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encourage mlnorlty’undergriQuate students td”major:in communication
alsorderg through pa1d par 1c1patlon in the"delivery.of speech and
hearfng diagnosis and therapy services- to underserved segments of ‘a’
California conmunlty. The seight bilinguad- ot bigultural ¥rainees
vorked two-half days a week under the guidance of a graﬂnate student
in collunlcatlve disSordess and panticipated 1 a weekly 1nstructlonal
session, Act1v;t1es of: the proge;ﬁklncln&ed preschpol sCreenlng of ~
1, o5k children, dlagnostlc evaluation of 97 persons, and provision of
therapy for a total of.-55:child.or adult clients. Summarized are-
lectures given trainees -on toglcs«sucp\as speech’ pathology,
opportunities in the degartnent and proﬁpssron, acgqlsztlon of
language and related skills, hillngual/blcuitﬁra hildrén,
stuttering, cleft palate, ce;ehral palsyy apﬂasma, autlsm, .assessaent
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» The manual prov es.a descrlptlon of a program to

of speech and language disorders,- and. gherapy. Briefly desc¢ribed are
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guest lectures on subjects such 45 cohgenltal blrthvdefects and
Spanish/English speech varlat;onsﬁ It is reported that six- of- the

 trainees requested admission info the eommunlcatlons'ﬂlsorders
‘department. Appended is additional project- 1nformatlon 1nc1ud1ng a

diagnostic information packet?, information for cllnlblans, _samples of
a diagnostic report, and the Department of Communlcatlve Disorders
brochute. (DB) ’ .
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The development of this-manual nas been funded through ‘a grant entitled 3
"Developing a methodology *fob training speech and, hearing personnel in .
delivery of services to the urban and rural poor," which was awarded to .
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1. ORGANIZATION ; ) S :
- INTRODUCTION

| The ‘Language, Hearing and Speech Clinic of éadifornia State
. University, Fresno, has served the city and its environs for a number
of uears It operates ‘with the prime goal of prougding clipical
pract1cum’Fxper1ence for the-many undergraduate and graduate students
1n}Qhe Department of Commun1cative D1sorders Pr1or to the
implementation of this proaectn two serious needsabécame apparentl
:First; the numbers of mirority students majoring‘in Gonmunttative
Disordérs were depressingly small. Additionz1ly, educatibnland
traiping for the;effectire delivery of services to the urban and rura]
4poog ih the area,Sggevirtuallfgnbnleudstent. These problems were not

N i 4 .
,. unigue to CSUF. At d*recent national conference on minority recruitment

»

and retent1on sponsored by the Amer1can Speech and Hedring- Assoc1atlon, T
it }as repeatedly stated that’ speech patho]ogy and audlology (Commnicative
D1<orders) departments throughout the country had a lower percentage of
m}nor1tﬂ~students than the mtnor1ty population on qampus: On those few

kY -

1 LY
campuses where an active recruitment program was undertaken, the numbers .

-

were increased.

In the Fresno area 25% ofwthe population is Spanish-surnamed and N
. 10% is Black. The number'of working speech and hearing profess{gnals_in
the area who are Mexican-hmerican/Chicano or .Black is minimal. The
need for minority_professionals is great. Large numbers of pre-schoolers
-are monolingual in Spanish.. Some may have delays in 1anguage development.
If they are delayed; the problem can be identified and remed1ated most
effect1ve1y by'a speech patho]og1st who is f]uentkjn the cthd s first

language. Older patients presenting aphasi#, dysarthria,




-

post 1aryngectomy and other vo1ce disorders, hearing 1oss,-etc are

’often mon011ngua1 in Spanish and therapy must be given in that ]ahguage

Y

‘to insure cons1stent re1nforcement at home Commun1Cat1on with nat1ents

. I l
and the1r fam1i1es wou]d be facilitated by cultural and 11ngu1st1c ties "o |

between the patho1og1st and h1s/her c11ents -
Pos1t1ons for speech pathd\og1sts are avallable in many arts of

) Y
the state and certa1n1y \\\Fresno and the surround1ng count1es Each 7
fall there are pos1t1ons in some of the sma]]er c1t1es and ¢o that
.*‘ y
rema1n unf111ed ﬁgbw opportun1t1es are openidg in hosp1tdls, extended i

H
care fac111t1es and conmun1ty ¢linics to prOV1de he]p for*chm]dren and

adults, with communicative d1sorders. The demand for c]}n1c1ans in

*
’ v

private practice far exceeds the 49581 supp]yg, “In summary, there ss a

‘need for qualified speech patho]ogl;ts, quecially tho§e'whose'ethnic

1dent1f1cat1on ref%ects the representat1on in the popu]q;1on of Fresno

and the San Jgaqu1n Valley. , ' " PR

¥

The commenCement figures for ﬂune 1973 1nd1cate that 75 students /_/'

H

rece1r2d a B.A. degree in Commun1cat1ve D1sorders at«Ca]1forn1a State
University, Fresno”and 23 received an M. A Of thoée one is Black and no

more than two are Spaniéh-speakind *he need for recru1t1ng and

retadning ninority,group members in the academic major and preparing '
them for professional careers is, apparenti : "

Infresponse to this need, a pilot projeet,nas fyndé; by the

3

California Regional Mediga1’Programs in November of 1972 fhe'préject -

*

sprovided student pay rates for two undergraduate minority tﬁhineea who

were instructed in the basits of the prd;essgqn‘andfassisted in the
f . . t .

delivery of services to two satellite clinics in a boverty'area. The
. * L N

efforts were.met with success. The traineds switched their academic‘

t - [T - - “ - - o e
. - " () ‘ N - ’
. : . A o Y . . , .
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majors to, Communicative Disorders, and the professionals and patients
®
H

. ‘involved in the project offe ed encouragement and support.

+
s

The pilot .
- gprojeet pointed up the need for an expanded yersion so that more

a

Communhicdtive ‘Disogders.°

bilingual/bicultural trainees wpuid have the opportunity to learn about

»

" On,November 1, 1973,

one year after the RMP pilot venture was
initiated, the San Joaquin Valley Area Health Education Center (UCLA)

* \ .
awarded a grant to CSUF to develop a methodology ‘for training speecn\

‘poor. fThe One-year gra

-

’

and. hearing personnel in delivery of services to the urban and rural

nt provided for a Project Director, a full-time
Clinical Supervisor to instruct and supervise in an increased number

T

to enhance the training program.

[

of satellites, funds for 8 minority trainees, and a number of other jtems

9
"

@

. .
) 1hy :
Among the objectives outlined in the Master Plan fonAﬁHEC/
Communicative Disorders project were these:

¥

To develop a methodology for the education and training

of bilingual/bicultural trainees for the effective delivery

of speech and hearing diagnosis‘!ﬁd therapy to the,urban and

rural poor. ' . ) . v
To implement this methodology through delivery of speech

and hearing diagnosjs and therapy to the under-served population

v in the communjty.

- -

To provide incentives for an increased number of minority
students entering the Communicative Disorders curriculum with

- the long-range goal of becoming speech and hearing professionals
. ‘ .
A { IMPLEMENTATION OF PROJECT

Selection of Satellites: L

]

One of the earliest tasks in getting thelprdject.underway was

N
——— —-

the selection of satellites in locations whece services were not readily

available. Two satellites had been served on a limited basis during the
. o

0 2 -
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{

. Yyear of the RMP\piTot projéct. The ?1rst of these was Johh Ha]e
Medical Center, a private phys1c1ans bu11d1ng wh1ch had become 2 ’
ne1ghborhood health center in West Fresrio. The physicians and ‘ . ]
health re]ated professionals work1ng 1n the center were mostly BTack .o : {'
the patients were Black andCh1canoand most were welfare rec1p1ents
The phys1c1an that d1rected the center’gave his totaT support to the N .

. prOJeCt and contr1buted the use of‘a suite of ofches for diagnosis

&—“ and therapy. The caseload at Hale Medical Center‘wa§ moétTj‘pre-Echool e

‘and school-agé .children with a variety of communicative disorders. The

second sateTTite which benetiéted from expanded services foTTowing-the

©

beg1nn1ng of this proaect was Fresno Westview Convalescant Hospital.

\
- At th1s fac111ty, the caseioad was comp]eteTy 1n pat1ent and 1nc1uded
aphas1cs, dysarthrics and aduit retardates a

H .'
¢ Three new sate111tes were selected. for s rv1ce First; a. rural

-

center.was established at the Songer Scout House. The c]ientghwere
- xprimeri]y pre—schooT‘ch?Tdren fromfmany small town:-encircling Fresno
and they wete,o]most&aﬂ] ei'ther Spanish monolingual or biTinbuaT.
Hinton Community Center in west Fresno boasts a Torge hot Tunch P
y program for senjor citizens ;nd was thooqht to be a bed site for N
serving this population. Both senior c1t1zens and ne’ghborhood
children were able to benef1t from the sevv1ces offered at thlssfourtu;
satellite. The fifth sateTT1te and the one wh1ch prov1ded the Targest .
number of full d1agnost1c eva]uat1ons for,ghe progect personne] was .
Valley Medical. Center. th is a large urban county hospjta] whi ch se[ves'
significant.number' of poor people in En:extensyhe geographic area’ in the ' :
e vaTTej. This was ihgggne'satéllite at which the caseload was both
in-patient and out-patient.’~The in-patients were primarily adults who

Qo ‘ ) " ' : 10
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were post-surgical or whe had sustained brain injuries following stroke,

)

- traumatic accident or drug overdose The out- pat1ents were adu]ts»and

ch11dren with a variety of Egnmun1cat1ve disordérs 1nc1ud1ng vocb]
. e ~

o »

»patho]ogresy dysarthr1a, ]anguage delays and aut1#m
fi

At all of the satellites’ there waé frequent contact with the A

<

admin1strators of the fac111t1es and w1th c00perat1ng hea] th

. -

proﬁess1ona]s Inhferv1ce workshops gere/g1ven at VMC. Lectures to \ﬁi

o !

large g?oups of segior c1t1zens were given in Sanger and at Hinton,
('
AConferences and staffings'with physicians nurses, occupational -
A .

therapists and social workgrs were often held, |,

Selectjon of Graduate Clinicians: ' .

s Gnaduate students, in Communicative Disorders who had had at

least one prev;ous semester of clinical pract1cum and who expressed a
P

i

deg,re to work in the community were selected for the project. The
.~ Department offCOmmuaicative Disorders cooperated fu]]y in this opporthn1;y
for well-supervised off- campus’practicum fpr its advanced students ‘The

types of settings at the sate!lites, the variety of disorders, and the
# N, . . ;

ethnic mix presented by the projectiérovided valuable experience for the

i |

student c]inicians *In}add1t1on, their 1nteract10n with the trainees

PR

and the supervwsor at the sateilxtes a]\owed them to operate in a team
setting that was quite d]fferent,from the clinical experiences encountered

on campus,

Selection of Trainees:

» .

The eiént minority'trarﬁées were selected from the genéral
undergraduate student body. The Education 0pportun1ty Program office

. bndvided list of minority students who were- undec1ded abput a magor "

~'. ‘VO ' .’ . e 12 ; “ "' “ | ]]

a
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field of study amd who could work a maximum of ten hours per week for
standard Students rates. fhe prospective trainees had to be free either

L4 L
two mornings or two dfterndors each week at the satellites_in addition
) %

.

to being'free.from 12-2 on Fridays for the instructional sessions. - °

*

Jhe 9ua11f1cat1ons for trainees were: that they be at least second

S

semester freshmdn and not yet juniors;s that they be’ 1nterested in the
‘ field of speech and hear1ng, that they have e1ther a b111ngua1 and/or
a b1cu]tura1 backgrqund that they have a reasonab]e grade poﬁnt o
average QC), and thataﬂﬁy be able to devote at least 10 hours per week

' ~ ’ 4
\ .
When the final selecticn was made, there were two maleb and
i $ .
twe fema]e native Spanxsh speakers fromj?he Mexican- Amer1can/Ch1cano

to the program.

segment of the population, and: three Black females and one g}ack maie

7

student A1l trainees attended the weekly "instructional se551oﬁs at
which material related to speech and hearing was presented, c11n1ca1 ]
cases were staffed and questigns were answered. The trainees were.

. a156‘assigned to work with clificians at the satellites on a regular

basis.
— —— ’ . }\ S
A]though all eight tralnees.part1c1pated dur1ng the spr1ng

semester, only two were able to work on a regu]ar bas1s durlng summer

session. Most of the-others left the Fresho area for more 1ucrat1ve
summer emfoyment so that they coy]dAreturn to schoel in the fafﬂ with

fewer financial probiems. . .. : .

-

Publicizing the Project: o,

Three major means,of public relations were employed in order .to

notify. 'the public of the expanded satellite services. First, lTetters

”

e

. ./’ . ) R 13 A ) l 12
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- '.{ ' ; ’were written to the administrators of health and welfare agencies,

" f:”f" : mmnorlty church groups a d communi ty centers The letters were

ch e accompan1ed by an 1nformat19n sheet qutable for posting. Letters were
:i“ ""'» "also sent to over)IOO house staff physﬁc1uQ§ at Va]]e) Med1ca1 Center.
>.o ) s 9.

'L/;' s A second means of pub11c121ng the prOJect was the postnng of |

i«

1arge s1gns 1n both fartict angd Span1sh ‘at all of the 'satellites and

P

‘ﬁn several other co y Lenters; f; ret o ’
. !

a

RS ,Jh1rd‘-a medra release was developedrand subm1tted to the campus
. i
§ £ommun1$y Re]at1on{ Offlce £ Subsequent'%B this, the Fresno Bee, the

. Clayis }hdependent the Regdley,Exponent the California Advocate,
- \ 73

Gnapev1ne, and Csu, Fresno pub]lsheg the release in whole or in ‘part.

e,

Ope of the a1n eg,wrbte an artzc]e\for the E P News which described the
q £ 3

o

- ﬁrOJect The Ca]1forn1a Advocate mihor1ty press of the San Joaqu

4 - G
‘\f@alley, accompan1ed the art1c1e w1th p1ctu;es of the staff and clients

and repeated the clipicat scheduze in later 1ssues
h ks

.

. ! fhe sate111te schedples were anfiounced to Headstart and preschoo]
i 5
persoﬁ?el and to the $peech and hear1ng departments of the c1ty.and

tounty school systems Phone cEl]s and Vigits to hosp1tals, nursing

1 homes, soc1a1 workers and, phys1c1ans in the county were aTso attempted

r ~

""‘W .
~ to pub11c1ze the service. | s - R . e
R

\ fThe project concept was, descrlbed to co]teagues i speech and-
. ’ o -‘

A"E xhearlngrand in other c11n1ca1 d1sc1p11nes at conferences sponrsored by
the Amér1can Speech\and Hearlng Assoc1at10n the Ca|1forn1a Speech and

Hearﬁng Assoc1at1on and the Ca11forn1a S te Un1vers1ty and Colleges

~
¢

. . Touncil of C11n1c§3 Personnel :
SN\ SO e

a




| PRE-~SEHOOL SCREENINGS i

A]though most public schools in the San Joaqu1n Valley have
access to the services of speech pafho]og1sts, the pre- schoo] popu]atron
rcmains underserved. Prejechoolers are often enro]]ed in Head$tart or
City Pre~school classes. If these are locatedat a public school, the
school speech pathologist may be able to serv;\jgme of the children with 7

communicative dibquers- Generally, howevery the school clinicians
s+  have enormous caseloads and are unable to accommodate ch11dren below

first grade\]eve]. Otherpre schoo}ersire in private nursery schools,

day care centers or at home. THeir eva]uat1on and p0551b1e remediation

.must be 1n1t1ated by the parént who of*en 1acks transportat1on or

-
~
»

1nformat1on about resources. & - f ‘
In an effort to provide the tra1nees and c]1n1c1ans wfth an
’understanding of normal speech and 1anguage deVe]opment,;and with
.") secondary goa]sggharﬁening ciinica] ski¥ls in screenings brocedures and
| ‘;;rserv1ng the pre-schoo] population, the AHEC/Communicative D1sorders
project personne] agreed’ to screen over 1, 000 pre-schoo]ers in- poverty
areas in the county. In-eervfce workshops and small grOJp“conferences

-

with administrators, teachers”and nurses connected with the county )
Headstart program and Wi th. the city Eariy Childhood Education Department
attempted\to desdﬁ#be normal acqu1s1t13h.of language and~to clarify the

‘ screen1ng “and referrdt procedures (Append1x A)

Screeﬁ1ngs wére done by a team cons1st1ng of a supervisor,

. graduate studeﬁt c11n1c1ans and b111ngua1/b1cu1tura1 éiainee; The

pre-school. adm1n1strators notified the c]assroom teacher of the

schedu]ed visit and the teacher was asked to have name tags ready for.the

7/ ch11dren A corner of the c]assroom was selected, the tape recorder was

- . AR _ PEEEE 1 4 R . oLl . ~ o
Q . ‘ v o 14
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pfugged in, and the teacher was asked to send over two children at a_
time The ch11§ren were shown a series of. p1ctures and,were asked to
descrlbe what was happen1ng in .the p1ctures Most ch11dren responded
elaborately; some needed prompting and/or modeling. Because no _
constraints were imposed through formal test pnocedures or‘through
insistente on Standard English, the chi}dren cou!d resp;nd in their
?irse ]anguage, the one in which they could communicate most effectively.
A number of four and five word sentences of adequate comp]ex1ty and ,
variety were generated by the .children and provided enough of a
spontaneous language samp]etso that many aspects of communcation could " '
be assessed. When reportedﬁy monelingual Spanish thj]dren qid not offer
- a verbal response to either the Eng]fsh-speakjnd c]inician or the hi?ingua]

trainee, additional informal heans‘were employed. The traineef would
take a short wa]k with the child in an attempt to elitcit conversation.
If that did not work, the Mexican-AmericanInventoryof Recebtive ,‘. -
Abilit ., (MIRA), a regionally dive]oped Jncabu]ary comprehension test
‘was utilized. ” ‘

A5 x 7 card was kept for each child and it conta1ned the name,
the schoo] the date of screening and all language responses The
responses were also tape-recorded for possible future comparison. The ’,,/’
trainees and c]1n1r1ans had been trained in recording verba]1zat1ons and
toak turns e]1c1t1ng verbalization and noting responses A1l pertinent
behavior was also noted on the card. . . voice problems, Suspected ‘f :v”i
hearing loss, apparent tongue thrust, deye]oghenta] errors, dysfluencies, .
language dominance, teacher comments and recommendatiors. The teacher

was consulted during and after the screening, was asked for input, and .

was given immediate feedback on the findings. Written reports were

i
%

. ] 5 - [



e

sent to the administrator within a few days after the screenings_. Each

' )

class took no more than 45 minutes to screen,

A ) : ¢

oy

A° g
C o V’ -
\ - - r * .. Yo o ) ‘x
\ ‘Trainee eliciting spontaneous language sample,rrom pre-,scﬁoo’le K . :} ‘“
in Headstart program LR .. . AR
. e SN T
- A, ™ 4 b :
“ "The results of the screemngs indicated that, s ost of, the 1,000 o .- L
« @K F D N
chﬂdren had adequate speech and 1anguage. Th‘gse c"h1(f en w?r\*(gostly g t"; ':
e £
poor and were from families vece1vmg pubhc Stxpport.. The fFrequently .E / . *f,
& A . .o
stated fmdmgs that children Tike these rg "nonver.baz" or gi'de1°1c1ent {«‘;* . ,/-‘
o~ Al .
in ﬂanguage" was not confirmed in th1s popq]atmn‘* 1'9' a typnca] ?’,',.f‘ff-x :
T, MRS e
pire~school c]ass of 17 or 18 children, two or - three'wcg_re récommeﬁded ¢ \‘f' < , "
’i < '
for evaluation in“greater depth: Of¢ these two or threea, at Jeast &te P \'..-\'1
usually turned out to have adequate speech and 1anguage. He/she@nght /3‘;\
—~ )
- have been shy or resistent durmg tHe screening process, )\ Nomore ‘:han L x ~! o8
N ]
g - ) . e ,' ‘ | ]61\ o
ERIC X 3y - !
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one or two children in each class de@onstrated an identifiable problem

An sthe diagnostic evaluation that followed. Those thatkdid appeared .to-

have either a true language deldy or deviation, or unintelligifle speech %‘
because of multiple articulation errors, or a voice disorder, or noticeable
dysfluencies. These probTems occurred with approximately the same

.

frequency.

-«

N v . -

Many screening attempts have limitea usefulness because of the ;

S e

lack of follow-up remedial services: The AHEG/Communicative Disorders

~

project remaihed committed to fo]lowthroughén all children identified - Lt

’
- o . R [

‘in the pre-school screenings. A1l were ‘given the opportunity to undergo

' < - .
full "diagnostic evaluation atﬁany one of the five satellites. Those

2

ch11dren for whom therapy was xecommended were seheduled for tw1ce

weekly sessions. :All services were free of charge. Frequent contact was

made with, pre-school teachers and adm1n1strators concern1ng 1nd1v1duﬂ1
cases and genera] 1ntegrat1on of handicapped ch11dren into the classroom.
' . CLINICAL COORDINATION © :

C]inic at the satellites was conducted according to the basic

~

procedures estab].shed for the Langugge Hearing and Speech Clinic on

campus The graduate student c11h1c4an53were registered for a section
# &

*of clinic, thus fu1f1111ng academ1c requfrements for the major and °

3\e§£§n1ng hours ofvpraét1cum for profe551ona1 cert1f1cat1on Caces were

refer‘re‘c!eq ther directly’ to the\satelhtes or were channeled from the .

campJ; clinic to .one of the sites. The referrals generally came froff.

-

‘ i PA N '
physicians, social f\brkersf}\hurses Often they were self-referrals.
.

when the existence of the satellites was publicized -in the media or

o

bynwor*d}:f mouth. - o

I , €

LAY
*
—
~
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The Intake Procedures: .

PR - .
L4 . ‘;

A]] 1nd1v1dua1s request1ng he]p were g1ven a c11n1ca1 1nformat1on \

-

_:packet It contained a quest1onna1re form a re]ease of 1nfonnat1on form .
and media perm. ss;on form for s1gnature (See Appendxx j%) The “ . )

: quest1onna1re form was generally f111ed out by the parent or guardian
prior.to seeirg a child .for a_d1agnosttc eva]uat1on. The form ;o:k*(bf

- information on past medical history{ deVelopmenfal‘histO(y, speechlx“ Y

deve]opment, and gave the parent an)Opportunity to express what"-&;

he/she>felt wdS'the\cause of coficern. V ) i ‘ .

