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>> Good morning.  We're going to go ahead and get started.  Today we'll be presenting on providing family‑based early intervention in a clinic setting.  My name is Sara Radlinski and I'm going to be presenting today along with my colleagues.  We are located right here in Atlanta.  So today we're first going to look at the reason why we need parents and caregivers to be engaged in early intervention and why we need their support and involvement and I want to mention while will refer to it as parent engagement, we want to encompass anyone who is that child's primary caregiver, whether that be a grandparent, uncle. 
And finally we're going to discuss strategies and tools that we all have found useful to maximize that parent engagement and home carryover when you are not able to work with that family directly in their own home.  The first question we want to ask ourselves is is why do early intervention.  At the most basic and fundamental level we are doing intervention to improve child outcomes.  For children with hearing loss that may be maximizing that child's auditory access to speech sounds and working on facilitating language development in the communication modality that the family has chosen.  And I would be willing to bet you got into this field because you want to work with children.  We have to remember children are inherently linked to their families.  Especially this population you cannot separate a child from his or her family.  Thinking what a classroom looks like, really their classroom is their bathtub, their changing table, the kitchen, the park down the road, carpool line waiting for the older siblings, et cetera.  And we really need to be focusing on building the family's capacity to be able to support that child language learning in the home and therefore we need to be able to meet adult learning needs.  
Now I'm going to talk about what family intervention should look like then.  Does just having family in the room make it family centered?  Does giving the family tips and ideas things that to at home make it automatically family centered?  The short answer is no.  Truly family‑centered intervention looks like the parent or caregiver taking the lead and the professional serves more in a role of guiding or coaching the family and providing real‑time feedback.  Now I'm going to discuss a little more about what specific aspects of parent‑child interaction are positively associated with development.  There is the amount of interaction number of back and forth turn taking that happens, how much that parent responds to that child's attempts to communicate.  And then there's also the amount and quality of linguistic input.  A lot of times when families come to me, they will say I've heard that I need to talk to my child a lot and need to repeat words again and again.  That's true.  We want to keep in mind it's not just about the number of the words, but it's also the quality of that linguistic input.  Words are not like steps on a fit bit.  So that parent saying water water water water isn't going to necessarily teach the child the word water.  What might be more meaningful might be a parent shaking a water bottle.  Shake shake shake, let's open the water bottle.  Open.  Let's pour it.  Oh, we spilled the water.  Splash splash splash, and of course slowing down and taking turns to see if that child will respond to anything you said as well.  And also looking at responsiveness to child communication.  If that child is attempting to communicate, whether it be a gesture, vocalization, babble, jargon, words, sentence, phrase, et cetera, does that parent respond to that child's attempts to communicate and start to try to have those early conversations back and forth.  And also the parents' use of language learning strategies.  So for example is that parent able to effectively use acoustic highlight or emphasizing those key words.  Is a parent able to use the strategy of sabotage.  So for example, to be giving the child that water bottle but not taking the cap off and not trying to pour it.  Uh‑oh, we can't pour it.  We need to open the water bottle first.  Or pouring just a little bit into the child's cup and it creates opportunities to talk about we need more water and repeating that experience again and again.  So also when thinking about why parents must be their child's first and best teacher, some of it is simple math.  I want to quickly reference what normal language development is for expressive vocabulary and that's a lot of words.  And this is normal development for typically hearing children but that's the bar we want to set for our children with hearing loss as well.  We want to have an expectation that they being speak on par with their hearing peers.  And we also need to keep in mind that research has demonstrated that children with hearing loss need three times the exposure to learn words through spoken language that's because even the best hearing aid and cochlear implant technology can't fully replicate normal hearing so distance hearing is still a challenge, hearing in background noise, et cetera.  That incidental learning is still more difficult for children with hearing loss and therefore they require more repetition.  Think about how many hours each year you are seeing family.  Take 52 hours a year, subtract a couple for being out of town, a holiday, subtract a couple of more for you being sick, child being sick, et cetera and looking realistically, best case scenario, even your most committed family, you're going to see them about 45 hours a year.  And then compare how many hours is that is your typical toddler awake.  And it's over 4,000.  So is your time better spent providing 45 hours of really great child‑directed intervention a year, or those 45 hours better spent on teaching that parent to be able to pride really great linguistic input during all 4,000 waking hours. 
