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>> TERRELL CLARK:  I'm Dr. Terrell Clark from Children's Hospital, Boston, where I'm the director of deaf and hard‑of‑hearing services.  We're talking about that transitional phase, kids who may have begun language acquisition through signing and who receive a cochlear implant and are transitioning to a more auditory oral communication modality.  We're celebrating this year at EHDI the promise of the rule of 1, 3, 6.  Of early identification of hearing loss leading to initiating interventions and family supports that are meaningful so that we are eventually and hopefully universally preventing delays in language acquisition for children who are deaf or hard‑of‑hearing.

For infants with congenital hearing loss, early identification means that we can immediately initiate early amplification and supports for auditory and oral language development.  Or, for some children, there will be early access to sign language and support to parents they can acquire a visual manual language.  Or it may be a combination of resources that in helping children to maximize amplification in order to maximize oral aural communication and also having early access to visual manual language.

Family focus supports, obviously, and that prevents delays in language acquisition.

I love this little child who is going ‑‑ oh, delays are no longer inevitable, how fabulous.  To be born in this day and age.  The key, of course, is language access.  Early consistent access to language in a viable modality or combination of modalities.

There are deaf children who will be signing.  Sign language can be a very important component of communication intervention for children who are deaf and I love this baby who is, what, three, four, five months, something like that.  And mom is already introducing the world through language.  For some children sign language may provide just a platform, the beginning communicative interaction using symbolic language.

For some signing is going to be a bridge so that they are getting early symbolic linguistic information through a visual manual modality.  And then when sound is introduced through a cochlear implant, through that novel modality they have a bridge to be able to foster comprehension and meaningful interpretation of sound so we can develop spoken language.

And for some deaf children sign language may remain the primary language wherein instruction and interaction even with a cochlear implant.

So post cochlear implantation we expect to optimize opportunities for auditory access.  We expect to provide and promote aural oral, but sign language may style be incorporated for some children.  Following the adjustment to receiving the cochlear implant, that change in modality, what the children are paying attention to, may be a very rapid, especially with young, young children, may be a very rapid transition to paying attention mostly to what is audible and not depending so much on visual.  But for some other children that transition may be far more gradual.

For some children that transition may be far more gradual and so we wind up with kids who are still incorporating signing in their repertoire of communication as they adjust to the use of a cochlear implant and begin to access spoken language.

Back in 2004 at the Children's Hospital we conducted a study of children who had received a cochlear implant before three years of age.  And there was a subset of children out of this ‑‑ of almost 100, who were signing pre‑implant.  So about a third of the children were signing pre‑implant.  Many of those children had additional risk factors and I think in other sessions people have been talking about the high percentage of children who are born deaf who have additional risk factors.  So we don't want to overlook optimizing opportunities for language acquisition of children who may be facing multiple challenges.

Outcomes of the study showed that post implant, there was no evidence that having had signed pre‑implant negatively affected the children being able to acquire spoken language or oral language competences post implant but this was important, too.  Regardless of the modality whether it was through sign or whether it was through oral or through a combination of auditory, oral and visual, manual, children who at the time of cochlear implantation were on target with language expectations so they were 24 months of age and they had the language skills of a 2 year old.  Children who were on target pre‑implant continued to be age appropriate post implant.  The modality may have switched but the language competencies continued to be on target.  Children who were considered severely delayed in language acquisition remained severely delayed.  That's the important message.  So assuring access to language is the most essential to maximize the eventually linguistic proficiency and competency of children.  If pre‑implant, you can't get enough auditorily to support on target language development, that's a problem.

The key again is language access.  And as a child demonstrates comprehension of spoken language, usually the signs drop out and their repertoire much communication and in how you reciprocating communication.  Kids who listen and talk you tend to listen and talk with.  So kids will change over time post implant.

And the question is, when is the shift in communication strategies indicated or appropriate for any given child?  And it will be different for different children.  It's an individual decision.

Those decisions need to be child led not divisive.

So the child's demonstrated preferences and competencies and again this could be a gradual sort of process or for some children it's remarkably rapid, you make decisions about, okay, so what form of communication are we going to reciprocate and what resources are available both for therapeutic intervention but also programmatic resources may influence the decisions but it should be based on the competencies we are hearing about the children.

What we are here about today are the guidelines .

