State of Rhode Island and Providence Plantations
DEPARTMENT OF EDUCATION

Shepard Building

255 Westminster Street

Providence, Rhode Island 02903-3400

Peter McWalters
Commissioner

June 11, 2003

Dear Colleagues:

In June 2002, Article 18 of Rhode Island General Law, charged the Rhode Island Department of Education with
the task of creating rigorous criteria for the identification of students with speech and language impairments.
The Rhode Island Department of Education (RIDE) Office of Special Needs organized a workgroup that
included service providers, parents, administrators and others involved with the education of children with
disabilities. This group utilized information from the Public /Private School Committee of the Rhode Island
Speech-Language-Hearing Association (RISHA) which in 1999 had developed "Entry and Exit Criteria For
Speech/Language Impairments Within the Rhode Island Educational Setting" for it's membership. The
workgroup also reviewed materials from other states that had already addressed this very important area. The
purpose was to develop written guidance to bring clarity and consistency across the state regarding the
identification of students with speech and language disability conditions.

An initial draft of the document, entitled Students with Speech and Language Impairments:. Meeting their
Needs. A Guide for Schools and Families has been completed and will be available for your review on the
RITAP website at:

WwWw.ritap.org

Your feedback and questions are welcome. Please take the time to read this information and forward your
completed product review form, questions and comments to:

Kim Carson, Educational Specialist
RIDE Office of Special Needs
255 Westminster St.
Providence, Rl 02903
rid03265@ride.ri.net

Public comment will be gathered through September 2003. Informational sessions will be conducted over the
summer as noted in the enclosed flyer. Please forward the ‘Save the Date’ information to the speech and
language pathologists and others who may be interested in your district. Additional professional development
will be offered in Fall 2003. School departments who are interested in serving as pilot sites for this document
may contact Kim Carson at the Rhode Island Department of Education to gain further information.

Y our input on this document is appreciated. The committee islooking forward to hearing from you.

Sincerely,

Thomas P. DiPaola, Ph.D.

Director, RIDE, Office of Special Needs

TD/KC/sb

Telephone (401)222-4600 Fax (401)222-6178 TTY 800-745-5555 Voice 800-745-6575

The Board of Regents does not discriminate on the basis of age, color, sex,
sexual orientation, race, religion, national origin, or disability
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Save These Dates!!!

The Rhode | dand Department of Education presents
Theworking DRAFT of the guidebook

Students with Speech and Language Impairments
Meeting Their Needs:
A Guide for Schools and Families.

Session 1:
Tuesday, July 29, 2003
Where: East Bay Collaborative
East Providence, Rhode Island
When: 9:00 amto 11:00 am
(maximum capacity-30)
RSVP by July 15, 2003

Session 2:
Tuesday, July 29, 2003
Where: Rhode Island Department of Education
Shepard Building, Room 405
Providence, Rhode Island
When: 3:00 pm to 5:00 pm
(maximum capacity-15)
RSVP by July 15, 2003

Session 3:
August 13, 2003
Where: TBA
When: 9:00 am-11:00 am
(maximum capacity- TBA)
RSVP by August 1, 2003

Session 4:

August 14, 2003
Where: Southern RI Collaborative
North Kingstown, RI
When: 9:00 am- 11:00 am
(maximum capacity — 20)
RSVP by August 1, 2003

Fall 2003 Dates To Be Announced!!

As seating is limited please RSV P to Sheila Beliveau at 222-4600 x2305 or by email at rid23939@ride.ri.net
Telephone (401)222-4600 Fax (401)222-6178 TTY 800-745-5555 Voice 800-745-6575

The Board of Regents does not discriminate on the basis of age, color, sex,
sexual orientation, race, religion, national origin, or disability



PRODUCT REVIEW FORM

Studentswith Speech and L anguage | mpair ments
Meeting Their Needs
A Guidefor Schoolsand Families

Directions.  Please read the draft and respond to these questions. The review form has been
divided into the following sections to replicate the manud’ s format: overview, introduction,
chapters, appendices and general use.

A. Overview and Introduction

1.

Is the purpose of the manud clearly stated in the overview and introduction?
()Yes () Somewhat () No

Comments:

Arethe basc premisesrationde of this document stated clearly?
()Yes () Somewhat () No

Comments:

Is the information provided in the Alternatives in Generd Education Assstance helpful to
you?

()Yes () Somewhat () No

Comments:

If you have any other comments on this section, please add them here:



B. Chapter Drafts

Please consider the drafts of the three chapters (Preschool, School Age, Specia Populations) as
you respond to these questions. For any reason, if you believe one chapter is more successful
than another, please give a separate response for the appropriate chapter and be very specificin
your comments.

1. Isthe materid well organized? Isthe format clear and successful?
()Yes () Somewhat () No
Comments:

2. |s the tone appropriate?

()Yes () Somewhat () No
Comments:

3. Isthe indusion of teacher input forms helpful ?

() Yes () Somewhat () No
Comments:

4, Istheincluson of formsre: criteria helpful?
()Yes () Somewhat () No

Comments.