© A counterpart of this form was a]soQg1ven to ad/}ts seen for

d]fgnost1cs The pert1nent 1nformat1on requested was. for med1ca1 h1storyb . :

br1ef statement of the problem,.'and- dates and p]aces -of preV1ous speech

. evaluation and’ therapy, re]ease forms and berm1ss1on to filmg, tape or

photograph the client for educat1ona1 porposi;
AN

A f:]e‘was made for the c11enf)and~the records were kept in the J

- campus clinic of%1ce under’ the: contro] of the Clikic. Secretary. The

Project Secretary and Clinic Secretary worked closely together on 1
. 6integrating‘the c]inicaT activities at the sate]]ites:into the uniyersity
‘ﬁrogram As . the-Project Secretary firmed up the cliéicai therapy'
.§chedu1e, she gave cop1es of the 1nformat1on to the Clinic Secretary for
her records < Al11 forms and correspondence ut1112ed theAg§Q?$grn%( the
State Un1\ers1ty }etterhead where the grant personne] ma|ntalned offices.
) At Va]ley Medical Center, an add1t1ona1 record keep1ng system hai
;o be developed to conformgwith VMC procedures. The referr1ng staff
physician would send.an order for'an_eva]uation and subsequent’therapy.‘

Kﬁh<entry had to be made in the ‘clients' medical charts with ‘both date

and‘description of goals and progress. These entries were necessary for

e

\ v . . € ' 1() ' 18
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‘ both fn-patients and;;&t-patients w_ith clinic records at the hospi'tal.

nié— Clinicians' Role: . -

‘o

In add1t1on to performing diagnostic eva]uat1on and therapy,

»

o The zinad avsthe respOns1b111t1es of the-ctinipians 1n;1uded writing diagnostic
reports, leason plems, and) ‘spmmar1es fo‘(chents in therapy
tAci

&

¢ " (See Append1x B wxén p? patm?‘m staffmgs the clinicians also

A\ e
e ‘&ghared 1n the respbns1bzh;t,y of prov1J1ng 1n°format1on to the trﬁamees L.

w3 ¥
/ ’ ' concernmg {Mividual cases ,and parf1cu1ar d1sordqr9 A"".‘qmted amount

K . 5
- v of ,’chent and pargpt counﬁeh"y'pas .also done u'hder superv1s1on N .

Wt

D1agnosefs were generaHy perforTed by a team wi t‘1 one chn1c1an

;'*., /assumlng the respons1b’h‘ty, of wnt,mg ’the élagnostlc report Th1s
£ . &
' repQr turned 1n to th,e superv1sor for’ ed1t1ng no later than one . |
DR S e #

, + .
0 > ‘week foHowmg the @a]uataon sess1on" After f1na1 typ1ng, it was . A

» serm to ?‘eFerr1ng anJéother prq,fessmnal agencies w1 th Client re“lease

\

p‘érm:)smn (See Appendlx C) . - ’

- * ( ’ !

= o - The lesson p]ah for a client enr‘cﬂ]ed in therapy was a detailed
;;‘ gu1dehne and desc,r1pt1on of ,the goa]s of therapy and the act1v1t1es

'
L=
< * 5}, . necessar§ for tbe chent to attam-ghese gda]s In addition to planning
e, AN
relevant act1v1t1es usrng relevant ma..,er1a1s, the clindcians deve]oped

P 2-,‘ home assignments f\r max1murh carry over. The 1n1t1a1 summafy was a
£ .

é’l - ,statement of the ‘c1¥ent s status at the beg]nmng of the Semester. - It ’
H \ ]
; ., Was not sent outgbut was kept for later mo,lusmn in the .1na1 summary

T - The final summary was the report tba’t/was tompleted at the close of the

r. This report, after 1nd1€t1 ng the status of the client at the «

begm‘h ng of the semester, fpve a de?aﬂen accaunt of the therapy % N

. \*proc;edu\res and progress. \The final summary 1nc1uded recommendations that

REATI g an

\-. . had’ beirggreed upon by the studeat and the supervisor concerning the.
N - M >

y
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glient and his particular situation. This report was also sent to
author1zed agencies that were des1gnated by the c11ent‘and/or his

parents, as we]] as the referring agency. (See Append1x D) . o -,

-
v

Clinicians were evaluated by the superV1sor (See Append1x E) ' . .

and, in turn, assessed the quality of superv151on (See Appendix F}.

The Traineds' RqL__ o . ! ( . "'._”‘ ) Ao
W L{ ~The c11n1ca1 respons1b111t1es of the trainees were varied. é\ ‘ ‘t !
\‘They were ca]]edﬁupon to act as qy]tura] fac111tators between the - \'1 R . .
\ . c]:ents and the clinicians where va€§ation in cu]tura] behav1or may - \ A o 5_(;$
T% .,haJe prgseotq{ d1ff1c»1t1es The B111ggya] tra1nees we{?iaJeg_“ i-' ;»/"‘w e
nterpretefs for noh -English speak1ng parents of clients, obta1ned ‘yk 7/ - Lfﬁﬁ

language sahp]es from monoT1ngua1 Span1sh children, andﬂdevefoped Spanish t{-’j .

Ianduage therapy materials, The trainees were encouraged to ask- ¢

quest1ons of each clinician and to make sug§est1ons in inter-persomal .

[ —

‘ re]at1onsh1ps where this $3§ applicable. The trainees were often

\

called upon toSggcord behav1ors noted during d1agnost1c eva]uﬁtﬁons M R

kS and to chart behavior durlng therapy They ass1sted in carry-qver - b

EY

drills of skills that had been established.in therapy. - ; ‘

The Referra! System: /“"‘, o > * .r o=

After a client was eva]dated referrals "coild be made to other s .

) ' L.%f.a(
profe551onals ‘an voice cases were sent for a 1aryngo]og1ca1 checkup h

w1th an accompany1ng exam1nationziorm that prov1des helpful 1nfgrm§t1on o ' %
. for the speech pathologist. If a hedring problem ;:;e suspected, T
A adult or child Q:ggsevalqat d by oneyof the'f cu]ty audio]ogists at U )
the campus audio]ogica]}suiie Exchanges of reports ‘and insights w1th%F P /
other profess1onals were epctluraged and although 1n1t1ated only by the ’ ;’ '°ih
Proaect D1rector or C11n1ca1 Superv1sor, these»were shared w1th the ) ?7~ af? b
S "/ ' L ,zE 5 ‘-‘\. . "".\,.’
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* trainees and clinicians. With the cooperation of a faculty audiologist
hundreds of children were screened at the pre-schools which could not
'f\broyide their own testing. Over 100 senior citizens were screened for
hearing groblems at Hinton Community Center. The resu]fs of bdth
- screehing groups we?e sent to the administrator of the particular
C pre schoo] or conmumty centér.
/ - -
CLINICA-L DATA
R
The following represents the numbers of individuals seen as part
3
. of the AHEC/Comnumcatwe D1sorders project. A1l screenings, diagnostics
y* . and therapy were done under the dwect supervision of the Clidical
‘ g Supe’?visﬁ? or the Pro“ject Director. Trainees.assisted clinicians in
all types of a‘cti\iities. : g - )
s ) _ .Spring semester 1974 Summer session 1974
y 7 K . : '
. Pré-schoot Sereenings " 1054 children at o
. re R 37 schools ) -
ot s w3
.. Diagnostic evdluations ) C
Hale Medical Center. 17 3°
. Fresno wes';*pew (Conva]e,scent 6 4
. o v Hospital' - . .
. . \"-- Sanger Scout Hgpuse 16 6.
H1ntqn Commmty Center . 9 2
’ Valley Medaca\i Center 26 8 )
FIEN - s -
TOTAL*DIAGNOSTICS 97 . L e
Clienté in regu]ar‘ therapy - T s
N Hale Medical Center ., . 13 W 12
- Fresno Westview Convalescent . 6 i 5
: Hospital » - ¢ . o .
7 " Sanger Scout House: v 3 . ‘ 7
Hintem Community- Centé!' 4 2
\ ValleyzMedical Centet ~ , - 9 .. . k!
S TOTAL‘eLIENTs.‘aév THERAPY DURING
o, E.IJHER" OR BOTH SESSIQNS 55
' —~ N ’ g L
! More tha’n “J5 of the c’hents seen- for theragy and .aagnoses were adults.
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The ch1ldren were pr1mart1y pre- schoolers or hosp1ta] 19 pat1ents.‘ The
d1agposrs inéluded the following: R
" Aphasia !

{Kptism -
CerebraT Palsy

Ny ' Cleft Palate
oo Delayed Language o l i , 'g '
' , ' Dysarthria., T w, "
Hearing Impairment - ‘ N

Laryngectemy

Mental Betargation

Multiple Articdlation Problem )

, : : Parkinsonism' ,
v . A
. Stuttering' : .ot
)~. » R . . . -
- Vocal Nodu]es - R L

TEAM STAFFINGS AND INSTRUCTIONAL veota . ¢

On vczasion, during the spring semester and once weekly during
the summer session, clinical staff1ngs were held. The staff1ngs
included the student c11n1c1ans, the C11n1ca1 Supervisor, the Proaect
Director, and the trainees Stafflngs were held- to- discuss var1ous
patholog1es after the trainees had had a chance to observe first-hand,
to outline goa]s for a particular client and to d1scuss the program of
a particular client, in conjunction w1th a special method of therapy

Duripa the staffing the student c]1n1c1an gave all the pertinent
1nformat1on concern1ng a particular c11entV h+s age? d1agnOS1s, semesters
in therapy, mediating conditions and h+e progress to date. The Gl1n1c1an .

3 BT
\ ' - : “
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,
?, ‘
. ) 1

would also state the goals he w1shed to *each during the semester ) 3

’

.and h1s procedures for obta1n1ng these goa]s, as wel] as h1s ratlonale

S

4 1 [ 3
for procedures. The tralnee and the student c11nlcaan were’ encouraged

. ! 3 v

{ to ask.questions and to mdke suggest1ons concerning each c]1ent. - 131%
~ Because the Clinical Supervisor was'present, some procedures and goals - , -
were mod1f1ed before therapy., The staff1ngs gave the student c11n1c1ans /

- and fhe tra1nees an gpportunltj’to become familiar- w1th all of the cases,
‘o . . o
* those that they were personal]y'1nvolved .n and those which they could

. y o
observe occasionally.: d Lok > e
e
wrltten into the grant was a prov151on for a med1a spec1a11st

. A
B

. This media spec1a11st went to\the sate111tes to “videotape srreenlndg

diagnosis and therapy. The stiident c11n1c1ans demonstrated some of fhe
bs._ r\ ) = “
! , c11n1ca1 procedures that~he—was ut11127ng at the t1me of. the filming. '

And Fb110w1ng this. demonstratlon the clinician gave a brief summary of 4
: W tuA 0
the client, the diagnosis,amd age, progress made and goa]s‘{o be

reached. These videotapes were shown during some of the staff1ngs to

°

provide a descriotion of various pathologies and in some instances to

3 . - 9 - L4

point out the amount of progress made by a particula¥ client and to

demonstrate various c]inical procedures. '

\ ' The exchange of information in the stafflngs plus the observat1on

)

of c11n1ca1 v1deotapes maximized the learning exper1ence for the ;-

tralnees. e ' , <L ' ’

v

¥ * . . t
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-the audislogy su1tes and perhaps ta]ks by aud1o1og1sts. Speech
. S y

I. INSTRUCTIGN T : . .

-

The fo]now1ng 1ectures represent the core of the Friday

instructional sess1ons for tra1nees The lectures were ‘given primarilyia

*

by the C11n1ca1 Superv1sor who a]sorused v1deotapesa s]}des blackboard
and 1nformat1ona1 handouts to compﬂement the presentat1on The e
trainees asked many questions and' as tﬂe semester progressed were . \\
able to relate pathologies to pad1ents with whom they had. had‘exper1ence
The content was meant tq be very bas1c and uncomp11cated to’ ’ . ‘
take fu]] ddvantage of the know]edge that the tra1nees had acqu1ved 1n '
the process of grow1ng up. It was hoped that they could learn. the
mater1a11n a relaxed and unpressured manner so as to mot1;ate their.
1nterest in the pursuLt of the mgjor. . Since the objective of the proJect
was recruitment, it was assumed that more detailed coveragg of the -

T

material wiigld be rece1ved in the has1c core course for which the

.° /.‘ ”
tra1neeg{;2:1d reglster next semester . x

/’ ABOUT SPEECH PATHOLOGY
The Department of Commun1cat1ve Disorders 1nc1udes three majors:

Speech Pathology, AUd1ology and Education of the Deaf. We are most

:
7

interested in this particu]ar project in recruiting you fnto the fields
of Speech Patho]ogy or Aud1o]ogy Our main focus will be on Speech

Patho]ogy although we w111 arrange later in the’ semester for visits to

/ a

. /
Pathology is the profession concerned with problems in communicatiom. . .
. : y . ]

in speech and language. )
/

Leﬁys start with old age and work backwards. Many o]d peop]e

haye suffered strokes or heart attacks and as a result have 1ost the

ability to comunicate norma]]y. They may have. troub]e understand1nq

: / . B 49 . IS
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what is said to them or they may have trouble finding words.  Théy are:

P
Ll

. not stup1d they know what things are; butwbecause of‘the damage to the

bra1n, the ability to find the right words and to put them together 1n
..the right way has been impaired. For example,.if you showed them 2
book , they might say "yes . . . [ know that . . . yau read it" . it .
. hés printing. . . it has pages," but they w111 not remember the simple .
name, "book.! As a H%su]t of this, many become Frustrated, and ,;L/ :"

4
T ashamed As speech patho]og1sts, we he]p them to improve their

banguage skills and, at the samek bu11d the1r confidence and hope. -
‘Other‘sen;or c1tﬁzens suffer muscle and nerve diseases that may >
paralyze some parts of their bodies. They have no trouble rememberiqg,7f - "
&j words but their pronunciation is s]uggish, stow and monotone and makes’ ﬂ\
i wﬁat they say hard to understahdz\ Other older people become ‘hard of
hearing or deaf and‘;e.helplthem to preserve the clearness ef their ': :
N : ESIN ]

speeeh and also make sure they learn to read lips. : ’

<

Chi1dren are sometimes born with birth defects. They may be
mentally retarded: We work with the fami]y’and‘the educational’ "x\ -
institution to help them develop language sk1“1s to their fu]]est

» - &

potent1a1, S0 that they can take care of themse]ves and not become‘*‘*'

5

institutional cases. Some children-have cerebral palsy and need help
w1th 1mprov1ng their musdular coordination for speéch much 11ke the
o]d people w1th para]ys1s Some ch11dren are born with c]eft pa]ate
" and require both surgery “and speech therapy to}have speech that is
funderstand b]e. Some children are deaf er, hayd of héar1ng and need
special iﬁ.in11earnjmg speech and language skills and "1ip reading.
Some children Stutter. Adults too. With all the millions of words _
'writteh abqutrstutter{né,rit remains one of the big mysteries in -our ’

“’\'8‘ VN ' 25- )
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A

field We know no, definite causes for-it. It has been noticed that

e
ten51on and stress seem to make it worse, Sqme people, however, live

under the most stressful conditions .imaginable and don't stutter. Others

have d~relatively easy time of it and do stutter. It remains a puzzle,
but when a parent brings a child to us and asks for our help, we-try .
to help. Some children have'so many articulation errors that we can t
understand them. They need our help too. And sometimes, little kids,

for some unknown reason, do not develop with the speed and competency

that égbthey should. Instead of talking your ear off in long sentences
l+ke dor 5 year old kldS usually dq, they are Stil using.one and two

word sentences only and can’t really put words together into phrases

They need the aid of a speech pathologist and neéd it quicyqso that they

“can attempt to catch up with their. peers 1n time for school

Speech pathologists work w1th allAthese &1nds of problems, and
theanome Speech patholpgists "'work also 1n a variety of settings, '

. 4 3 Py -
in public-or private.schools, {in unjversity clihics, in community

[ 3 . . ’ [ - [ lv‘ [ [ 3 ) -\7
- clinics, in hospitals, in extended care institutions, and in industry. -
3 . at «

( &

. i Pl *
-.Qur .services are_necessary_with.old people, with adults, with college

',students, with schooluagé children, and w‘th:pre-schoolers You can

do clinical work w1th patients, or teach, or do research, or write or
any combination of these ‘ ‘ ‘ . : .

. The profe551on -has an organization, the American Speech\and
Hearing Assoc1ation, which pas upwards of 15 000 members I thini that
about 250 of then are Black, 3 handful. are Chicano We. havé to change
that situation, and I hope you are part of the change.’ The bssociatigg,

certifies qualified spéech pathologists and audiologists with something

Nt
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_ cal]ed ‘the Cert1§}paf5 of Clinical Competence. You get it after you
the worked for a year in the field following your M.A. degree. We
\qehcourage all of you to get the M.A. and work for CCC. Perhaps*some
" of you wilﬂ be mot1vated to get. a Ph.D.! You can be a schoo] speech
‘ patho1ogast in Califor~‘a without an M. A aut tife credential that you
- need for 1tais about, 3/4 of the way to the M A. and we encourage all

“fstudents to go all thé way so that they have'many Jjob alternatives in ~

\Jv-

-'the Sutyres . It is not a easy major but it is, aimarvelous one. Ask
~the stu};ngs in it. Ehey work hard and are thoroughly ded1cated A

-
Communicative D:sorders maJor will give you the opportunity to have a

respectéd professron that w11 lldw you to’ help peop]eg to change the1r ’
3 .

*

- 1ives for the better And thereégre espec1a11y terr1f1c opportun1t1es

. fOr m1nor1ty students and minority profess1ona15 ~f_1»j ?

77J N xi It-used to be that teachers Yin schoo]s-would send us all the

B]ack\ﬁads and Chicano. kids and tel] us they have a speech disorder.,
we must Qevelop our skHls so that we can separate a rea] $peech

d1sorderd from & language d1fference Black k1ds and Chicano kids ‘have.

)(

v;
- i’language ref]ectrng the1r cu]tuﬁf It's theirs, it‘s beautiful and;

§ .
1t is evary blf as good as standand Engl1sh or any other language Most

- o+ -

of :hese k1ds become“b1l1ngua1 anyway and learn the language of the power
45 \ .;U had
system. 'If they have rea] dxsorders, ¥4ke the kind 1 d%sér1bed to you-

/

; ear41er, we mustved?rect them Pf they can rap- und talk up a\storm and
be' comp}etely under;;oothy thé1r fr1ends and fam1ly, they don't have
', a d1sorder ‘we have %o find a way oflett1ngothers know that, a way
- ethat 1cr3t host1%e or nasty but helpfu] and 1njormat1ve Everytime
w‘}t‘to chew Qut a doctoy or teacher for whatiI think is a nafrow

; ? . L &
. .
‘ .. . . a X,
» -




P

A
b

a¢t§tyd§i I remember that the child may be the one that bears the brunt
of his resentment towar.s me . . and I'm not about to make things
tohghufor anyone becauﬁe’l have irritated someone.” ‘We'll talk more about
all of ;;esef%n later sessions.
| OPRdRTUNITIES IN THE DEPARTMENT AND THE PROFESSION
,_Susénvb. Shanks, Ph.D. Department Chairperson’

The curriculum .in the,bépartment of Communicative Disorders is
undergoing much,CQanbe this year. How have these changes come about?

In the pas£ four years the interest in Commuﬁ%cativé Disorders has
beefi increasing. Graduates iﬁ Education Have.had pro?1ems getting
teaching jobs, and therefore have looked for other fields to prepare
thew far employment. hThus, we've had to restrict the number of students
coming into Communicative Disorders tco the classes that gaﬁlbe offered.
Thé State has‘a]go 1egis;atgd credentia]s which are pending. Universities
are preparing credential programs for approval for September 1974,
Advising studencs has Béeh difficult because the faculty does not know
how many students could be accepfed in the new program %nd exactly what
the prog;am~wou]d4be.

We've been hesitant to enlarge our program toc much. Manpower
statistic; indicate fewer Speech Patho1agists,‘€ducators of the Deaf and
Audio1g§ists will be able to find employment in ten years.un1ess more
opportun%ties for sork become available. However, there is a;definite~
need for minority speech batho1ogists, audiolog%sts and educators of
Eﬁe deaf, to work with persggﬁ of all ages who havg communicative

di'sorders. The profession¥ needs more minority qualified specialists.

The cémnuﬁﬁty_ié‘demanding service for people of all social strata.

1
L 4
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uce
jegislat#ve is approved. (See Appendix G)

-

Many feel the minority graduate can work more effectively with the minority

persons who need help.

A

Through the grant which is funding your instruction, the ~
L] . |3

Department is trying to interest more minority students in our program

and/preoare for the:community needs. The curriculum also must be
revised to include information relevant to the minority popu]ation.

We are attempting to ‘make these chanbes in the easiest way
possible. The modification in curriculum has been difficult at times.
. By fa]] 1974 the’ newicurr1culum should be established.

How does the curr1cu]um a]low you to train for the Commun1cat1ve
Disorders profession?

gresently in California, the Ryan CreQential, pending approval,
wil]~aIIOW‘students«to obtain jobs. working with children having
Communicative Disorders in grades:K-J2 in the schools. Graduates with
an M.A. in Sbeech Pathofogy & Audiology follow a curriculum which
prepares them for clinical work in hospitals, like Valjey Medical
Center and nursing homes like:westview. The sequence of courses
students follow to be qualified for school and clinical work is similar.
Ryan and clinical programs also prepare students for Headstart jobs.
In the future a sequence of courses will also b2 planned for training
Audiologists for School employment if a credent1al introduced in the
'

How does the future of the Department and the profession appear
in view of these changes? The growth in numbers of majors progressing
throu?h the department is limited but expansion in quality of education

is definiteiy occurring. Because of more emphasis on ptevention of
- ~ !
29
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dedfness and the already small number of deaf children&nee31ng G f.

.

- - g R \' s
spegialized help, there will probably not be grgwth'hyﬁme qugatfbn

of the Deaf Specialization. However, more multi-handiééppgd deaf
: A ) " T -

children are being accepted-in schools and this nevaopuiatipp‘ﬁay T
require an additional number of graduates to be educated in our ~
program.

Additiona]!y the number of Speech Pathologists aqa Audiologists
specializing jn the aging population is going to increase. Governéent
money is goiqg to Qe avai]able‘in-the futuré for more health care for
all, an& Speech Pathologists and Audio]ogists are hopefully going to
be included in Fhe health care teaﬁ. We glso'see'an emerging interest
jn the pre-school child. Loca] headstarts have not yet hired ‘any
speech pétho]ogists. I think Dr. Meyérsan and Mrs, Greén are doing
great things in termg, of showing what the speech patﬁologist can do in
(Headstart programs. And we would hope that in Fresno there Qou]d be .
speech pathq]ogists hired .in City Ear]§£ggzz:1ion brograms. The future
in these areas see&s bright.

How do you enter the program and work toward this future? .You .
should fj(;t seek admission to the program and fill out an information
form. Then make an appointment with the Department Admissions - N
Coordinator as soon as possib]é to discuss admissions_procedures and
the sequence of courses whicﬁ are included in the student brochure. The
course curriculum, the choice of program, the School of Education \
réquirements are all described in. the brochure. The main prerequisite

for admission is tﬁe’desire to help people. But academic ability is

also important. The bepartment wants -to graduate the best possible

30
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e Becéusé langﬁbge‘}sgécquired systeméiically.:jt is predictable, .

