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[  Captioner standing by ]. 
>> Okay, let's go ahead and get started. 
Thank you so much for coming this wonderful, beautiful afternoon.  I think we would all rather be outside playing, but this works. 
I'm Susie Tiggs, I'm the state lead for deaf or hard of hearing services in Texas and I brought some friends to come play with me.  
>> I'm Karen Kirk, and I also work in Texas with Susie. 
>> I'm Marilyn Sass‑Lehrer, and I work with Susie and Karen.  And we have a fourth cohort who is not here, Arlene Stedler‑Brown, who has been working with us on the project as well.  
>> Who's who ‑‑ okay, let's see.  Who would you rather be today? 
[ Laughter ]. 
Pick a nametag. Definitely so.  We have a handout, but it did not end up online.  However, we have a QR code, tinyurl.com and we will have it the end of the presentation as well.  This leads to a LiveBinder with more information about the drafts and what we have set up.  So we're going to be talking today about a project that we're working on in Texas, the Texas early intervention and skills of the provider resource project.
Let me tell you a little bit about T first.  Texas is set up differently than many of the states deaf ed programs, so it makes it a little bit more difficult to serve our kids.  We have 1200 school districts in the state of Texas, and 54 of them also offer cluster services to students who are deaf or hard of hearing.
So we have about 500 to a thousand babies, infants, and toddlers who are deaf or hard of hearing who are being served all over the state.  We have another 950 ‑‑ 9500 kids, sorry, school‑aged kids served all over the state, and 42ECI programs that are supporting the school districts and hoping to provide services. 
It looks something like this, where the red dots are are where the regional day programs for the school for the deaf are, the cluster services, the yellow dots, those are the educational service center, support, staff development, technical assistance, things like that. 
And then, throughout the state as well as the regional deaf programs and the educational service centers, we also have my position, which is the state lead for deaf or hard of hearing services, and I offer technical assistance to all 54 of the regional day school programs, plus the 1200 school districts, the school for the deaf, the service centers.  We have the educational resource center on deafness, which is the outreach center from the Texas school for the deaf that helps to provide services as well, and we have worked collaboratively with many different agencies to create the Texas leadership courage on deaf or hard of hearing, birth to three, that Lisa set up a few years ago, retired, and is doing other things.  That's an inter‑agency group that's working on different topics related to this particular group of kids. 
So one of the kids that we realized that we really needed was a way of making sure that those teachers that were serving kids who are deaf or hard of hearing, infants and toddlers, have a good way of working on professional development.  How do you work on skills that you need if you don't know that you need them? And we realized there's a couple of steps that we needed to do to help get our teachers to be more highly expertise and highly knowledgeable about what they needed to learn.  Karen and I started visiting and she invited Marilyn and Arlene to come and play and start building this. 
The idea is it is what we know already that often prevents us from learning.  I know it all, I have worked for babies for so many years I have nothing left to learn.
How many of you, that fits you? 
And that's what happens, our teachers think, I've got this and done it for so many years, but in reality there is so much more to learn.  As we started looking at what was available out there, we looked at the JCIH supplement, the appendix and skills, and thought there should be a way to take the information from the knowledge and skills and actually put it togetheren a format that would help teachers guide their own professional development.
So we started with a self‑assessment tool that the EI providers would go through to kind of look at rating the importance of the different topics and then also rating their comfort level with the different topics.
From there, they would take those ‑‑ that information and create an individual professional learning plan.  And most likely, no two plans would look the same because everybody is at a different place in their journey, has different skills, and needs to focus on different things. 
From there, we would have access to a web repository of information so people could work on the skills they have identified they need to grow on, and we would be able to work with the people who are interested in receiving additional continuing professional education credits so that they would get continuing professional educational credits, or CPEs is what we call them in Texas, they would get credit for doing the self‑assessment tool, credit for doing the individual professional learning plan, and credit for the different resources that they used, part of what they would have to do is come up with a way to show that they had learned that information.  So they would get CPE credit for that as well.  
>> So what did we manage to accomplish in year one? Far less than hoped.  I'm sure all of you are familiar wish this concept, and last year was the first year, this is already the second year that we have been working on this.  And the things that we did manage to do within year one are to ‑‑ well, what we did, as Susie already said, we worked on that self‑assessment.
And what we did was decide on areas of focus.  We decided that we didn't want to do all nine areas of the JCIH at one time.  We wanted to see if we could get a few of them working in a way we thought would be productive, and then did a self‑assessment tool, a small pilot with that, and we also developed the individual professional learning plan format that we wanted.  We had to make sure that these all worked online, and then we began compiling the resources that would go along with the three components we'd picked.
And these are the three areas from the JCIH competencies that we selected from the first year to do.
Sorry, Joint Commission on Infant Hearing, and that is the ‑‑ the overall document, from 2007, is the one that sets goals for all of ‑‑ everything from newborn hearing screening, through early intervention.  And then there was a supplement that was developed in 2013 that focuses only on early intervention. And it is called a supplement.
And, within that, one of the key goals of that has to do with knowledge and skills of the provider, that families and children deserve to have providers who are competent in these areas, and then within that document also, there is an appendix that lists nine areas of competency and lists, under each one of those, a lot of individual knowledge and skills.
That document, which you can read more about online, and the whole thing is online through the American Academy of Pediatrics website.  But it's a compilation of things that come from a wide area of professions and a wide area of professional organizations, such as ASHA, or other groups that say this is what early intervention providers have to have.  And I think, just as a little aside, we are at a wonderful time right now because all states have access to this, we could be looking at the same set of knowledge and skills and using it in a wide variety of ways and have people move from place to place and it all could be the same.  So this is ‑‑ there are other states doing this, this is how we're focusing to start with.  So we decided to start small and used the leadership counsel that Susie talked about to give input on what they thought was the best for the state.  We had a Google survey that went out, they ranked the order, we picked seven that we might start with and these three rose to the top. They are a great three because it covers a little bit of everything.  It would have been nice to have others in there, but these were three to start with. 
And the other thing that we did that I really liked as a concept, if you look under each competency, there's a whole list of individual competencies, they call them.  But it can be kind of overwhelming to look at. And we looked at it long enough that some organizational patterns appeared.  If you look in family‑centered practices, all of the individual competencies on that document will fall in one of these areas: Family/professional partnerships, decision‑making, and family support.  If you go through the various sections, you can see more of the organizational structure.  
>> [ Speaker far from mic ]. 
>> We have not.  We have not.  But, Marilyn, do you know ‑‑ did the DEC practices feed into the major document? 
>> Not directly, but we were very aware of them and I believe there would be a nice overlay, but we didn't specifically ‑‑ we selected organizations that were specifically looking at competencies for deaf or hard of hearing infants, toddlers, and their families, and national organizations or groups that had input from a variety of constituents. 

