going to turn it over to our presenter.
>> (speaker off microphone.)
>> To make it worse our co‑presenter did not check our time before she booked her flight home.  So she is like I booked a flight, I'm leaving at 4:00.  It is my privilege to talk to about our program and specifically the unique challenge that is we're facing with our high risk families.  BabyTalk is a partnership Weingarten Children's Center and the Stanford medical center.  Our program was launched in October 2012 thanks to a generous grant from the (saying name) found and we were recently featured in the CNN article.  I put copies in the back and the link is there.  As a follow‑up, my co‑presenter Kathy who is one of the PIs for the project was on CNN last week.
This the help in our efforts in grant funding.  We are in the third year of our three‑year grant.
I want to acknowledge my team members.
BabyTalk uses a parent coaching model because we believe parents and caregivers are the primary teachers for children of this age.  The purpose of this program is to serve the children who live a significant geographic distance from professionals.  We find that sometimes the early start provider that is available to them is an expert in TC or ASL and the family has expressed their desire to use spoken language so it gives them a resource to access modality.
We offer two strands of services, teleintervention obviously and then we're also offering a counseling consultation option for families.  For example, we had a family recently with a very involved CHARGE baby and he is not a cochlear implant candidate.  Obviously listening in spoken language is not an option for this child but we were able to really support the family and make sure they had connected with the appropriate services before connecting him to our program.  It is important to us that we are able to serve a variety of families, even though we're not, say, sign language experts.  We can still support them and make sure they are connected to the right people and resources.
We have a program audiologist, a social worker and myself, a speech‑language pathologist that provides counseling and consultation services.
We chose the iPad because it is HIPAA compliant.  Our families use a loaner iPad and we also give them ‑‑ it is has a Verizon wireless card in it so they have cell power so they don't need an Internet connection in their home.
We also like the iPad because it is so portable.  Some have conducted their sessions in the garage or chicken coop.  We had a situation last week that was called the run‑away iPad.  One of our therapists was working with the family and they wanted to be outside working on action words with their daughter.  She wanted Erin with her.  She heard the neighbor's dog bark down the street so she went off running with Erin to show her this dog.  Erin could hear the mom saying stop, put Erin down.  And they just lost connection because she got too far from the house.  They came back to the yard and they were connected again.
So this medium clip, I apologize to the interpreters and the captioner.  It is in Spanish and I have not had it translated.  But I honestly know that you will be able to see what's going on just by watching.  The therapist is showing a family how to use a iPad using teletherapy.
(Video in Spanish).
>> JOY KEARNS:  ‑‑ he has lost his job.  And that's totally unacceptable.  So we're giving families that option now and in the recent months we just started doing this, our families are choosing the remote intake options.  It is just nice that's an option and that's available.  Our teletherapists are highly trained staff from Weingarten Children's Center.  Our area of expertise is listening in spoken language so the families have indicated their desire to focus on auditory and spoken language objectives for this program.
Initially, our funders only wanted us to serve families in northern California.  A couple months back they let us open up to all of the states so that's been nice to include southern California as well.  We've had inquiries from out of state families and some families from outside the country.  We've served them in counseling consultation capacity but we have not yet provided teletherapy to folks outside of the state or country.
And this graph was extremely misleading.  It shows our patient demographics in terms of devices used.  The majority of our kiddos will start the program with hearing aids and then go on to receive cochlear implants and we do support them through that process.
So we are open to children with any degree of hearing loss using any sort of technology, but as I said, the majority of our kiddos have significant hearing loss and are cochlear implant candidates or users.
The reason I'm talking today is our population is unique and 87% of our families are teamed, quote, high risk.  Since the program inception since October 2012, we had 96.
(Feedback).
(Audio difficulty).
Okay this video shows up with of our therapists working with an a little guy and his mama ‑‑ it looks like she is up and running again.  He is in the preimplant process.  As I mentioned, we use a parent coaching model so Katie is coaching mom through an activity.  As with the previous video, it is in Spanish.  But I honestly think you will get the gist of it just from watching.
I want to make it clear that we do not send materials to our families.  It is imperative especially with our poor families that we use what's in the home.  So during one of our very first teletherapy sessions we give them a week's notice and ask them to give us a tour of their home so that we will have a sense of what's available to us.  We are especially interested in, of course, just every day activities, you know?  We want to know about laundry, snack time, their kitchen, the bathroom, play time, household chores.  So we have a tour of the home and so during one of those tours Katie had seen that the family had a toy similar to the one that she's going to use here.
We had one creative mama who actually made a continue to play activity uses the tops to Gerber baby food and oatmeal container.  She came up with that on her own after the therapist described what she was trying to accomplish.  We were thinking kudos to that mom for being so clever.  The other thing we've done is purchased some ethnically diverse dolls.  So Katie is using one of those in this session, to be able to demonstrate positioning for different listening and speech activities.
Now let's hope our video plays.
(Video in Spanish).
>> JOY KEARNS:  It has been absolutely critical having bilingual therapists on our team.  Initially when I joined the team I told them I served on three cochlear implant teams, I'm very comfortable using interpreters.  While that's true, there is such a tremendous difference having a family work directly with a family that speaks their same language.
Now, so far we've only been approached by English‑speaking and Spanish‑speaking families.  I don't know what's going to happen when we get our first family that needs Tagalog or something else.  We will have to resort to using interpreters at that point.  So far it has been really nice to use Spanish‑speaking clinicians.
So what else have we done to best serve these families?  One of the keys was having monthly team meetings.  We found that, again, with teleintervention being new to our staff, it just ‑‑ we couldn't work in a bubble.  And I think traditional therapy, you know, you always need your practice community but people were in a groove.  And for teletherapy things were happening that were unusual and we needed each other.  So we are meeting monthly now.  One of the biggest parts of our meeting is sharing our joys and concerns and troubleshooting together.  One of the therapists had a situation, a behavioral challenge, where the little girl ran and locked herself in the bathroom.  It is time to have the time to brainstorm how to handle those unexpected events.