Next we want to discuss the impact that parents have on cochlear implant outcomes.  Many of you may be very familiar with the idea that the earlier a child gets a cochlear implant the better.  Their outcomes may be for developing, listening spoken language and there's a lot of push for early implantation.  That is 100% important.  However, there's not as much of a focus on the impact that parents have and this study found that the impact of maternal sensitivity and cognitive stimulation was similar to that of age of implantation.  So that is huge.  And that is a very significant impact.  And something that we really need to be considering more when looking at programs to support children with hearing loss.  I want to make a note that maternal sensitivity was being defined as parents' responsiveness to their child, parents' positive regard for their child emotional support, respect for that child, lack of hostility and some of those are characteristics that may come more naturally to some families and caregivers, but some of those are things that can be taught and the family can be coached and guided on different behavior management strategies, et cetera.  So conclusion being here that addressing parenting behaviors is very critical in early intervention.  
Last thing I want to note is that keep in mind families are diverse.  They come in all different shapes and sizes from different cultural, linguistic, socioeconomic background.  And keep in mind except in the cases of true abuse or neglect, parents inherently want what is best for their child.  It may be a different outcome than what we have in mind, but they want what is best for their child and they want to do what they can to help that child achieve their goal.  So what we can do as professionals is to have a very open discussion with that family on what is your desired outcome and then create a road map on what it takes to get to that outcome.  And I truly believe that all families given proper support can succeed and it's very important to meet families where they are.  If that family is having trouble getting dinner on the table, having trouble paying bills, we may need to adjust some of what you're doing in therapy and try to help meet those first basic needs and say how can we incorporate some of these goals into things that family already has to do anyways, regardless of what's going on in the home.  I want to leave you with this quote, families don't fail.  We fail families.  And we fail families when we don't meet their needs and support them in an effective way.  So with that I want to turn over the presentation to my colleague, Sarah Vanselous.  
>> Good morning.  So let's talk a little about what auditory‑verbal therapy is.  Auditory‑verbal therapy puts audition first through a variety of strategies and techniques that capitalizes on family engagement to teach listening and spoken language skills by making the primary goal of the session to teach the parent.  After all the parent is the child expert.  So our goal is that the caregiver gets to see a live model of an activity, gets to practice with live coaching and feedback and brainstorms how to carryover that in the home.  
I want to highlight how many of these principles directly reference parent coaching even those that don't indirectly refer to engaging the parent.  
So this is not a program where the child does better without the parent in the room.  Even if a specific child were to do better behaviorally without the parent sitting right next to them, how does that carryover happy?  How do we capitalize on those 4,000 waking hours?  If the parent isn't in the room to learn what to do at home.  So in‑home early intervention is a common practice with undeniable benefits.  Daily routines are where the child learns most and it's where the child learns functional language.  Those are the words they care about, the words they hear most often and the words that are central to specific family interactions.  However, anyone that's worked in in‑home settings knows that there are also challenges that come with those benefits.  So being in the home does not automatically make the home therapy session family centered.  One study done in 2007 found that less than 1% of early intervention providers' time was spent directly coaching or modeling for that parent.  That's not to say that time wasn't spent with parents, but the focus was on catching up on skills and providing information for those parents.  
By contrast, 51%‑83% of the time was spent directly teaching the child.  That sounds great, right?  But then remember all those numbers on waking hours and opportunities for language learning outside of therapy?  We're not really capitalizing on those, therefore spending most of our time working directly with the child only.  
So we are not saying that the clinic setting inherently better than the home setting.  But for us, rural Georgia and full of traffic Atlanta as I'm sure you all have experienced, it's basically impossible for us to meet the needs of all of our families.  The clinic setting for us allows us to see almost 100 families per week.  Which would be impossible otherwise.  What we are saying is that we should look at the benefits of both settings and try to integrate those benefits in whichever setting we're in.  
For example, daily routines are readily available in the homes, which is best for child learning.  In the clinic, a structured environment provides an ideal setting for adult learning.  So in a single session, we want to incorporate a daily routine using in‑clinic materials that mimic at‑home resources in a structured therapy room to allow both child and parent to learn in an ideal way.  