“ 3 .t P

»  person to help people to communicate bgtterrduging the future. ’ “

If this describes you, we welcome yodfto the .program thch is~(|
L ..\ . % 5,

oy

dedicated to‘égcellence and service. RN
t THE AC601$ITION OF - LANGUAGE AND RELATED SKILLS
| A1l animals can Qomﬁhni%fe,‘buf dniy”man‘q?es langdégi. L'. - s
. 'LanguégePis\specieslspecifip %Q man. - By us}ng ]agﬁuagey‘han&caﬁ, . _
t?lk gﬁout éhiﬁgs_ﬁhat aré(;thgrqseﬁfjﬂgﬂe hégpthe-capacity to sa} and '
.qnderétand things that he has-never ;aid before.i ge’ﬁis the freedom to
arrange the géeegg'souﬁq§ %n{o words. gil children;:feéardless of where 3

i the world they “1ive, develop language 1n'%he‘s§he:systema5;c way. . \ -

E

h . ’~ + WV o . - )
1n::E aely yeacThe receptwen (understanding) aspect develops first and then . Y

Y

* "' comes the Skpressive or verbal aspect. At the same ‘time- the .child is

v‘é'felating meaning_ﬁifh‘the spéeéh souqés'he heérs_in his.enviﬁbnméﬁt? ‘
Before the child uses meaningful speech‘there‘afe stages that = '
he gges througq.; Fﬁg;.3-6~%onths is a periq@ qf_gigﬁéition. The Q;by -
—moves ffom‘helplé;snégfsto active ?anipu1a§fon53ﬁﬂ'?3ﬁitea exploration .
of the enviiénment: ‘fhe baQy develops Qt this time "touch Héhge§." “Hg:
g;asps; Eouches, feels and manipulates objecté, and 1nvar1$bly evérythjngf
that csmes fn_eontagt with his haqdi’eve;fua1ly Qqus up’in h;s mouth.
He has mastered holding aqd turning his head, rolling over.and sitting
up w{tﬁ a support, by six months. . L i
. Betiveen 5 and 6 months, babies Eegin.to babble f&r their own _ - '
entertainment. Deaf babieé babble Just as hearing,baﬂies do but stop
because they can't hear them§elves. There a;e several types o%

hearing loss, and they can be caused by héréditory, disease (chicken



¢S, . )

+

poi, mumps , meas]es)’ birth defects, accidents or noise. Before the ’
-f
f"st birthday the child begins 1m1tating and reproducing on his own

thd/;anectlonaI and melody gat*erns that exist in his environfent., If _

g

you 11sten you can almost hear him asking questlons, giving 1nstructlons
_ and fussing. * The chjld also spends'a large port1on of thls time
’.babbling and crying. The sounds of contentpent that baby makes are
generally. repeated back to the baby by the parents, The child with
psychological prob{ems may not repLaf these comfort sounds. back to his

parents and mayL§hut out any stimulation that he h1mse1f does not

e 2

produce or control, Jargon‘is putting babbled sy]lab]es'together 50

that ;hey suggest langoad%. Some, ch11dren seem to get stuck here'or to
’ . RE 2V

develop a language- system a11 hts own. - This sometimes happens with

_ twins. ' co ol :

b Y

Between six, months and oneyearthe babylnowsfam111ar people

in hrs environment and is cautloUs W1th strangers The child can now
sit without support, He can mOVe around'b; creepdng on his tummy or
" crawling with\h/é ody ¢lear of the f100r. He 11kes repetit1on and
will repeat act1vit1es for long periods of time (b%nging for example)
He will imitate hand gestures th;t adults de-(wav1ng bye -bye). At-*
this \ime the baby is completing the transition from a horizontal to
vertica1 orientation The baby Iearns to walk without ass1stance

-

somewhere between 9 and 15 months. He can also play suchcgames as

: '

pat- arcake By the time a baby learns to walk he is no longer
considered an infant, bat is then cal]ed a. toddler. '

Between the first birthday and 18 months true words develop.

e

‘ The baby uses these words (mama, miik, up) consistentiy, knows what
i . S

- . )

dg.
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they mean and the response that they.will bring when uttered The first. 7

]

words may be delayed in appearing if the child is permitted to gesture .
and possibly grunt for what lie wants.‘ The f1rst sounds usua]]y produced 5
are,/m,‘b, P, k, and g, n, w/ as well as atl the vowel sounds. -

' By the second year df life the child's receptire language is:
such that he understands-statements and can fo}léd simple directions. . He
learns names of\QbJects and asks "what' s dat?“ Expressive language
develops too and the child learns the names of.a great many obJects
Between l&vmonths and 2 years, the child starts stringing 2 and 3 words
'together to form a "sentence." He has mostly nouns, some Qerns and some
adjectives in his expressivelvocabu]ary' which numéers approximately '
gpo words at age 2. :The."terrible two's" may be marked with negativism
and rebelliousness:) The'chi]d is beginning to assert himself. He'may‘
become domineering andtdemanding

At age 3, all of the child's previously learnéd language skil}s

-are 1mproved The child increases ih his abil1ty to understand more o
epmplex tnings. He has more words that he can readily use and more
cﬁmplex'ways of/joining the wdrds together, At age 3 the ather-parts
of speech are added to the child's existing language system... Mdst ‘
Tinquistic abjlities are firmly established b& 36 months of\age, and
only refinements of grammatstal structure and pronunc1ation which may
be dependent on physical and mental maturation have to be added.

-A three, year old may have an imag1nary playmate which may be

. With him for a while.

s

By four, real friends become important and he plays cooperatively
wodh . ) ’
of other children. He can assign roles and take turns. Bragging and
. 3

A
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: ’K ‘ Lo S ;?
_name-calling is an{iqportant part of language. The child learns EMat .
+ the use of "naughty" words upsets his parents and he may use them j . .
. constantly. : ' i - - - f‘ ' .’ o

. (pandedness). The ch11d can control his 1mpu1ses and has¢1earned to

’ ) N )
*
. - . B, -

The five year old is re11ab1e, stable, .and well adjusted,. ‘He »°

f1n1shes what. he starts and works W1th a purpose. He can obey rules . ”;

and has good coord1nat1on and control. He has developed Taterality Dl

>

fiom

separate Romewhat eas11y foem his mother At this pbﬁgt the éhivg is . \

{Xv LE TN

=

ready for school. A "

A rough index of what is to be expected of pre- schoo?ers
language us€ is that by 3 years, the child should use 3 word sentences,
by 4 years he uses 4 word sentences, etc. Average lehéth g? the 5’ S~
child's sentences is not the tota]chnsiderat1on. Thﬁ'complex1ty of
the constructions the child uses is also important. A sentence in which
a child only names objects ("that's'a doggie, and a glasses and a boy
and a hat and a st%ck") is less complexvthan one in which abstracts are
used, "I think they gonna eat the fish." Namihg is the least complex
type of verbal communicatjon g

_Many pre- school children have d1ff1cu1ty produc1ng sowe of the °
consonant sounds particularly /r, s, 1 t}‘ S »3s 2 e ’S/ 'These sounds
generally requ1re more complex, refined muscular wnvements

By age 7 usordty these sounds have become corrected usually
without any assistance, ' If not, thea the services of a speeth

7

pathologist are necessary. .
. \

. A child may be referred to a speech pathologist before age 7,

- however,if he is not‘developing‘laﬁguage as well or as quickly as he .

S 4y | 34
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shod]d or if ¥ifs speech is unintelligible. Jn dases where a child has ..
' L, %

‘B$'°an organ1e‘defect sych as deafness or cerebral pa]sy the speech
4: patho]og1st can begin work as ear]y-ﬁs agéVQ
t , s ¥

"oy ' N

2 -.-;: . s BILINGU&L/ ICULTERAL CHILDREP' ; _ ..

-

A, .' L A

w'w ~

N There iS not 4 whole ot that any of us can tell _you about being

-

*_b111ngda1&b1cd1*mra] You've been411v1ng that sometimes exciting,

4
*somet1mes confus1ng state all of ybur 11ves It is 1mportant however that

-

" you have some'&gformat1on on the theories expressed about bilingualism ,
.. and the pract1ca1 1mp11cat1ons for the children with whom you work.

Cutlure is rea]]y -our total environment. Everyone has a cd]ture. .

o

2z
No oneculture1s any better orinorse than any other culture, Langyage

reflegts culture. le?erent cultures will have ditferent languages or

»

different varieties of the same language. Because cu]tures ane
¥

d1ﬁfer9nt you ‘can conce1vab1y talk aBbut cu]tura] 'y different children, .
You cannot, should not, use thg terms culturally dtiadvantaged or
) "

.+ culturally deprlved or cu]tura]]y deficient. Someone would have to be

raised 'in‘a vacuum to be w1thout culture.r . N ) . s

o
»

. Ihe d1fferences between Tanguages and d1a1erts are rather fuzzy

ea;egew4é§. It apnears as if théy are determ1ned by political rather
;than 1inguist1c factors.: For examp]e, the §Wedwsh language and the_
Danish language’' are so similar that Danes can understand Swedish
telev1sion w1th no 1nstruct1on in Sned1sh On the other hand the
dialects of Chinese (for example Mandar1n or Cantonese) are so different
- that a ‘speaker of one codld not ever understand the other without prior

)

instruction.

’ Dif?erent dialects or different languages will show divergences

j " W 36 . 35




in vocabulary, in graumar or syntax, and in,phonoiogy or solnd
structure In addition, there will be differencés in rhythm and e

1nf1ect1on and in the nonverbal conmuniﬁat1on sk1lls, ‘the body ladbuage

Children arrive 1n SChool with skills in their mother tongde

4

The mother tongue may be Standard Epg]ish or it may be Black English or .’

it may be Chicano Eng]itﬁ or any number of other possibi]itiés.. 1f5the"

~ language that theynspéuk and undérstand‘is ridiculed, it will be very -
difficult for them to grow up with positive feefings about themse]ves‘f
or the educational experience. - ‘

Some feel that all chi]dren should be allowed to function in /

to learn the standard of the country. Most of us have mixed fee11ngs
about it. Although a truly pluralistic society would allow complete
individual determination, the current power structure requires that

.

Standurd English be learned to.succeed jn-schoo].and in the pr&feSsions.
Pe;haps the more bilingual/bicultural students that are wi]iing to

--play the power game uow'and "make it," the more likely.it islthat they
will be able to change structure and values in the direction of
pluralism in the future. | [

-One thing is certain. Even if it may be: advisable at this time to
learn Standard English as a second language or dialect {gnd most of you
have managed.that with not wuch truuble), your first language shou]d1

~ never be denied. Children shoulqlhaye he{p in developing their skills_

in communicating whatever way they communicate best.

Black Eng]iéh is a term tu describe the code that mgst B]a;ks

36
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,,ﬂtraded its. roots tc the Hest African Tanguages.

©T with performance in the second language,

“
-~
.y M \

1n the United States-use all or some of the time, The linguists have

The bas1c sound and

L grammatical‘structure of some of these languages were brought by the

slaQes In time, English vocabu}ary jtems were laid on this structure
Ehicano Spanish or geglish exhibits the same characteristics. the Tg'?
bas1c.structure “of Spanish w1th English words fitting into Jthe model v ‘#*M
This«kind of fusion of elemenqs in different languages is a natural ’ifxswﬂe)
.languxstic occurrenc“e’ when %two.,1anguages "get together." Much of . Z»,f ‘ %
Standard English has been historically derived from mixtures of -f‘ .
) langugges. s o . ' R -
B When someone attempts to speak a second~language or dialect, T

N .
“the features of his first ‘language show their strength and 1nterfere ‘

’

This procgss is called *

linguistic 1nterferenqe

. and it occurs wheneve# we try to pronoupce - o
something in a language that is not familiar to us. Although speech

pathologists are not generally in the business oF teaching Enulish as '
a Second Language classes, in areas where there are.no specialistst .k
7we should know enough about - !

’

bilingualism to give in-servicé instruction and'advice to the teachiers . .

they may be called“upon to do this,

so that they can add. thisqelement outheir language arts programs
We also need to know as much as pOSS1ble about the language and culture T

of our clients SO that we can separate lahguage difference from languagg .
delay or deviation. . i

M » A (:r N
We mentioqad the fact that many standardized tests are meant for

Standard-English/Mainstream American Culture chitdren and, as such, 4

r
R

penalize culturally different children. They ma& indicate how well

, 0
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i

) /‘i or how poorly a Black or Chicano child does in Standard English, but

‘delgy . . . T T, Py

-will repeat sounds or words or phrases Dysfluenc\es are normal ‘}"

adults We don't think of ourseives ‘as stutterers Some ch1ldre?

(43

©in speechgflow It includes hesitation or blocking of a sound before// ‘_ SR
it is uttered, repeating a sound again and. again, or prolong1ng a sound
. o
. . . LY
. . N T
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they can in no way measure the child's 1ntelllgence or his ability to 7)
operate in his own language. Ne therefore need to: know cultures, .
tests, disordé}s . . in short be extremely competent professionals, ’
s¢ that we can fairly: evaluate ch1ldren and remediate what may be ‘true ‘i .
problems ‘It may be cr1m1nal to label a ch1ld as retarded or delayed '

just because he does badly on a standardlzed test It 1s Just as bad

to ignore a ch1ld from a monolingual Spanish family because of assumed ‘-

l1ngu1st1c d1fference when the ch1ld truly has @ ser1ous language

o
- Y 5,1(‘[ \ - -1.-3;-

The presence of increased numbers of oualiffed capable minority

[y

speech patholog1sts will result in all speech pathologists doing their + v

JObS better : . }

v - ~ STUTTERING -~ - S
" As children develop languageé and -speech, they may exhibit what "

1

we call dysfluencies. This often happens, at around age 3. Children

L

occusrences " We have all had them as children and we have them as ) t

however feem to get progressively worse and have more trouble commun1cating

The reason why some stutter and some don't is not clear . . in spite of

ve

ha .
the volumes of reséarch that s been done on the topic‘? ' )

}
Stutter1ng (1t is also referred to as stammar1ng§Ais an- abnormal
\ . A

inittation. of speech sounds. -It can also be deser1bed as a Alsturbance




.5 . ' ‘: .
'beyond a reasonab1e durat1on Sometlmes it is a¢compan1ed hg visable

stﬂhgg1e reactlons suchAFac1a1,&ontort10ns, head and shou1der t1cs,

armg movements, etd

v £y

It has been said that stutter1n§ rareJy occurs ‘when s1ng1ng or.
Ea -

when speaking in a choral group, or whén speaklng in rhythm with a‘

mechan1ca1 beat like a metronome, or when swearlng It seems to get

e

worse in situations of fear ang Stress and.exhaust10n.
"Some experts feel the causé is organic; others feel it is the

result of pressures in ‘the ehvironmeht. 'Morecma1es than females .

> :

stutter. . but we don't know if that suggests .an organ1c cause

(1 e. something in male genet1c makeup that makes, them more vu1nerab}e)

3L, 1 4S r(u'-'

or m. ch11n -raising practices,_ There seems to be sg much var1at1on in

the kinds of families that stutterers come from, it would be hard to blame

- €

;-e1ther a repress1ve upbr1ng1ng or,a perm1ss1ve one. There are no real
J

‘e

dlfferences between stutterers’ and non- stutterers exceot for the fact

Y

of thEIF stutter1ng

+F

For stutterers, the prob]em”fs a, rea] one and the methods of |

e

therapy vary. Sbome c]1n1c1ans use behavior mod1f1cat10n (operant

3

’ conditioning) techniques. Others use psychotherapy Riythmic dev1ces to

control timing of. speech have .been utilijzed. Other ‘machines that

.introduce either. a masking' noise or a de1ay in feedback seem to help

. e

others control their dysfluencies. Many stutterers experlence a =7
tremendous reduction of symptoms and have v1rtua11y no. prob1ens as

adults. Others maintain stuttering behavior 1n sp1te of a vafiety of ¢

1
V-

« therapy procedures over the years, ) ' R . P

When we see.children who have been labeled as stutterers, we

.
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" often note that they also have articulation and 1 guage problems. .
We look at each 1nd1V1dua1 and determ1 ne whether to recomnend therapy
and if we go ahead what our tatget 'should be, Ne USuaHy suggest C

' that ‘the parentseavo\}d te]hng the child to sTow- .down_ ov start over VN

aga1n or think before m speak« In other wordsy we. recorqnend tha'r .

hY

the pressures f:o\colnmumcate without dysﬂuenéy be renoved and that e e

the content (the what) of the child's conversatwn oecome more

" L]

1mportant than_how he says»-1t. Older children and adu]ts are treated

by speech pathologists in botk 1nd1wdua1 therapy and m groups. oo
A . )

The 1etter that follows was developed ats a handout for the many

-

parents *hat came to the pro,]ect s\gjlhte centers,expressmg concern o
. LI }ﬁ N . ’
' about stuttertng . - ‘ ef - :

\

. A LEITER 10 PARENTS WHO ARE conc’sanso ABOUT STUTTERING’ R S

What stuttermg 1s . ') : - T
‘ . . N - ~
" -, . v.;, -

One of the Droblems that mothers often ask about after t‘ne1r ! R

" chiTdren learn to ‘talk is stuttering, we aH have known someone whof o g
is an actual stutterer or caHs tnmsélffa stutter . Nhat‘ exactly is. f
stuttermg" Stuttermg is. thought of by most peop]e as delay,i.ng or “ BN

- stumbhng when ta;kmg Th1s 1s partly r1ght Stuttermg som‘etimes ’ ‘_ r . o
involves tw1st1ng of the face to help force the words out, a dfsruptwn

+ of the breath1ng proces‘s prolongmg sounds o) that the person ‘can

: ease mto words and chopp1ng up speech. Stutter1ng can also act— on
feeHngs, and go along with fearfulness about Speakmg If the child ‘
)‘éhmks "he is a stutterer and»also\thmks th1s,,1s unnatural and troubles ,. ¢

" his hstener he will, be very anxious and C'Oncerned about h1s taL§1ng

\%A child who,‘repeats sounds in word$ or parts of wo?’ds akid is not worried

“ ) i
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= about it is net stuttering

N e f Al] ‘of us have trouble ta1k1ng at t1mes It is not unusual

s

*“ forget someth1ng and start al] over or. even to repeat until .we can

' ; N h th1nk of what we 1ntended to sy, Some repet1t1ons, in fact a large -
\3 R
\~\5\§ " ndmber, are very normal A child repeats for a number of reasons. He

‘s [y

may be ry1ng to stress a word, or he may be search1ng his. m1nd for

a part1cu1ar WOrd A ch1]d shou]d know it is a1r1ght to say he is angry

« \or troubled or afra1d byhear1ngthe parents say these things,

3

Repet1t16ns may 3ust be h1s _way of playing a]ong, doing the same thing

-

‘ or mak%ng the same sound over and over, ~
o Your reactions to the child's speech hes1tat1ons w111 determ1ne
\\‘ 7 Tis react1on to them, The child will be bothered if the: parents are

. bothg:ed Ne st}]] don't khbw the rea] cause o’ stutter1ng Be1ng L
fr1ghtenA0r being tick1ed until a ch11d can ta1k probab]y does not
n ] d1rect1y\cause stutter1ng Chang1ng handedness in a child probably
. does not cause stuttering, but it does make the child ‘feel that to- 5
, is someth;ng wrong with ‘him that he has to change, and this could add
problems. , . _ o o '
i h For parents whoxstutter, yau should be assured that stuttering
v 1sf65t\grobabl¥/heredf\y The att1tudes Teelﬂngs and react1ons “of
- _the paren Sand: the re]at1onsh1p bethen the parent and the ch11d is
more: 1mnortant Lnan whether or not you. stuttnr. The child learns that
- ' not all sdults- taik perfectly all the time and from you he can also
learn you don't have to be upset about it. B

How stuttering begins: ‘ K
Thereﬁgre eope siéns that stuttering is beginning. These signs
. '{: “ . [ ' P

. -
- g

are: *

~




(1)

R . (2)

(3)-
(4)

(s)

-
"o

the qhiﬂa shows obvious speech hesitancies,

he begiﬁs to avoid talking and becomes very sh§.

he beé1ns to speak with effort, and’ stra1n5 where he has
once sa(g things ea511y.

-’
P

he repeats sounds’ or sy]!ab]es or draws sounds-out more

often, PN

he begins to appear heTﬁ]ess and unable to go on t.king.

b

done: _ N

'What can be

v

" There are some things that can be done to remove pressure from

the child.
(%,

t

- (5)

\
O
- (7)
()

.. If the stuttering does not stop in'2 short t{mé}askyour doctor
to' recommend a speach clinic.

_his teacher.

These are: = . ¢

\ke your expectations of tﬁé child realistic.
give the ‘chid opportun1t1es to exprgss h1mself
strengthen the child's ponf1dqnce 1nfh1mse1f

try not to show 1mpat1ence oraarr1tab111ty with the way
he talks, ~ ) . .

'

try not to 1ntérrupt or pPead{(;th h1m to stop ;tutter1ng.

~—, : ) .-
don't ask him to repeat.. o

don't ask him to talk without stuttering,
listen to what he scyss not how-he is saying it.

19

If your child is in séhdo], check with.

\
1

¥

The\ﬂherican Spéech and Héaring Assocation can also provide the .

" docation of clinics and clinicians.

~ ‘ Washington, D.C.

-

The address is:

American Speech and Hearing Sac{éty
9030‘0]d Georgetown ‘Road
20014

¥
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' CLEFT PALATE
Sometime during the first 2 months after conception, the.basic

tissues for the face and mouth are formed in two parts and then fusé

tbgether at the midline, Most of us are born with in-tact fusion and

with syﬁgiry of our faces. Sti]],tyou can notice the midline mgeting

in the cupid's bow of the 1ip, in a cleft chin, jn our midline nose, . °
If for some reason there‘is failure of fusionwdu}ing the first two -
months 6f pregnancy, cleft 1ip and/or palate will occur. Why wou]ﬁ
fusion -not take place? Well, perhaps thereis just ndthenough grow}h
potential of the tissue. Perhaps the tongue presses up and preyents
fusion, perhaps there is wrong timing. . . Py the time éhé two shelves
get together, they are too far apart. Anyway, somethiﬁg goes.wrong

and we have the ‘condition which you can see in the pictures that we, -

ﬁave distributed., Why does it happen? Well, we don't really know,

74&{ 3
Project Director and cleft palate child at urban medical buifdipé

satellite,
I . &;
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Aiout 30% seem to have a family history of cleft and we could say that
it is hereditary. Most ‘9thers have no indication in family history

tr<i this is hereditary. We have suggestions that the cause might be

rugs or viruses but we just don't have the answer as yet. At any rate//

.w: kiow that the incidence in the U.S. is about 1 in 750 and that it'§’
Q. 2
incidence varxes in’ ethn1c groups (4=, more in Japanese, less in

B: deb)

-

" It is a pretty shocking and scary thing to happen to parents.
Most.of us have never seen a child looking like this . . . because,

haopily, most of these are repaired and look alot better whiie they

. are still young. For the new parent, though} a great deal of counseling
s L]

»

N

is necessary so that they will understand the possible causes and reduce
the%r own confusion‘and.guilt They also need: to know that with modern
surg1ca1 techniques this awful locking birth defect is a relatively
-uﬁﬁhp;rtant minor nuisance in most adult cases. The majority of these
ch%]dreh grow up bright, content, adequate]y'attractive looking .

unTnke some other really serious birth defects with long-term prob]ems

Nevertheless, those early months are pretty tbugh. The child

.- with cleft 1ip anly doesn t have too many feeding problems; . . perhaps-

$

soée getting a good seal around the nt}ple .’ ..but the child w1th
c!ert palate or both cleft lip and palate has.moreﬁ?f a hassle. S1hce
the separat1on between the mouth‘and nose is m1551ng (that s the cleft),’
m??k wouid shoof up and out the nose without special ‘eed1ng techn1ques
and spec1a] care. Another prob}em is that the?entrance to the Eustachaan

tube ]1es Just above of whbre the pa]ate ought to be This Eustachian

tube leads td the middle eor. Becayse of a genera1 1ack of t1ssue and

‘44
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" mouth cavity.

.
. : .
! . *
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in anatom%ca] deformity: thfs Eustachian tube will usually not work
properly and the middle ear will be subject to many infections. Cleft
palate children do indeed have chronic ear prob]em§ that certainly
cause transitory hearing loss for the pericd that‘the middle ear is,
filled with fluid or pus and‘sometimes_Bermanent hearing problems.
Children born with cleft pa}ate can also, expect dental problems. . o,

>

missing and excess teeth poor occlusion,. etc, Some children with

on ﬂ‘Q\\\J
. .congenital heart anéﬁem*e

retardat1on club feet, etcy but many do not have add1t1ona1 problems.

c]eft palate have other problems.