>> I better keep forging ahead here.
This is our first draft form of the teacher self‑assessment.  And I showed this to you because it was the first draft ‑‑ we had then what we would call adventures in technology.  We did this in an interactive, online PDF form, we had a small pilot, sent it out to 20 people that we knew, some that were brand‑new in EI and some established, and we rated competencies in two parameters, how important do you feel it is to your work, and if you feel you need additional education in this area. 
And a cool thing that region 11 set up for this is there is a built‑in math computation for this, so you get a total of those two things.  So when you look through, the higher numbers are the one that ‑‑ it seems it would be logically the ones that you are more likely to want to focus on.  You don't have to, but ‑‑ 
And then we found out, as lovely as it was, there were lots of ways to make it so that they couldn't send in their data.  So happy only 20. 
Because, for one thing, if it was forwarded to somebody else, they could use it, but the data didn't go through.
If they opened it in a way we did not understand they could open it, the data did not go through.  So scratch that, move on.  Google form works the same way, same thing, but Google form will not do the math computation.  So this looks really complicated, but the user experiences it very smoothly.  They fill out the survey and that's all they do, fill it out, hit submit, and they get an automatic link back that gives them ‑‑ and they get an automatic e‑mail that gives them a link to an editable spreadsheet that is what they turned in.  And that one has the mathematical formulas on it.  And if they say, I don't want to work on some of this stuff, they can go in and edit it.  We don't want that back, that's theirs.  We have the data that they turned in that we're going to be able to use to see what they originally thought.
And then, from there, the development of the individual education professional learning plan, and we ask them to give the competencies selected and why, the learning goal, including their criteria, and then they are asked to give strategies and steps in different ways that they would like to approach learning it. 
I will move on to this form very quickly, and I know you can't see it specifically, but if you go follow that QRL, you will be able to see it more intensely.
But, on the learning activities, we asked them to give us independent activities, and we suggest that can be books, articles, those kinds of things, and also some interactive activity.  And there are suggestions for that as well, whether it is to work with another early intervention person, whether it is a community resource that they go out and talk with, whatever they want to do, but it has to be something interactive.
The third one, workshops, that's optional. If they come back later and they find one, they can re‑submit.  They can ‑‑ and, from there on, it's totally up to them.  If they want to do this for CPEs, then they have to submit the plan and have it pre‑approved and they'll know how much credit they can get for it, and then their documentation, which also goes on that, that will have to be submitted as well, and then they'll get credit for it.
And I will turn it over to Marilyn.  
>> Okay.  
>> Who will talk about our resources. 
>>Marilyn Sass‑Lehrer: What we did, for each of the competency smaller areas, remember we had the large ‑‑ overall, there are nine large competency areas.  And, on each one, we have consolidated them.  So we looked specifically, for example, under family‑centered practices.  
And what we did is we brainstormed all of the resources that we knew about, that were related to that specific competency area.
And we then developed abstracts of those, we identified the resource ‑‑ whether it was a chapter in a book, or it was a video, or an online resource, and we also had in mind, thinking about the individual learner and trying to identify a range of resources that would match different learning styles and learning preferences.
And then we went back through them and prioritized which ones we felt were most accessible, most related to the specific competency area, and would ultimately be the most useful to the learner.
And I have a priority for trying to emphasize resources that are free, easy‑to‑access, but we are going to create, we hope, a lending library for resources in which there would be a depository, or repository ‑‑ I don't know if it is depository, repository, compository ‑‑ [ Laughter ].
A cubicle in Susie's office, where she will purchase various materials, so that the cost is not being born by the individual learner and they can borrow those materials.
Okay.
And this is what this looks like, a mess, but this is actually a working document that you see in front of you, but this is what we used to share our notes and to identify and organize and prioritize the resources.  And finally, just to talk about what the plans are for next year, we're going to continue working on resources because ‑‑ and actually, that's going to be an ongoing process because new materials and resources are popping up all the time, or we learn from you all and others about helpful resources that we can add to Link, to the LiveBinder.  We're going to ‑‑ actually, they're going to be responsible for identifying a cohort in Texas that will ‑‑ you know, friends who will not get mad at them afterwards, who will be willing to review and experiment with the materials and who will be honest and give their honest feedback about how helpful, and where are the areas, where are the glitches, so that we can make revisions.
And then we're going to go back and look at the other areas of competence that we have yet to focus on, expand the teacher self‑assessment, and strategies and support related to these competency areas.
In the time that we have left, which probably isn't any, we would like to ‑‑ one minute.
We would like to know what is happening in your states, in your area, because it would certainly be nice to be in touch and collaborate with each other to improve our various attempts at improving professional learning for early intervention providers.  Anybody want to share, tell us what you are thinking, reactions, questions, comments? I think that was another one.  Marcia!  Yes, because of the ‑‑ 
>> I'm Marcia from Iowa, and we are trying to develop a really great five‑year professional development plan, but that would be from birth to 21. So I'm very curious and interested in, you know, thinking about this further, bringing it back and talking about that, to see if we could do that, because we're trying to meet with the early ‑‑ it is called early access, the birth to three program in our state, and a lot of the areas are going through ‑‑ PSP stands for primary service provider, so we're kind of panicking about that, and just thinking that this might be something that might be good to bring back and talk about.
I'll be talking to you. 
>> Anybody else? I know our time is up.  If any of you have questions or comments or just want to chat, please do.  Please come up and talk to us.
Thank you!  
[ Applause ]. 
[  Session concluded ]. 
[  Captioner standing by ]. 