So let's take a minute and look at how adults learn.  We've talked about structured settings, but it's also important to involve several modes of learning.  Looking at this info graph, you can see that if you are fully engaged in listening and watching us today, you may retain 50% of what we say when you go home on Wednesday.  But if you were also to give this presentation, you may increase your retention to up to 90%.  So we need to carry over this method of seeing and doing to the opportunities that we give our families and caregivers in the session.  
So the AVT that we provide in our center follows roughly this framework provided here to maximize learning for both the child and the caregiver.  First we teach a strategy including why we're doing that.  As adults we like to know why we're doing something in order for us to have motivation to do it at home.  Then we want to model an activity that utilizes the strategy and turn it over to the parent and give them the opportunity to actually try that activity and allow us to coach them in real time giving them tips so that then we can review any final comments or suggestions that we may have for the parent.  And the parent gets an opportunity to ask us any questions while we're right there.  So that they can go home feeling empowered and ready to carry over those skills, strategies and goals to in‑home practice.  
So next I'm going to pass it off to my colleague Lauren Seale who's going to tell you about what that looks like.  
>> So we can apply all of these models of adult learning, whether we're actually physically in the clinic or in the child's home.  While home based intervention has its advantages, as my colleagues mentioned it's not always feasible because of geographical limitations.  We do have many families who live in rural areas participate via teletherapy but some don't have appropriate internet connections or some prefer to have clinic‑based services.  How do we really facilitate that good caregiver engagement that will be carried over in the home when we're not actually in the home.  
So one strategy we can use is to choose our materials carefully.  What can this family reproduce when they get home.  So it's often really tempting to pull out the really cool, elaborate toy that only we have at our center.  But if the parent can't go home and carry over anything that you did, how much have you really benefitted that family using that activity.  So choose materials that the family can reproduce in the home.  You can ask the family what does your child enjoy playing with right now.  So if their child only wants to play with the new kitchen set they got for their birthday, I might pull out something similar.  And I might watch the parent play with that toy with their child and then give some positive constructive suggestions about how they can integrate more language in that activity.  So I might say oh, you did a really great job of using words like open and close with the kitchen set, but your child already knows that word.  So what if we use some more rich vocabulary like cabinet and handle and shut.  You can also teach the parents how to use common household items for language development.  Some of the families we work with don't really have toys at home.  And we don't want them to walk away from our sessions thinking I need to have toys, I need to have all of these elaborate materials in order to stimulate my child's language in the home.  So we can create a language‑rich activity out of a water bottle as Sarah mentioned before.  I can pull out a pair of balled‑up socks and teach the parent how to do a language activity about body parts.  Where should I put these socks?  Should I put them on my hands?  On my head?  On my elbow?  No, I'll put them on my feet.  That family doesn't need a toy.  They can pull out something they have at home and turn that into a language activity at home.  Another thing you can do is have the family bring some of the child's favorite toys from home.  So the setting is different, but the materials are exactly the same as what they'll be using when they get home.  
As my colleagues mentioned before, daily routines are a really excellent source of language learning for children and they truly are the child's classrooms.  So how do we recreate those in a clinic setting?  Many of them we can directly recreate.  You can have a family bring a snack to feed their child, you can have them bring a change of clothes so we can show them the optimal way to integrate rich language into that activity and then coach them on who to do it when they get home.  Other daily routines we can create with toys.  We don't have a full washer and dryer but we have a toy washer and dryer so we can coach the parents on what kind of language can you integrate when you're doing the laundry with your child.  This can be extended with the bedtime routine, you can do it with dolls, cooking food, washing dishes, et cetera.  Another great strategy is to include whatever family member came to therapy that day, bring them into the therapy activity.  So we found that the big brother or big sister who came along is often really, really excited to participate and to play too.  And by teaching them to use rich language and talk to your little brother as much as you can when you're playing with them, that really helps with home carryover as well.  
One third thing that we use at our facility is we have a dedicated room that recreates a home environment.  This is our home center.  And as you can see it's got couches, we have a refrigerator, a sink, we have a full bathroom with a changing table so we really can recreate the home environment for the family.  So that allows you to observe the parents' interaction with their child in a natural setting and to make suggestions as you need to.  You can see can the parent maintain their child's attention when we're not seated at the therapy table in a quiet room.  Can they provide good language input while they're actually washing some dishes in a sink.  And really the home center reinforces with the parents that once again the home is their child's classroom and it gives them an I can do this attitude.  I can integrate a lot of rich language into washing dishes at the sink with my child because I just washed dishes with my child at an actual sink.  It really helps empower them to provide some nice rich home carryover.  So now I'm going to hand the microphone to my colleague Jonathan who will extend this line of thought.  