5. Are the state and federd regulation references useful for understanding and/or clarifying

the eva uative process?
()Yes () Somewhat () No
Comments:

C. Appendices

1 Istheincluson of suggested forms and/or documents helpful ?
()Yes () Somewnhat () No

2. Is the resource appendix helpful ?

() Yes ()Somewhat () No

Additiona resources to be added:

D. General Use

1 Do you fed that the manua will be useful to you persondly?

() Yes () Somewhat () No

Comments:

2. If 0, how would you useit?



3. If you have ADDITIONAL COMMENTS regarding this manua please add them here:

4, Please indicate your current position:

Mail to Kim Carson a RIDE, Office of Specid Needs, 255 Westminster St., Providence, RI
02903, or email rid03265@ride.ri.net
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OVERVIEW

This guidebook is the product of much hard work and dedication. 1t isbased on Article 18 in
Rhode Idand Generd Law which charged the Rhode Idand Department of Education with the
task of creating rigorous criteria and procedures for identifying students with speechv/language
impairments. A committee comprised of practitioners, parents, administrators, higher education
and gate personnel worked over the course of ayear reviewing materids and drafting this
manua. Much of this document isreflective of the Connecticut Department of Education
Guidebook for speech and language disorders. The committee is extremely grateful for the use
of many parts of the guidebook. Documents from the American Speech Language-Hearing
Association (ASHA) were also used as guidance.

In 1999, the Rhode Idand Speech/Hearing Association (RISHA) Public/Private Schools
Committee wrote a document for RISHA entitled: “ Entry and EXxit Criteriafor Speech/Language
Impairment within the Rhode |1dand Educationd Setting.” This document and the continued
hard work of many people greaily enhanced the following text. The RI Department of Education
(RIDE) would like to thank the origind RISHA committee who included:

Dora Arsenault, M.S.,CCC-SLP
Patricia lafrate Bdlini, M.S., CCC-SLP
Elizabeth Cavanagh, M.S.,CCC-SLP
Ellen Connery, M.S,, CCC-SLP

Nancy Pariseault Cordy, M.S,, SLP
PameaNeson Erskine, M.S., CCC-SLP
Terry Kahn, M.S., CCC-SLP

Kathleen T. Lake, M.S.,, CCC-SLP
Marlene Spiegd, M.S., CCC-SLP

Gail Van Gorden, M.Ed., SLP

The 2002-2003 Speech and Language Manua Committee for the Rl Department of Education
members were:

Patricialafrate Bdlini, M.S., CCC-SLP, Centra Fals School Department

Ellen Connery, M.S., CCC-SLP, South Kingstown School Department

Elizabeth Connors, M.S., CCC-SLP Universty of Rhode Idand

Nancy Pariseault Cordy, M.S., SLP, South Kingstown School Department

Anne DeFanti, M.Ed, Director of Specid Education, Barrington School Department
Thomas DiPaola, Ph.D., Director, Office of Specid Needs, Rl Department of Education
Kimberly R. Rothwell-Carson, M.Ed., Rl Department of Education

Debbie Spaziano, RIPIN, Intake Coordinator, Rl Parent Information Network

Susan Wood, Ph.D., Rl Department of Education

They are to be commended for their hard work and dedication.
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INTRODUCTION

The development of competent speech and language skillsis an important part of achild'slife
including the educationa program of the child. Before we learn to read and write, we learn to
communicate. The importance of speech and language skills cannot be understated in the ability
of achild to accessthe generd curriculum and other aspects of his or her educational setting.
Thisguideis an attempt to provide clarity in the provison of gppropriate services to these
children enabling them to have access to the generd education curriculum through the
development of speech and language skills. Thisguideis crested for school personnd and
families. It defines educationdly sgnificant speechvlanguage impairments, digibility, and exit
criteria 1t does not provide alist of commercia tests.

This document is a guide to factors that need to be consdered before making any digibility
determinations for children in the educationd setting. This guide isintended to provide
information for school personnel and parents about appropriate referrals, assessment,
identification, and dismissd. The intent is to provide more uniform standards relative to the
identification of and the provison of services to children who present with educationaly
sgnificant speech and language impairments. It is not intended to supercede Sate, federd or
digtrict policy or procedure. Although, this guideis closely linked to state and federd
regulaions governing specid education, it goes beyond these, to include best practices. Clinicd
judgment may necessitate modifications to these guidelines for specific child circumstances. The
guide should aso be seen as away to enhance communication among members of the evauation
team and parents. It provides clarity and continuity among school-based speech and language
pathologists across the state.

This guide addresses preschool population, school-age population, and specid consderations for
certain children. The core of the document which is the school-age population section is divided
into four types of communicating disorders. Each piece has a definition, digibility criteriaand
associated forms. An gppendix of supplementa resources is found at the end of the document.

This guidebook does not provide any formulafor rating the severity of communication
impairments, determining the length or frequency of intervention sessons for children with
particular communication assessment profiles, or sdecting the type(s) of service ddivery
modd(s). A variety of factors, such asthe child' s age, type of communication imparment,
attention span, aswell asthe intervention goals, presence of other impairments and the
availability of other support sysems influence those decisons.

Adapted from Guidelines for Speech and Language Programs. Volume Il
Determining Eligibility for Special Education Speech and Language Services, Working Draft. Connecticut State Department of Education
1999.



Basic Premises and Rationale

Implementation of the digibility criteriais based on the following premises. These were
developed from current professona writings and experience, to address the concerns described
in the introduction.

1.

When communication concerns have been raised about achild, it isvitd for the
Speech and Language Pathologist (SLP) to be directly involved in the Teacher
Support Team (TST) process, the Evauation Team (ET) meeting and the digibility
ET meeting. Thisisrecommended in order to prevert ingppropriate referrals for
specia education speechtlanguage eva uations, inappropriate recommendations about
the content of these eva uations and inappropriate digibility decisons.

I n-depth case history information is crucid to the development of an individudized
assessment battery, and the valid interpretation of assessment results. If existing
information does not address dl areas or is not sufficiently recent, supplemental
information that is current must be assembled. Useful information may come from a
variety of sources or records available from the schoal, family or community service
providers.