As I said, we are partnering closely with the early interventionists.  We want to develop positive relationships.  We need to earn their respect.  And in doing that, we have been invited to co‑treat which has been really, really valuable.  We're discovering that many of the early interventionists in the rural communities are responsible for all areas of development with the child.  And so the parents appreciate that what we bring to the team is laser‑like focus on the child's listening and spoken language objectives.  That's really valuable to them.
And we've been invited now to participate in a number of IFSPs, which is also great.  We're there as a support to the parents and then also helping parents to develop some auditory and spoken language goals.
Our therapists and our social worker are really committed to facilitating parent‑to‑parent support.  It is really important to us that we try to link these families up with other families who are like them.  So we've been really trying to do that.  And then we've also been trying to connect them to local resources.  And that can run the gamut from the social worker might discover that mom's really suffering from depression, she connects them with some counseling services to one family over the winter break, their only assignment from their therapist was to go and get a library card.  They do not own one book, none.  So she had talked to them about it.
We had our team meeting right after Christmas.  She was really bummed because they hadn't gone.  And so we brainstormed as a team and realized that the family's undocumented and they were really afraid that if they went to the library they would be reported.
So they were really scared of that and that if we could name that and let them know that that wasn't going to happen and even enlist their EI person to go with them to get the card, that would help.
And the other thing they were afraid was that their boy is ‑‑ he's a destructive little guy.  They were so afraid that he would damage the books and they would be charged a fee, that they wouldn't be able to afford.  So we were able to work through that.  And I am very happy to report that they now have a library card and that each week they have been sharing newborn books and we have been using those in therapy.
Finally, the other area we've really been working on is the medical relationships.  And having those relationships with the centers and the teams ourselves but really empowering the parents, we're using the tool from Cottage ‑‑ I'm blanking on what it is called right now, not CASLs.
>> (speaker off microphone.)
>> JOY KEARNS:  No, the one for parents ‑‑ say it again?  You know what I'm talking about.  So one of the things about BabyTalk and using a parent coaching model is that we don't just have goals for the kiddos, we have goals for the parents.  And so everything from:  Could you explain your child's audiogram to your neighbor?  Do you know how to check the hearing aid batteries?  And so one of the other areas has really been empowering parents and preparing them and helping them to be more ready for medical and audiological appointments.  And I think this video clip illustrates that.
Sharon was working with a family just before they were going in for initial hookup.  And so she's talking to mama about that experience.
>> And do you mind if I ask you to just say, again, like, what you think will be happening and what you're prepared for?
>> Yeah, we can go over it.
>> So, you're going to arrive and you're going to go to Jan's office.  And what do you think will happen?
>> I mean, she'll turn it on and stuff.  I haven't really decided if she's going to walk or not.  We have kind of talked about and everybody was like he will probably walk.  I don't know.
>> I don't think any of us can decide.  He's going to decide at the moment tomorrow.
>> Yeah.
>> But the important thing I want you to be prepared for, any kind of reaction that he has.  So don't be upset, don't you melt and be disappointed if he cries or if he tries to grab it because those are reactions that we want to see ‑‑ we'll be happy to see a reaction of any sort at that point.  Okay?
And a reminder, if you can, bring some of his favorite toys or a variety of things because I know it will aid Jan in trying to keep his attention a little bit longer.  And if we have something enticing for him that you can pull out of a bag, all the better.
>> Okay.
>> Okay?
>> JOY KEARNS:  So the trends we've seen, we have seen a really positive response from our families.  We are collecting a parent satisfaction survey, and those trends have been fabulous.  Parents report that we're really creating a safety net for them.  Increased parent participation, culturally, we see a lot of families who prior to BabyTalk didn't ask questions of their providers.  And not regardless of culture, some families didn't come prepared for sessions.  They weren't that involved.  And we are seeing a big change in that. 
We are seeing increased engagement between parent and child which I think is the best outcome of all.  We are getting positive feedback from medical team members and early start providers and increased and improved collaboration which is also wonderful.
Kathy has been participating in the NCHAM sponsored intervention learning community for some time now.  There was one in October that I sat in on as well.  And we were really pleased.  Our take away message is we are not alone.  The team came up with this list as the areas that people ‑‑ therapists and administrators involved with teletherapy, these are the questions that they have and the things that are areas that we need improvement in.  So we felt like we've made progress in all of these areas and there is also room for growth still.  So we feel like we are kind of in the pack, I guess.
So our conclusions, providing teletherapy services to families who are low income and reside in rural areas requires a collaborative approach.  For the high‑risk families, best practices should include that psychosocial assessment and ongoing support services.  It has been critical with our population to have a social worker on the team.
With support, the families are empowered to become successful partners with their educational and medical teams.  And there's still room for improvement when it comes to effective teletherapy delivery to especially the high‑risk families.
And that's that.  So thank you all.
(applause)  
(speaker off microphone.)
>> JOY KEARNS:  The majority of our kiddos don't participate in a setting like that, that's why we're doing very natural ‑‑ we're parent coaching.  There are some families and some children that are compliant or cooperative for tabletop or playtime tasks.  But the majority of our kiddos, the run‑away iPad are not.  Especially with the 0 to 3 population, they are busy little children.  So it is teaching the parent how to work with them, how to develop book sharing, how to get them to participate in maybe some more structured play tasks and not chasing them around the house.  But some of our sessions start with chasing them around the house, very much so.  Does that answer your question?  Okay.
Anybody else?  And I will be here at the end. 