>> Jonathan Jolivette:  Once a child has developed basic listening and language skills, we in our clinic tend to move on to language experience activities.  And these are simply activities that focus on specific topics.  So we may focus on seasons of the year, maybe holidays, or maybe how to do certain things, like bake cookies or plant flowers.  These activities are really important for a number of reasons.  Number one, it allows a child to build vocabulary skills focused on one topic and understand concepts related to that topic.  Secondly, again, it's an example of something parents can do every day.  Input language that's quality language and focus on the quantity of language as well.  So, for example, for focusing on the seasons of the year if it's cold outside, the parents can walk outside and immediately talk about how it's cold.  We need to wear certain things.  We need to wear a jacket.  A sweater.  Gloves and so on.  And finally, this is a really good activity because it can be scaled up.  Meaning, it can be made more difficult over time.  So as a child builds language skills we can make it more difficult.  We can ask the child questions, maybe ask the child to tell us what to do.  And how to complete certain activities.  
We want to make sure when we do these types of activities that we pay attention to the diversity of families.  So for example if we're focusing on Halloween, some families don't celebrate Halloween.  For example, Hispanic or some Hispanic families celebrate dia de los muertos, and some don't celebrate Christmas.  Pay attention to the families you work with.  That's very important.  
Carryover is important in terms of auditory‑verbal therapy.  Sarah mentioned the hour differences.  We really teach the family to carry over or do things at home that we do in the session.  For example, if we're talking about squeeze, we want to talk about different ideas we can do at home that can focus to squeeze and help the child build an understanding of squeeze and ultimately say squeeze and use it spontaneously.  So we may talk about sponges, we may talk about different clothing eye times or maybe play dough.  Things we can do at home.  
It's also important for families to remember that it's hard to remember everything we talk about in our sessions so we encourage families to write everything down.  Write down the strategies we talk about, write down the different activities, et cetera.  
In terms of keeping track of what is done at home, we really encourage parents to use a diary.  Essentially just writing down what happens on a daily basis, in terms of what a child is hearing or not hearing or maybe what a child is saying at home or maybe something that's changed over time.  If a child was doing something previously and they're not doing it now, it's really good to write that down.  An experience book is a great idea just to talk about different things that happen on a daily basis.  So for example if the family goes to the grocery store they can come home after the grocery store, write it down, kind of create a scrapbook, maybe cut out some pictures from a sales circular and talk about what happened that day.  Another way to record data is recording videos.  A lot of families like to share videos with therapist just to share what's happening at home and kind of get excited about what they've seen at home and that's really good for therapists to see what's happening in the home.  Because sometimes we see situations where kids don't really speak as much as they do at home.  So we're relying on what parents actually say happens in the home.  
Really the big take‑away is we're here for families.  We're here to support families.  We're coaches of families and we support families a number of different ways.  Number one, we let families know that the caregivers are the children's first teacher.  So it's important that they do everything we ask them to do at home.  
Number two, we need to understand the different learning styles of caregivers.  Some like to be taught what to do and told what to do and explained different strategies.  Other parents like to be more hands‑on.  And so understanding those differences is very important.  
Also we really help families in terms of materials, just helping them understand you don't need to buy special toys or elaborate toys just to help kids build listening and language skills.  A lot of the materials you can use are actually already in the home.  
Routines, again, we can talk about what happens every day and just adding more language to those routines, whether it's eating or bathing or whatever activity that's done on a daily basis.  And as I mentioned language experiences.  Things like seasons of the year or different activities, baking cookies, whatever the case is.  We're helping the families understand a lot of these things they can do at home very easily.  
And finally carryover is important.  Not only carryover of the activities that we do, but also the strategies that we share in sessions.  And the most important element of carryover is making sure that children wear their technology.  If they've been prescribed hearing aids or cochlear implants.  It's important they wear that technology all waking hours.  
That's the conclusion of our presentation.  If you have any questions, our e‑mail addresses are here.  We'll also be at our booth, the auditory‑verbal center booth after the next presentation.  So a little bit later in the morning.  Thank you.  
[ Applause ] 
[Session concluded] 
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