Surgery is begun at 3 months when the lip is c]osed. J}urgeons

" wait a bit longer for the palate so that max1mum growth can be ach1eved

The palate is usually closed at 18 months. The purpose of the 11p
closure is primarily cosmetic, but palatal closure is for improving
speech. Why does the cleft palate affect speach?

Well, the name of

the game is velopharyngeal inadequacy. In'English, only 3 sounds

/mf n, ng/‘are produced with the nagal cavity open into the oral or
You can feel the vibrations in ygur nose when you say
these sounds. ’. as opposed to when you say ‘other, non-nasal sounds

For everyth1ng else, the soft palate or ve]um smacks up against the

back of the pharyngeal wall or throat,'to close off the mouth from the -

nose. " This allows us.to speak without excessive nasality and it also

a]]ow% us to build up enough air pressure to make sounds like /p, t,~

k, s/. .

. which we couldn't do if the air shot out of our nose.

Now, with a cleft, there is no

the surgeons attempt to construct one.

soft palate to work. Therefore,

Usually it is successful and

the person sounds quite normal.

Sometimes* however the surgeons may

45
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close the palate. . . but-the muscles of the palate don't work to 1ift
it to smack up against the back of the pharyngeal wall: . . orsthere
may be too much scar tissue for it to.work properly. . . or there was

50 Tittle to work with that the palate is still too short even after

repdir. The velum doesn't smack up against. the pharyngeal wall and you

have velopharyngeal inadequacy. Air‘komes through the nose during

-

speech and cannot be impounded for certain sounds. It is as if the
Y L

front door is jammed in an open position and all the warm air keeps

escaping. Nuw, let me try to demonstrate what happens in gpeech.
First, there is hype}nasality . . . this is a fegturé'of vowels . . .~
we listen to the vewel sounds and they sound nasal. They shoﬁ]dn't

be nasal in English . . . French has a'few but not English.’ Second,
there is nasal emission, air coming out of the nose wheh it shouldn't.
Most serious is a feature we call gross subétitutions and it is herg
that sounds wh%ch need impdundﬁng of ;{r are substituted with strange,
hard-to-correct non-English sounds usually made at the level of the

larynx or pharyngeal wall. he call the one at the level of the

. larynx a g]ottél stopf . ./Ehe vocal folds snap shut tightly and 3

kind of & non-sound -is substituted for the /p/. Thése are the most

.serious problems brought about specifically by the cleft palate. If,

after surgery, theselproblems still persist, other surgical procedures

are attempted to help correct it. Sometimes, a prosfhesis (artificial .

[y

palate) is placed in the mouth to cover the cleft and facilitate
palatal movement. Many cleft pa}aﬁg individuals need speech therapy
in addition to these procedures.

Children with cleft palates also demonstrate all the prob]éms

that children without cleft palate might have. . . hearing loss,
[
i 4 p
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“§tuttering, developmental errors (slow in acquiring all the sounds qf,
English), and sometimes language delays which slow down their ahi]jty
to put words together into sentences. It has been said that cleft
palate children have more of a problem with 1anguage development than
non-tleft-palate ch11dren.' We dqh t know why. Perhaps 1t is their
eah{y unsatisfactory feeding expa;iences that slow them qhwn a bit, .
;arhaps it is the trauma of frequent hOSpttaliiations, andlséparatiohs
from parents, and pain. Pehhaps it is the come-and-go hearing losses

" that they sustain, At any rate, the:parents must be counseled ‘so .

‘wthat-they can know what to look for, whh to go to if there are_ |

”

vprobTems, how to gtve maXigum stimulation at home, - In many‘cities,‘
cleft pa]até parents- groups are forming, we have one here 53 Fresno ’
operat1ng out of Valley Children's Hosp1ta1
There are other problems related to facial structure that might
" occur. A submucqus cleft is. when a division in the bony part of the
palate is hidden from vjaw by the mucous membrane covering. The palate
doesn’t 1ook cleft but the problems in adeqdate movement are the same
as for a very apparent cleft palate. Sometimes the jaws are not in
proper occlusion and th%s may affect speech. If the mandib]a (1ower‘
jaw) protruded so far out over the maxilla (upper jaw), it would be
difficult to put lips together for a bilabial sound like /p/. Surgery
can remedy thfs condition but speech therapy is often neeaed to ‘
‘ counteract habtts that no Tonger need to be st:tained.
Some children are born with no tongues (aglossia) or tiny

tongues (microglossia) but miraculously can. learn to compensate and

speak fairly well. Mouths can be too small or noges obstructed. In

-

“n
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later life, parts of the'face can be missing because of cancer,

§urgery)or‘traumatic accidents. In a)] the instances, the speech
« - - ’

pathologist combines talents with surgeons and dental specialists so

that clients can~btain the best possibie spéech and adequate physical.
! .

appearance.

CEREBRAL  PALSY
‘Gerebral palsy can be«degined as paralysis or motor difficulty

due to‘a lesion of the brain. From the spéech patho]ogisi's view, 7
cereb;él baTsy covers any éondition wbich resuits from damage to the
central‘nervous sxstem before the agé&of languageilearning which
results in some brob]eﬁ in motor.function. . |

. ) Cerebral palsy is generally cbnsidered a birth defect, but it
can.oEcur any éime frém conception to age 6. Itﬂmay occur prenatally -
(before birth) because of genetic imbaIdhces or diseases sufverad by
the pregnant mother. It may oécur du}ing & difficu]t’birth when. the . v
oxygén supply is cut off (anoxia). “It can also be ggused by diseases
in early childhood such as meningitis. Cerebral palsy can range in

unralicaatie ro

severity from mi]d,_near1y urnoticible impairments to impairment so

severe that the pe%éon requires help froﬁ ofﬁ§?s for even the activities

required for daily living. Some cerebral palsied children go to

»
7

regular classes and have few problems -- perhaps one weak arm. Otheréz
are in special c]assés 5} are institutionalized. As adults, many feqd
norma! or near-normal lives; others spena their days completely -
dependent upon others. .

Cerebral palsy can be classified actording‘to the part of the

body that is affected. Motor disability can affect one limb or any

19
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_combination of 1imbs:~‘8ne 1imb (monoplegia), two 1imbs (diplegiqf%’ > >

both légs (paraplegia),\bne side, that is half of the body
(hemiplegia), three limbs (triplegia), all 1imbs (quadraplegia).s-
The jn?ant is born with many reflexes that are primitive. As .
the nervous system develops Phe reflexesibecome more and more complex.
The basic réflexes are still present in the cerebral palsied But
because of brain damage higher neural centers cannot adequately control
the lower neural centers and these babies retain primitive reflexes .
loﬁﬁ‘ﬁaéF time. For example, whenever the mouth ;f stimulated,

>4

sucking movements begin. If thiskﬁaintained, it seriously interfers

with speech. o ‘.
There are several major E!pES‘Of cerebral palsy. Spastii cerebral

palsy is characteriged by tiéhtness and paralysis. In speech, many

of the muscles negded'for Preathing and speech Qill be affeété?. ' %
Athetoid cerebra]lpalsied individuals display involun;ary movements

that accompany purposeful or postural movghents. The athetoidmis in

'cbnstant movement with arms and legs flailinq all over the p]§ce. In
speech, these involuntary movemenfg come at thé wrong time in breathing °
and in phonation and interfere with intelligibility.

Because one part of the brain, the motor part, has ‘been-damaged

g -

it is not unusual to find other problems. Cerebral palsy can also be:

LY v

associate& with impaired hearing, impaired vision, orthogedié defects, .
.convulsions, perceptual difficulties,\mentaf retardation, dental
anomglies, and emotional p}oblems.
Tfeatment of gerg?ral palsy genérally incorﬁorates a physical
or occupational therapist and a speech pathologist if one ¥s needed.

s

4
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Exercises are done by the physical or occupational therapist to

strengthen muscies and to improve Bplance. Some children w}tc cerebralt

palsy require special school placement due to the wheelchair- or\braces
\

that they may need to be ambulatory (able to walk). o \
\

The prognosis for a child with cerebral palsy is dependent on

1 4

two things. Tha first is 1nte111gence and the second is the extent oY
the peralys1s. The iower the level of 1nte111gence and the more
oenerelized the pare]ysis, the less favorable the foture progress.
‘ VOICE PROBLEMS S
Voice problems are usua]]y related to the way that the vocal
cébrds function. The voca] cords (also called vocal bands or vocal
folds) are made up of musc]es and 11gaments(}n the 1arynxi Ihey can '
snap shut and valve off the air flow from the ;ungs When they are
relaxed and air 1s expelled from the lungs they v1brate and produce
sound or voice. ' |

A bad ccld can irritete the cords and result in laryngitis.
However, when the‘voice is constantiy hoarse‘or husky, the speech
pathologists scsoects an organic disorder; that is, there is something
wrong with the vocal cords that needs attention. A voca],nodole, )
for example, is like a corn or callous and seems to be caused'Py
excessive friction or impact of the.cords. Nodules, if ]eft ontreated,
generally increase in size. The voice sounds weak and huskymand
breatny. Extra effort is needed to produce voice and this extra
effort results in hoarseness. Usually the-client with vocal nodules
is instructed by his doctor to have them removed surgically; the patient
ic advised to have a period of vocal rest where there is to be no

4/("A
phonation; and speech therapy»to 1earn new habits of phenation. Vocal
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reﬂaxat1on is espec1a11y d1ff1cu1t to ma1ntaln 1n ch1Tdren' )

- . Contact ulcers are sores that oceur at.the ends of the cords.
These ulcers occur most frequently in men and. very rare]y in children.
The‘v01ce sounds hoarse, weak and husky. The treat@gnt consists Of;.
vocal re-education. Changes in the person'speakingxgnvironnent should

'be;made SO as tp reduce the apount df:strain necessary‘fpr\verbalizing.
Vocal cords can be paralyzed because of injury or disease.- The
voide is very weak. The speech pathologist needs to eva]uate how huch
1sqposs1p1e without stra1n in s;:é: of the proble;
Laryngectomy is the surgical removal of the 1arynx,'inclﬁding
" the veca1 ¢ords nithin it The surgery 1s performed to prevent the

spread of cancer d1scovered in the 1arynx The tirst symptom of!cancer

. 1 f ¢
.

»

of the larynx .may be persistent unexplained hoarseness. Other symptoms

‘. are quick fatique of the voice? an dnability~to clear-the throat; a
t . ”

feeling of dryness or rawness in the throat.

= .

After remova] of the 1arynx, a speech patho]og1st is general?y
ca]led upon to teach the person a new means .of speak1ngﬁW1thout voca]
fo]ds Esophagea] speéch is the production of speech us1ng a1r that

c{ -

i has;been trapped in the esophagus V1brat1on 1n this case is caused by

the” sph1ncter musc]e 1ocated between the esophagus and the throat. The

tone that is produced is low in pitch and is generally weak at first,

'46 ' -
but can be strengthened. = ’

3

Genera]]y esophageal s:fech is the md;& 1nte111g1b1e dnd least -

distyatt1ng mode of communicatfion that a 1aryggecton1zed person can

use. The artificial larynx is-an appliance that can be used by persons'

t

who for some reason do not learn esophageal speecn.‘\lhe electro-larynx

v
> '. J

ot
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is a battery-operated v1brator that is held aga1nst the throatsor the

cheek wh11e the persan mouths thq words he isv.gaying. The tone of thé .

¥
electro-]arynx is 1ouder than- esophogeal speecht ‘ However 1t does not6

i

a]]ow you_to use both hand% uh11e ta1k1ng "’\ . "%;

+

Clinical Supervisor and adult laryngectomy male at neighborhood =
Community Center !

’ . ) -
. © Jometimes speech pitho]ogistslassist in casés where voices are
. ) ;

too high or too low in pitch. They may also be called on td determine ~,
whether loss of voice is due to organic patho]ogy, or to emot1ona1
trauma. Some peop]e that have suffered rea] upheavdls in the1r lives «
'"1ose the1r voice." Teamwork with psychiatrists and psychologists is

needed in resolving this problem. ?%gh‘ ' 3
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. s APHASTA L
] Aphas1a is severe impairment of estabn1shed language functions -
due to‘trauma to the braip. It most common 1y fo]]ows a cerebral ﬁ)
vascular acc1dent (stroke). Other types of traumat1c brain injury:

following an auto aJc1dent, for example, can also result—1n aphas1a
“y
The language def1c1t is character1zed by reduct1on of available
. 4
vocabu]ary, poor aud1tery retention span, impaired product1on and

recept1on of messages. Reading3 wr1ting, and speech can all be'
Pars@veratson
affected. Perservatﬁon, or. ‘the repq:g¢1on of something such &s

-~

uttering a word, can occur ) i
Spontaneous recoVery can take p\ace dur;ng the f1rst 6 months

after the onset of the trauma. During this per1od some 1mpaired éf/

* abilitids seem to get better without any profess1onal help. Th1s‘1s

v due %0 a decrease in the amount of.edema,(swe111ng bf the damgged

e

.K; t1ssues) Direct ?anguage tra1n1ng‘1sﬁmost effective within the Ist

R
J
A

and an months after a cerebra] trduma. It 1s‘ne%essary to give the’

paﬁﬁent and the family psycho]og1ca1 support through the re]at1onsh1p
¢
w1th the speech therap1st and, act1ve involvement in constructive

& | %5, )
. « ¥

pursuwts
‘ The prognosis is determtned by the debree of brain damage, the

age of the pat1ent an the pattern of d1sab111t1es d1sglayed ‘Young -

people with traumat1c 1ﬁ§ur1es to the head who start tra1n1ng early
have a more favorable prognos1s than o]der patients “who have de]ayed :
in start1ng training. Sometimes we see pat1ent= who-have been aphasic
for many years. A]though re\avery is slower 1t may still occur.
Therefore, we-shou]d/attempt work1ng w1th ail patients 1n the hopes of

some pos1t1ve change in their’ gommun1cat1on skills. ’ foe

%
)
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Since aphas1c pat1ents may-also be paralyzed there is frequently
.close cooperat1on w1th physical and occupat10na1 therapists. Physﬁc1ans
too must be consulted so that risks to the c?1ent are minimal, Just as
we spoke of the development of receptive-and expressive abilities in

the deve]opment of Ianguage in ch11dren so we must consider defic1ts

-:.\

1n these areas fo]]owing bra1n trauma Some aphasics have most probiems

. in recept1ve skills, others in expressive and Some have a’ m1xture of

rdeficit, In p1ann1ng for therapy we muSt be very carefu] about
selection of materials that are re]event and that are adult in" nature.
Spec1a1 tests for the 1dent1f1cat1on of skills most likely to be’
affected help,us to see where the'gaps are, We reestab11sh a basic.
vocabu]ary and go on.to the more comp]ex syntact1c structures of speech
The c11ent must be ab1e to indicate understapp1ng of vocabu]ary items,
must be anle to repeat verbalizations, and then must re=learn correet
fonhofat1on of verba] expressicn. . . with the r1ght words in the r1ght
grannwt1cal order -at the appropr1ate time. . o, .
, People with aphasia suffer great embarrassment and’ 1oss of

seﬁf:esteem. They' furictioned in a variety of roles before ehetf stroke

or accident. Now, they have irouble finding the word for a common

- .object. . ltwis“gritiqai that we recognize that' they are stiTl intelligent

and aware ofPtbeir\surroundings./ We must empathize with their’ feelings
of frustration and be carefol never to behave in a patronizing manner-.
Although we generally'think ot aphasia as impairment occdring
after language has a]readj been acquired, some professionals d1agnose.
yoyhg children as having developmental or congen1ta1 aphasza “These

children are ne1ther retarded nor autistic nor deaf but it is suspected

M ‘ ' i 54
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that ;hey present‘ev1d;nce of braln damage that inter/eres with the

~b

Sability to aequ1ne language. Aphasic youngsters have prob]ems w1th

b "

perception. . the ability to organize, ‘compare aad cssign mean1ng to
" things in tie environment ‘that are heard -or felt or seen. ,The<Eh{1dren

_also demonstnate'distractabf]i:y,'perseveqation, and hyperactivity.

Intensive 1anguage therapy is wsually recommended

\é'/ :"* DYSARTHRIA .
,Dysarthria can be described”as weakness, nara1y§is ar

y .
1ncoord1nat10n in speech because of damage to ‘the bra1n the nerve§

)

- leading from it, é; the muscles which a“e responsible for the movement

or the peech mechanx:m It somet1mes occurs Tn peop]e who have had strokes

or, tréumat1c brain 1n3ur1es it is not 11ke aphasia in that 1t does not
affect Eanguage, but rather the~act of speak1ng. In ether wprds, the .

batient doe;'not have trouble finding the WOrd,ljust pfonbhnc}ng it. &

Offén? dysarthrla and apha51a go togethef beqausa of the prox1m1ty of

the. areas ofﬁthe brain respon51b1e for langﬁage and for movement .

Other kinds of problems resu]t 1n dysarthrla as well. Cerebral "~ .
palsy 1slreferred to as chlldhood dysarthr1a Polio acquired in either
rh11dhood\or udulthood can resu]t in pa#a1y51s of‘the speech mechanism !
and dysarthr1a Many adu]ts develop a progressive condition known az/
Parkinsdnism. 'They appear very rigid, move slowly and nave a persistent;
tremor, They also hecome increasingly mdre.dysarthnic o5 the disease
progresses. People with mu]tip]e'selerogys or muscular dystrophy or
facial nerve paralysis may.also;be dygarthnic. he

When a client is dysarthric his art?cu]ation may be slurred and

imprecise because of the paralysis. He might have trouble closing his

y
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lips for the bilabial sounds or majntaining a smooth flow of air for
/s/. He might sound hypernasal becayse of paralysis ¢f the velum and
the hésu]ting air escape thrpu@ﬁ the nose. Some post-polio clients

that have ve]ar paralysis, for examp]e, sound like cleft palate patients.
- t'

Voice qua11tv in dysarthria may be harsh and strained, or breathy and

weak. The pat1ent may not be able to vary the pitch .level or the
[} [ ]

~ Tloudness level and the stream of conversation may go a1ong without anhy
1nf1ect1ona1 var1at1ons This makes speech very d1ff1cu1t to understand.
In eva1ga£1ng these sp€akers we must bewa%are'of‘the limitations
based on the physical involvement. There ig j;st so much we can'do if
the paralysis is éxtensive, We need to test for the excent of motor
control of the speech muscu]ature .. how well the pat1ent éln move

h1s tonque, how fa?t how smooth]y and how far.™ TheraDy focuses on doing

the most with the ab111t1es that rema1n and g1v;ng the client speech

P

that\:s\as clear and 1nte111glb]e qs.poss1b1e

In d1agnos1ng dysarthrla we need to d1ffergnt1ate it from a

/

problem ca]]ed’apraxia. Apraxics do not;have pakalysis or weakness
oL s A :
or incoordination of the muscles of speech, But they often sound as

if they do. “Sometimes their speech production will be Qorma1.' The

%

kind of damage that they sustained has resulted in difficulty in motor
] ¥
formulation for speech. The articulation errors are inconsistent,

movements are sometimes uncoritrollable, and the problems get more

A}

serious as' the words get longer. The patients speak slowly and in an
exaggerated fashion in an attempt to avoid slurring. As with dysarthria,
apraxia can occur along with aphasia.

AUTISM

13

:

Autism is a serious form of mental illness in children. The
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cause vemaihs a puzzle although so%e experts ﬁave blamed disinterested
moth%rs and others have said there may }e some brain disturbance \t‘
inherited at birth., As infants§ autistic children are often described
by the parents as "self-sufficient", "in a shell", "happiest when

left alone", "acéing as if people weren't there." They show the
fo]lowing kinds of behavior: abnormal fnterpersona] relationshipsy
lack of eye contact4 limited emotional attachment ﬁo the parents? -
1itt1e or no variation in-facial expressions{ éﬂb child does not join
any group actfv1t1es’ shows little emotiony and:£;€52f3;21c and
compulsive behaviors. Autistic children are also generally thought

to diggiay déHays“i; speec and language development.:

. =
" Autistic children have a good relation to objects in that they

>

are interested in them and can p]ax happily with them for hours.
Soﬁe de@b]op speech and language; others never speak. Many autistic y
children have been found o have Excgl]ent memories for block designs .
‘and rote memory tasks. For example, after several days they are able to
rearrange biocks in p;ecisely the same unorganized manner. They seem
_in;e1ligént in‘somg ways’and severely retarded in o;hers. They are very
difficult children to care for.

In the.treatment of speech and language disorders in autistic
chiléren@ behavior modification techniqqes are often used. The
clinician rewards any attempt at speech with ; pleasant&stimulbs' The
rewards are ;hen given only for closer and closer approx%ma@ions of
correct words. .- .

ASSESSMENT OF SPEECH AND LANGUAGK DISORDERS

In assessing the adequacy of speech, we are looking at its

effectiveness in communication. The speech pathologist's purpose in

[ A8
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.- ~
assessing a client's speech or language behavior is to describe and
te observe behavior. There are a number of ways of gatheripg information.
These are standard tests, case histories, and informal or non-standard
tests. The purpose of administering any test to a client is to accurate]y
report a behavior 333¥¥é¥43§$§’(how much or how often it is observed).
In a case history, a second method of gathering information, the client
or an informant who knows the client supplies informatipn about the
client. This can be & parent pr guardian or nurse or other professional.
The ‘one serious drawback with this method is that recalling informat%on
from memory is extremely unreliable, generally.

3n assessing any client, the clinician has in mind three
objectives. The first obJect1ve is to determine the nature and sever1ty
of the speech defect. The secohd is to determine a prognosis, how much
improvement can be rea11st1ca11y expected We can aim ﬁ§1.1mproved
speech for a severe]y cerebra] pa1S1ed c11ent but we would not expect
perfect speech. The third obJect1ve is to determine and plan appropriate
therapy. There are various aspects of communicatiqpqthat can be assgssed.
In examining the client's language behavior there are 5 numberlgf
parameters to be observed, Vocabular}iis the number qf&words e persop
can not only recogﬁize visually or auditorily, but also the number of
words he can ase correctly in spoken or written commun1cat1on 'Syﬁtar
or gramnar is the usable knowledge of how language works.‘ There are
var1ous kinds of tests designed ‘to give quantatative data on these
parameters, -Vocabulary tests are usually ‘admipistered by Having the ~

child make a selection or.choice from a group of pdssibi]ities after the
-~

examiner has said the word that is to be tested. A certain number of

N
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words must be in the vocabulary if the child is to express an idea
verbally, but there is no certain 1ist of words that the child must
have. Language comprehensibn and-fanguage usage tests measure the
child's ability to assign meaning to linguistic symbols and to rearrange
symbols in order to sequence them. Informal measures such as the average
length of response judges social maturity and gives a starting place for
work in therapy. Language 'tests are needed for those with brain injuries

.or retardation or for chitdren that appear to be delayed in language

deveiopment.

Clinician evaluating‘child with multiple articulation errors at
: county hqseitalloutapatient clinic
Fal . ’
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Just as language shows ®we "what" is spoken, articulation
indicates the "how". It is what is often called pronunciation.
Artienlation is sometimes defined as the manipulation of the breath by
the tongue, teeth, lips and the resonators. Articulation tests measure
correct production of sounds or words 'in isolation or in context.
Ch{1jren and adults th?t appear to have trouble pronouncing or whose
§peech is not clear’are‘recommended for articulation tests.