>> Are you okay with me starting, then? I haven't checked.
I may have broken a microphone.  Can you all hear me? 
Okay.
Good afternoon, my name is Lindy Powell, I'm the director of education at the Center For Hearing and Speech in Houston, Texas.  I will share about myself before I get into the current programming we have for our toddlers at our school. My background is in deaf education, I graduated with a dural major with deaf ed and special ed from Ball State in Indiana.  My background is comprehensive in deaf education, I spent a year at the Indiana school for the deaf and interned at St.  Joseph's school in Indianapolis as well.  Upon graduation, I moved to Houston.  I didn't know a single person, but I learned that the state of Wisconsin, where I grew up, did not have reciprocity for my Indiana teaching license.  I went on an adventure and found the classroom of my dreams in a TC classroom east of Houston.  I was servicing the kids that needed a sight‑based program in the 18 school districts east of Houston, and I found alone in that classroom of children 3‑5 years old.  I saw the potential for language development in those students, and then I piloted the oral program next year.  I had 10 students in my program, and they were demonstrating mainstream readiness.  So I piloted the mainstream support program, and the next year as a third year I decided I could not do it anymore, I reached out to the center for hearing and speech and was surprised when they offered me a job.  I didn't think I was qualified to work there.  And a few years later, I'm here.  And I thought the unique background that I had helped me create an individualized toddler program for our school.  Who in the room works now as a professional with toddlers one and two years old? Any parents of toddlers? 
Okay.  Thank you all for being here.  A little bit about the Melinda Web school, we have toddlers coming out of our ears right now, a great problem to have.  We're an oral option school in Houston and we start at 18 months old because we want the children to be up and walking independently in the classroom for our full day program.  So the toddler program is 18 to 36 months, or three, before September 1.  We're the only program in Houston like ours with a full audiology and speech pathology clinic on‑site.
We really thrive and continue improving our program with continuous program improvement through the United Way, so it is a report that we kind of don't look forward to each year because it's very involved, data‑driven, we spend a lot of time working on progress, and every improvement in this school, which is a lot over a whole calendar year.  And what it helps me do because I'm the person with all the ideas is step back and think, are my ideas supported by the data here, are we meeting the needs of our school right now? Maybe some of those things I need to table for the future.  We have a school improvement plan that is written by the teaching staff, we address school performance, parent involvement, learning as a whole, and professional development. 
The school improvement team is a voluntary responsibility, we have a couple members of the team here today, and they meet almost every other week to discuss school improvement and the performance we're making on those goals.  We identified the trends in student performance and identified the changes in our school, our population changes a lot in a short period of time.  We also reviewed the changes in the Houston economy and culture, it is very oil and gas driven and the last few years have been hard on Houston and that has impacted a lot of our families. We also have an increase of Vietnamese coming to the program, and we have a great bilingual program for Spanish, but not Vietnamese and look at those programs as well. 
And we focus on individual family needs, the whole program first and then the individuals that we serve, that's the most important part.  We want to develop needs that meet the family, and one thing that has been a big shift that I have tried to work toward is changing the attitude of whether a not a family can fit in our program, or whether or not we can make our program fit each family that comes through our doors.  Instead of having a cookie‑cutter set of services for each child, we want to be flexible and discuss if there are program accommodations we can make to make sure we are the best option if there's a listening and spoken language potential there.  We might talk about a couple things, like walking, it is a stipulation for all 18 months to be walking.  If there's a physical therapist involved, maybe we are working with there and we will talk about how they have a gate trainer in the classroom, or use another assistive walking device, and feeding and nap times might be individualized for each child, we have individualized schedules, and parent involvement.  We have a lot of different families, they might be Skypeing in conversations or watching an observation another way and that is not going to make or break enrollment. 
And we want to discuss this full continuum and we to say that we want for students to fit into our program because we are being flexible and not because we are creating a cookie‑cutter set of services, we need to address the needs for all families.  For site‑based services, that looks like Mommy and me classes, mom comes with the baby, and leaves with the baby, Mommy's day out, full‑day enrollment and then, eventually, inclusion support.  Right now, we have space restrictions, so we cannot provide that on‑site but we are creative on providing that with partnerships. 
Walking you through the center, in August, we created the first toddler classroom.  Before that time, the kids were grouped into two sessions. We did not have the numbers to justify proper grade levels, all instruction was individualized, and teachers of the deaf and teachers had an individual caseload instead of a classroom.  We had children 18 months to three‑years old in this new toddler classroom and we decided to make sure that we were holding firm with that September cut‑off in the state of Texas.  And it was a full‑day enrollment option, 8:30 to 3:00. And there were after‑care options for working families, children could come as early as 7:00 to 6:00.  And there were great things that happened because of that toddler program.  We had age‑appropriate peers in one classroom, which was great. And we also were able to finally communicate clear expectations to all of our parents.  A lot of times before, because we just had those two sections, parents were unsure of when their child was actually going to kindergarten, or first grade was closer than they thought it was, it made future educational placement easier on the families. 
We had some challenges, the class size of eight proved to be challenging.  We looked to the state of Texas and they said one teacher can teach nine toddlers.  We had two teachers teaching eight and we thought, surely this will be okay.  It was a mess, we were able to split into small groups and pulled in another teacher, but it was too many kids. 
The other challenge we had was we had open enrollment throughout the school year.  So as a baby was turning 18 months old, they were starting in the program, and we had children turning three years old after the cut‑off.  That gap was bigger and more challenging to juggle with eight students in the classroom. 
And after August 2014, because we identified a toddler program, a lot of parents felt that they could enroll, my parents are a toddler and it makes sense to go to this program.  So we shifted the language of the program there.  We had six students in each class, much more reasonable, with two teachers.  And we split the ages of the incoming toddlers, who are turning 18 months, and our kids who are turning three and going into pre‑K the next year. 
We were excited that year because we established aal toddler teaching team.  Since we had two classes, there was room for collaboration, we could have a detailed progress reporting system, those teachers were working together to report accurate information on all developmental areas and we really observed the benefit of those toddlers that enrolled at 18 months old and continued in the toddler program for the second year.  So we can tell parents with confidence that, the earlier you enroll in the program, the better, now that we have students that enroll very young. And we began a collaboration with occupational and physical therapists in Houston.  We wanted to pull them in, we had a lot of young children, and we had a lot of sensory needs, a lot of fine and gross‑motor needs and the toddler teachers were overwhelmed with the various degrees of needs, and we don't have the skills to diagnose any kind of sensory needs, or to really write a sensory diet or a plan for them to follow. 
We still had some challenges. I learned quickly that one of the new teachers we placed in the toddler classroom was open about that she did not feel prepared for this.  A lot of the teacher prep programs do not have toddler placement, a lot are doing parent/infant, which is great, but this toddler classroom was different.  You were not working with a parent, you were dealing with multiple kids and having to manage that.  We also had scheduling conflicts.  The traditional way it was done is they are pulling an hour, an hour and a half, back to back sessions with the teacher of the deaf.  And we did that and implemented it at the toddler level.  And the teacher said I'm never with my classroom, I pull them and I'm gone for an hour and I don't know what happened with my kids, and then I'm done for lunch and nap and the day is over.  We looked at changing the program next year, and we had more toddlers.  We had three programs the next year, now that things are growing.  And what we did with the scheduling was staggered sessions with the pull‑out.  They received 20 minutes of support each day in language, it was staggered between fine and gross movement, so the teacher can come out of the class, have instruction, and not be gone for hours of the day.  Still six students with two teachers. 
And we also saw that many of our great teaching assistants were leaving us because they were graduating, and we were great at recruiting students from University of Houston and they were actively involved, they graduated, moved on, got their big jobs, very happy for them.  But to open up the opportunity to more students, we really had to create part‑time teaching positions. So that was something that was new this year.  So we had teachers that came and taught for morning care at 7:00 and left at noon, and those that came at noon and stayed for after care and they could work the school schedule around it.  We thought that was more beneficial than hiring someone who has a childcare license, or worked in a typical daycare, because you had the staff that was motivated to work with these kids.  We also participated in the language connection program. 
I don't know if you saw the poster in the exhibit hall, the program I could go on about, it is a great partnership with St.  Paul's preschool in Houston to provide an inclusive environment and exposure to hearing peers.  We didn't have the means to do it on‑site, we bought all the car seats we needed to, strapped the babies in the bus and went every other week to St.  Paul's preschool.  And sensory and gross motor group was worked with the PT and OT that we developed partnerships with before, that was a great, new change, too. 
We had huge growth in the program this year.  More than tripled from two years before, and we also really adopted high standards for progress monitoring.  We looked at the vertical alignment of our school, we wanted to make sure that our toddlers were truly prepared for pre‑K3, pre‑K4, and kindergarten and walked through each step of the academic areas to figure out what foundation our toddlers would need.  We also created continuity in the lesson planning through the vertical alignment. 
And the challenges, we weighed the benefits of the participation in the language connection program.  We saw with the ity‑bittys, strapping them in the bus and taking them from their familiar environment was not as beneficial as we thought it would be because there is lost instructional time and it was hard, transitions are hard.  And the older students really did warm up to their peers in the new school and the transition did not affect them.  So we re‑evaluated after teacher feedback. 
So the beginning of this year, we had three classrooms, six students, two teachers in each classroom and we created a new program option for the families. We have the Leap program, the language enrichment auditory verbal program, it is led by the teacher at the center.  So there are two different class placements three days a week, from 8:30 to noon.  We had flexible arrival time, we wanted it to be like Mommy and me, not like you get a tardy slip and you have to walk back and there's a firm cut‑off.  So arrival is really 8:10 to 9:00 and the core of the instruction is from 9:00 to 12:00.  And then parents, because they are not full‑day, they share an equal responsibility for development areas of their child.  We go from everything on the CID skills check list, on the state Texas standards for early development, and we also address language development and we also want to know what the toddler teachers are working on, and if they are up to the challenge and want to introduce the skills at home, this is the program for them. 
And it is required they attend two 30‑minute sessions with their auditory verbal educator each month in lieu of the smaller pull‑out sessions.  I mentioned we are pulling the toddlers out for 20 minutes each day, we do not do it in this program because they are there for a certain amount of time. 
We determined eligibility with a rubric, we do not sit there and say, they want to come part time, let them in, that sounds good.  We wanted to be objective and we created a rubric with child performance indicators and parent involvement, that was a huge piece of the program.  This is what the leap rubric looks like so we were not stuck in discussion, yeah, that sounds good, and it determined eligibility for each level of placement we have at the toddler level.  There are three areas of rubric and three areas of parent involvement.  The score on the bottom determines the level of support we recommend.  We recommend a minimum level of support and then parents can increase the support from there.  If we recommend two days a week, they could say I would rather come three days a week because his sister is in school then, that is fine, you cannot back down from the level of support we determine is necessary to maintain or improve to reach progress in all areas. 
We loved this rubric because it provided assistance in language directly from the rubric to use in the recommendation letters.  So then we're able to explain to families why we're making a recommendation and be really open and honest if there's a parent involvement concern, or a concern about amplification use in the past, or whatever it might be. 
This is the top portion of the rubric here.  So, we look at standardized scores for total language, and we trust whatever the speech therapist has used for total language testing.  We take the standardized scores, and three we felt at the toddler level, the wide range of that average range from 85 to 115 was appropriate because they are young, and 75 to 84 is a two, and a less than 75 is a one. And the rate of progress, we want all the kids to be making month to month or greater and we know, starting at the 18 month old time, if they are not making month to month, the gap is going to get wider very quickly.  So we look at all areas, not just language development.  It could be that a child has typical language but the last six months they did not make month to month progress, and that is where we put they are month to month most areas, or less than month to month in all areas if the child has a significant delay. 
We look at CID scales in the institute of the deaf rating form, if they have 90 percent or above of age‑appropriate skills, then no additional delays, we rate as a 3.  We look at the form that they master by the end of the year or three years old and we say, by this time, they have a 50 percent mastery.  And 75 to 85 percent, mild developmental concerns, two, and less than 75 percent, moderate to severe developmental concerns is a 1. 
For parent involve ment, we look at attendance and participation for speech sessions and process for school enrollment.  If it they show up late or no‑show for tours and classroom visits, we look for the parent that is involved.  We want them to display initiative and maintain an acceptable attendance record.  If not, maybe they are involved with a little guidance from the therapist or me, to get a phone call after they have no‑showed and they do show up, or maybe if they are someone involved and then somebody inconsistent. 
We look for follow‑throughs of recommendation, and 3 is they are more behind, 2 is more than 12 months after, and the on set of hearing loss, than a 1.  We look at amplification use, we want them using it all ranking hours, a past history, a two, a recent history, a 1.  A child could be a 1 and recommended for Leap in three days.  We created this scoring scale and took students who are currently in rolled in our toddler program that we felt we knew really well, we said it would be a great child for the two‑day program because they have done this, this would be a great child for three‑day program and they have to stay at the school next year.  If they are a 16 to 18 day total, it is a 16 enrollment.  And maybe there are kids in between and extra sessions with the AV help them.  The student is making initiative, the student is making progress and they don't need to enroll full time. And a less than two average is a recommendation for full time enrollment.  After looking at the program, we have a variety of individualized options for toddler intervention.  We have a lot of families going through the school system and saying, you have been telling me to be an AV mom and I'm at home with the baby, why send them to school? That's what we're preaching.  I'm thankful we have an option for the families that wanted some kind of intervention and social interaction and support from a teacher of the deaf but was not interested in a full day program. 
We collaborated with Jennifer in the audiology program that you may have seen in the baby beats presentation earlier and we had an increased opportunity for parent involvement.  Now that we have parents that are up at the center more often, parents are seeing that they are coming more often for meetings and meeting with their teacher, parents are requesting more meetings and calling and e‑mailing more, it is great to see that involvement.
And we have a teacher focus too, after teachers have seen how successful this program is, it was the first toddler class to fill up this year, they are motivated and want to get certified, too.  And challenges still ‑‑ we have one Leap class, and now with the one leap class, we are seeing the age gap a couple years ago we saw in the toddler program because I didn't have the means to create two classrooms for young and older students. And also, enrollment trends are so unpredictable. 
We have the capacity for 24 toddlers in our program.  When I started in this position in January 2013, we had three toddlers in the program all together.  At this time, we have 24, we will fill up by the end of the year and we have 28 more babies on the intake list for next year.  So it has been fascinating to see ‑‑ I know that the babies have always been out there, but I think the parents are seeing that this programming is much more appropriate, it is responding to their needs, and I think a lot of the babies are able to make that progress that the parents have been wanting to see.  Our goal is to mainstream typical preschool for these kids.  And future planning, we have lots of ideas for that.  Ideally, new building, I would get more space, we would have a way to bring in hearing peers into the program, an inclusion component or partnership that would be more formal than the one we have right now, Mommy and me classes at the center, too, and all of that.  So my goal is not to turn a baby away in the future, we might be getting to the point soon because we have this rapid growth, but it is exciting.  Do you have any questions for me? Yes? 
>> My question is, you said you had home visiting services, too? Do you have something for the under 18 months as part of your program, can you tell us a little bit about that? 
>> Of course, school‑site based services start at 18 months old.  The service has an AV clinic that sees 233 kids each week, most are babies and we provide free speech therapy, auditory verbal therapy, birth through three months. We have a couple kids that are seen in the home because of distance from the center, and it worked for the therapist to see them, maybe on the way home or something, but it does not work out for us to take the time to go out and visit all the babies, Houston is huge.  It is not feasible, but we see them in our speech clinic, and our audiology clinic sees 10,000 kids each year.  That's how many kids we know are out there.  That's how we know we don't have the means to go and reach out to all of them.  You're welcome, any other questions? No? 
Thank you all so much.  Enjoy the rest of the conference!  
[ Applause ]. 