Communication isa complex process and communicative competence may vary
across time, settings and communication partners. Therefore, eigibility for
gpeech and language ser vices should be determined based on information
gathered about a child’s communication strengths and weaknesses over time and
from avariety of sourcesand/or settings. Avoiding inappropriate special
education classfication requiresadministrative support for timein the Speech
and Language Pathologist (SLP) schedule to complete comprehensive
evaluationsin atimely manner.

Individuas with Disabilities Act (IDEA) requires tha children be evduated in dll

areas related to a suspected disability. Asaresult of a speech and language
evauation, the SLP should be able to make statements about the child's
comprehension and production in al areas of communication. However, this does

not mean that every area has to be tested. On the other hand, the evaluation should be
sufficiently focused to fully address the concerns that prompted the referrd for
evaduation. A focused evauation isimportant in the cost-effective use of personnd.

No child should be consider ed eligible for speech and language services solely on
the basis of standardized test results. Standardized tests tend to examine discrete
skillsin a decontextuaized manner (i.e., awvay from naturd communicative
environments). Furthermore, not dl children are suitable candidates for standardized
tests. Appropriate standardized tests may not be available to tap al areas of concern
about communication. Test norms may not be suitable for particular populations,

such as children acquiring English as a second language. A comprehensive
assessment should include an appropriate balance of forma and descriptive
assessment instruments and procedures to identify areas of strength and weakness and
to examine how the child functions communicatively in the environmentsin which he

or she participates.

A number of factors, such as environmental support, attitudes and motivation, may
mitigate the impact of acommunication impairment. Therefore, if a child scores
poorly on standar dized tests, but meets communicative expectationson



functional measur es (e.g., descriptive ingruments such as a speech and/or language
sample, discourse and/or narrative andysis, curriculum-based assessments,
obsarvations in natural settings, grade leve, didrict wide or Sate performance
standards), the child’ s difficulties cannot be said to be adver sely affecting
educational performance. A child with such a profileisnot eigible for speech
and language services as special education or arelated service. Thischild's
communication development and educationa performance should be monitored or
non-specid education intervention provided. Conversdly, if a child performs poorly
on functional measures, but scores well on standar dized tests, the child may be
eligiblefor speech and language services as special education or arelated
service. Such achild may not be able to gpply the specific communication skills
demongtrated on the standardized measures outside the test environment. However
before an digibility determination is made, the reasons for the poorer functiona
performance must be carefully probed.

The rlaionship between cognitive and communication development is complex.

Some children exhibit communication skills thet either exceed or are below what

would be expected based on cognitive measures. Eligibility for special education
and related services may not be determined on the basis of a predeter mined
discrepancy between language and intellectual scores. However, appropriate
cognitive measures may be used to support the findings of the speech-language
evaluation.

The speech-language evaluation report should be concise, yet sufficiently
comprehensve to fadilitate digibility decison making and to plan an gopropriate
intervention program if the child needs services. It must addressthe presence or
absence of any adver seimpact of the child’s communication impairment(s) on
hisor her educational performance. If an adverse effect is determined, it must be
described in sufficient detall to enable the ET to judtify adecision about digibility for
gpecia educeation services.

Determining that a child iseligible for special education speech and language
services does not automatically mean that the SLP must be the sole, or eventhe
primary, provider of direct servicesto that child. The school SLP may direct or
provide consultative/indirect speech and language services. However, the SLP has an
ethical respongbility for overseeing the design, implementation and supervision of

such speech and language services.

Adapted from Guidelines for Speech and Language Program, Volume |1

Determining Eligibility for Special Education Speech and Language Services Working Draft.
Connecticut State Department of Education 1999.



Alternativesin General Education Assistance

Rhode Idand generd law, Article 28, requires that alternative procedures and programsin
regular education be explored and implemented, where appropriate, and can be prior to a child
being referred to specid education. Activities undertaken to address this law have been referred
to as the Teacher Support Team or TST. Misunderstandings about the purpose and value of this
phase have often resulted in it being no more than a short stop on the way to a specia education
referrd, but should be viewed as an early intervention process. Since the TST processis criticd
in distinguishing children who may benefit from regular education interventions from children

who may need speech and language services as specia education or ardated service, it should
be carried out with careful planning.

Many communication problems can be resolved or sufficiently mitigated without areferrd to
gpecid education when appropriate educational accommodations, modifications in curriculum
and ingtruction, socio-communicative behaviora plans, or regular education remedid programs
areimplemented. When effectively executed, the early intervention has three important
outcomes. Firgt, and most important, children who need additiona support promptly get it.
Second, unnecessary referrals to pecid education, which result in inefficient use of personnd
time and paperwork burdensthat trandate into dollars, are avoided. Third, when achild truly
needs to be evauated for specid education digibility, information gathered by the TST assdts
the ET in planning and conducting a more focused evaduation. This makesit easier to complete
the evauation within or before mandated deadlines, reducing pressure on personnd and
fadilitating the prompt implementation of necessary programs and services.

When areferra to specid education is made, it isimportant to determine whether:

@ the referring party is seeking some atention to a child’'s communication devel opment
that should be addressed by the TST (e.g., mild articulation difficulties, occasondly
hesitant speech);or

(b) the child in question has an dready identified condition (e.g., Down Syndrome,
autism, traumatic brain injury) that has astrong likelihood of resulting in
determination of the presence of a disability requiring speech and language services
as specid education or as arelated service.

School personnel should be aware that not al children with conditions such as cerebra pasy,
hearing impairment or centra auditory processing problems need specid education and
related services to address their educationa needs. Section 504 of the Rehabilitation Act or
other regular education services may be appropriate.