Speech re]atéd abiigéiés sych“as respiration, phonat{aﬁ, orofacial
structure, motor skills and sensory perception, learning abilities,
personality and environmenta® must also be observed and assessed since
they are all inv;1ved in the communication process,

In assessing new clients (we also call it diagnosing or
evaluating) we get a che hiiyory and also try to obtain medical,
educational and psychological reports compiled by other professionals.
Each client has many facet; -~ strengths or weaknesses that may affect
the therapy process. Often we engage the client in spontaneous
“conversation or ask him to tell us what's happening in a picture.
LiStening.carefu11y to his running speech giveé us an indication of
his ‘language, articulation,.fluency, voice, etc. If one 6r more of
these features is in question, we can give him any number of standardized
or non—gtandardized tests to qu;ntify his performance. I[n addition to the
language and articulation tests, we mentioned there are special tests to
measure comprehension, verbal, reading and writing gkil]s of the aphasic.
There are ways of recording the number and kinds of stuttering blocks,
the quality of vcice, the ability to move the, speech musculature, the

skill of distinguishing some sounds from other sounds.

L)
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It is important to make certain that the methods are appropriate
for the/c]ient. Kiddy pictures will not do for an adult. Asking a
severe]y’invoived cerebral palsied child to point to a picture which
rep;esén+s-a word doesn't make sense. He might know the word and
recdgnize the picture but he is unable to point. A child may have
excellent language abilities in Spanish but voulh score as low on an
Enélish reéeptive language test as most of us would on a Russian
receptive language test. This would not mean that we or they are
language delayed or retarded, but rather that our development has been
in another system or culture or code. If we use a test, we must fully
understand what it is testing. We should not even report test scores
that are notvreally relevant,

Assessment is rever compl-te; it is an ongoing process Ther2
is always more to be learned about an individu2l once he is in therapy.
The initial evaluation however serves to give a basic framework for
undérétanding where the client is, how far he can go, and what are some
of the ways of getting there.

THERAPY

Once the voice, speech or language disorder has been identified
and the client's performance has been assessed, we‘have a better idea
of what he can do and what he is doing. Therapy begins with
reinforcement of tasks that can be successfully mastered and progresses
in small steps toward the target goal.' In a delayed language youngster,
the objective may involve moving from one word utterances to two-word
phrases. Iq an adult aphasfic it may be'phere]ea};ingof words for

familiar household objects. The cerebral palsied older child may need
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to improve control of his articulators. An adult with a voice pquTE@
might need guidance in changing the habitual pitch level. *
With the objectives of therapy spelled out, ghere are a number
of ways to progress. The;e is not any one method or procedure of therapy.
Forcing a procedure which is disliked by the client or the c]inicjan
will not get you anywhere. For some clients and clinicians a more open.
and unconstraining framework for therapy with much supportive counseling
may work best. For others, a more structuredbehavior model with ’
predetermined steps and a learning-theory based program might be best.
Lesson plans must be formulated with the particular clinician i~

. )
_J . H
no childrens books for an

mind. Materials must be relevant. . .
adult with normal intelligence. Plans should be flexible enough to
allow for change. Procedures should have -ome success built ip so that
the clients will not be discouraged. Carry-over activities based on
those things mastered in therapy should be given as homework. The
clinicians write out specific instrucéions to clients and parents and
hospital staff and ask them to check off daily practice sessions.

The therapy that you've been watching and he]pingxzw}s semester
has been varied. Yet, ¥ou have only seen a few of the many possible
approaches. When you are professionals you will add your own. 0
hopefu]]y, they will be re]evént and goal directed. amd you 3$§f make
careful note of performance at each session so that you can document
the success or failure of your procedures.

HEARING IMPAIRMENT AND AUDIOLOGICAL ASSESSMENT

Hearing is the most critical means o’ learning language and

speech. When a child is born deaf or hard of hearing, there is need
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for a great deal of special Hélp and training so that he can cope with
the hearing world.

! The ear consists of three parts. . ., inner éar, middle ear{and
outer ear. OQuter ear prdblems include things like congenita]ratresia
where the outer flap is deformed and the opening to the ear is closed.
Middle ear ﬁroblems include perforated ear d}ums, midd]eveqr‘l
infections, or lack of adequate movgment of the tiny ear ossicles .
(bones). If Qny’ﬁroblems oécur in the oyter or middle ea}, the patient
will have a conductive loss. He will be pard of hearing but EPt totaily
deaf. A child that is hard:of hearing will develop language Sut &ight
have difficulty pronounciné.somg of the sounds that he cannai hear.

When there is damage to the inner ear either before, during;or
after birth, the child has a sensorineurai 1os§‘;nd can be deaf. Urug
use or thé contraction of German measles dgring pregnancy can result
in this type of impairmant in the child. Meningitis in childhood can
also lead to a sensorineural Joss. '

In adults, damage to the inner ear or t& the nerve carrying the
sensation of hearing to the brain can occur because of disease, ot
excessive noise)or the aging process. These losses can result in reg]
problems in communication for adults; problems that may Qe unrecognized
or misinterpreted and need the intervention of speech and hearing

'Speciﬁ?ists.

The hearing specialist in ouf profession is cailed an Audiologist.
He/she is concerned with the identification of hearing problems, the
diagnosis of the condition,and the remediation of the problem. VYou:

are about to be given a tour of the audiological suite. The Audiology '
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professor will demonstrate the kinds of equipment used in testing hearing.
He will show you the pure tone audiométer and demonstrate its use. He
will also show you impedé%ce audiometry which indica;gs how well the
eardrum is runctioning in reflecting sound. He will demonstrateﬁﬁse of
hearing aid:z, oné of the principal methods of rehabilitation in hearing
impairment.

Audiologists work with infants, with children and with adults. :
Some are in hospital séttings or work with private otologists (ear
doctors) or hearing .aid dealers. Some aré in research laboratories or
at universities, There are Educational Audiologists that test and treat
children in the schools., There are Audiologists in industry that are
concerned with maintaining healthy sound levels se~as to protect the
hearing-of the employees. Many Audiologists spend the bulk of their
time in aural rehabilitation ,teaching patients to improve their
abilities in speech reading (1ip reading) and getting the most out of
the hearing that they have. ’ ;

When a child is deaf or hard of hearing, the combined efforts of
the Audiologist, Speech Pathologist,and Educator of the Deaf are géared
to helping him get the most out of his environment. Deaf children are
taught either by sign 1anguage;ar-a completely oral approach or a
combined system called total comhunication. Total communication is the
method preferred by the Education of the Deaf faculty members on our

campus. .
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QONGENITAL BIRTH DEFECTS R
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v

Dr. Devinder ehopra, a local neohétdiogist; spoke to a joint

“

* meeting of faculty members, ‘graduate and'uhdgrgraduate students and

trainees involved with the satellite programs. He is a pediatrician who

specializes in cariﬁg'for\the infant for the first 30 days of life.

h h Ed v . o o
Dr. Copra presented slides and gave descriptions of various congenital

birth defects.

A congenjtal birth defect is an abnormality that is present
when a child is born and is due to hereditary or prenatal environment.
fhere are certain identifying characteristics involved with many birth-
défects. (Some comﬁon birth defects and their stigmata (signs and

symptoms) that Dr. Chopra discussed were:

Downs's Syndrome:

The chi]d's facial «features are marked by an excessive]yllarge
tongue and a sﬁa]l mouth,‘ There is an extra fold of skin tissue around
the eyes, giving a slanted appearance. The child may also have incurved
pinkies. phildren with_Down‘s syndrome are usually obese, docile and very
easy to care for. They generally have low.intelligence, and may héve
other.qgfects such as heart problems or cieft pa]ate.\ Down's syndrome
is sometimes called Mongo]isﬁ and occurs most frequently when the mother
is past 40. ”

Apert's Syndrome:

This syndrome is generally associated with cleft palate.
Because there is premature closure of the sutdres of the head, the
head has a very odd appearance. There is generally webbing of the

fingers. These children may or may 'not be mentally retarded.

bb
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Tra1nee and clinician working with Spanish-speaking DownsaSyndromef
- _ ch1Yd at rural satellite

i

.
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Klippel- Fe11 Syndrome:

ThlS syndrome is associated with congenital deafness and the
thild has an unusual]y short neck and-low hair line.
Pierre Robin:

The defect is.charactefized by an underdeveloped mandible
(lower jaw), lack of growth of the external .and middle ears, cleft

palate and a small tongue.

Blueberry Muffin Syndrome:

This defect causes an enlarged liver and spleen, and snots on

the body. Th1s defect is related to the rubella syndrome and deafness

oo
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i§ common, o
Pendred.'s Syqdrdme: - " .

This Zondition is marked by ‘goiter, a swelling of théﬁlhnéid

“ugk

gland in the front of the neck, and may bepassociﬁléd with deafneg%.

&
4

_Waardenburg's ‘Syndrome*

¥

The identifying characteristics of this syndrome are a white
| L o i s '
lock of hair néar-the forehead and different colored irises. Deafness
is the most.serjous feature of .this congenital anomaly.

Trgacher Collins §3ndromef

. A M .
-There is lack of development of the external auditory meatus

-

-

(ear)iand an extra layer of skin tissue on the eyelids, but there is
29 - .
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generally no mental retardation. .
The trginees gained familiarity with a number ‘of congenital
birth defects and an understanding of xhé?many problems and implications.
- In spit2 of the existence of a very unusua; appearance, many birth
defective children have normal inte]]fggnce and éood potential. Othérs
‘ " can be helped with a variety of remedial propeéuresa
, LANGYAGE DEVELOPMENT IN MINORITY CHILDREN 4
Gloria T. We;dington, Ph.D., a 2peecn Satho]ogy professor at-
Sén Jose State University, gave a lecture to the trainees, the gradhate .
student»c]inicians involved in the~satellite progr;m, other §€udents in
\ épeech ;athology]and facuTty'members on the subject of 1a69uage .
development in Black and Chicano children. 7 '
Dr. weddington:began her talk by giving the average ages at ‘
which most children develop verbal language. Dr. Weddington said in

3

her observation of Black and Chicano clients who are developing language
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sk?]]s, these linguistic structures emeirge at the same time andzjn the

*

same order. Despite theories to the contrary, Black and Chicamo children

-

.are not‘inherent1y slower in developing language skills than other children.

Black mothers do talk to their chi]dren. However, they*do not

" often read to their children, generally. Middle class white mothers, on

the other hand, do read tec their children, in"aodition’to talking to them.
Igris through the interaction of a parent talking with a child and .
'hearing other sfb]ings and parents talk -that a child learns how to use

and understand amd—teaen language.

- Y

T A1l children learn the cu]ture to which they afe exposed, S0-
it is, 1ncorrect to say that some segment of the population 1s w1thout
cu]ture Cu]tures vary from*one group of people to another, Ong js

not bettér or worse than another; only d1fferent Many chi]dren'from'

m1nor1ty cu]tures are séen by speech patho]og1sts not because they

demonstrate true speech d1sorders but because the; have learned the
,1anguage of the1r cu]ture.wh1ch may be d1fferent from the language that |
the majority of geop]e use“ Var1qt1ons of .language (d1a}ect) are not -
considered speech disorders h Because:chiﬁdren are'menbers ot the same
m1nor1ty group doesvnot necessar?1y mean that they shou]d be placed , *
together for speech therapy, The1r level of deve]opmért organic
involvement, andAnature and extent of d150rder should be the pr1me.°
concerns. ' S . o .
N INTERPERSONAL CLINICAL DYNAMICS . - . - ¢ K
Dr Don Dorsey, professor and counselor at Ca11forﬁ1a State.Y '
Un1vers1ty’Nogthr1dge presented a. 1ecture/demonstrat’on on interpersonal
dynam1c§c}ﬂt11n1c1ans, tra1nees, facu]ty members and community profess1onals
attended. He discussed the differences between the superf1c1a1&contact
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and the human encounter. The helping feletionship which ébeech and
heariﬁg clinicians attempt to establish is a human encounter with a
90;1 of coﬁmunication behavior change. ‘Helping is risky; the effect
may be hurtful rather than positive’or neutral. Our expectation of
the clieng's‘progress sis a critical issue. If we do not truly expect
any pésjiive change, we might cons.-er removing ourselves from the

relationship.

Or. Dorsey supervised the students in a number of exercises

\

designed to learn me-e about interpersona’ dyqamgﬁs. Those who

attended were encourage’' 12 breakK into small groups and do things such
astmilling, eye-balling, following non-verba] cues, listeming intently
without interruption, etc. The students were then invited to share
their feelings and impressions related Lo the exerc{ées. Most left

with an increased awareness of the need to understand our own motives

.and the image we project.

iR SPANISH/ENGLISH SPEECH VARIATIONS

Maria Sanchez, a bilingual Speech*Pathologist at San Diego State
University, addressed trainees, c!inicians,anéifaculty members on some
of the differences between Spanish and English. In addition to the
obvious voczbulary differences, Professor Sanchez described structural
divergences .in the grammqrs of the two 1angua9es. Use of pronouns,
tenses, questibn formation, etc. is quite different. As a result, a-
number of linguistic "goofs" of different types result when a nati';e
Spanish’épeaker attempts English. These "goofs" are largely nredictable
bécause of the interference of one known language system on another.
The teacher must understand the structures of both languages so as tq‘
use effective means of analyzing and modifying the "goofs."

=)
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Phonological (sound) differences are mamy. There are sounds of

English that do not exist at all in Spanish, and many that are simflf;/w

but are produced differently. Because of this phonological interference,

many Mexican-American children will demonstrate‘articulation differences,

If a teacher.or speech pathologist is aware of the sound variations,
he/she will be able to distinguish between linguistic differences and

real developmental delays or distortions,

HEALTH PROBLEMS IN WEST FRESNO

- Noel Smith, M.D,, spoke on the health problems that are pécu]iqr

to the population of West Fresno,‘wh1ch is 1argd,81ack and Chicano.
Dr. Smith. specializes in gynecology, obstetrics and fam11y practice,

Among the problems that are found in West Frqfno is the near

non-availability of medical help. Although there are Black physicians

in Fres o, there are not enough to properly provide services for the -

entire population of West Fresno. There is one small .medical center

lTocated in the southwest portion of Fresno. At this facility there are

a number of doctors and dentists in private practice, but there are no

emergency facilities and no beds. »A second health related probiem is

the co  of health care.- Due to the cost of medical care, a large number

of the residents of West Fresno cannot afford health care. Some physicians

Timit the number of welfare patients they see because of a reduced

schedule.

some health-related skills seem to be acquired with further
schooling. Preparing nutritious meals, réading a thermometer, giving

a sponge ba*th are just some of these skills that are lacking in the

under-educated. By providing education in these areas it is possible to

¥}1
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raise the level of hygiene and care.

The overcrowded p®tient 1ist of pediatricians in town is also
a problem Refgrring a patient to another doctor may. require a‘iong
wait which may waste valuable time. The problems of health care in
West Fresno could be partially soived by an increasa in the numbers
of B]ack'aéd Chicano physiciang, other health professipna]s‘and
community facilities. .

‘ CLEFT PALATE AND HEARING -

During summer session approximately 30 students, facuity,
trainees and area professionals in speéch and hearing attended a
lecture presente& by Darryl E. Norton, Ph.D. Dr. Norton, a speech
pithology professor at Federal City College in Washington, D.C., spoke
on "Cleft Palate and Hea;ing Loss." His presentation was based on his
dissertation research at the University of Pittsburg; The study was
prompted by the accepteq finﬁing that otit’s media (middle ear .
infection) is universal in the cleft palate child. The tensor palatini
muscle does not function properly in Eustachian tube activity and does
not ptovide for adequate middle ear ?eration. The otitis is transitory

and is often treated routinely with myringotomies (draining) or

tympanostomies {placement of tubes in ear). Almost all the children

develop otor;hea (inflammation of the ear) as a side effect of these
treatments. : ,
Dr. Norton selected a group of cleft pa]ate/chifd}en between

the ages of 4-7 vears o1d who had no additional congenital anomalies,

A.number of these children had had Ongéing ear treatment at the

University of Pittsburg. Another group from West Pennsylvania

Hogpita] had had viréua]]y no routine ear care, The subjects were given
71
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a number of examwnat1ons 1nc1ud1ng otological, aud1ometr1c, {both

pure fbne and 1mpedance) ianguage, art1cu]at1on, intelligibility
/

ratings, hypernasality evaluations and measures of velopharyngeal

<

actibity.

A}

! Those subjects that were patients at the Un1versxty of P1ttsburg
) Med1ca1 Center appeared to fall into three categories: those that had
" had good- ear -care, those with fair ear care and those with.poor ear
care. The last group were primarily those who Tived in rural areas
and could not readily commute to the city far fellow-up ireatmene.
Those with good ear care were .seéen every four months for 4 years.
The'otological evaluations werc made with a negative point system which
figures all episodes of otitis media during the time perioe indicated.
Impedé;ce audiometry was of geeat value in formulating the diagnosis
and was s11ght1y more accurate than the otolog.st in indicating the
presence of fluid in é%e middle ear

Many criteria were examined: age at time of palatal surgery,
economic status, type of c]eft: pre-schoal treﬁning, speech and
language therapy, etc. ‘

It was found that the group with ear care averaged a 13 db

s
bilateral hearing’loss (0 db bone conduction) and the no ear care

l group aveeeged a 21 db bilateral loss. These "Tosses are minimal
end should not be critical in ]angeage development. Neither group
demonstrated significant language or speech probieqs and there were no
.sigﬁificant differences between the groups. The relatively minimal

hearing threshold reduction might explain the lack of ‘serious problems

in the experimenta]‘grodps. One factor that wag notable was that those

»
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who had had paIatef repair between tﬁe ages of 17 and 22 months appeared

to have the best speech. Those with repairs before 11 months (when

: b
fnadequate maxillary (upper jaw) growth or the trauma of hospitalization

Py

at a critical developmental period might have intervened) and those
rebaired after 26 months which appears to follow a critical 'expressive

speech developmental perlod did not do as well,

\ Or. Norton stressed the Ilmltatlons placed on ch11dren who have
. po _
tympanostomies: . . no swimming, ears must be covered, constant . .

foIIow-up‘Visits, possible=gtorrhea, etc. Iﬁ view of these psychologically
upsetting factors, and in .view of the lack of real diffefence between ‘
t@ose children with good ear eare‘and those with no ear care, he would
advise survei}lance without routine medieaI intervention for otitis
media- 1n cIeft palate children.

INFORMAL MEETINGS: TRAINEES. AND MINORITY PROFESSIONALS

AII.miﬁority professionals invited to campus as guest lecturers
and/or consultants for“the AHEC/Communicative Disorders projeet met
informally with trainees. The purpose of these sessions was a frank
intérchange of experiences, problems and suggestions and, as such, will
not be reported in full., Several points were repeated however in all
of the meetings and thes® warrant sharing with the readers.

A1l the professionals offered encouragement to the trainees, and
underscored the need for the1r services and the employment opportunities
that exist for them across the country. The trainees were encouraged
to 1mprove their writing skills, -to pursue doctora]'zrograms, to become
experts in a variety of sub»specIaIties‘\t;\be trained to work with

many kinds of disorders. They were also advised to maintain sensitivity

*

. 73
' Y40 g

('t




to cuitural differences and to continue communicating with those with

less schooling.

The visiting professionals displayed real enthusiasm for their
work and appeared to share a love and concern for people. Tﬁe warmth
and the sense of commitfment were appafenx to the trainees and reportedly

served as very positive motivation in their continued academic pursuits.




IV. A LOOK TO THE FUTURE

Among the objec£ives of the AHEC/Communicative disorders project
was the production of a manual of instruction and organizatien which would
serve as an educational model for similér programs. This publication
reﬁresents that objective. It attempts to detail the implementation
of the project goals a;d present; the basic content of the instructional
sessions which were held for the t;ainees.

Moreover, this section summarizes the highlights of a more
formalized objective assessment of the¢project impact_whiéh‘waé
conducted by an independent evaluator. ‘

The dynamics of the teaﬁ interaction are difficult to put into
words. Six of the eight trainees were excited enough by the experience
to request admis%ion into the Co&ﬁunicative Disorders major, Their
sensitivity to problems in communipatién and their familiarity with a
variety of clinical syndromes should -provide 'them with a real
advantage as they begin the‘éasic cedrsework. Their presence in the
departdent should present Communicative Disorders as a major in which
minority students can study'aﬁd succeed. .

In antig?pgtion of the jnevitability of project termination, an
effort has been made to create some didactic materials that can be used
by minority students and others to gain an awareness of the speech and
hearing proﬁessipns. Both this manual and audiovisuval materials :
developed through the grant can be used to serve this purpose,

The sixteen participating graduate student clinicians'(eight
during the spring semester and eight others during summer session) agreed

that the off-campus satellite experience was excei]ent and invaluable.
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Thex had the opportunity to work with a variety of disorders in totally
different settings. For many, the experience has resulted in a change
of professional goals. ., . more interest in pursuing the M.A, and
working in hospital settings. The clinicians found working with the
trainees a fine learning experience. Several stated that they wished
they had had this opportunity, and that the trainees would make good CD
majors and excellent clinicians, Thg students felt that the screenings
were hectic but provided an excellent opportunity to become aware of

~ normal- language in children representing a wide ethnic mix. Graduate
students and trainees alike felt that continuation of the saté]]ites is
necessary for adequate professional training and is critical in terms of

providing services to under-served areas.

Trainees working with severely handicapped cérebral palsied child
g at extended care facility
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A large number of letters from clients, families of clients, and
program administrators express apprecia£ion for the quality of services
provided by the AHEC/Communicative Disorders project to the community.
To insure continuity of quality services, an objective of the project
was the stimu]atioﬁ of development of permanent speech and hearing
p;Bgrams in pre-schbo]. rehab{litative)and commuéity facilities
throughout the valley. By demonstration of need of'these kinds)of
services and by setting an example of professional expertise, it was
hoped that local agencies would be prompted to fund speech and hearing
services at a variety of locations. The period of time of active
implementation of the project was short. Although there has been no
immediate community-supported takeover of the satellites, many ,
encouraging developments have occurred. The administrator of the
extended - care faci]ify has been conferring with other administrators
on the possibility of hiring a qualified speech pathologist to serve

- a number of nursing homes. (At present, no nursiqg home in-the valley
has a staff speech pathologist.) The county hospital is considering
inclusion of a speech pathology prcgram for the 1975-76 fisc'% ‘“ar.
The county Headstart is hoping to develop its own speech and language
program; especially in the light of the recent coﬁnitment to include
handicapped children in tha program. The citieg' Early Childhood
Education Department has seen the need for these kinds of services and
is hoping to budget for them in the future. The campgs ACTION program
is considering funding of a part-time supervisor position to afford igg

students the opportunity to work on community speech and hearing teams.

Some of the rural communities have become familiar with the services ard,

77
(Y




although local services are not 1ike1y; transportation systems are being
considered f° that clients can be Brought Eo the campus and/or other
clinics in the city. .
The 1,054 children screened, the 97 ciients diagnosed, the 55
adults and children receiving therapy, the é trainees and 16 graduate
student clinicians attest to the positive impact of the program. [t

is hoped that the AHEC/Communicative Disorders project has‘provided a

model for similar programs througijyt the country.
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APPENDIX A
BASIC IN-SERVICE LECTURE TO NURSES, TEACHERS, AIDES

[ believe that langpage is an inborh phenomenon fhat is *
species:specific to man. It is what makes man unique and ig bart of
man's genetic cgde. A11 humans have the potential for language. Other
species do not. You may note Ehat bees give signa]s: that chimps
can give signs, that do]phﬁﬁs have been known'go do clever things.
Nevertheless; only man can sporbgeously iniptiative an in%inife numﬁér
of sentences. A1l over the world, children devé]op language in a
systematic and predictable way. . . very much the same in sp1te of vast
cultural differences. Some parents don't talk very much to the1r bab1es

J
others talk them to death. The products of both thesg environments

usually begin to use language in the same way and at the same t{he.
Langdage emerges. . . firét the receptive aspect or understandihg; :
then the expressive qr verbal. . . and all this time almost inﬁediate
skill in associating meaning with the speech sounds.