[  Session concluded ]. 

>> Hi, good afternoon.  I'm ping Cheng, representing Emory University, and auto genetics, which has the most up to date test for deafness genes. 
And the speaker should be Professor Shelang, but he is at a meeting for NIH.  So I hope I can do him justice here.
So, as you all know, this is a statistic you are very familiar with, with the newborn screening, and how many of the babies are failing the initial hearing screen, and what kind of carrier status that the genetic contribution to the hearing deafness, and I will give you the diagram in the next slide with some of the numbers of genetic contribution.
So, as you can see from this diagram, 50 percent of the quote, unquote, deaf children have a genetic contribution and, within that, 70 percent are syndromeic, they have the hearing loss, and 30 percent of them have other deficiencies, we called them syndromeic hearing loss.
And within the non‑syndromeic hearing loss, most are what we call auto somal recessive, you need to have two copies of the defective gene to have hearing loss, while a small portion are autosomal‑dominant, which means if you have one abnormal copy, or lost one copy, you will have a hearing loss, as well as there are the maternal‑transmitted deafness genes.
So currently, this is the schedule for the newborn hearing screen, as you all are very familiar with, the babies are in 48 out of the 51 states and districts, they are mandatory for doing the auditory screening.  And within the first three months, the 1, 3, 6 step schedule you are familiar with. 
And so what happens is, what if the baby failed the initial auditory screen? 
So currently, there are tests to form a referal for doing the maternal, or congenital CMV and the virus tests, as well as to do the CT scans to look at the peripheral hearing organ and to see if there's an abnormality in the middle and inner ear, and there's the EKG test as well as long‑QT.  And the reason they do that is because some of the hearing loss is due to so‑called syndromeic hearing loss that is associated with heart deficiency.  And this actually presents a life‑threatening condition later in the childhood, or during ‑‑ when the kids grow up.
So, the genetic test actually has been offered, but to a very small portion, and also the task is limited to GJB2, 4, 6, and the Pendrin gene which is highly prevalent in the genetic deafness population.
So why ‑‑ you have all of those different options to do in the referal to confirm whether there is a hearing loss, so what is the advantage of providing a comprehensive genetic test for the kids that ‑‑ the babies that failed initial hearing tests? First of all, there's a very high false‑positive rate in the initial screen, and even after repeated referal testing, there's still some that cannot be confirmed.  And, as well, some of the hearing loss saturation is called progressive.  That means that they have very mild hearing loss, and it was not rigorously followed‑up, and there are the particular types of hearing loss that current referal technology would not differentiate what is the underlying mechanism, which actually provides guidance for the physician, perhaps in ‑‑ if you have a neuron loss, the cochlear implant does not work, because the neuron that transmits the signal is defective and that can be diagnosed by doing the genetic test, and we know what gene is defective and we know how it affects the hearing system. 
And all is also the syndromic hearing loss that is coupled with, for instance, biotin deficiency.  And, if diagnosed early, you can prevent the irreversible hearing loss with supplement.  So there are advantages by knowing the exact genetic underlying mechanism for the hearing loss that can prevent it happening or can provide early intervention strategies.
And then I listed perhaps more, but some more ‑‑ this is pending development.  For instance, the gene cell therapy that have been tried in an animal model system that has been very successful being able to cure some of the LQT‑associated disease that can basically ‑‑ it can kill the mouse with the hearing loss, and also there is cell‑based technology.  For instance, my lab used a patient ‑‑ a fibroblast cell and corrected them with stem cells, and then we can see how the sensory cell can develop normally.  So those treatments are a long way in the future.  To apply them when we're ready, you need to know what genetic defect you have for individual patients. 
So I'm making a list, and I don't want you to just read it, but tell you the facts.  There are many, many genes associated with deafness.  And you think why there are so many congenital hearing loss patients, it is the most common, congenital disease, the simple explanation is the hearing is a simple transduction process, and all of the cells have been arranged for the precise transduction.  If you lose the shape a little bit, you can still function pretty well.  But for mechano transduction, everything has to be precise.  So then, and because of that, it's the most, you know ‑‑ any gene defect that is causing the cells to lose slightly its shape or structure, you are leading to hearing loss, essentially.  And because of that, there are so many genes that can cause non‑sindromic because there's a unique requirement for structure. 
And there are so many genes involved, and the past genetic test is not successful, and we have one gene and one allele test.  So can you use one test to test within, one, one, so this is very defective.  And we know there are few genes that affect the majority of the deafness population, but then the other 50 percent, what do you start with, are you going to go through the list.
So, because of that, the new genetic test, the coordinates the next sequencing allows you to test all of the genes you are interested in in one single test.  You can sequence all of them at the same time for one patient.  And this is useful for disease like deafness gene, where you have so many genes affecting it.
And so also, because of that, the national institute of deafness and other communicative disease recognize this, and supported the initial small business grant to develop between the collaboration between Emory and auto genetics to develop this test, which allowed the sequencing about 130 known deafness genes to be sequenced at the same time, and it is a minimally invasive sample collection.  You can use the saliva, the blood spot that has already been in the newborn screen, or the purple tube, that is fine as well.  And this is a high throughput. 
So far, and so this panel has been developed with the support of NI D3, and it has been used for more than 2,000 patients, and among those patients, essentially, are 50 percent we can identify the genetic underlying mechanism which, if you remember, the 50 percent of the deafness has a genetic contribution. The other 50 has more compound effect of environment and the genetic predisposition.  And then, in addition, if you fancy even more an advanced test, essentially you can use the sequencing of your whole axon, meaning the whole coating sequence of your genome, and the known mutation ‑‑ the unknown mutation in a new deafness gene perhaps can be identified, which we actually have publications using that to identify new genes and the limitations.
And also, there ‑‑ in the huge list I showed you with all the deafness and the genes, and the unknown locii, where it localized the genome but we could not identify the gene, most of those are called autosomal‑dominant which, in one way, you would think it is easy to identify because, if you lose one copy, you already have the hearing loss.  However, perhaps the reason that we failed to identify those genes is because the past method is looking for variance, or changes in mutations. But rather, it is a so‑called copy number change, meaning that it is all white‑type, copy, but you have additional copy.  The early test result would not reveal that information and you would not be able to find out what maybe is accounting for that kind of autosomal‑dominant hearing loss.  So this test can also, in a single test, in the same test, can tell you those so‑called chromosome copy number change variation.
So again, I'm giving you a list, and we use the test and we published quite a bit of research papers.  Initially, it was exclusive used for research projects looking at larger population both to validate the test, as well as identify the novel genes.
And there are also, in Europe, many clinical labs have started using this test and they published when they identified new mutations in those known deafness genes.  And some have a different inheritance mode than what has been known, depending on where the mutation is.
So here I give you a case study where we have more than 1,000 samples from patients, and most of them, or 2/3 of them, are from the normal subject, which provide a database for us to know what is normal genome landscape for normal hearing.  And then we have those hearing ‑‑ the patients with a different level of hearing loss, as I listed here, with this distribution from mild to profound, the hearing loss, about 600 patients.
So what we did is we used the genomic DNA, either isolated from the saliva, blood spot, or blood collection in the tube and subjected it to the hearing genomic test.
So here, we are just outlining the procedure which essentially, you have a sample collection, you do the genomic DNA extraction, and the sample has to pass QC, and everything here happens in the lab and this is where it is ‑‑ this is where you have interaction with the patient.  And then you go through a series of simple processing, essentially, you capture those deafness genes and do the sequencing on those genes only and then report on them, based on what we know about those genes. 
So, first off: You want to ensure that this test can cover all the deafness genes that you wanted to cover and this diagram shows that all the targeted regions, genomic regions, are covered.
And then here, how accurate is your sequencing? We are sequencing all of them, more than a half million at the same time, what is the error rate? So we use the Sanger sequencing to verify ‑‑ once we verify the variant, for instance here, we showed some example with hetero zygous, or homozygous mutation in the GJB2 or the Sancro gene, we did the Sanger sequencing, 1 gene at a time, with 100 percent match, so the sequencing is very accurate.  And we will give you a six‑generation family case diagram here.
The black, the subject field, with the black circles are the affected subjects.  What I wanted to have you pay attention to is this V45, and after 7 years old, it actually has quite normal hearing.  So, in this family, it is all late on set.  They start to have profound hearing loss at 18 to 20 years old.  And from the inheritance pattern, it looks autosomal‑dominant. 
And so what do we ‑‑ so the test already identified two things.  One thing is that we identified a new mutation in a known deafness gene, TMC1, that is encoding a channel that mediates the auditory response.  And the other thing we know is that, prior to the on set of deafness, we know that this patient, or this subject, is going to have on set ‑‑ so somewhat saddened news, but you can prepare for it, essentially.
And right here, I'm showing you another example of the so‑called copy variation, which essentially is the duplication, or deletion, of the white‑type copy of a gene that can cause hearing loss.
And the formula that we use, which does not really matter, but rather, we can use mathematic model based on the sequencing data and the coverage to calculate how many copy of a particular gene the subject has, and in this particular two cases, we have in this case we found that there's an axon deletion in the OTOA, and here is another ‑‑ it has a huge deletion in the chromosome of STRC genes, both caused the hearing loss.  And then also, you have this particular gene is also associated with male infertility.  So we saw before, we know the phenotype.  So before the kid grows up, we know what may be down the line.  Hopefully there are treatments at that time.
So here is, and the one I showed you is looking at ‑‑ we did this large screen with kids from essentially from very young, a few months old, to 20‑something years old.  And we did another one with samples of the newborn that first failed the hearing. And a similar data was obtained, we got 50 percent of the newborns that failed the initial screening, we identified the genetic cause, which is similar to what we see to the larger study. 
And this particular test we used is also very perhaps a little bit better than the other tests that has been used and is quite comprehensive.  They found 40 percent, they can identify the genetics caused.  So that percent is a little bit less genes than what we used here. 
And because we looked at several thousand samples, we know which mutation is most common and that allowed us to develop a smaller panel on perhaps at a much lower cost, however, we don't really know how well that will work.  And here is just, you know, the classic report, where we identify the mutations and the report on both the causal mutations that are associated with deafness, as well as carrier state, if there is one.
So, in summary, so this comprehensive, next‑generation genetic test is quite effective.  In a single test, we can test all the known deafness genes, as well as test the copy number variations that cannot be determined by other previous methods.  And the advantage of the genetic tests as a supplement to other referal tests is that it can give you the precise molecular diagnosis of what is now and what may happen later as well, which allow you to do early interventions, especially for the case where the symptom is not severe yet.
So the candidate certainly is the newborn who failed the mandatory, the newborn hearing screen and the congenital deaf patients and their relatives, they can test for their carrier state as well as one thing I didn't mention is their mutations, the mitochondria genome, if you use amino glycaside antibiotics, they have 100 percent association with hearing loss, knowing that you can avoid using these particular antibiotics.
Thank you.
[ Applause ]. 