In order for TST communication Strategies to be effectively implemented, the SLP needsto
be involved in their development and monitoring. Although the TST processis aregular
education initiative, the team must ensure the involvement of the SLP and others with
knowledge about children’ s communication development. School personnel need to develop
an undergtanding of the dua rolesthe SLPs play and routindy consder their involvement in
the TST process. At the sametime, SLPs need to be conscientious about asssting the TST in
clarifying teachers concerns and identifying and monitoring the effectiveness of early
intervention srategies. For children from culturaly and linguistically diverse backgrounds,
English as a Second Language (ESL) teachers should be part of theteam. Early childhood
educators can aso be helpful in addressing concerns about preschool and early elementary
grade children.



The building principd plays asignificant role in ensuring that sufficient timeis available for
the SLP, teachers and families to collaborate effectively. Regularly scheduled TST meetings
or gradefteam meetings facilitate this process. The SLP will dso need timein hisher
schedule to observe or converse with the child in order to help monitor the effectiveness of
particular strategies.

Recommended Procedures

The following procedures are recommended for implementing the TST process when there are
concerns about a child’s communication development. Addressng communication issues is not
just the province of teachers and SLPs. Other school professionas, such asteachersin generd
education classrooms, early childhood, Titlel, bilingua or ESL and remedid ingtruction
programs, as well as school counsglors, school nurse teachers, psychologists and socia workers,
will often have important roles to play in addressing communication concerns about a child (e.g.,
obsarving learning styles, recommending learning strategies, gathering case higtory information,
coordinating class schedule changes, coordinating referrals to other professionals or agencies).

SLPsand school personnd are often under theimpression that the implementation of the
TST processisvastly different for children from culturally and linguistically diverse
backgrounds. In fact, the basic procedures used for these children require only some
modifications of those used in addressing the needs of children who are native English
gpeakers. Those modifications ar e highlighted in italics.

1 Help the teacher clarify the nature of his’her concerns about the child's
communication abilities and the impact of percalved communication deficitsin the
classroom and other relevant settings.

Collect preliminary information about language dominance and proficiency by

reviewing the results of the Home Language Survey and related language proficiency
testing in listening, speaking, reading and writing in the child’'s native language (L1)

and English. The status of L1 should be clarified in collaboration with trained

personnel in the field of English as a Second Language (ESL) or Bilingual Education.

2. Review with the teacher higher efforts to adapt curriculum indruction or activities for
the child and the effects of those efforts (e.g., using portfolios, progress reports,
performance on digtrict or statewide tests and anecdota information).

3. Seek information from parents to determine what, if any, concerns they have about
their child, whether they share the teacher’s concerns. Gather relevant background
information about the child’ s family and developmenta, communicetion, socid,
educationd and hedth-related experiences.

4, Seek comparisons from the teacher and parents about the child’s communication
abilitiesrelaive to peers of the same age who have had smilar experiences.

Seek comparisons from the teacher and parents about the child’s communication

abilities relative to peers of the same age and language/dial ect group who have
had similar experiences.



5. Gather information about the child' s receptive and expressive language proficiency in
avaiety of settings with avariety of communication partners. Determinein which
communication domain (listening, spesking, reading, writing) the child exhibits
communication difficulties.

Gather information about the child’s receptive and expressive |language/dial ect
dominance and proficiency in both the native language/dialect and English in a
variety of settings with a variety of communication partners. Determinein which
communication domain (listening, speaking, reading, writing) and in which
language(s)/dialect(s) the child exhibits communication difficulties. Determine
the influence of normal second language/dial ect acquisition processes on the
child’'s native and English receptive and expressive language/dial ect proficiency.

6. Review atendance and hedlth records for information related to hearing and vision
screening and any medica conditions that could affect communication devel opment.

7. Review other educationa records, (e.g., preschool, cumulative) to document any
previous educationa concerns related to communication devel opment.

8. Generate possible early interventions, including any referrds to other professionas or
agencies (eg., ENT for hoarseness of two weeks duration).

0. Prioritize suggested early interventions.

10. Sdect early intervention(s).

11. Monitor the effectiveness of the sdected early intervention(s).

12. Revise early intervention(s) or sdect additiond or dternative early intervention(s).
13. Monitor the effectiveness of revised/new early interventions.

14.  Comparethe child's progressto that of other children of the same age,
language/dialect group and background.

15.  If, after sysematicaly gpplied interventionsin regular education, the child's
communication problem(s) resolve, discontinue the early intervention process.

16.  If, after sysemdtically gpplied interventions in regular educeation, the child continues
to exhibit communication problems that are unrelated to norma characteristics of
language acquidtion, initiate a referral to specid education.

If, after systematically applied interventionsin general education, the child continues
to exhibit communication problems in both the native language/dialect and English
that are unrelated to normal characteristics of second language/dialect acquisition, a
referral to special education may e indicated.

Adapted from Guidelines for Speech and Language Programs, Volume Il. Determining Eligibility for Speciad Education Speech and Language
Services, Working Draft, Connecticut State Department of Education 1999.
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Preschool Referral

This chapter addresses the preschool age population. Research confirms that language has an
essential impact on the rapid brain development that occurs during the first years of life. Itis
important that young children have opportunities to learn and practice communication skills and
to acquire language skillsin order to obtain information and express themselvesin avariety of
ways and settings (Rl Early Leaning Standards-Find Dreft).

It isimportant for the SLP to participate at the referrd meeting when a determination asto the
need for evauation is made.

A hearing screening should be completed prior to an evaluation, due to the high incidence of
fluctuating or permanent hearing loss secondary to conditions such as otitis media, in this
population.

A thorough medicd and family history should be obtained including home and classroom
performance, as well asthe results of any prior assessments or early interventions.

There are severa standardized preschool speech and language assessments and scales that can be
adminigtered as part of the evaluation process. The evauation should include alanguage sample
and observation of how the child communicates in various environments including observation

of socid or interpersona communication.