You may discuss exceptions to the rule. Children that have been
totally isolated, raiséd with wolves, etc. have bad 1uck Atthough the”
or1g1na1 potent1a1 is there, the complete lack of human 1nteract10n
Seems to take 1ts tol11 and the%e children die young and are never
normal in Function. However, retarded children, deaf ch11dren, spast}c
children. . . although their progress may be slowef fhan normal,. can
and do learn language in a similar pattern. . Thg biological time‘table
is there although it is slowed down just a little. Primates, no matter
how mucr love, attention, learning strategy, etc. do not ever debe]op)

" oral language as we know it. But, in man, derrivation must be absq]utely

extreme in order for a child not to develop language.
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Hearing, the auditory moda]ity,fié the primary meéns of acquiring
S ' language. The potential is there. . . but the particular language that
' the child hears in his environment is fhe oné that will become his
mother tongue. . . be it Russian, Japanese, Xhosa or Eng]jéh. The 4
particular words, sound system, grammat1ca1 forms are a]l incidental.
the basis for 1earn1ng by Tistening and then expr8551ng concepts by
means of words is un1versa1 What happens with ch11dren born deaf7

%,
They have a very difficult time wigh 1anguage and requvre s1gn1f1cant .

special education during the1r ear]y years. Children born b]lnd"n;ve no .
language problems genera]ly A]though 1anguage and 1)té11ect are
related, deaf children can 1ndFed have h1gh abilities and begin to
blossom when language training is inténsive. .
There are many ways of er}aining language develdpment. . . and
each author will give somefgnafi ;ariation of the time table but let
me give you one representative account of the stages of emergént
1an§uagé deve]opment. During'thé first year of life babies Begnn‘ ,
-recognizing inthtt%onaT'patterns. . . questions, bawling out, general *
meaning of some;of the simple things you said to them. Expressively,
.they babble and cry/ The kind of babbling that they do may d1ffer
with the 1anguéges that are heard. Ch1nese babies are said to babbie
" with an 1nf1eﬁt10n that iuggests that they are differentiating tone
i
as is done in the Chinese language. They begin to speak in Jargon,

-~

putting together babbled syllables in such a way that you used to think

they were réai]y saying a lot . . . even though you can't quite
5 [t
understand what. T . ARG
Around the time of the ch11¢ s first b1rthday . . true words
“emerge . . . bye, bye, up, milk. ‘The sounds produced most easily are
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sohe of the vowels . . . /1.a e/ and consonants lik « g, b/.

During the second year of 1ifé the child begins getting really

~

" -( sharp in understanding tne spec1f1c mean1ng of most commands and,
s K
statements. Express1ve speech develops s1ow1y w1th more and more s1ng1e

words for th1ngsh After 18 months, the ch11d begins putt1ng words -
together in 2 or é hord sentences. - 89 the end of the 2nd year of life
the child may have as many as 250 words in his vocabu1ary . . . lots of
nouns, some action verbs and a few adjectives. ‘
The third year is an exciting one and there is accelerated
impro;ement in all of the pr yiousfy Tearned 1inguistie skills . .

.

. SRR "
R larger vocabulary, better upderStanding, longer sent&nces. Many children

N\

seem 4o talk every waking hour when they are approaching 3. Sounds and
1nte111g1b111ty 1mproée, personal pronouns and other parts of speech 7,

V4

emerge. Language may not be comp]ete]y torrect . . . in grammar or
even in pron¢unc1at1on1. % . but 7t is genera]]y good enough to make
wants known and is tundcAstood by those in the environment, If most“
of us were ab]e to understand®and speak a foreign language as well as
a 3 yéar old uses‘his mother tongue,.ue'd be pretty proud of our
chilities. At this point in time the child.is on his way .
refinements come lateg.vocabulary keeps increas ing all %hrough_lﬁfe -

but the bas1c 11ngu1st1c ab11 ties have emerged. .

What kinds of things can you expect. from children in pre- schoot?
Nery rough]y, we expect 3 year olds to frequently use sentenies of
3 woras}w4,year olds to use sentences of 4 words, 5 year olds to use
' sentences#of 5 word$ or more. The number of word§ is on1y one factory
s the complexity of the sentence structure is‘also important. The
Sy WY R NP T . 3

ﬁ*i?*;’ _ sentence . . , "I see shoes, socks, pants, shiet; coat, hat, mittens"
4 . ' N )

o ) s * : .
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i§ Tong but the sentence "I thought I saw them therq“ is more complex.
Aithough most children have no trouble with the vowel sounds in their
-languages, some of_ the consonants sounds are not masteréd until after
5 generally . . . i#kgf;; s, 25§, {S;é,/. t is not unusual to

1 fine wany errces an these saunds in the average kindergarten class.
Aithout any intervention at all, the errors usually self-correct in
first grad- nese sounds require a more complex, more refined combination
of phys{zdl adjustments and ne  to @ait until the chi]d is ready in
terms of his motor control. A%ter the age of 7 we expect that there
are no further errors. When there are, speech patho]og(gts try out
their skilis.

This is nct to say that we don't get involved earlier. Indeed <
we do.  The majority of our caseload is preschool. Why? Well, when
children are not developing language, are not putting 2 and 3 words
togettier td form sentences, are misarticulating so very many sounds
that their spéech is vi%tua?]y unintelligible, then we have to get husy.
Is thé child has an obvicus organic defect lise deafness, cleft palate,
retardation, cerebral palsy, we can begin working with him ;r her at

N 2 or earlier. If there is no apparent organic problem we usually begin
working with the children at 3 . . . because that is when éarents begin
getting concerned about the chiid's. development. .

‘ At about 3, the child may begin hesitating, repeating, b]ocking:
“e think of this as normal dysfluency and we expect some of it in all
children. How does this normal dysfluency grow into stuttering?

We are not real.y sure. We don't know or understand the causes of
stuttering. We know that it is aggrav *ed by environmental pressures but
we dor't think tha is the whole story. Some kids have horrendous
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préssure and tension in their lives and never stutter; others grow
up under what would be considered ideal, accepting, non-pressured
atmospheres and do stutter. We continue to recommend however, that
parents and teachers cool it, that they do not label the child as a

‘,;U‘!‘. 3‘.
stutterer, that they do not correct constantly with comments }ke

*'slow down"or “stop-and-start over~and don't talk so fast“or ‘think

8
what you are going to say first. We still recommend that the adults

work on making the child feel good about himself, show love for the

" child unconditionaily, and make communicating a satisfying experience

for ..im.

By the time the chi]d.is ready ‘to enter first grade he should
be able to handle spoken language well enough to follow instructions.
He ;hou1d be able to understand information and to follow directions.

Children who speak Spgnish or Black English have all of these
skills. They héve Tearned to proddce the words and sounds and

inflectional patterns they hear in their environment, and most have -

learned them beautifu]]y.“lf the child hés intérna]ized the rules of
his mother tongue, he has no language problem as far as we are concerned.
If he is to learn Standacd English, he should be able to learn it

easily eﬁéugh as a second language. We however have the responsibility

of learning more about his language and cultu-ge and developing better

~ means of evaluating his performance,

»

‘The problems with which we must deal early are things like
cleft pala.2, cerebral palsy, all types of brain damage from the
hyperkinetic minimally involved child to the severe mental retardate,
hearing losses secondary to otitis media and profound deafness,
stuttering, voice problems because of nodules, multiple articulation
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errors which render speech unintelligible and language dealy- for no
apparent reason. In helping to rcmediate these problems, speecH )
pathologists must evaluate and diagnose, provide appropriate therapy

and work with physicians, nurses, teachers, parents Qnd many professionals
who are concerned about the child. There are many of us that gré*

certified, credentialled, licensed and ready to help you. _‘ x

-
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APPENDTX B
‘ INFORMAT,ION PACKET
Language, Hearing and Speech Clinic

Lalifornia State University, Fresno
Fresno, California 93710

-t

Date:

We are in the process of scheduling
for a diagnostic evaluation. 1In order for us to es*ab11sh the
appointment, we will need recent medical information from a physician.
If the individual who is to be evaluated has been seen by a physician
within the Tast three months, please let us know the date of the
examination and the name of the physician so that we can send a medical
form for him to fill out. Also, please sign the enclosed authorization
slips and return them to us as soon as possible. These authorization
slips permit us to receive the medical reports which will allow us to
go ahead with the scheduling of the appointment.

If there has not been a recent medical examination, please arrange to
have one and send us the date of exam1nat1on and name of physician after
you have seen one.

The earlier we receive the medical report, the sooner we will be able
to schedule the diagnostic evaluation.

+ .
Sincerely,

Clinic Director

36




INFORMATION PACKET S *

.California State University, Fresno
Language Hearing, and-Speech.Clinic
Rqom 125,'Lab School ‘
Fresno, Cal:forn1a 93740 -
AR %mw' 287-2422

CHILD INFORMATION FORM-”

I. General Inlf‘brmatign \ 7 Time:

;o . Name: \ _ _ : 'Dﬁxe: ‘
Birthdate: File: :
Father's name: _ Age: Ockupaéionu

( Mother's name: Agé: Occupatidna ,
Address: = . . . ] Phoﬁe:
City: ___ County: __M_____; Sghool Distrié?:
Referred by: ‘ ’
Address: , : Phone:
Family Physician:
’ Address: ___ Phone:
School: Grade: ____;__ Teacher:

Brothers and Sisters (including names and ages):

LN

Statement of the Prablem:

Describe any other speech, “earing, or language problems in thg,/'
- \ v

family: _ ‘ >




I

1.

Iv.

" Conditions during pregnancy: General Health

.Circle delivery: head f}rst feet fir

/

Father's Education:

Mother's Education:

Prenatal and Birth H{stogy

wnd

‘Accidents

Length of pregnancy:

I11nesses ' !

Birth deight: ib. _ oz. Medical Care d

Lengthadf Labor Medication

Number of miscarriages or stillbirths

-
Age of mother at birth [ Father

Birth di- “iculties and/or injuries
- ‘ D \

L

breech  Caesarian section

t
)

I's

Feeding problems:

¥

T

Medical History (fill in-approximate age. when-child suffered the below
illnesses): ‘ '
AN #

Measles Convulsions Allergies

Whooping Cough  Mumps " Paralysis
Pneumonia __ Hearing ProbTem ___ Eanache
* s

Ear discharge Others

Accidents:

Operations:

[ 4 .
Developmental History (fill in age when child began the following):
£

Crawling Sitting Standing e
Walking _"“___i*____” Feeding self __ Dressing self
Completely toilet trained __~ Prefers which hand »
Using single words -Combining words

Difficulty in walking, running or throwing
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Speéhh, Hearing, and Language Behavior

Does child babble Coo _~  Hum' Sing Laugh
Does child understand gestures Speech
Does child respond to quiet sands' Loud sounds

Does child use woras to make wants and needs known

Gestures

Hcw does the child's speech differ from others his age?

What was your:first indication that a problem existed?

Give place and date of any previous speech or hearing examinations:

General Behaivor

Does child eat well Sleep well

Respond well to family Other people

Is child attentive Extremely active

Does ﬁe bang his head, rock, or spin Play by himself =
Is he restless Does he lose his temper

School History

t

I's child at school or nursery __ Where

What time of day ‘ ) Name of teacher

How does he/she get along at school

Additional Information (add here anything that you feel might be helpful
in the evalaution of this chiid): ' - (

7
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CALIFORNIA STATE UNIVERSITY, FRESNO
Language, Hearing and Speech Clinic
Fresno, CA 95710

T0: Date:

RE: Birthdate:

You have my permission to provide the California State University,
Fresnn fanguage, Hearing and Speech Clinic with diagnostic information
regarding the above named client.
Signed: Date:
(Signature of parent, guardian or
client if 18 years of age or older.)

Witnessed by: ) Date:

CALIFORNIA STATE UNIVERSITY, FRESNO
Language, Hearing and Speech Clinic
Fresno, CA 93710

Release of Diagnostic Information

The undersigned gives the California State University, Fresno, Language,
Hearing and Speech Clinic permission to release clinical information
concerning ' ) to medical and
educational agencies involved in his care and education.

Signed: - Date:
(Parent, Guardian, or Client if 18
years of age or older.)

Witnessed: Date:

9 )




CALIFORNIA STATE UNIVERSITY, FRESNC
Department of Communicative Disorders
Langqgge, Hearing,” and Speech Clinic
Consent and Release Form for
Phetographs, Motion Pictures, or Video Tapes
Consent is hereby given to the Department of Communicative

Disorders, California State University, Fresno, with the approval of

» to take photographs, motion

(schooi,»institution,;agency)

pictures,, or viden tapes of . These photographs
- {(my ch11d or myself)

will be used to train university students and demonstrate departmental
activities to the general public. y
T understand that I will be able to view the photographs, motion

pictures, or video tapes if I so request.

:

Date Parent or Guardian 7

»

Approved By:

Date - Chairman
Department of Communicative Disorders
California State University, Fresno

Date School, Institution, or
Agency Representative -
Date T Supervisoy
’ 9
|
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APPENDIX C
INFORMATION FOR CLINICIANS
I. Qlinic: .

Each clinic session will last 45 minutes. The remaining 15 minutes
of each session can be devoted to counseling parents, writing brief
evaluations of £hesession,etc, Keep a record of each of your
client's phone numbers, in case of tardiness or absence. Feep a
record of each client's visits. o

II. Conferences:

i N .
Cases will be staffed on Fridays. Be prepared with comments,
suggestions and pertinent questions about each ofyyour cases.

IT1. Lesson Plans:

Lesson plans are to be written in the following form and are due

on Thursday p.m. Lesson plans are to be writter in duplicate. ’

(May be hand written, but neat). A sample follows:

Name of client: ‘ Dates of theraﬁ}?‘ ?
Diagnosis: : Name of clinician:

Long range goals: (These should be written in terms of behavioral
objectives.)

1. To establish a level of verbal expressive language that is
commensurate with age. :
¢

2. To develop correct production of plosives in spontaneous speech.

Short-term goals: (These should be rewritten weekly, as judged by
the progress madc).

1. To establish /p/ in initial position in words.
[ 2, To devé]op 2 word strings in spontaneous :speech.
Procedures ;
Monday: —Activities } .
A 1.; This should correspond to short-term goal 9.

a. A second activity, with the same goal as short-term
goal #1.

2. Activity with goal of #2 of short-term goals.
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1

Wednesday: Activity

——

3. goal #3
4. goal #4
5. goal #5 ' .

A short statement of rationale should be providad for each activity.

Comments: (Use this part of the plan as a log of your therapy)
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IV. Reports:

A. The initial summary is a ‘typed, double-spaced statement of the "
client's problem and the behaviors he-exhihits during the first, )
part of the semester.’ The initial-summary with some minor changes
make up part’of.the ¢lients final summary. The following is- the

_ form to be used for final summaries, ' : -

CALIFORNIA STATE UNIVERSITY, FRESNO
Language, Hearing and Speech Clinic ,
Fresno, California 93740

"FINAL SUMMARY *

NAME : . BIRTHDATE: ' ~
~ SCHOOL STATUS: CLINIC FILE NO:

ADDRESS: ) DIAGNOSIS:

cITY: ' , PERIOD COVERED: - to

TELEPHONE NUMBER: DATE OF REPORT: :

SEMESTERS™ IN THERAPY:
CLINIC SCHEDULE:

Sessions per week L Clock hours of individual therapy
Length of sessions : - Clock hours of group therapy.
Number of clinic visists ___  Total clock hours of therapy

I. STATUS AT BEGINNING OF THE PERIOD

" In paragraph form include a detdiled discription of the initial
. .complaint, presert description of speech, voice, Tanguage or
development and general” behavior. K ’

This seven year old female was first seen .for a diagnostic

- " evaluation at California State Upiversity, Fresno, in 1969. At
*this time, she was found to be delayed ip Ianguage development,
Verbal expre<-ive language at that time was .characterized by two
and three word responses. Speech was characterized by multiple
articulation errors, primarily cmissions.

At the beginning of the semester, her 9th in therapy, Jane's
language, etc. o .

IT. SUMMARY OF THERAPY

Here enumerate your goals for the semester. Write g&t somg’of
your procedures for accomplishing the goals. y
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111, RECOMMENDATIONS , T .

A. FINAL SUMMARY - - Cy . .

A]ong with initial sunmary, add more information about
client's progress and behaviors<in therapy. -

Here write the progndsjs for " the person, if he should continue
therapy.

I

Student C]iﬁician_

“{type your name) -

P
N ! ' .
£ . - . e ! . -~

Supervisor

(type supervisor's name)

-

k kK k % kK k k ¢ %  k k& kK * k k k k

V. Diagnostic reports:

 ‘Diagnostic reports are to be Written in  the following format (see
following sheet), using the attached form, -and are due not more than
three days after the client -has been seen. Be sure the client has
a complete information packet. (1his can be obtained from clinic
secretary) and that releases have been sigped. * ;

A

* LANGUAGE AND SPEECH EVALUATION

"t
Al

STATEMENT OF THE PROBLEM -,

This seven year old gir) was referred to California State University,
Fresno, for a uiagnostic evaluation hy Mr. a social
worker. The mother described the problem as ". . . . . . .". Include
source nf referral. .

dISTORY —

’:1) Include prenatal and birth history obtained from the.forms filled out
by the parents, 2) development milestones, 3) any pertinent medical
history, and 4) social, family and school background.

OBSERVATIONS AND TEST RESULTS

Include all of your observations and the results of testing'in each area.

A. Speech:
B. Language development;:
A N > Lo ’ .95
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P RN
2 3
CALIFORNIA STATE'UNIVERSITY, FRESNO
Language, Hearing, and Speech.Ciinic

Fresno, California- 9% 40 “ L
' - h ¥

. | | : : .
DIAGNOSTIC REPORT
Némg | - Date of Examination .
Birthdate . | Clinic Classification
Age | B o -~ Examiner(s) . -
Parents {leave out when not;ggp]iéab]e) Clinical File Number
Address ' ! Informant - Y
City i B Referred By .
Phone ] ‘ . "{éhdress
Occupation, Father (leave out when N/A) Phone‘
‘Education, Father (leave out when N/A) . Occupdtioﬁ, Mother

-

(leave out-when N/A).
o ‘ . Vs
STATEMENT OF THE - PROBLEM (as presented when client came for help)

4

"HISTORY

- Prenatal and Birth ! . {ﬂ
~ Developmental -

Medical :

social-Family-School !

OBSERVATIONS AND TEST RESULTS (including speech, fanguage; hearing, peroral,
“and other diagnostic findings) -

) N - LY
DIAGNOSIS
RECOMMENDAT IONS B
. P _
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_ Perora] Examination:* ~ &, . ~ .
?%?;’:'-.. Q . - [ * € . 4 . W . = R
o ~.-~ - L) - ? oo o : )
e . R S
f ’ {DIKGNOSIS . . f&f\\ - R P . RN
‘ {write,a'staxement 'of the problem. * - . a ; '1» . . «\
£ \‘l “ ‘ [ . ' ) ‘ :.. ) :7 ~ .
ago&rmomous - - -, T e
i NS .
‘,’ “White what you fee] wodT& beuapproprﬁate treatment (therapy. no therapy, -t
* . re-gvaluation)’ and—zncludq the name ‘of any person.-or agency--to- rﬂceive et
. accopy of tne client's diagnostig report (dogtor s, welfare‘%ept K
o schoo] _speech_ patholog1st, e(c’) , N
) . L % 4 ’ <
vr You w111 be graded 1n the fo]]ow1ngwareas - ,; ~

4 . .
- .
» . . > Q- ’ -

C App]1cation of c]assroom know]edbe to c]1ent S prob]em

*

Bas1ng procedures on relevant ratrdna]é% '; }
_’g““w - - Abillty to describe the therapeut1c program with apprOpriate _ P
- . - procedures, = ' - ,)> . . v

-

v Ability to appropr1ate1y select and use d1agno$t1c too]s- ,L;,
'1 [ 3
Abi]1ty to use academ1c resdurces "o .- T

Ab1]1ty to observe and;nodtfydc]ient 5 beha&?or. . ) ‘ '
- __;_T;__Ab1]ity to ga1n conf1dence of c]ienf ‘ . - i ‘
| Ability to assess client’s srogress.. oo . ‘ ~.
___;____Abi]ity fo write concisesreports , . N

Punctua11ty .

B AN . ’ ;'
Creativity‘ . e v

23

had ¢

. >, Flexibility. . S : R

VII. The date for final conferences will be.annOunced “ Be sure to

bring to the conference your type reports, the-cover sheet for ,i '
final summary, the clieﬁ%'s folder and both copies of xour .
practicium hours. o o . '
H . ? ‘
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' 1 “e . %4 .The foﬂowmg is a- dmgnostlc #epo?"g, sdme 1e§§on p]ans and &
A e ﬁnal summary for a 23 year old non;;\verbél c‘ient with cerebral paISJ
\° T Y . .

N . The chent was seen in a ﬁﬁ"smg ‘home on a b1-week3y bas1s. A N\

A A 4 ! \
A . de§cr1pt1on of her behavior b’ei’ore\therapy can be found 1n the diagnostic
. 2 .
B

R > rpport*vThe overaﬁ progre.ss and - recomnehdaﬁor's*‘ca’n"b‘e' founrd in the ~ |
final summary. .. : ' -
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NG ~.* * °LANGUAGE; HEARING, AND SPEECH CLINIC C e NG ] ‘
A SR Sy California State University, Freaffo . L
+ Sy e .+ Fresno, Cahfornia 93710 . : o
T e e é ! L ¥ pHONE 487 2422 . :_‘: SRS Voo
0 DIAGNOSTIC REPORT - - . . s conrmsmlL
“_ MName:. _ Diame .. " -, Dateof Examination; Februar;y 20, 1974 |
o' ) - I > \ ¢ . T
v -~ -Birthdate:—_8-5-81_ . _. ¥ - = Clinic’ C1assif1nat1on }_Zerebral Palsy
; Age° -~ - 23’ years ' & \'\ Exammer(s) et
¢ ° . O N Y
T *'“Parents”*“’“"r T T 531 inical File Nqﬁiﬁér'?"f""“ e ' .
i : -, ® B N : ) R '
’ Address ©oe e Infomé\t: L x
B ~ . K e c . L . ] Y B t
—_— City._ F esno, Ca. .  JReferred by: - S 4,
N . “.~Phone:. __ . IR Address: . v . — A
. n ' « " ; e
0cccpat10n, Father - - Phone: - __ . . .
.n . N e
Education, ’Father . " Occupation, Moither - N
. e | ‘ Education,’ Mother: N ‘ %
¢ . . ) ’ "‘“ t P L. . A, 4 Y
"‘j' S : S \ . .~ . T " '
CoNE T LANGUAGE AND-SPEECH EVALUATION" o
>, - . ’ 74, . ?" ’F . : . ‘; ‘ - - '
: !ﬁ . - B . t PR . . N . ': "‘. oo o . )
% STATEMENTOF THE PROBLEM - _ S A " - -
., Diane is a-22 year 51d female current]y residing at a Ffresno- convalescent -

<" " hospital. She is' ‘diagnosed as having e«rgbral palgy; spastic athetoid
quadraplegia. . Diane has athetoid movege s of the upper extremities oo
and $pastic contraétion‘s of the lower extremities , She wears glasses -
S« Lo correct myopia, _ ) ¢
Diane requires total nursing care " She must ‘he secured.and positwped*‘ R
1 * »in a wheelchai Ea She does not feed herseltwithout assistance. It '
was reported that Diane has rd speech or lanjuage ‘but attempts to °
communicate with facial gestures. Diane ‘has ffficulty chewing and + o
swallowing.® She is currently ona soft diet and js: medicated on'a N

* daily basis . Cng - .. , ' \
k7] Ve e ’ . '
. & ) . . H
° X .
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: . . ‘ ’ 100
\ .
b 10} ,
~ ‘ B -
l’,% . A




“w

) ——”“‘”‘“"““A'“TiOTOR Acnvm Diane exhj bits athetoid m&yenpnts of the uppem

"the examiner ; CT

< - \ . N
! ’ s LI \/' LY R .
¢ % : H . L . 5
' 4 e 4 ¢ . ¢
) . 7 A
HISTORY I . L.
. N # ., o - " , Lo
Diane suffered cqngenital cerebra1 palsy spent 18° years iﬂ a day L0
care schdol for cerebral palsy children. During this time she 1ived R

with her-mother. She enjoys-social activities, music,- crafts, etc. .
It has been noted that:Didne responds positively to thestimulation of — R
events, ostside the hospital environment* ‘It 1s.reported that Diane has

exhitited receptive language abilites.which al]law her to respond in Yoy

some: fashion to the routine of daily 1jving. Diané has‘ received .
physical therapy in. fhe past, but not currently receiVing such care.