>> I was curious to know about the informal consent process for the parent testing that you do, and also the pre‑test and post‑test counseling and how you communicate that to the providors. 
>> Yes, that's a great question.  We develop the test between Emory autogenetics a few years ago.  You know that I listed Asia and Europe, to the extent they are using this, but not actually in the U.S. I think that's also the reason I come here to see is how is that incorporating operational procedure here.  So this consideration is key for implement, or at least offered as an option.  But post‑procedure, I think there shouldn't be any issue.  Because there is the ‑‑ it is required, the medical geneticist consultation post‑diagnosis.  And also, because it is monogenic deafness, so the medical genetic interpretation is very straightforward. And I agree that, pre‑procedure, there's a big challenge, how will that become ‑‑ how will the physician know that such thing can be used.  Yes? 
>> We have time for one more question. 
>> Okay, so I'm a mom.  How could you go about requesting this type of testing? So is it something that is not done in the U.S. at all? 
>> It is offered, so it is ‑‑ 
>> At a cost? 
>> Yes, cost, right.
So it is offered.  So it is on the website of the genetic tests, as well as this company's website.  They have a request form, it has to be referred by a physician.  But I think the cost for the ‑‑ it's quite expensive, at this point.  It is about $1,000.  The ‑‑ I think that they offer some discount for this meeting, if you mention this meeting, 50 percent discount for this.
But I think, it is still quite expensive, yeah.
The booth is closed, but otherwise you can request a code there.
And I think some of the genes on that list is covered by insurance.  So it's rather to work with insurance coverage is the best way to do, because it has quite a bit of benefit.  And some are covered in the carrier test, there is such a high preference in the population.

>> How long [ speaker far from mic ]. 
>> It has been for three or four years now, uh‑huh.  
>> I have a quick question, I'm a mom of three kids and a nurse, I'm wondering what caused the first one's hearing loss, I couldn't figure it out then, it was in its inefficiency.  There was a study at the University of Iowa then when my daughter and son were old, they had Usher type II and I was thankful to find out about that, otherwise it would have been in their 20s. So if you know what genes you are looking at, you are able to pounce on that ship hopefully when genetic abilities come on board to help with that.
So I really encourage, I wish more people, they do not educate parents on that.  You have to be savvy and loud to get that stuff done.  
>> So I think maybe we should have had some website and have people input that and we can use that to advocate, and also build up the materials to essentially train the pediatrician as well.  As you said, early diagnosis is very useful, which can delay the on set of blindness and other regiments you can take, exactly.  Yes, thank you.  
>> Thank you very much for the comment.  I'm part of a regional genetics consortium that has prepared educational materials for health care providers and their families on the importance of genetics, and I have a poster on that as well.  We have some hand‑outs on that already and I really appreciate your comment.  Those efforts are on the way, and it should be on the NGM website soon. 
>> We can talk later.  Yes, thank you.
[ Applause ]. 

[  Captioner standing by ]. 

>> Hello, I can hear you great.  Thank you!  
>> We will get started so we don't make everyone late, I know this is tight, so back to back here.
So welcome to incorporating ASL into the total communication program.
I'm Louise Rollins. 
>> And I'm Michelle Gough, and I'm very happy to be here.  Our goal in this presentation is for you to be able to do the following things when you're done: Identify two strategies for providing children with access to signed and spoken language, meaning ASL and English, in the classroom, as well as identify three features of an effective deaf hearing team of teachers, and we will talk about how we've done that, explain the importance of involving parent educators in the educational program, and what that might look like and, of course, state three challenges, there will always be challenges in the current model and brainstorm solutions. 
>> And as we go on, I will ask you to brainstorm on what we come back to the tool, is spoken sign language a tool for language acquisition, or an avenue for learning? For our preschool program at MCPS, is this a little bit loud? At our preschool program, we have three to five year olds.  We have cued speech, spoken English, and speaking and signing at the same time.  That was the program as Michelle and I walked into it, and ASL was an added option last spring.  There are four teachers, and children rotate throughout the day to each classroom.  And instruction is in the child's modality, as decided by the IEP team.  And we provide a theme‑based curriculum with a focus on language learning.  
>> So there's a cohort and we will focus on the two classes that we have.  We have eight students, and they are diverse in terms of hearing levels, we have mild hearing loss, all the way to severe/profound.  Some use hearing aids and/or cochlear implants, they also vary on the age of identification.  Some at young ages, and some until three, so it is a full range.  In terms of early intervention participation, how long parents got services and whether they got services, from birth or a later stage, always varies with our student population, and the language exposure and acquisition.  Some had access to both signed and spoken language in the home, and the degree of parent involvement.  There are some parents who want children to sign and they themselves need to learn sign language, there are parents who want their children to speak and they are very invested in speech therapy. 
>> So, given our groups of students, and Michelle's group, case management group, she started with two students and I with six.  And we saw as a need more opportunities for language and interactions in the social‑emotional skills, and we also brought backgrounds in bilingual education and teaming.  And with is this opportunity, we created this opportunity for team teaching. We began with a block of our day that some programs might call centers, free time, or choice time, we call it the language room where children can choose where they play, and we are scaffolding learning and language, and then we have added a second and third block where we are team‑teaching, and we will talk about exactly what that looks like.  Excuse me.