In addition to the 13 digibility categories, children in this age group may qudify under the
developmentd delay category. This developmenta delay can exist in severd aress of
development including communication, which includes receptive and expressive language. To
be digible as a developmentaly delayed the child must be between the ages of three-five years
and must have a 25% delay and/or a score equa to or greater than 2 standard deviations below
the mean in one area of development or a score greater than 1.5 standard deviations below the
mean in 2 areas of development. (RI Regulations 300.)(b)(1))

Determination of digibility due to speech production problems can be complicated with
preschoolers because of age-appropriate speech errors. When deciding if achild isin need of
sarvices for speech production, the team should consider the following factors:.

One or more consistent nondevelopmental phonemic errors or phonologica processes,
Unintdligibility to Sgnificant members of the child's home and/or school environment;
Articulaion or phonological processes/patterns that cause significant concernsto the
child, which may limit socid, emationd, or academic functioning.

Refer to the Rhode Idand Regulations Governing the Education of Children with Disghilities
(Dec.2000) for further clarification of evaluation procedures. Another excellent source of
information is the draft Rhode Idand Early Learning Standards, Final Draft.

12
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School Age Referrd

This chapter addresses the school age population of ages 521. Initid evauation procedures
are regulatory and therefore have certain requirements.  Within 10 days of the receipt of a
referra for specid education services, the Evauation Team incduding the parent must meet to
determine if a specid education evauation is needed. The initid evaduation shdl commence
no later than 10 school days after the receipt of parental consent to conduct the evauation.

Within 45 school days of consat to evaduate, the child must be evauated and a written
report of the evauation team iswritten.

The Eligibility Evaluation

The outcome of the initid Evauation Team meeting does not dways have to be a specid
education speech and language evduation. Prior to determining whether such an evduation
is warranted, the team needs to:

Ensure the presence of the SLP at the meeting and,
Discuss the concerns that prompted the referrd,

If the SLP was not involved in the genera education TST process, the Evduation Team (ET)
should determine whether further atempts to resolve the problem might be more successful
with such involvement.

Purpose of the Evaluation

The purpose of the evadudtion is to describe the child's communication behavior, including
the nature and scope of any speechlanguage imparment and any adverse effect on
educational performance, in order to determine hisher digibility for specid education and
related services. A child must be evduated in al areas of the suspected disability, which for
gpoeech, language or hearing disorder includes an audiological assessment administered by a
licensed audiologis and/or a speech and language assessment administered by a

speech/language pathologi<t.
IDEA ’ 97 specifies the following circumstances that require an evauation of achild:

1. prior to the initid provison of specid education and related services [20 U.SC.8
@@A)I;

2. & lesst every three years, or if conditions warrant a reevauation, or if the teacher or
parents request a reevaluation [20 U.S.C. § (8)(2)(A)]; and

3. before determining that a child no longer has a disability [20 U.S.C. § ©(5)], except
when temination of digibility is due to graduation with a regula high school
diploma or the child exceeding age digibility for a free appropriate public education.
[34 CFR § 300.534 ©(2)]

The decison that a child in an educationd setting is in need of speech and language services
is a decison under the Individuds with Disdbilities Act (IDEA 1997). This service can
ether be a specid education service or a related servicee The IDEA includes speech and
language impairments which adversdy affect educationa performance as one of the types of
disabilities requiring specid education and related services [20 USC., Sec. 1401(a)(1): 34
CFE, 300.7(8)(1) and 34 CFR, 300.7(b)(11)]. For purposes of IDEA digibility, speech and
language impairments qudify as adisability when:
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1. tha imparment has an adverse effect on educationa performance [34 CFE,
300.7©(11)],
ad

2. a childs communication skills ae so impared that he/she requires specidly
desgned indruction to address his or her educationdly relaed communication
needs. [20 USC, 1402(3)(A) and 1402(25)].

If the child has difficulties that do not “adversdy impact the child's educationa performance,”
the child does not qudify for services under IDEA. IDEA dipulates that provison of services
under IDEA isto help children progress in the genera education curriculum.

The Rhode Idand Regulations Governing the Education of Children with Disabilities (Dec. 14,
2000) defines speech and language impairment as a communication disorder, such as duttering,
impaired aticulation, language imparment or a voice imparment, that adversdy affects a
child's educationa performance [300.7(11)]. Speech and Language services can be a related
service or a specia education service under the current Rhode Idand regulations.  If determined
eigible, an IEP mesdting is conducted within 15 days of digibility. Refer to Rhode Idand

Regulations Governing the Education of Children with Disabilities (December 2000) for further
information.
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Language and Cognition

IDEA requiresloca education agenciesto “use technicaly sound instruments that may assess
the relative contribution of cognitive and behaviord factors, in addition to physica or
developmentd factors in conducting the digibility evduation. Further it requires that a child be
assessed “in dl aress rdlated to a suspected disability, including, if appropriate, health, vision,
hearing, socid and emotiond datus, general intelligence (italics added for emphass), academic
performance, communicative status, and motor abilities.”

The practice of exduding a child from digibility for speech and language services when

language and cognitive scores are commensurate has come under intengive scrutiny in recent
years for anumber of reasons, including the following:

1. “Language problems co-occur with wesknesses in other symbolic skillstoo
frequently to be coincidenta but with insufficient predictability for cognitive factors
to be considered central to the disorder” (Nelson, 1993,p.97).

2. The gahility of the language-cognitive rdationship variesover time. Coleet d’s
study (1992) of 125 preschool children over four years found “subgtantia changes’ in
the rdationship, aswell as greet fluctuations on children’ s digibility for service when
it was based on a discrepancy moddl (p.131).