¢

OBSERVATIONS AND TEST RESULTS - . - f .

extremities. She did not-exhibit the.ability to, grasp objects and ho,ld

. them for any length of time, The.left—hand seemed moré: severely invo’lVed et
"'than the right hand. Her posture in the.w hgelchair was 'not erect. “Hith -

as%istance. she was placed in proper sitting position with her hands -~ ° v
directly in front of mid-torso and asked to maintain this. position for o 3
a short period ‘of time. S$he maintained this posture forfapproximately 2

seconds.'. When asked to point to pictures and objects she did not &xhibit .

the ability to voluntarily-produce -the necessary moter act. . .«: :

B. ORAL EXAMINATION: A formal examination was not- administered. Diane, s
consistantly protruded the tongue during attempts to verablize. She- ;
periodically was noted to grind her teeth as(she attempted to yerbalize

Reports note that she has difficulty eating and chokes easiTly. ix * Fj

- C. SPEECH AMD LANGUAGE : Verbalizat\onsa either spontaneoqs or as
_receptive identifications; consisted

_/hal/. It was noted that nasal snorting accompanied*breathing and an °

of the' low intehsity ytterance

occasional verba]ization. Receptive identifications of objécts and o
pictures were not clearly noted. Due toithe extreme involvement.of the
arms and hands it was difficult to measure identifications. Imitative

-eral. moveménts necessary for production of the bilabial phonemes /p/°

and /b/ were not exhibited by the subject. Diane remained attentive
during the: examination and attempted to carry opt all commands made by. -

.
L] - 2

~ - 1
P $ .

SUMMARY AND DIAGNOSIS - R

£

- .

{
Diané exhibits oral function which is extremely reduced due. to her - <° .
present physical.condition. She preseqts herself as a cerebral palsied
adult with undifferentiated speech or langauge. -Her fine and grgss - )
motor functions are limited. Diane does ‘exMibit a very positfve o T,
willingness to.attempt speech and motoric tasks oo

RECOMMENDAT IONS

- -

\

1. It is recommended that Diane receivb week]y speech therapy. twice ’
a week if possible. , .

.Y b . S0

- 10z



. v . ':
* + 3. *Therapy should be geared toward increasing Diane's voluntary control N I
-, 0f her posture and motor‘ functions of her hands, and arms, Dral . /7
: mobility related to-specific productions of phoriemes-shoi}d be -
- . . stressed, TR LT T . T :

. .; ) ..—.t" o

. 3. Diane should be encouraged to build a phonemic jnventory Mhich would '
‘o, facilitate her communications in the immediate environmgnt, - TN
. . Yo . . . 3 ’. 3

. . N '
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LESSON PLAN o :
Client: .\Diane . - Sypérvisor: 5
Date: W/l 4/3 o \ Diagnosis: Cerebral Patlsy, Non-Verbal
Ciiniciang ‘ -
N T T : : N

Long Range: Goals . b s . s
4

1¢ To improve the client's voluntary musc]e control of the upper
extremitiei

2. pgb;]d honetic inventory within the 1imits of ‘her phy31ca1
. lities which satisfies. her peeds for communication.
3. T6Le§§ab1ish an expressive moHe of communication.

Jmnediate Goahs

0 *

To improve thc posture of the upper torso.i ) oo ~
2. To improve ey: contact during commu.nication. ¥ '
3. To secure ithe client's ability to approximate her lips—uoluntariiy
to fhe count of 10. : i
4. Taq secyre the client's abilitx,to produce a graduate mouth-open. ..
"¢ ,and graduated mouth-closed. ’
"5.-.To 3esensitize the orgl cavity.. '
‘6. + To secure the client’s ability to move ‘the tongue out voluntarily
y fora calint! of 5. . = L

e 1.

Protedures: Monday : ' . “
 HroRedures

1. The clihicjah will assist with proper positioning of the upper torso.

- The client will be'verbally rewarded for periods of proper.positioning.
Jhe cliept will be encouraged to return to the proper posturing without
assistance. i{The trainee will ‘help monitor posture during the session.
The c1inician will 1ightly tap the client on top of the fiead when
the chient fails to maintain’ eye contact.,” The trainee wi]l assist
in reihforcing this behavior,

3. The clinician will assist with 1ip approximation anJ~'TTT'CUUHE'!U“""I‘~—u
~ 8 simuld aneously This- procedure will be repeated 2 times.
3a. The client will be encouraged to approximate her 1ips without =+ . ',H
. assistance td the count of 8. This procedure will be repeated 2-times.
The client will be encouraged to gradually open her mcuth; the
clinician will assist with the action. 'The client will then be
asked graduaily to close her mouth; the clinician.will assist.
5. The clinitian will.use his fingers to 1ightly brush the client's
teeth, gums,: buccal cavities, tongue, hard palate, lips, etc.
6. The client w;m be encouraged to move the tongue outward from the
‘oral cavity in a voluntary fashion and hold for the count of 5. The
clinician will ass1st with the activity if ecessary.
Procedures: Wednesday
i

Repeat procedures 1-6. U
, . 3

Comments:

103

. o
» - 104
R N ) i

w



, W] ? ) °’_ o -

¥ - ,
LESSON PLAN L , ’ S AR
Cﬁent: Diane ’ » s .. Dates ef'Thei:apy: ,July Nand 3 '
‘Di_agposis: Cerebral Palsy, Non-Verbal ‘Clii'nig:_ian: - - "

>
s

“LOnQ Term Goals - , A
o b h

L
»

1.. Ta improve ¥oluntary contral of upper extremities -
2. To establish voluntary muscle control of prespeech activities,
3. Td build a.phonetic inventory within 1imits of her physical
, capabilities, <o, - ) ‘
. o. \ Ly , y

—Shiort Term’ Goals o NS

L 3

.t . . : .
1. To strengthen €ye bligk method of respondifg %o yes-no questions.
2. To strengthen operlyad clesing.mouth, and tongué.direction‘in -
response to "do, ths" and a'model. * vt
3. To strengthen imitative vocalization of /a/ and /m/,.and td establish
“« /bbb / imitatively . . . o s

-
- .

Procedures:’ Monday and Wednesday, "+ . . .~ _ » “
. . o . . % i N
1. To strengther the eye-blink méthod 6¥responding to yes-no questions,
* +  %he cligician will begin and end each sessjon with a few questions:
which Di%ne will respond to by sigf®iing one blink for "yes" and
© two blinks for "no"s The trainee will also attempt to eljcit this
blink gesponse. - Che :

2. To strengthen opening and closing the mouth,.and tongse direction,
Diane-will be dsked.to open and clode her mouth imitatively, and -
then on, command without a model if pdssible, for,a count of 8-10.
For tongue movement and direction, Diane will be asked to"move her
tongue n and out, imitatively and then on command, aud hold it .
in, out, left, and right for a count of 3-5 seconds., .

3. To strenthen vocalization, Dianew%}’] imitate /a/ qnd /m/ with .
assistance if necessary. She will be timed to see how long she can
hold phonation. The-trainee will assist with the timing. Then she

will be asked to imitate /b b b /, with aSsistance. . ‘
i e '
. : i
, . . AR N
_ ‘ N
o\
3 ’ . .zti .
s
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o <. "4 CALIFORNIA STATE UNIVERSITY, FRESNO
L . Lang: age, Hearing and Speech Clinic
' A > Fresno, Caljfornia 93740
% (\ . * o, . s e
CoL . FINAL SUMMARY
. . . ' - o
NAME: Diane ' BIRTHDATE: 8/5/51
\ SCHOOL - STATUS: - CLIMIC FILE NO.:
: ADDRESS: * ' * — _ DIAGNOSIS: Cerebral Palsy:
_ , i Non-Verbal »
N CITY:Fresno-— . __PERIOD-COVERED: JA,.tQ___,SéLM .
o TELEPHONE NUMBER: . DATE OF REPORT: May 1973
SEMESTERS IN THERAPY' 1 . o :

CLINIC SCHEDULE ' . : —

. extremities and spastic contraction of the lower extremities., ' Diane is

currentl{ attending the Cerebral Palsy Day Care Center. Fresno. Caiifornia i
b ! on a daily basis. o

\ Sessions per week _ 2 . Clock hours of inidividual therapy 10
4 Length of-sessions . 30 min., - . Clock hours of group therapy 0
\ Number of clinical visits 20 Total clock hours of therapy 10
\ STATUS AT BEGINNING OF PERIOD 1 ' o ' K » % .
\ Diane is a 23 year old female, currently residing at a-Fresno convaleseent >
\ hospital. She is diagnosed as-having cerebral palsy with resultant /
. \ spastic athetoid quadraplegia Diane has athetoid movements of the upper f

“

i She is confined to a wheelchair and requires total nursing care, Diane .
has difficulty swallowing and chewing. He diet is soft and she is
' medicated on a daily basis.

Diane was seen-for a diagnostic evaluation on 2/11/74. At that time
~ Djane communicated using facial grimaces, an occasional indistinguishable ~ .
" vocalization, and by using eye blinks to signify yes and no. Her oral
. t masculature fs characterized by spastic contractions, with little
palatal movement, and reduced voluntary control of oral structures. v

SUMMARZ,DF THERAPY

K

.o ‘ - .
== N

The goals 1n therapy were:

1) _To improve the voluntary muscle control of the upper extremities.
2) "To establish voluntary muscle control of the pre-speech ac¢tivities.

105
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—L—t_*“f;‘HHUSCQET"*SHE_GOES not..exnibit the ability to 1mpodndTETF*Tn*therO?a1\
- cavity necessary for the‘plos1ve phﬁhemes. ) -

L]

*3) To build-a phonetic “inventony withif.the 1imits of her physical .

. capabilities. - . LA . N
Diane exhibits the ability to apprdiimate her 1ips and hold for a coynt
of ten. She is able to employ a graduated oPen closing of -the mouth
without- assistance. Diane can smile hold for a .count of 3 with-. ¥
assistance, . She can movc the tongue out. of the oral cavity and hold -

.. for a cdunt of 10 without assistamce. ' She exhibits the’abi¥ity to move .

the tongue out of the oral cavity then lateralize to the' right and left,
and hold for a count of 2 with assietance, .

i

- Diane VOéEﬁizeé an oécasional./no/ with articulatory proficiency.
. She does-‘fiot exhibit voluntary contraction-of the orbicularis oris

X
. ° . I 3
Confirmation of cofmunication’s continues te be made ‘suing the .eye “
blink method, (one.blink yes, two blinks no). = . ’ ,
, . . , o w W e
RECOMMENDATIONS N " ) .

It is recommended that therapy be continued on ‘the twice weekly schedule
currently used. Therapy should move toward voluntary\cdhtro1 of
pre=speech activities. A prégram of sucking, swallgwing, and eatin

- should be initiated in conjunction with daily activities at the‘Cergbral'

refinement of gross motor involvementy'in the upper extremities could

Palsy Day Care Center and convalescent hospital staff, Possible
lead to establishing a language board for the purpose/of commynicatjpn.‘

3

. k‘.
Student Clinician s ’ )
H - - ) . A R
";c - o IS
Supervisor
cc: Hospital Administrator ' !i T
B L4 } .
L] .
N, V
< ’ \'7-/
\ )
& .
- £ .
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APPENBIX E | - . . oo
' EVALUATION or mnmAL COMPETENCIES L .
' The foHowing form was_ d to evaluate the student cHniciam e ;‘
It Hsts areas thet the, facﬂ\ty(at CSUF hav {nund to'{’e important for i
cHhical competence. “The student: is judged by his performance in each - |
of the areas, and by his performance when ¢ with the f}ieht rﬁd-semester ' |

J_inputnis idd{icated inJheJComﬁentsi‘ Sec_tic)n. " An evaluatnon is N
comp\eted by the supervisons for each cHnician at the end of each t

x
T b

.clinical. semester . o ..

.
N -

I3
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CALIFORNIA STATE UNIVERSITY, FRESNO '
Department of Communicative Disorders v

The clinician demonstratesf

background, and training in/the field °

Supervisor - - ; ‘Final Date N\

+

‘- EVALUAT!ON OF CLINICAL COMPETENCIES
. i ; h .

Student Clinicfan Midterm date

COMMENTS *

2.

of communicative disorders/that is’ /"'

apprepriate to the probl f of the

- client w1th whom he is ybrking

Knows, unders nds, appliese
adapts = “ {?
Knows, understands, applies "
neéds constant ‘consistent .
;¢ assistange’ to apply and adapt
" .Knows, Sgme understanding .

, difficu ty appljing even with ‘
assistd
. kim ezéd knowledge. iimited
, understanding

)

The clinjcian will consider specific
langua e, speech, and hearing problems
according to the objectives of .the
tota)’ ‘rehabilitation program-and ‘uses
theory in analyzing tasks.into
component steps, establishing

Jectives and appropriate , °
/reinforcement schedwies. )

Uses procedures based most of
time on relevant rationales
Plans procedures consistent
with reinforcement

Is not sure how te reinforce
desired learning“and behavior
- Has little understanding,
reinforces undesired learnings '
and behaviors -

Has Timited understanding

~—f

. Knows,/fairygood,qnderstanding,\k

The .clinician will demonstrate competency

in selecting appropriate diagnostic an
evaluative tools (by including




A Mmtion rrom case hi}s:ories’)

_ s, - .:to assess the client's problems ang
g can administer and interpﬂt these
* 7 . in the therapeutic’ planning
T procesa . )

. L , [Can ‘put §peech Tanguage. and .
B AN hearing prob unstin -terms of
- U et i itatian based

=N L L e s valuative  °

o e t.

T Understanfds i.nfohnation

RS ¥ gained from. diagnostic/
« Tt s gyaluatdv process-and - ™

N xattemp-ts to ingiement in the
DSA . otzlerehabilitatign process.
N, ~ T Attempts to understand’.
e 7 ¢, ipformation but needs ¢
PR ‘ Supérvision in implementing. .
FeN L “the’ information in ‘the .

as 1jmited understandtiné

C o2 TS and requires maximum. -

ot “-%, - Supervision 4. Ty
, \ ¥ Cannot see the. probiem in”

appropriate prospect{ve and

. cannot follow ditect super-

/s

4 “Th,é fician will demonstrate' his
; +'ability to utilize academic

/"’ .~ 'y . - resources in planning and -

S G PSN iniplementing.fherapy. o

. - /Searches oyt mltiple °
T .. references~independéntly )
RS . Uses texts, class notes, .
& ! assigned résources
o . Reads assignéq, resources and
'-ﬁr . ~ can use.for ‘pfanning wjth
- 5 \' some assistance .
) »___"_ Reads some assigned r:esouﬁces\
- has difficuity rélating and -
\e\—- using even with nssistance '
. . Hight use a resource
v ., -\5-
: “\ N ".The clinician wiﬁ nstr,ate his
©« N T F &nowledge of .réfery oéedures\?l:y

.

following,__apprgpriate steps whew,
"+ tfeed for assisfance or consultatidan

\ . ‘* wision : -

& %ehgbii itasion process \ "

_is. gvtdentimthe ¢hild's behavior. i

- s '
B i
:
- [ . .
~ . €
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.
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' o COMMENT .
m T ' %
Is alert to extraneous
problems manifested by the
. client and suggestions for
. specific procedures to g S ‘
.follow to conﬁ;(m or deny the '
suspicions -
_ * Questions if a11 the problems )
', . are being observed and if the A\ ) SR
’ . needs are being met and . o, ) .
- . i - . questions how- to proceed with o -
referrals
. Would follow procedures for a
referral if needs were pointed .
out e : . . ) ‘
Has limited ability to see . “ C
needs and follow referral \
“procedures even after{tbé;

SN

.

’p’

. have been pointed out
Cannot follow up refe . -
procedures ‘or see the needs L .

. . after they have been pointed e »

‘out , . . L

\~ . .
6. The clinician will deStribe the o c oL .

oo " therapeutic program’ with ¢

. appropriate procedures for each .~ f “
vbjective. o c e

Qutlines "long-range semester oo
. goals as well as short-term ]
s objectives with appropriate, .| , \
sequential consistent tasks :
OutTines.objectives a few weeks
in advance with appropriate,
. sequential steps most of the
time @kr " ‘
Outlines objectives from Y. .

sessdion to session usually

_appropria

ﬁgsbut not always

¥

séguential™ . . 4
Cutlines objeotives for : A . ) .
. individual activities at times, R
./ ’ sometimes appropriate, not . . /
. usually sequential - .o
. , . Outlines”unclear objectives - Sy
- ' not usually appropriate or R _—

> sequential - / cor

. .
K - N ‘// ’ §

7. The student will demonstrate his - i L
ability to gain the confidence of ’ . o

S (T8
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COMMENT

L]

client and family by credting an -

sphere of open communication
regarding the purpose of clinic and
c]inical ﬁVocedure.

Listens, reflects, and
explains therapy in
appropriate terms:

————

Listens and attempts to ° ™

explain therapy
~—3Attempts to listen but is
often judgmental and
inconsistent in exp]ain1ng .
therapy -
Keeps the-client at a

—tt—

distance and is defensive about}

explaining therapy

Cannot relate at any level or f,'

explain his therapy

The clinician wi]l demonstrate his
abillty to continuously evalute the

client's response to therapy through N

an o6n-going assessment of methods,
procedures, and tasks. :

!
______ Alters plans relativ. co
week]y evaluation - resu]ts,
observations, impressions
relative to specific
objectives and procedures
Shows concern ‘about
effectiveness but has
difficulty altering
. Considers efficacy of program

only after problems are
. pointed out

. Has limited ability to alter
plans even after they are
pointed out
Cannot alter plans or
procedures or accept the
errors in therapy

The clinician will demonstrate use
and manipulation of materials and
equipment within the clinical setting
and make appropriate "out of clinic”

assignments for "follow-up" therapy.

m

R o



COMMENT

Is always imaginative, -~ . |
effective, and captivates the -
interest of the client
Is usually effective and
sometimes imaginative.
Is often not appropriate to
the procedures and/or client
Consistently, uses too many
. or too few materialsp

: . Cannot create - no 't
_'imaginative matepials - ,
totally inapprop ‘jate

The c11nician demdnstrates flexible
clinical behavior through his ability
to revise procedures to adapt to

(

spontaneous situations that arise.

e Is’ skillful in "on-thespot"
. adaptation
Can c¢hange procedure and still
« pursue stated objective
Has difficulty when he departs
* from written plan )
Ignores situation and "sticks"
to the plan -
Cannot see spontaneous
situations and can never
change procedure

The clinician will provide maximum
- opportunities for the client to

- assess his own progress during =
therapy sessions by keeping °
appropriate charted records of
performance. This assessment should ]
be at appropriate intervals and
objective in nature.

Strives always for maximum
client participation and sefs

-~ 1

'\C‘“
R the ground rules for "
4 "on-going" regular client - CE
assessment N S

Maintains client participation,’

only session by session
Tends to be underprepared in. X
client involvement and is not.
always consistent :

but assessment is conducted |.%°

:l]l;i( .
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cL Is not prepared to involve

)

- ¢

”

« the client in assessment'of
progress . .

« Client is incidental - never
involved in assessment

The clinician will demonstrate his
ability- to write clear summary
reports which are specific and useful
to teachers and other professionals.

Uses precise, professional
terminology; includes
specific recommendation for
total rehabilitation program
Reports'with some Tack in
clarity; no specific
observations includeds ,
Writes general reports with
marginal number of
recommendations, no
observations

Writes jumbled,.disorganized
Not relevant - unable to
fo01low recommendations

)

The clinician will demonstrate
competency in making judgment for
therapy and referral by differentia-
ting between clinical observation
vs. persongl impression; ¢ clinical./
insight into.nature of client's .
probiem vs. personal feelings about -
what "might" be the problem; and> |
valid recommgqgat1ons vs, invalid
recommendations. -

test results,, ovseryations,
-y uperviser s comments, \
teacher's notes and
impressions, and persona!
information from children, .amd
" make judgme?ts and appropriate|
recommendatfons_ about.the
client
Is methodical in procedure to
# gain-information about  client
but is sometimes reticent to

make‘judgmgnts and appropriate _

A
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recommendatioris about client
Experiences difficulty;in
relating all information in

‘or the client
Consistently-m1s1nterprets
‘., information and cannot get
: "on target";with the client
Makes no attempts to get
=~ informatidn together about

cliept and is unable to make
judgmehts and reconmendations

14. " The clinician will deMOnstrate
, professiomal behavjor by discretion
. in discussion of clinical matters
pAR and by pynctuality in meeting
‘ clients and assigneq.deadlines.

L

Meets assigned deadlines .,
+ ‘promptly and wftﬁ\bll
materials/reports prepared; is

+ articulate.in discossing

) : client with professignals

Has valid questions nd

reasons for ‘not meeting

: deadlines;, can discuss client

. wlth‘profess1onals if, leading

questions are‘%gwen r

on deadlines .and delays
starting therapy on time; "
reticent\ to discuss client's
- problems with professionals
' - Often-asks. for extensions and
. * seldom starts-‘therapy on
time - even absent sométimes;
% avoids discussion of client's
problems with professionals
Does not Meet deadline dates
and does so with no,.
communication with supervisor
" . or client; will not be .

-

of client's problenm

. The clinician recognjzes his own’
professional competence as well as

Sometimes asks. for &xtensions |

- "pinned down" for a discussion

his\\imitatlons and seeks approprlate

oL the total rehabilitation plan, L

P

~
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. redgfining Bbae$t1ves ?als,
,and *strate always fglloys;
’ * thrbugh w1§¥ﬁsug st1ogs .
- demonstrirt qu1r1né
) attitude abob his, spec1a
Lk field
: 'Usua

matrix; i.€¢. clinician/client, .
1n1r1an/parent, clin1cian/teachen/’

etc. .

« . ¢ ) )
‘" *Has a sincere attItudeiandas

honest’ approach szlp*ng
a people and.can relate to all
P . persons invo]ved’an the -

COMMENT

consu]tat1on and ass1stance\when
necessary .