>> We needed to come up with strategies, of course, how that is going to play out.  We came up with several.  It is important to have a literacy‑rich environment.  Having books, posters on the walls, words printed out, modeling and writing symbols, pictures, a variety of visual and printed literacy materials.
And sometimes children don't understand one or the other language.  We might have the print next to the picture, we might sign it for them to help make those connections. 
>> One strategy that we use often that is often misunderstood is what we call parallel messages, for lack of a better term, it is something we see in practice a lot, but we do not see much written or talked about it.  But it looks to teammates and outside observers, like interpreting, and there is the misconception in the room that the interpreter has to interpret everything Michelle is saying.  The interpreter is responsible for the message, what is oft Michelle's hands is into spoken English.  And I carry the responsibility of assessing that child and understanding how they're doing and having in mind what targets we're working on with each individual.  And that may mean, during circle time, we will ask what's is the weather like today, is it sunny or windy? And deaf or hearing teachers would say, what is the weather today? I would say, what is the weather today? And that is different than the interpreting for Michelle.  Any questions about that? That's a tricky one.  That's something we've gotten a lot of questions about at school. 
>> Sometimes. 
>> It sounds like you are echoing each other. 
>> Sometimes, all right.  
>> Another strategy we've employed is bilingual training, sandwiching or chaining might be the terms you are familiar with with sequential messages. 
For example, we might start with a signed message, make the sign for bunny rabbit, we point to a picture of the rabbit, and we go back to the sign for it, or I should show the sign for it, finger spell with the letters, and then show the sign for it again.  So that's sandwiching, or chaining.
Or Louise might speak the word, sign it, and speak the word again.  And another example of chaining, you can maybe have a chain of four or five.  So it could be the first and final rendition are the same.  I might use ASL for something like book, and then I might point to the word, b‑o‑o‑k, that is written out in English.  And then I would finger spell it with my hands, b‑o‑o‑k. And fourth, maybe I will go back to the sign for it, or Louise can speak it during some point during that change.  She will speak it, sign it, go back to the picture of it, and then go back to speaking.  So that's one way we use sequential messaging.

>> Another strategy is separate messages, this is tricky again for the program to get comfortable with implementing is sometimes Michelle is interacting with the child, especially during the language room, and I'm not going to run over and say, I have to say everything she is signing because I have to get auditory input every second of every moment they are here.  And if the child begins an interaction with me in spoken language, Michelle will not run over and say, they are missing the visual, we have to get it every second.  Moment to moment we are making decisions about what the children need, have access to, and what we are challenging them to do next.  Sometimes it is echoing each other and giving the parallel messages, and sometimes it is giving separate messages because we both have strengths as teachers and we both understand what students need.

>> We have also worked on incorporating ASL grammatical features into English, so using facial expressions as grammatical markers, or giving choices.  Let's say we have coming on the board, and we have two options.  And it has an arrow: Do you want to do this, or do you want to do this.  And kids will pick first, and then there might be a surprise.  So we have these two choices, and maybe we will display it thusly, instead of me saying, do you want the first or second choice, I will actually physically point and do a little bit of role shifting to show you the first arrow and the second arrow, that's part of an ASL feature we will incorporate.  And if Louise says the question who, I will lower my eye brows, as appropriate for WH questions, so we will incorporate those expressions and manual markers. 
And just using general body language, ask the child if they are riding in the bus, the car, I'm role shifting and moving my shoulders to indicate one or the other option.
What makes for an effective deaf hearing team in the classroom? So of course, first of all, attitude is paramount.  You have to have a passion for working with the team and strategies, that is key to team teaching.  You have to trust each other.  I trust Louise and she is going to do her job, and will fill me in as needed and she feels the same way.  She trusts that I'm going to fill her in after an activity, or after I have been working with a student, it's really important to have that meeting of the minds. 
And it helps that we both have training in bilingual education, that's our background, we are trained with similar pedagogical approaches and we understand what we're talking about. 
And it is also important that we both understand and incorporate the goals of both languages.  You have to be knowledgeable about what the linguistic rules are of American Sign Language and spoken English.
So we need to know what is appropriate for kids at different milestones and ages so we can accommodate them.  
>> We would be remiss if we didn't talk about how much our parent educators are part of the program.  The school district uses the term parent educator, or TA or teaching assistant, it is the person that is not the teacher that is helping us get everything done all day long.  They are valuable in eliciting language and expanding on children's learning throughout the day, and they are with them during specials, recess, in the cafeteria, and in the less‑structured times so they can carry on the learning. 
They provide appropriate language models, we are fortunate that we have a deaf hearing team with Michelle and myself, but in our classrooms.  So I have a deaf pair, and her a hearing pair, and the children are geting models in both languages.  And the teacher will present instruction in one language, and the para will repeat the instruction in another language, but it is not often a straight repetition or echo, it is re‑phrasing, expanding, adding information, if she is reading and then "Papa bear noticed, somebody is eating my porridge!" "Who do you think papa bear thought was eating his porridge?" You can engage the child and make sure they are getting the vocabulary in a meaningful way. 
And supporting critical checks and maintenance, we put that up there because there's the misconception that my para, the deaf para, and they say that is all on the hearing person to do that, that is up to the hearing person in the room, or sometimes that assumption is made in Michelle's classroom.  We have battery testers that are visual, they have the dial to show us, it has juice in it, it is accessible to everybody. The FMs connect in a visual way, it will tell you whether it connected or cannot find the receiver, and the troubleshooting or anything in the classroom before we go to the audiologist, that is accessible to the paras as well.  So we move on in the instruction instead of stopping, and many of them have cochlear implants, I guess we don't have 16 hearing aids, but we might have 10.  And if we are troubleshooting every one of them, we would not get anything done.  The paras are a huge part of that.  And the biggest thing, not to jump ahead to the challenges, but one challenge has been the ongoing training and support.  Our paras did not come to us knowing how to implement the bilingual model, Michelle had a new para that started after the school year began.  "I'm interpreting?" 
No, this is what it looks like. 
So finding the time to model and coach her, while implementing the school program, has been a challenge but something we have to do to ensure that it works.

>> That's why the key is attitude and passion, as I said earlier.
Of course, there are challenges, and there are always going to be challenges no matter the expectation you set, and we have to know what kind of expectations we are setting, what are the parent's expectations and hopes for their children, what other choices they have made.  Our program has an oral approach and a cued speech strength and total communication. So there's talking all the time in the classroom, pretty much.  Most of the teachers see them coming. They added ASL recently and it is a challenge because we don't have assessments in place, and it was new for the team, it wasn't sure if it was really accepted, so that has been one of our challenges.
Our auditory communication specialists, the ACS, do the oral language tests, so the teachers don't do the assessment.  So it is everybody finding their place and working as a team and working together. And that can be a challenge sometimes.

>> What is the biggest challenge I face as the bimodal teacher with access to both languages in the classroom is avoiding the Matthew Effect, we heard that referenced in the plenary session, about the rich getting richer.  It comes from a verse saying the rich get richer and the poor get poorer, that usually applies to struggling readers.  But in this case, whatever language the child is comfortable in, that's the language the child is going to approach me in initiating an interaction.  And my first reaction is going to be to meet them in that language which, is fine, there's a place for that.  And if I'm always reinforcing the stronger language and where is the growth in the other language, which is something to keep in mind, and sometimes parallel messages, or separate messages, we are making minute to minute decisions about what these individuals need. 
>> Another question is from staff vis a vis professional development, is there training in this area, are there places to discuss the philosophical approach we are bringing to the table? That has been challenging for us in our school.  And the current research, versus the myths in bilingual education, there are some who believe that if you speak and then sign and then go back to speak, that the child is going to be very confused and that's actually not true.  And so we've had to do a lot of education of our own staff to convince them this was a fruitful avenue to pursue.  It is not a philosophical difference, it is ‑‑ we are required to know English, and ASL helps children cognitively understand what is going on.  We are trying to navigate those conversations as well.  And our program is an oral program, so they require that those who speak, speak all the time.  So you can't sign without using your voice. And so we really had to talk about that, SimCom, simultaneous communication, speaking and signing at the same time is not best practices.
So I ‑‑ I'm okay with it for social purposes, but not for instructional or academic purposes.  I try to pick one language for instruction, and so that's one of our challenges.  
>> And I will add that Michelle and I are still negotiating even within our team of two, much less in the preschool or school district team of the role of SimCom, we have kids without a lot of auditory access, or one child with a lot of access but struggles to produce speech.  We have a mixed bag and kids who need all kinds of things.  We're trying to find the place for each of these communication methods, each of these strategies, and each of those approaches for each one of our kids.  And the answer is all different.
Parents, as full partners, is one of the biggest challenges because I come from early intervention, not a school‑based approach.  When we say to our parents, here are your choices, in this one‑hour IEP meeting where the discussion is really compressed to five minutes.  Your kid can be in Michelle's class with ASL and exposure to spoken English, or in Louise's class, with exposure to English and sign language.  That doesn't sound different to the parent and they don't understand what they are choosing between because we are not explaining that and bringing them as full partners.  So the educators are really working to get videos on the website, bring parents on every time we have an IEP meeting to do a tour and see what the classes look like and see what are your child's needs and strengths, and out of what we offer, what does that mean for your individual child's needs? 
>> I could just add, it has been mentioned before throughout this entire EDHI conference, the dismay about forcing parents to choose one or the other.  And it's ‑‑ it's been, you know, it's been so inundated for our parents.  We have to un‑do that and educate parents about the fact they have language opportunities here, rather than choices. 
>> Which is a nice lead‑in to our central question, which is our biggest question.  And you can guess where Michelle and I stand on this question, but as a team, this is a question that we have not answered as a school or program.  Is sign language a tool for spoken language, or an avenue for learning? And those are the growing pains we have at the moment.  
>> And, just to explain this question the other way, are we using sign language to support speech or learning, which may support the acquisition and will support the acquisition of English? So A, B, and C, or A jumping to C.  It is a challenge, and we are continuing to have the right conversation, the right attitude, we have passion for it, we love our deaf or hard of hearing children and we have passion for it and sticking with them as we can.  We have a few minutes left, but we are open for questions at this time.
I don't know if we will have perfect answers, but we are working on it.  Are there any questions? 
>> Hi, my son is eight, and Ms. Louise Rollins was his teacher. And somebody said that total communication is an obsolete way of training our children.  Is that the deaf versus hearing community having those differences of opinions, or are we going to a different way of teaching kids, ASL versus English versus ASE versus cued speech and all of these different ways of teaching children, is total communication out the door now? 
>> That's kind of a loaded question.  
>> So total communication is old, it is the 1970s, and it is an umbrella term, the concept was whatever works, do it.  If it is ASL, cued speech, PSE, other visual language or sign language or spoken language with support.  That's the umbrella term.  
>> Yes, and since total communication was envisioned as an umbrella term, I'm speaking out of turn now, don't tell my supervisor.  But our program is more accurately described as a total communication program with a signed supportive speech track and total communication has been misunderstood to mean, if I sign and speak at the same time, I'm giving them everything. And what we've learned over the years is you are not giving full access to ASL, you are giving full access to signs, a visual support, but you are supporting the English.  And in terms of what the research says, you can find something to support whatever you are looking for, and I don't think we have answers to that.  That's why we keep coming here and doing this every year.  I know that's a non‑answer.  I'm sorry.  Anyone else? Thank you very much.  This well be available on the EDHI meeting website if you want to contact us as you go back home and let things simmer.  
>> Thank you very much, thanks for coming. 
>> Thank you. 
[  Session concluded ]. 
[  Captioner standing by ]. 