These are guidelines for helping teams, parents, and the providers of services for children, make decisions.  They are guidelines only.  They are not a rubric.  You get a score of X on this checklist and all of a sudden you are pronounced ready or you don't manage to get so many Xs, you're pronounced unready, no.  They are a way of focusing discussion and observations of child competencies for children who are signing before they got a cochlear implant to help guide when are they ready for a more oral aural approach through rehabilitation and education and might they be ready for a mainstream setting by the time they are in preschool or in kindergarten.  So it's to address the needs of deaf children who receive cochlear implant who had relied on visual manual language assistance when they first received the implant.  Another purpose is to facilitate discussion and decision making for families and professionals about educational intervention for children with cochlear implants.  The guidelines cover different age groups so there are different descriptors for children under the age of 5 who would presume to be not yet literate and relying on print materials.  And guidelines that are for children who are more school age and hopefully they are beginning to read and write or beginning to read and write to augment information presented in the classroom.  They cover language comprehensive, both receptively and expressively.  In the back section of the guidelines there are additional considerations about social and emotional development and academic achievement, readiness for little kids, self‑confidence, attentional skills and so forth.

How did these guidelines get made?  There was cross disciplinary involvement over a two‑year period of time as over 50 professionals got together periodically, not daily, for heaven's sake, periodically over the course of a couple of years, and put their heads together about what is it that makes for successful learners in the classroom.  There were some challenges to the process because this was a regional process.  We had to get people involved from multiple states and we had to get them released from their primary jobs in order to be able to come.  There were representatives from hospital clinics, from agencies like state agencies, commissions for the deaf and so forth.  Child specialists there.  Schools both public school based programs and programs for the deaf that were housed in public schools but they were more collaborative programs.  Schools for the deaf representatives.  There were hearing representatives.  Deaf representatives in the professions.  People who were in private practice and, therefore, not engaged in a particular policy, if you will, but providing speech language therapy or rehabilitation therapy.  Privately there were audiologist, speech pathologists, psychologists, educators, program administrators, so it was a real mix of people and the programs that we invited to participate in this process represented every modality in communication choice across the board.  American Sign Language, auditory, oral or auditory verbal therapists, people signing exact English or sign supported spoken English, the whole gamut.

The nice thing, of course, we all got along which was pretty cool.  Anyway, the guidelines are to help make decisions, so they facilitate and focus discussion because people are talking about observations on a similar kind of checklist.  To guide decision making, not to propel it but just to help guide it.

They are used in conjunction with clinical assessment data.  So what we know about children from formal assessments either conducted in a clinical setting or a school setting and these should be individualized decisions.  So the checklist looks something like this.  It was a hard one to say.  And you have the opportunity to observe the child and say does this child comprehend and follow spoken directions frequently, sometimes, or never.  So spoken only is the child able to follow through when you give him spoken directions.  That would be an example of receptive comprehension of a cochlear implant.

Here are some examples.  And again you just, parent might fill it out.  Therapist might fill it out.  Clinician might fill it out.  And then bring it together as you're doing sort of planning.  If the majority of the check marks are made in the ‑‑ Johnny really doesn't do that yet.  Maybe the child is not ready for a transition, although they may be showing good interest in spoken language, but they may not be applying yet in spoken language and may not be able to fly [ inaudible ] only setting.  They may not be ready for that transition.

If the majority of the check marks are in the sometimes column, you might be getting ready.  Might be time for parents to be really thinking about we've been invested in this early intervention program, but here's the list of preschool programs that may be available to the child as we transition into preschool.  If the majority of the check marks ‑‑ by golly he frequently is observed to do that, then probably you are ready for a transition.  Either from a parent infant program which supported sign language as a way of communicating with the children early on, now you're looking towards preschool and maybe you want to go to an oral kind of preschool, that's designed for children with hearing loss, or, you might even be able to consider if you have mostly frequently marked, you might be able to consider some non‑special needs, non‑deaf specific, or non‑hearing loss related designed preschool studies.

Again, decisions have to be made on the demonstrated needs of the child.  The guide, the transition guidelines are just that.  They help guide the design of a rehabilitative plan of a child.  Decision making that the parents and the teen will be doing.  What language of instruction makes the most sense for a given child.  What the modality of instruction now seems to be.  And it also guides goals for therapy.  Gee, if he's not able to do this yet very well, almost never, then maybe some of the goals for the individual therapy need to be tweaked.  And ultimately some programming decisions.  We recommend that you have periodic review of how is all of this going.  As said, the transition could be gradual for some children, rapid for other children and some kids they go along gradually for a while and bingo, off they go.  So you need to periodically review how are children doing.  And, again, the decision should be child‑led.  They are demonstrating needs and competencies and not device driven.

>> AUDIENCE PARTICIPANT:  How often do you do that.