P
Appears to always want to
e = Fim rove; i3 consistently < -

. suggestions that ha (bggg
~given after he see

follow? thkgggﬁ w1th'”
- S
* " consultatién but is no i

Tt always vedefining goals’ unless
. " he has”been-so directe by the
o ¢ superv]sor, inqui ing a titude-
o evident only regarfing a {'
. \“;qtzﬁcrt1cufar cljent with whom hel
Y A y be expengenc1#g ' .
Ly difficulty 1 therapy . y

«Must:be directed by shpenyisor
#4n a1} areds-yf redefining
,goals, following through on
suggestions, and search1ng
new information , N

+ -+ Unable to foldow through even |-

" after supbrvisor has-made
suggestions and has 11nntéﬁ

gbi!?ty ‘to-search. out”new -

pproaches ’ Vo .
Refuses”any suggestions Aé;f
X never follows ghrough in

search for new approaches
inician wi eterm;ﬁe the )
extent to whjch hi§ own personality
" char cter1st1cs’ﬁontr1bute to the
reldtionships Within the ¥linical

4 therapy setting in a

0. SN

Y Y

% portive way while at the

ﬁ{: ' ;h(, : *
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. The clinlcian will démdhstrate his
“ability to modify the behavior of
_cTient by structuring and designing

tasks for success.

“ how to approach tha.discipline

* Has difficulty understanding

The .clinician will presenk hw%self as|
a model-in terms of behav or,

discipline, personal charact
and %xpressive/receptive landulge.

same time providing. = @
opportunities for maximum
ihdependence

Displays sincere and honest
attitude in dealing with’

but has difficulty sometimes

persons in the therapy settinj ]

being appropriately supportive

Expresses interest bfit not
always substansiated by an
‘honest approach with persons
involved.dn the therapy
setting but will change if
'directed by supervisor

Appears to B "putting in '\’

time" and persons involved 1n‘$‘£’

therapy setting feel it
Demon: txates a "tould care .
less! attitude

and is able to be as
authorit " or permissive ag
the situation requires
Seems to- have-godd -control-but
has some difficulty switching
from one approach~to the other
Needs supervision in deciding

and needs modeling from the
supervisor regarding correct
approach '

1mportancé of discipline and
¢an't 1mp1ement after modeling
has been presented

Refuses to become involved

follow any modeling

-»

self
tics,

\\ - &

3
v

Uses a propriate techniques tc g
.control the behavior{hf client

4

client's behavior and will not| -

]
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‘ - ‘ COMMENT

Has pleasant voice, excellent k
Loe articulation and language; o ‘

..grooms self appropriately and| - =~ ° e F

' " not offensively, behavior Lo ®
above reproach
Adequate voice, articulation, s e
~ and language skills; personal '

" grooming; and behavior
. Needs,maximum supervision in |.
learning to be a good mode} -| -
“ R Has a correctable : S
communicative disorder and/or

» lack of self-discipline .’
. Will not conform to the o
established suitable clinical] . ..
‘model
LR '
Course Grade ° ©e T
Kinds of Clients: "
2 « "\ N ) S * ' > .: ‘
e . - : ' . ’
Total plinicalf«{:lo;\k Hours . . vl
Semester in Ciinié(circle((one) | - ) SN
M a o o L L
| T ‘( . .
(. R ' , ,
oo " Supervisor
b L% ! . (Signature] ' .
EEN - - N - :
e T T e A stydent T
Ny s Y o (T.fgnatu_re) :
y - ¢ N W d
' . n\. . : EN -2 *
/7 %
I A
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APPENDIX F . . ot ot ‘
SUPERVISOR EVALUATION o
The: student clinicians are also given an.opportunity to dege
the supervisors performance. Each of the students is asked to.rate a
'supervisor and the, total for each—area is-averaged. It is administered '
at the end of the semester by a staff secretary who types the hand
. written comments before submitting it to the Supervisor ~\It is,@gpéd

-. that thiz becomes a learning experience and affords the opportunity v

'for continued imprdvement of supervision )
\
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CAL!FORN!R STATE UNIVE&?!TY. FRESNO
Department of Communicat®ve Disprders: ~

P e . h )

l L . SUPERVISOR EVALUATION " .
Name of -Supervisor N ' - y
Course * . i& 5 Date .\ ! s
Rating. Scale: 1-2° 3.4 5 6-7  8-9 ’
< Very Poor ° Inferior Avenage‘ Superior Outstanding

* ‘=_—————=#7 — —l_..

1, Is the supervisor a]ways willing to give advice and direction?
2. 'Is the supervisor understanogng of the clinicians ]imitatiohs

. and inexperience? '
' 3. Does the supervisor give needed . reassurance even when c]inician -
makes mistakes? e
4. Is the supervisor willing to give references and source —
material which may betbeneficial in planning? .
4
5. Is the supervisor helpful, in giving Vdeas for better motiéatfon ___'
_ Or strategy .of the client?
6. Do you or your supervisor agree ‘on the criteria for assessing . ;
T yourclinfcal abilities? _ . ' -
: 7. 1Is the supervisol sufficiently availab]e to c]inicians? ;- .
. 8. Is the supervi sor flexible in.accepting clinicians' innovations -
N in therapy? T,
9. Does the supervtsor relate wetl with cliniciaps and with- 3
clients? . . o

\ o 10. Does the supervisor give enough constructive criticism? ¢
m. 'Is the supervisor punctual in turning back plans reports, etc.?

.+ 12, Does the supervisor provide” informatiod gainéd from . - -
‘ communication with outside agencies when appropriate?

13 Does the supervisor- demonstrate clinicai techniques when you
are "at a loss?" . -

[
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APPENDIX G
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ATE UNIVERSITY, FRESNO

:Department of

Communicative
Disorders

Education of ﬂn:D\o‘af

93740 ’
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Certification & Credential- Programs D/ :
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California State University, hesx_\o
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DEPARTMENT .OF COMMUNICATIVE DISORDERS
California State University, Fresneo
. Fresno, California 93740

Professional training in the field of Commumcatwe Disorders at California State University, Fresno, is a
fwe-year program inchiding at Jeast three years of specialized course work. The four-year undergraduate
wmculum qualifies the student to obtain a Bachelor of Arts deggee .in ‘Communicative Drsorders and
usually. to- acquire the Multiple Subjects Credential td teach elementary children without commumcatrvg
- disorders. However, ‘a student needs an additional year beyond the B.A. to safisfy the requrrements for the
California ,Speclal Educatron Specialist Credential and/or for certrfrcatlon by the natronal orgamzatrons in .

‘ speech pathology, audiology, or education of the deaf. B .

. o L3

) Becarse Ryan {Ryart Legrslatuon 1970) credentral programs currentlyuequue completron of the Multiple
Subjects ‘Creédential, Commumcatwe Disofders’ students are advised to take the Natrqnal Teachers

R Exammatron (common sectibn) at the end of the first semester of the sophomore year or uhmedrately upon
entenng the program The successful completron of the NTE and 40 units of genexal education oourses can
"be substttuted for the 84-unitiLiberal Studles Major required for thezMultrple Sub)ects Credentral

v

’
©
v

l

- %

* [

Students who choose JP do g'aduate work i m Commumchtnre Drsorder’s wrfhout,prevrous background m the

graduate degree. The School of Graduate Studies and .the Gtaduate Goérdmator of the Commumcatwe
Drsorders Department wrll send sbecrfrc requirements‘to interested s,tudems

H

4

l - ¢

The foﬂowmg pages}mdrgate the sequence df' courses desrgne’d to prepare *the étudent for credentralmg
* and/or gertification iri Communicative. Drsorders The student is tirected to the General Catalog, which can
" be obtained by sending $7.65 to the Admrssmns *Office.* for full descriptions of courses indicated’ by
- number in the outline. An application for admrttance into the Communicative Disorders Departmeént. will-
. Jﬁ sent upon request to the Admissions Ofiice. Further mformatror! about the program is availablé by
writing to thee Coordinator ot Undergraduate Advrsmg and Admrssrons m Care of )the Communicative

Drsorders Department. . ; .

field will be required to complete all prereqquslte coursés pror to enroliment in _oourses Iea\.mg to the

'

.

.
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N . v o - California State University, Fresno “~
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RYAN CURRICULUM: SPECIAL EDUCATION SPECIALISY
IN LOMMUNICATION HANDICAPPED
9 ' . e ,
Kl . ¢
: Deaf and Severely Hard of Hearing Lo
bﬁxssun“@@: SOPHOMORE JUNIOR . SENIOR GRADUATE _
e 1Bunits Gen Ed 4 | E.Ed 100 21 CD162 3,] cO 232 3
N General’ Hedlth _ - . 3| E.Ed 105 3] CD 164 3 | CD 262 3
Education Hist 3 | AS/CD 114 3| E.Ed120T 4 | CD 263 3
or Poly Sci . 31L0 1 3| E.Ed 1328 _6 | CD264 -3
- Liberal Studies *|  Ling 134 _3|.co18 1 " 76 | co2n _3
: Major 16| CO1W63 ° 3 | Applv for Generc . 15
(Credential) Take NTE {Commons} <y .15 ] Student Teaching | Appt,y for Student
- Section: Prerequisite , Teaching, AS 1648 ‘n
o _ 1 torEEd13eB . I .
18umts COo 121 3| E, Ed 156 3 | CO26% 3 | CD 267 ‘3
Generai Education CD 100 3| AS/CD 116 3 | CD 260 2 | cD 268 6
¢ ' or CD 104 3} CD 132 4 | CD137 3 58 1648 _6
Liberal §mdios COD 108 1] CD\136 3 | E.Ed 1328 _6 * 15
«Major CD 107 1] CDI35 L3 14 | "This semester 1s subject to
(Cradential) Electives 5 16 departmental revision
. 16 | Apply for Sstudent .
' If necessary, retake | Teaching, . Ed
- NTE, obtain| 1328 . Summer Thess ,,f‘;é":"“" 3
‘clearance from . )
School of Education | - Elective 3 or '
Comprehensive Exam 0

- The program ou thned above jncludes all requirements for national certl(:cauon by the Council on Education of the Deaf

"

L}
g Y
~

B Speec'h aﬁd Hearing

»

< S —— S
FRESHMAN _ | SOPHOMORE | . JUNIOR _ ~ SENIOR GRADUATE YEAR M.A.
18 units G.E.orLSM. 4] cD101 3 |cD132 4 |CD230 . Complete -
General Amer Hist 3] €D 104 3 |co 111 3 | (50 hours) 2 Course
Education ;  |Health -3} E.Ed 1207 CB 130 - _|co1noor Work :
. or , . |Poly Ser {Curriculuml 4 {50 hours) 2>TCD 205 3 CD 230
Liberal (U.€ Lonst) 3| E.Ed1328 _6 ([CD Y16 3 | Select Courses CD 298
Studhes Ling 134 _3 16" | Elective or From: 9 CD 299
o Major 16 CD 136 _3 |'cp 210 cD 207 NTE:
(Credential) NTE (Commons 15 | CD213 CD220 | Sp.Path .
Section: Pre- Sign up for | CD214 CD211
requisite for E. Generic Stydent . gg g:)g go 1h3:‘:77
|€d 1328) Obtain | * |Teachng 0232 ¢
. - clearance frqm - (1fM.A.: CD 299,
- School of ', . Thesis; or CO 298) 1
. Eduutlonﬁ_m B VR = 15
8 units * [E, Ed 100 2 peech-& Hearing ||CD 130 Select Graduate’ - “ Suggested
General E. Ed 156 31| Therapy Courses H1{50 hours) 2 | Courses From: Electives:
. Education E. Ed105 3 Required - CD 205 or (List as above) 6 Sp 162
- or €D 100 3}l €D 105 3 Jjco 19 3 | CD 209 1 Sp 160
v Liberal CD 102 3} CD 1C6 3 ||&. Ed 1328 AS164A ° 4/6 Ling 243
Studies , (CD 107 1{{ cP112 3 |[(Generic St. (1 M.A.;,CO 299, {Syntax)
Major cows ,_1] PreClimic * [{ Teaching} & | Thesis;CD 298) _5 Psych 149
(Credentisl) . =~ 16 [{_Scresning «* || Etective or 16 Psych 205A°
- ] f’ necessary, D 131 3 CD 136 3 RC 212
. retake NTE go 128 1 |€P 230
sign up for| cp114 3 |(Hearingd 1
- ttudent taching, . 6 | . 15 .
ogtion M. o] = Pre-student | ‘
R L T teaching screening. ’ .
. : v o Sign up for CO
. . v student teaching -
£3 R v
. o 2 f .
. 5 v, $ * . \
o 125 |



. RYAN CﬂURRlClULUM: SPECIAL EDUCATION SPECIALIST
IN COMMUNICATION HANDICAPPED :

Aphasic/Severe Oral Language Handicapped

}__nFRESHMAN' SOPHOMORE JUNIOR SENIOR GRADUATE YEAR M.A.
.« 18 units G.E.aaLSM. 4] CD 101 3 |CD 132 4] CD230 - 2 Complete
) Generat Amer Hist 3j CO 104 3 jcomn 3| CO1100r Course
Education Health 3| E.Ed120T7 CD 130 CD 205 3 Work:
or Poly Sci (Curriculum) 4 | (50 hours) 2 | Select Courses CD 230
Liberal (US.Const.) 3| E. Ed 1328 _6 |[CD116 ¢« 3| From: 9 CD 298
Studies Ling134 _3 16 |CD 188T% or CD 207 AS245 CD 299
Major ' 16 CD 136 _3}1CD214 CD133 . | NTE:
{Credential) NTE (Commons 15 | CD 232 CD 213 Sp. Path
Section: Pre- - ’ Sign up for | CD 211 Ling 243
requisite for €. Generic Student | CD 220 Psych 177
Ed 1328) ‘ Teachind AS 242 Psych 169
Obtain clearance *Language for | fM.A.: CD 299,
from School of | ° the Aphasic | Thesis;or208) _1
Education Child 15
18units | E. Ed 100 2 |[ Speech & Hearing || CD 130 Selsct Graduate Sudg;:od
J General E. Ed 156 3 || Therapy Gourses {| (50 hours) 2 | Courses From: ElectiVes:
Education €. Ed 105 3 Required CD 2050r° {List as above) 6 Psych149
or .CD 100 3] CD 105 3 lico 110 3| CD209 1 Soc Sc 205A
Liberal, CD 102 ~ 1 CD 196 3.||E.Ed 1328B AS 164A in aphasic RC 212
Studies CD 107 1] CO 112 3 || (Generic St. - class or-with severe
Major CD 108 _11 PreClinic Teaching) 6 | oral language handi- S
{Credential) * 16 |l Screening CD 188T* or 3 capped children 4/6
- 1K necessary, 31 3 CD 136 (¢ M‘.A.:' CD 299,
retake NTE .| D138 7 |cp230 Thesis; CD 298) _ 6 -
: sign up for| cD 114 3 |(Hearing) 1 ‘ 16
. student teaching, _16 15
option I, Pre-student
- ’ teaching screen-
- ing. Signup for
CD student
A teaching.
' . * ’ ‘*Language for the
, : JAphasic Child

-t .

Q . , ' | 1:&6 '
ERIC » |

Aruitoxt provided by Eic:
.




4
\ .
¥
. ¥ H
»
+
+ TENTATIVE CURRICULUM: ASHA CERTIFICAT& ve A
, OF CLINICAL COMPETENCY - /
<4 ‘. ¢
/ - - ’
_ Audiology - v '
__FRESHMAN SOPHOMORE JUNIOR " SENIOR _GRADUATE
18 units Gen Ed 4] CD101 . .'3] cpa32. 4 | (See Graduate Catalog) 30
R General Am Hist 3j1co102 . 3] AS 153 3 | units graduate program
homm |penss gl 2l 300 s o Sawe
. . " : - _requir
E-loctovo 3 go ‘:gﬁ ; Elective 3 (2) 300 clinical hours:
R 16 hid —_ 15 + 150 at graduate level
t,:‘g:l:ﬂ 5"':‘::‘::: - 16 ) in appropriats
Depa es
of Communicative - categors
Disorders © R
e e
18 units ~ CD 100 3, Ils h&H CD 13 3 "
General €0 107 1 | Brock 7" |l ¢paos 3 )
Education CD 108 1flcotos L = 3ll co2s0 2
Sp 160 3Uco106 - - 3] Psych 103 3
cD114 .3 D 112 3§ Elective 4
Electve - _6 ["cD 113 3 s 15
' 17+] Elective _3
15
N L]
) Speech Pathology o N
_FRESHMAN SOPHOMORE JUNIOR | "sENioR | GnAoui\_T_E “”
18 units Gen Ed 4| CD 101 3| CD132 4 | (See Gradu_ato Catslog} 30
General Am Hist 3| CD192 31CD ;1 1 3 | units graduate program -
Education Poly Sci 3] CD104 3| CD130 “ u2 .
g Ling 134 3{coi6” 3| co110 3| ﬁ?pizr:g or Statistics
Elective - '-1% 27:3:::31 g, AEl_ectuve - 1—; (2) 300 clinical hours:
*Request admission -13 B ‘150 % qraduatf 'wlt"II
to the Department :::te :,:,p rowriste
of Communicative 9 .
Disorders N - N ‘. e »
18 units cD 114 '3 [[Speech & Hearing ]| CD 130 2 ’
. General CD 100 .3 }{CD 105 3§l cD 205 IS .
Education CcD 107 11}lCD 106 = 3| orCD 110 1 3 .
CD 108 14{iCD 112 3}| cD 230 ' N N
Psych 121 4 | CD 131 3| (Hearing) 1 !
Sp 160 31 co128 1| CD136 3
. Elective 3| Elective. ‘_3 Electve 2
18 1€ 16
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DEPARTMENT OF COMMUNICATIVE DISORDERS -

Fi}

CD 76 Problems in Oral Exnressién
LD 100 Principles of Commuynicative Disorders i .
CD 101 Phogetics of Arherican English’ . . -
cD102 Psychology of Speech al)d Language Development . 'J' X
cD 103 Management qi Communicative Dusorders el
cD104 _ * Physiology and Anatomy of Speeth- and Hearing Mechamsms
D 104L Physiology and Anatomy Laboratory . /"‘}
D.105 Voice-and Articulation Disorders >
CD106 + o' | SeminarinStuttering oo
CD107 - 'm Field Expgrignce in Comm}mcatwe blsorders Speech .Pathology
CD 108 . Field Experiénce’in ' Communicative Disorders: ..t )
T~ - Edycation of the Deaf . /‘D .
CD1 L Diagnostic Prodedu res . -
cD1N ~ Neu rological and Physsdlogucal Basus of Speech
cD:12 ' P agerriént of Langlage.Dusorders of Children < ~ .
cD 14 | Ed ation of Exceptional Children X Y
. CD116 , Prescriptive and Individualized lnstructuon .
cD 121", 4 Language Accuisition .
“CD 128 Observation in Communicative Dusorders Audiolegy . .
€D 130 %mlc ! Practice in Speech and Hearmg Therapy" _
-.LCD 131 Principles of Audiology, . ~
CD 132 Aural Rehabilitagion e .
cD133° ~— "Audiometry . . fe P
CD 35 History, Educatloa ‘and Guidance 'of the Deat - )
6136 Mariual Communicatian for the Deaf °
CD 137 Psychology of Deafness
CD 160 _ Clinical Practice in Education of the Deaf
CD 162 Speé\:h for the Deaf -
CD 163. Language for the Deaf N,
CD 164 ~ Elementary School Subjegts for the Deaf
CD 188T - Topics in Communicative Disorders |
<'cD 190 ' . Independent Study = . T
o '
// .
./ *
// ;
] ‘ )
128 @
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> =~ G‘RADUAT& COURSES tol S
Y ' ' > < . ) .
CD 205 Functional Speech Dlsorders inChildren - ., . 3 ;
"+ CD 206 . Gommunication Dikorders -Articulation, (Phonemlc) 3
cD207 € °° Dysphasia in Adults b . ‘ 3
CD 209 Speech-Hearing in Public School Envirgnment . © ot
€D 210 8m|nar in Structural Szeech Disorders . 3,
~ CDh211 ’ Programmed Instruction . - 037 )
CD 213 Seminarin: Neurologu:d Speech. Dnsorbeﬁ o . 3 ¢ .
. ~CD214 Seminar in Lanwage Risorders of Children . = . ' 3 -
cba2s Seminar in Xoice Disorders ’ 3 .
CD 218 : Research Methodolgy in Ccmmumcatm Disorders ! - 3 {’
cD 220( 2 Communicative Disorders of Second Lafiguage Usage ' 3
CD 228A - Obsewvation in Commuméatwe Dnsordersi Speech Patholggy 1, max 3" .
CD 2288 «Bbservation in Commaunicative Disofders: Audiology * ° ' 1, max 3 L
CD 228C Observation in Commumcatwe Disordefs:- . L
Education of the Deaf . - ' . " 1; max 3
CD 230 Advanced Clinical Practite in Speech and Hemng Thermy 1-3; max 6
"CD231 i 4 e.§eminarin Audiology SE e 3;max 6
" €D 232 T . . "Seminarin anferermal Diagnosis of Audntorv Disorders i m CMldren . 3 .
CD 233. , Seminar in Analysis of Hearmg Aids, . 2
CD234 ~Seminar in Industrial Audiology _ Cov ’ 2
CD 260 - Advanced Clinical Practice, Aud.plogy ' v 2: max 6
x° CD26p Advanced Clihical Practice, Education of the Deaf , T 2;max 6
CD 262. . Seminar h for the Deaf - 3
CD 263 Seminar in anwage for the Deaf N ‘ 3
' CD 264 - Seminar in Elgmentary School Subjects for the Deaf 3 -
}CD 266 4nstmct|onal Strategy and Technology for the Deat .3
cD267 Supervised Instruction With the Deaf 3
. CD268 ‘iqurmhnp With the Deaf . 6
CD 270 Seminar in Organization. andManagement -of f Audiology Clinics_ 3
CD 290 ( Independent Study T ﬂﬂ*mwﬂeﬂefcum S
CD 298 . ndividual or Group Research Project - 2; max 4
ACD299 Thesis ' 1-6; max 6
{ . - : . v ‘
*This sourse utilizes alt fa(:///t/es of the Anna Michelson Memorial Instructional Med/a Center for the Deaf
wh/ch functions within the Department of Communicative Disorders. This ceriter is the only one of jts kind It
in the U.S. and is designed to educate future teachers of the deaf in the selection and production of med/a !
" matérigls and equment .
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SUGGESTED ELECTIVES

—~

Depargment of Com:.unicative Disorde.rs

i

. Phy 155_ ] Neuroanatomy i .
Phy 160 ° Neurophysiology .
Ling 131 English Dialects "

.Ling 142 . Phonology S
Ling 143 "¢ Syntax
Ling 147 Bilingualism

. Psych 103 Maturity and Old Age
Psych 124 Perception and Cognition
Psych 125 Phy:si(;logical Psychology
Psych 126 . Language, Thought, and Culture -
Psych 155 - / Devetopmental Psychology
Psych+156 Social Psychology -

. Psych 164 Humanistic Psychology
Psych 166 Abnormal Psychology
Psych 167 Menta! Retardation
Psych 176 "Family Counseling t
Psych 177 Behavior Modifigation
P.E. 152 . Etementary School P.E.
P.E. 156C . Adaptive P.E,
HS 220 ¢ : Sen!iJnar in Physical Handicaps
Ph Th 133 Physical Medicine and Rehabilitation
RC 201 . Rehabilitation Counseling
AS 170 Learning Disabilities
E. Ed 156 Reading
Nursing 188T Geroniology
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