>> All right, we will get started with the last session of the day.  Thank you for hanging in there, you are doing a great job.  I'm Andrea Warner‑Czyz, I'm from the University of Texas at Dallas, and today I will talk about the impact of early sign language exposure on early cochlear implant benefits. 
We know that 95 percent of children with hearing loss are born to hearing parents.  Such parents want children who are deaf to communicate via spoken language, and they choose to provide an implant to their children to facilitate this outcome.
A major question for parents and for professionals working with these children is whether early exposure to sign language provides an important foundation for learning a spoken language.
Today we examine empirical evidence regarding the impact of early signed exposure on speech and oral language benefit, derived from cochlear implantation.  A recent article in Pediatrics was entitled: Should all deaf children learn sign language? 
This article concluded that, and I quote, the benefits of learning sign language clearly outweighed the risks for parents and families who are willing and able.  This approach seemed clearly preferable to an approach that focuses solely on oral communication.
This conclusion is not based on a direct comparison of results from children who vary in the amount of sign language exposure.  Today, we fill the gap by presenting results from a nationwide, longitudinal study of children with cochlear implantation.
Data for today's presentation were obtained from the childhood development after cochlear implanation, or CDAI study.  This is a multi‑center, longitudinal perspective follow‑up study of a nationally representative sample of 188 children who were implanted before five years of age.
These children were recruited between 2002 and 2004 from six surgical centers in the United States, the study is located in John's Hopkins, it is funded by the NIH, and has been funded since 2002, continuously.
Laurie Eisenberg at the USC is a principle investigator. 
A total of 188 children originally enrolled in the CDAI study.  A sub‑set of the study was selected based on this criteria: They had to receive a cochlear implant by 35 months of age, the parents had to report how much sign language exposure they had at intervals between baseline and post‑implant, and the child had to return for testing in early and late‑elementary grades.  This provided a sample of 97 children. 
Each year, parents answered a questionnaire about their child's exposure to sign: At baseline, prior to surgery, and one, two, and three years post‑implant.
Signed exposure categorization was determined as follows.  The first group you see is called the no‑sign group.  That means that the parents indicated that no sign was used pre‑implant, or the first three years post‑implant.
The second group is the short‑term sign exposure group, and for these children, in that group, the parents reported that they used sign, either pre‑implant or one year post‑implant, but they stopped signing at two years post‑implant. 
The third group is the long‑term sign group.  And in this group, the parents reported they used sign pre‑implant and at least at 36 months post‑implant.  They continued to use sign language for three years post‑implant.
First, we sought to uncover any existing differences between the three groups.  This shows the characteristics at baseline.  No significant group differences were noted by income, household income was less than $50,000 per year, the percentage of mothers who graduated from college, the average in the better ear, the age of on set deafness, and age of activation.  We also look at assessments that were administered prior to implanation to ensure we didn't have any differences among the group based on these measures.  One of these measures included maternal sensitivity to the child's communication attempts.
The video taped child/mother interactions were assessed using the NIH early development childhood scale.  A baseline IQ estimate was based on the Bailey scale's infant development.  Vocabulary measures were assessed by the MacArthur‑Bates communicative inventory from the words and gestures form, and the parent had to indicate that the child both understood and spoke the word.  For auditory perception, it was based on the infant‑toddler meaningful integration scale, which is a parent support measure.  No statistically significant differences emerged among the three groups, based on these baseline characteristics.
Next, we selected outcomes in four different domains: Speech perception, speech intelligibility, spoken language, and reading comprehension.
Auditory speech perception was measured with a speech recognition index in quiet.  This index is derived from a hierarchical test battery, ranging from parent report to open‑set speech recognition in quiet.
And we looked at this measure through three‑years post‑implant.
The second measure, speech intelligibility, was measured using the child's productions of the McGarr sentences when they were between three and six months of age.
The third measure, spoken language, was measured using the comprehensive assessment of spoken language, or the Castle test.  And this is assessed at two time periods: At early elementary grades, between five and seven years of age, and late elementary grades, between nine and 11 years of age.  Reading comprehension was measured using the Woodcock‑Johnson tests of achievement at early and late grades. 
I will detail these measures for you in just a minute.
First, we addressed whether an early exclusive focus on spoken language in the no‑sign group promoted faster development of auditory speech perception skills and whether this led to more intelligible speech than was measured in those children with early sign exposure.
The speech recognition index in quiet combines multiple results from a hierarchical test battery into a single, cumulative speech perception index.  SRIQ values ranged from 0 to 600, with lower scores between 0 and 100 indicating how the child performed by parent report.  Scores between 101 and 300 indicated closed‑set speech perception, as measured on the early speech perception tests, and the pediatrics speech intelligibility tests. 
Scores between 301 and '600 indicate perception in the syllabic neighborhood text, the kinger garten neighborhood words, and the hearing and noise perception, as tested in quiet.
And here are the results for speech perception in quiet.  This graph depicts the medium and interquartile range of SRIQ, the speech perception measure, at baseline, and for the first three years of cochlear implant use for each groups. 
In these slides, the white dotted bar represents the no sign group, the light blue is short‑term sign, and the dark blue bar represents the long‑term sign group.  The X axis on this slide, if I can make this work, is showing the time post‑implant, and on the Y axis, we have the SRIQ, or our speech perception measure.
All three groups exhibited improved speech perception, over time, and no significant group differences emerged at one and two years post‑implant.
However, at three years post‑implant, with three years of cochlear implant experience, significantly lower scores were documented in the long‑term sign exposure group, relative to the no‑signed exposure group.
Speech production and intelligibility was measured through the listener's understanding of each child producing the McGarr sentences when they were about eight years of age.  Audio recordings were made of each child, imitating 36 sentences.
Sentences were three, five, and seven syllables long, and each sentence contained a key word that either was predicted by context: For example, read the book, or not, for example, get the cake.
Although my favorite sentence of the entire test is: Is the fat baby crying? 
Adults with typical hearing with no prior experience listening to the speech of individuals who are deaf were instructed to write down as much of the sentence as they understood.
Three judges provided a response to each sentence and no judge listened to the same sentence from any child, or more than one sentence from any child.  Each intelligibility score represents 108 judgments.
Speech intelligibility scores differed significantly for the three signed exposure groups.  Here on the X axis, we have the three groups: No sign, short‑term sign, and long‑term sign.  And on the Y axis, we have the percent of intelligible speech.
So, as I indicated, the speech intelligibility scores differed significantly among the three years and comparison found that children in the long‑term sign group produced less intelligible speech, with a mean of 50 percent, compared to the no‑sign group, with a mean of 70 percent, and the short‑term sign group, with a mean of 63 percent.  No significant differences emergeed between the no‑sign group and the short‑term sign group.
Here are correlations between speech perception scores at each of the first three years post‑implant and speech intelligibility scores at around eight years post‑implant, excuse me, eight years of age. 
Speech perception at baseline was unrelated to later intelligibility.
However: The correlation between early perception and later speech intelligibility became significant for each year post‑implant and that increased over time, such that we have a row of .24 at one year post‑implant, .32 at two years post‑implant, and .42 at three years post‑implant.  Those children that exhibited better speech perception three years after implantation had the most eligible speech in early elementary grades.
An answer to our first question: What we are concluding, is that children whose families used spoken language exclusively developed better auditory speech perception skills and had more intelligible speech than children whose families used sign language for three or more years. 
In addition, short‑term sign use did not affect speech intelligibility.
Next, we asked whether early exposure to sign language provided appropriate development to language and reading in early elementary grades.  We measured this through the core composite standardized score on the comprehensive assessment of spoken language.
This allowed us to compare the scores in relation to hearing age mates in a normative sample.  All children received the core language sub‑test appropriate for their age, drawn from the sub‑test shown here: Antonyms, grammatical morphemes, and sentence comprehension. 
The passage tests of the Woodcock‑Johnson tests of achievement showed phrases at the early levels and paragraphs at the later age.  Scores were relative to hearing age mates. 
I know there's a lot of information on this slide, so we're going to slow down and look at it together.  So here, we have a series of box plots, which represent standard scores for spoken language on the left, and for reading comprehension on the right.
Scores are expressed in relation to hearing age mates with a mean of 100 and a standard deviation of 15.  If you notice, there's a dotted line at 85.  What that is representing is one standard deviation below the mean of the normative sample.
Each series of three box plots represents performance in early elementary and late‑elementary grades, so you can see progress over time relative to hearing age mates.
First, let's examine language scores.  In early elementary grades, the mean for the no‑sign exposure group was within normal limits for their age and significantly exceeded the scores of the long‑term sign group, which is circled in red here.
All three groups showed an increase of language scores, relative to their hearing‑aged mates between early and late elementary grades.  But the no‑sign groups showed the largest increase and significantly exceeded the long‑term and short‑term sign groups by late elementary grades. 
So, to re‑cap, in early elementary, we only saw a difference between the no‑sign group and the continued sign group, sorry, I said that wrong, we saw a difference between the no‑sign group and the long‑term sign group, and late elementary grades, between the no sign group and both signed groups. 
And all children scored close to peers in reading comprehension and short phrases.  All groups lost ground in the late elementary grades when comprehension of narratives and paragraphs were required.  However, the no sign group maintained scores closest to age‑appropriate expectations and significantly exceeded both of the signed groups at the later test interval.
These data lead us to conclude that early exposure to sign language did not enhance either spoken language or reading.  In fact, the children whose parents who signed were significantly more likely than non‑signing families to exhibit delays.
This finding led to our third research question, and our final research question, which was whether the quantity of sign exposure over the first three years post‑implant was important for age‑appropriate spoken language and reading development.
Here, we have plotted the percent of children, scoring more than one standard deviation below the mean, for hearing peers.
Again, the language scores are on the left, and the reading comprehension scores are on the right.  First, let's look at the language scores: 
Between early and late‑elementary grades, the percentage of children with delayed language decreased from 49 to 29 percent in the no sign group.  It is stable at 58 percent in the short‑term sign group, and decreased from 75 to 61 percent in the long‑term sign group.
For reading, only 11 percent of children with no sign language exposure were delayed in early elementary grades and this increased to 23 percent in late‑elementary grades.
In both groups with sign language exposure, the percentage of children with below‑average reading scores increased from less than 20 percent in early elementary grades to more than 50 percent in late elementary grades.
This suggests that early sign language exposure was associated with greater delay in reading and language scores, whether or not the parent was signing two years post‑implant.
Odds ratios were computed to compare short‑term and long‑term exposure to sign with the no‑sign exposure group.
Here are the results for language: At early and late tests, the long‑term sign group, shown in the dark blue, was between three and four times more likely to exhibit language delays, compared to the no sign language exposure group.  However, by late elementary grades, both the short term and long‑term exposure groups were just about as likely to have spoken language delays, relative to the no‑sign group.
Here, we present average odds of being delayed in reading comprehension.
Neither of the sign language exposure groups was significantly more likely than the no‑exposure groups to exhibit reading earlier in the elementary grades. They all looked about the same.  By late elementary grades, both groups that were exposed to sign language, whether short or long term, were 4 times more likely than those not exposed to sign to exhibit delayed reading comprehension.
Therefore, in response to question three, we concluded that children with cochlear implants with short‑term or long‑term sign exposure were at a similar disadvantage for language and reading development compared to those from non‑signing families.
By late elementary school, participants exposed to sign language, regardless of short or long‑term exposure, were three to four times more likely to exhibit below average speaking and reading comprehension delays, relative to hearing peers.
Across all outcomes examined, children with cochlear implants exposed to sign language from a young age exhibited a long‑term disadvantage, compared to those from non‑signing families.  Although the groups appeared similar at baseline assessment, collected prior to cochlear implanation, they increased at sign exposed groups. 
Therefore, we concluded that if the long‑term development of spoken communication in literacy is the primary objective for the child with a cochlear implant, focus on early spoken input increases the probability of achieving those goals.
Thank you, I am happy to take some questions.  I am sure I'm going to have some.  Does anyone have a tissue, by any chance? That's not going to help my nose from running with the allergies.  I need a tissue, thank you.