3. While the congtructs measured on language and intelligence tests share variancein
the verba domain, the extent of that relationship varies greetly from test to test
(Secord, 1992). The closer the match between the tasks on the tests being compared,
the higher will be their corrdation.

4, The confounding role of language is presumed by some to be controlled for by using
performance or nonverbal measures of intelligence. However, Sattler (1988) notes
that “the Verba Scae subtestsinvolve visudization or other nonverba processes’ (p.
172) and “the Performance Scal e subtests involve language activity in the form of
overt verba responses or mediating symboalic activity” (p. 173). He concludes that
“there are no pure tests of dther verba or nonverba ability on the WISC-R and other
Wechder scales’ (p.173). Studies have shown that children with language
impairment exhibit difficulty with tasks on nonverbd intelligence related to spatia
rotation that require anticipatory imagery, nonverba analogies, and manua-motor
skillswhich could affect their nonverba 1Q scores. (See Swisher et a, 1994 for a
review.)

5. Intelligence measures are not ameaningful gauge of whether or not a child may
benefit from language services. Cole et d (1990) found that children whose cognitive
levels were commensurate with their language levels, aswell as children whose
cognitive levels exceeded their language leveds, benefited from language intervention.

Decisions to make direct comparisons between language and cognitive performance when
interpreting assessment results sem from: (1) amisunderstanding of the requirements of
IDEA for identifying a child with a speech-language disahility, and (2) the misgpplication of
IDEA requirements for the identification of a specific learning disability to children with
communication impairments. | DEA does not require determination of a significant
discrepancy to beidentified with a speech-language disability. Infact, the following
gatements were included in a response by the Office of Specid Education Programsto an
inquiry:

“...any guiddine or other policy which, aswritten or implemented, acts as a categorical
denid of related servicesto dl children whose language or motoric skills are as delayed as
their generd developmenta level, would be inconsstent with the requirements of the IDEA.
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Such a categoricd limitation on services would conflict with the IDEA requirement that the
services to beincluded in each child’ s |EP be determined on an individud basis”
[Rainforth, 17 EHLR 222]

It isthe pogition of the guidebook that deter mining eligibility for special education speech
and language services should not be made solely on the basis of a discrepancy between
language and cognitive measures. However, appropriate cognitive assessment may be
used to supplement or support the findings of the speech-language evaluation.
Collaboration between the school psychologist and the SLP in planning and implementing
gppropriate communication and cognitive assessments and interpreting their results will

facilitate decisons about digibility for speech and language services as specia education or
related services.

Recommended Procedures

The sectionsin this chapter address various speech and language disorders by categories:
The worksheets on the following pages are designed to assst SLPsin summarizing their
evaduaion findingsin away that fadllitates providing informetion to the ET for digibility
determination. There are forms for language, phonology, fluency and voice. These forms

are not mandated. However, it is hoped that they will become useful in organizing

information to darify the digibility decison. Didricts are encouraged to experiment with

these forms and provide feedback to RIDE on how they are usng them and/or how they have
adapted them.

Upon completion of the assessment:

1. Fll out the rlevant worksheets in this section. They may be completed using the codes
provided, or some dternate system that is convenient. However, if adifferent method is
used for recording information, it should be consstent across the district. A written
description of the aternate system should be prepared so that dl SLPsin the didtrict
follow the same system for entering information and o that school personnd in adidrict
to which a child trangfers can interpret the information.

2. Attach the worksheets to the specia education evaluation team report.

3. Present theinformation on the eva uation summary worksheet(s) and the Specid
Education Speech-Language Evauetion to the Evduation Team. The Evdudion Teamis
responsible for making the digibility determination.

Adapted from Guidelinesfor Speech and Language Programs, Volumell. Determining Eligibility for Special Education Speech and
L anguage Services, Working Draft, Connecticut State Department of Education 1999.
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A. Articulation/Phonology
An articulation or phonological disorder is, “the atypica production of speech sounds
characterized by subgtitutions, omissions, additions or distortions that may interfere with
inteligibility” (ASHA, 19933, p. 40). Children with phonologica disorders exhibit error
patternsin the gpplication of phonological rules for speech (ASHA, 1997¢).

Accurate production of speech sounds relies on the interplay of phonemic, phonologica, and
oral-motor systems.

PHONEMIC PHONOL OGICAL ORAL-MOTOR
Speech sounds. The rulesfor the sound system Ora motor range, strength, and
of the language, induding the mobility.
Categorized by st of phonemeswith
vowels and by alowable combination and Panning, sequencing, and co-
manner, place, and pattern modifications. articulation of speech
voicing. movements.

Ord-Motor Considerations

Eligibility criteriaregarding speech sound production typicaly consder the age of magtery of
various speech sounds. Thisbasicaly putsthe /l/ sound at first grade, and /9, /z/, I/, Ich, [j/
and /r/ a second grade or even third grade, so that children displaying these may not be digible
for services until then. Children with these age-appropriate errors may have motor-based speech
disorders. Unfortunately, waiting for them to reach an age beyond the developmentd leve for
these sounds can lead to a denid of needed services.

When there is a motor-based speech disorder, the child should be eigible at any age to receive
sarvices, regardless of the developmentd level of speech sound production. The decison should
be based on an oral-motor exam that assesses the structure and function of the speech system,
intelligibility of goeech, and the impact on educationd performance.

ELIGIBILITY CRITERIA

A child must meet one or more of the following criteriato be digible for Speech Therapy:

1 One or more congstent non-developmental sound errors.

2. The child is unintdligible to Sgnificant members of higher environment.

3. The child's articulation patterns cause Sgnificant concern to himself/hersdlf,
which may limit socid, emationa or academic functioning.