>> TERRELL CLARK:  The middle kids at least every six months because things will change that quickly.  But it kind of matters if things are moving along smoothly, might not have to revisit this again at all because you would have to prove day‑to‑day the child is doing well in the program you decided upon.  I would say at least every six months.

>> AUDIENCE PARTICIPANT:  [ inaudible comment ] 

>> TERRELL CLARK:  That could be three years, sometimes.  I have had instances where we had youngsters who need to make a program change in the middle of an IEP cycle so I wouldn't necessarily wait until the next IEP.  If things are going along well, you can certainly wait for the next.

In the back of the guidelines are some further considerations, physical accommodations of the classroom, classroom strategies, additional services, et cetera, which we have had comments that many administrators really appreciate.  They don't understand what the FM, you already have a cochlear implant, why would you need an FM.  Are we obligated for that?  This has some information that could be helpful in that, as well.

There's a lot of terms that are defined, so that people understand what is an auditory verbal therapist.  What is a communication facilitator rather than classroom interpreter, that sort of thing.  So resources are there.  How do you access the guidelines?  They are on line on Children's Hospital.  Boston has this ‑‑ thinks it's the only Children's Hospital or something.  So childrenshospital.org.  Go over on the left‑hand side, there's a nice logo, click on that.  These are, yes, downloadable, yes, reprintable, fine by us, please use it.  If it is helpful to you.

The discussions that led to the design of the transition guidelines were concluded in 2002 and when we first printed this in 2003.  We revisited it in 2010, sent out a survey because we had inquiries from probably 12 states and a few international countries and some university training programs and so forth.  So we sent out a survey to all the people who had found the transition guidelines and asked them for their feedback.  Is it still applicable?  Are you finding this to be a useful tool?  The reviews that came back to us were that, yes, they are sharing the guidelines, all around.  And that they were finding them relevant to children with all degrees of hearing loss, not just children with cochlear implants and people were finding it quite useful.  They also gave us some tweaking to do which we did and we reprinted the guidelines in 2010.  They are now also ‑‑ I don't know if they are still available in cochlear corporation.  There's a yellow school bus manual guide for helping teachers in classroom settings in the educational setting.  They were included in there the 2003 version.  And they are also in the educational audiology second edition handbook by Johnson and ‑‑ I would like to thank all of those who contributed to the guidelines.  As I say, it was over 50 professionals from all over the place and we appreciate all of their input and insight and collaboration.  I want to thank my team in the department of otolaryngology in communication enhancement at Boston Children's Hospital and especially, of course, to the children and families.  I think we have two minutes if anybody has any questions.

>> AUDIENCE PARTICIPANT:  [ inaudible comment ] 

>> TERRELL CLARK:  Absolutely.  It has been applied that way in many individual cases where, oops, the kids simply ‑‑ that's why I said child led and not device driven.  Sometimes the advice the parents receive is entirely device driven.  That's not the stance of our clinical perspective.  But sometimes you get to a point frustrated and agonizing over a child's progress or lack there off and you have to say, wait a minute, let's revisit this.  So, yes, you can certainly use it in the reverse direction.  I would rather use it in a positive direction but, yes, it can be used in the reverse.  It kind of helps people to say, let's correct and change this.

[ inaudible comment ]

>> TERRELL CLARK:  In little kid lives it really is a long time.  I would never use it every month.  Three or four months I wouldn't use it before that.  Honestly you don't ‑‑ in an individual child with good parenting you might see six weeks and real changes, that is true.  But that's going to guide your goals and your objectives and your intervention.  That daily or weekly kind of progress is going to guide it.  This is more for when people are going to sit down together and really put their heads together.  I wouldn't do it more than three or four months, more frequently.  Yes.

>> AUDIENCE PARTICIPANT:  [ inaudible comment ] 

>> TERRELL CLARK:  The checklist itself is supposed to have you observing the child through audition and speech alone.  Yes, you could certainly apply it with kids that have been cueing.  What you're going to do is see how are they doing now with audition and speech.  So, sure.  Absolutely.

>> AUDIENCE PARTICIPANT:  [ inaudible comment ]

>> TERRELL CLARK:  I don't think it has state‑wide differences or state‑to‑state differences in its applicability.  I really don't.  It is on the website of some state departments of education.  So apparently some folks have found it helpful enough that they have uploaded it or linked it or whatever.  This could be a resource you could share, sure.

There is a copyright.  It is downloadable.  It is reprintable, usable.  You can spread it out.  I don't care.  There is a copyright on it.  That's all.
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