>> I have a question. 
>> Thank you, go ahead. 
>> Looking at the research that you've done and you said that you compared the children with cochlear implants to typically‑developing hearing peers. 
>> Yes. 
>> Now, what the research tells us about deaf children is when they learn sign language, they are bilingual children. And the bilingual development of children is very different from monolingual children.  So we can expect to see speech delays, quote unquote, if you are comparing them the children who only know one language.  Did you compare them to monolingual hearing children, or multi‑lingual hearing children? In that case, you will see development that is typical for bilingual, multi‑lingual, child.  So did you compare to multi‑lingual hearing children, or only? 
>> So the normative sample for the test that we used for the Castle and the Woodcock‑Johnson are based on monolingual English speakers.  However, there are not norms for bilingual children on those measures and that prevents us from examining it in that fashion. 
>> Hi, thank you for your talk.  I have one question and a couple of comments.  The first question is: How did ‑‑ how did the families decide whether they are going to not sign, or do short‑term sign, or do long‑term sign? And were those groups evenly distributed among the centers in the multi‑centered trial? 
>> That's a great question.  All parents were equally ‑‑ they were appropriately counseled regarding communication options. It wasn't that necessarily one center was pushing sign language and the other was pushing oral language.  It wasn't like that at all.
And there were a lot of different types of sign as well.  So, the parents could report that they were practicing ASL or signed exact English, or pigeon sign, or baby sign.  So parents could indicate lots of different ways that they incorporated sign into their exposure.  For them to be considered in one of the short‑term or long‑term signed groups, they had to sign at least 10 percent of the time.  And we did, just to be clear, we looked at how much the parents said that they were signing and whether they signed more than 50 percent of the time, or less than 50 percent of the time, there was no difference in the spoken language or reading outcomes at all.  
>> So my first comment is: I would be very, very careful about confusing correlation with causation.
So, you know, what you have found is that children of families that reported long‑term signed use have these differences in the outcomes.  But it could easily be because these kids were initially not responding very well to the CIs, which is why parents were using more sign and they ended up in those groups. 
>> Can I comment on that real quick? Because you are very right, and I agree with you.  It is possible that the kids were not showing early progress and that is why the parents continued to sign because, above all, what we want all is to communicate.  We want the parents to communicate with the child, that is number one.  I absolutely 100 percent agree with that.
Another point, which I don't know if you are going to bring, I will let you go.  If you don't say it, I will. 
>> In terms of the analysis of the confounders, you know, looking at your baseline demographics, there were small differences between the no‑sign group and the signing groups in terms of maternal education and socio‑economic status.  I was wondering if you explicitly accounted for those confounders in a multi‑variate analysis in those speech and language outcomes.  It is not appropriate to dichotomize into those three groups and determine they are statistically different from each other.  Have you done a multi‑variant analysis on that? 
>> We have not, with no differences in the baseline measures, if we are looking at these kids and thinking about it clinically and looking at them at baseline, there is no difference, there is no significant difference.  I think it is a 5 percent difference for what you are talking about for maternal education and the percent under 50K. 
>> Maternal education was 69 percent versus 50‑something percent.  So it was, whether it is clinically significant, or whether it is statistically significant, are two different things.  And you should certainly be able to do an explicit multi‑variate analysis there, especially if you are going to try to make ‑‑ if you are erring on the side of making causation‑type statements that you have had. 
>> I don't think I have said anything about causation, I said there's a statistically difference between groups, and I did not say that signing caused these children to have poorer outcomes, but that there's a significant difference between the groups.  I want to be clear, I didn't ever say that it was because they were signing, I'm saying that because those two are hanging together in our data ‑‑ 
>> Yeah. 
>> I don't want you to think that A causes B. 
>> You have to be careful, in one of the statements, the answer to question two, you said whether it promotes better speech and language outcomes.  And whether something promotes a particular outcome, that language implies causation.  Be very careful, because these statements have a lot of weight and, full exposure, I'm a cochlear implant surgeon.  So I'm like ‑‑ yeah.  
>> No, I understand.  And I appreciate ‑‑ no.  I appreciate your comments.  But I don't want the message to be that I'm saying because you sign with your child, this is going to happen.  That's not the case.  I'm saying, based on our data, with no agenda and looking at data that we had that, from a longitudinal database, this is what our data are showing.  
>> [ Speaker far from mic ]. 
>> I'm happy to stay and answer questions.
Thank you for coming, have a safe trip home.
[  Seminar concluded ]. 