Children who are English Language Learners (ELL) will be consdered on an individua basis.
Individuas whose phonologica patterns reflect culturd or regiond dialects are not considered to
have communication disorders and thus are not candidates for therapy. For an ELL child to be
deemed speech impaired he or she mugt exhibit an articulation disorder in both the first and
second languages.
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Some articulation/phonology considerations when evaduating ELL children are

Didect variations within language groups (e.g., Mexican, Puerto Rican, Cuban didects of
Spanish);

Absence of sounds of native language in English or in the same position in English and
vice versa (eg., ddetion of find consonantsin English related to only five consonants
gppearing in word fina pogtion in Spanish; deletion of fina consonant clugtersin
English asafunction of their absence in Japanese);

Effect on sound discrimination of meaningful sound differences in one language not
being meaningful in ancther;

Influence of articulation features of native language sounds on production of English
sounds;

Influence of didecticd variations on physica parameters of sounds (e.g., lengthening or
nesdizing of vowel preceding afind consonant in African American English when the
consonant is deleted);

Higorica linguidtic influences on deveopment of African American phonology; and
The child's possible embarrassment about how he/she sounds in English.

The following pages are aguide to help systematicaly observe, gather and record information to
assess a child and determine digibility for services. These forms are not mandated; however, it
is hoped thet they will help organize information to present to the Evauation Team including the

parent.



DETERMINING INTELLIGIBILITY
A speech/language sample not only alows the SLP to assess rate of speech, it dso alows the
SLP to determine a child's intdligibility. Cdculaing overdl intdligibility is necessary when
conddering the need for treatment, identifying factors that contribute to poor intdligibility,
secting trestment gods, recording basdine information, and monitoring the effects to
trestment over time.
The speech/language sample used to caculate intdligibility must be an adequate,
representative sample of the child’s speech. Y ou may want to audiotape or videotape the
sample for andyss and future comparison. For some children, you may want to obtain
representative samples from severd different environments (classroom, home, recess, eic.).

Asyou assess the child’ s speech- language sample, redlize that there are many factors that can
negatively influence inteligibility. These factorsindude:

The number of sound errors. Generaly, the greater the number of sound errors, the
poorer the intdligibility.

The type of sound errors. For example, omissions and additions sometimes result in
poorer intdligibility than subgtitutions or distortions.

Inconsstency of errors

Vowel errors

The rate of gpeech, especidly if it isexcessvely dow or fadt.

Atypicd prosodic characteristics of gpeech, such as abnorma intonation or stress.
The length and linguistic complexity of the words and utterances used.
Insufficient vocd intensity.

Dysfluencies, particularly severe dysfluencies that disrupt the context.
The lack of gestures or other pardinguigtic cues that assst understanding.
The testing environment (such as a home versusin the dinic).

The child's anxiety about the testing Situation

The child'slack of familiarity with the simulus materids.

The child’ slevd of faigue. Fatigue particularly affects very young children or
children with neurologica disorders.

The SLPs ahility to understand “lessintelligible’ speech.

The SLPs familiarity with the child and the spesking context.
20



In most cases, there are many factors: child related, SLP related and/or, environment related that
influence overdl intdligibility. This requiresthe SLP to:

SLPsshould:

|dentify factorsthat affect inteligibility.
View theintdligibility rating as being gpproximete,
Take more than one speech-language sample in different environments.

Obtain a representative sample of speech.

Use a high qudity tape, and a tape recorder with an externa microphone.
Avoid gimulus items that tend to dicit play rather than talk (blocks, doll house).
Use open-ended stimuli (“Tell me about the car.”)

Consder reporting inteligibility in ranges, especidly when it varies.

Compare intdligibility on word-by-word and utterance-by- utterance basis. For
some children, the results will be smilar. For others, results may be
congderably different. (i.e A child whose loudness and articulation deteriorate

in longer utterances may have many intdligible words, but the end of utterances
may be unintdligible)

Shipley, K.G. and McAfee, J.G. Assessment in Speech-Language Pathology: A Resource Manual.
SanDiego: Singular Publishing Group, 1992, pp. 109-111.
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Scoring Guide for Summary of Evaluation Finding
CRITERIA FOR ARTICULATION/PHONOLOGY DISABILITY

| mpairment code: + =vyes, - =nNO; N/A = Not applicable

Evidence code: 1 = speech sample, 2 = contextua probe, 3 = structured
observation, 4 = classroom work samples, 5 = other
curriculum/ academic results, 6 = standardized test(s)* 7 = teacher
report/interview, 8 = child report/interview, 9 = parent
report/interview

NOTE: #s7, 8, and 9 are not sufficient evidence by themselves, of
aweakness or impairment. They must be supported by objective
data

*\When standardized tests are used the threshold of impairment is 1.5 SD below the mean of the test.
The threshold for other procedureswill vary according to the procedure selected.

Adver se Effect on Educational Perfor mance Code;

1 = ord participation, 2 = classroom listening, 3= ora reading,
4 = gpelling, 5 = content subjects, 6 = socia-emotiond adjustment
or behavior, 7 = reaction of sdlf, peers, teachers, parents.

NOTE: #s6 and 7 are sufficient evidence, by themsdves, of an
adverse educeational impact.

ELIGIBILITY: The child exhibitsimpairments in connected speech** in both of the
following areas, with accompanying adverse effects on educationa
performance in each area.

(1) SOUND PRODUCTION (articulation/phonologica processes)
(2) OVERALL INTELLLIGIBILITY

**|f the child does not use connected speech, judge intdligibility at the
typica length of utterance.

Theimpairment(s) must not bereated primarily to limited exposure to communication
building experiences, the normal process of acquiring English as a second language, or
dialect usage.

Guidelines for Speech and Language Programs, Volume |1 (pg. 44)
Determining Eligibility for Special Education Speech and Language Services, Working Draft.
Connecticut State Department of Education 1999. Reprinted by permission.
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[Insert School District Name]

Summary of Evaluation Findings

Phonology

NOTE: When completed, this worksheet becomes part of the child's education record.

Date SLP =
Child DOB

School Grade

Teacher

Record areas assessed. The assessment should reflect areas of concern described in the referval
and those that arise during the evaluation. Areas not assessed should be marked NA. Remem ber thai
eligibility may not be determined solely on the basis of. standardized tests.

Adverse Effect
on Educational

Phonology Area Impairment Evidence

SOUND PRODUCTION

Performance
s
NN

o
4 i .
N Naaan ?ﬁ‘%‘%ﬁx‘%\g\%‘ﬁ\
N N ‘

ATHET TN
Isolation
Syllables*
Words*

Spontaneous speaech®
(including babbling, jargon,
as appropriate)

Oral Reading in initial,
medial, final positions,
blends, vowels

* in initial, medial, final positions, blends, vowels

Guidelines for Speech and Language Programs, Volume IL
Determining Eligibility for Special Education Speech and Language Services, Waorking Diraft.
Connecticut State Department of Education, 1999, Repriated by per mission.
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Child

[Insert School District Name]

- Date

Phonology Area

Impairment

Phonological Processes

Evidence

Adverse Effect
on Educational
Performance

JMIIIDMDB{Y N\

Final Consonant Deletion

Cluster Reduction

Weak Syllable Deletion

Glottal Replacement

Labial Assimilation

Alveolar Assimilation

Velar Assimilation

Prevocalic Voicing

Final Consonant Devoicing

Affrication

Fronting

Gliding of Fricatives

Gliding of Liquids

Vocalization

Stopping

Other

STIMULABILITY

\

Sounds

Syllables

Words

Spontaneous Speech

Guidelines for Speech and Language Programs, Volume II:
Determining Eligibility for Special Education Speech and Language Services, Working Draft.
Connecticut State Department of Education, 1999. Reorinted bv nermiccinn
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[Insert School District Name]

Child - Date

Phonology Area Impairment | Evidence Adverse Effect on
Educational
Performance

OVERALL
INTELLIGIBILITY ’&

Messages Understood
by Familiar Partners

Messages Understood
By Unfamiliar Partners

Messages Understood
In Context

Messages Understood
Qut of Context

Manner of Production
Distracts from Content

AUDITORY
DISCRIMINATION

ORAL MECHANISM

Structure

Function

Guidelines for Speech and Language Programs, Volume II:
Determining Eligibility for Special Education Speech and Language Services, Working Draft.
Connecticut State Department of Education, 1999. Reprinted by permission.



Teacher Input: Articulation

Child: Date:

Teacher: Grade/Program:

Y our observations of the above child’ s speech will help determine if he or she has an articulation problem which adversely
affects educational performance. Please answer all questions and return this form to

Yes No
1. Isthischild sintelligibility reduced (due to articulation errors) to the extent - -
that you find it difficult to understand what she or he says at times?
If yes, check appropriate description:
@ occasiond difficulty
(b) frequent difficulty
(c) considerable difficulty
2. Doesthis child make errorsin writing (spelling) on the same sound - -
symbols that he or she misarticulates?
3. Does this child misarticul ate the same sounds when reading aloud as - -
when speaking?
4, Does the child appear frustrated when speaking because of his or her . -
articulation errors?
5. Doesthe child appear to avoid speaking in class because of hisor her
articulation errors? S -
6. Doesthe child have problems reading or with readiness activities
because of articulation errors? o o
7. Isthe child having problems discriminating sounds?
8. Do thearticulation errors seem to interfere with his or her socia
interactions? . .
9. Hasthechild ever indicated that he or sheis having problems
producing sounds when speaking or shown concern about his or
her sound production? - -
10. Has this child ever corrected any of his or her own articulation errors? - -
11. Doesthischild’s speech problem distract listeners from what he
or sheissaying? . .
Additional observations/comments:
It is my opinion that these behaviors:
__ Do not interfere with the child’ s participation ___Dointerfere with the child’'s participation in the
in the educationa setting. Educational setting.
Date Classroom Teacher’s Signature

Adapted from Speech and Language Services in Michigan: Suggestions for Identification, Delivery or Services and Exit Criteria,
Edited by Elizabeth Loring Lockwood and Kathleen Pistano. East Lansing: The Michigan Speech-Language-Hearing Assodation, 1991
Used with permission.
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B. Voice

“A voice disorder is characterized by the abnormal production and/or absence of vocd qudlity,
pitch, loudness, resonance, or duration, which isingppropriate for an individud’ s age and/or sex”
(ASHA, 19933, p.40). A voice disorder interferes with communication; draws unfavorable
attention; adversely affects the speaker or the listener; or isinappropriate to the age, sex or
culture of theindividua. Voice quality may be affected by ether organic or functiond factors.
Intervention for children with voice disorders is conducted to achieve improved voice
production, coordination of respiration and larynged vaving to dlow for functiond ora
communication (Andrews, 1991; ASHA, 1997e).

All children with voice disordersmust be examined by a physician, preferably in a
specialty appropriateto the presenting complaint. The examination may occur before or
after the voice evaluation by the speech-language pathologist (ASHA, 1997e).

Children affected by resonance and airflow deficits are treated to achieve functiona
communication. Structurd deficits related to these deficits include congenitd pdata
insufficiency and/or velopharynged insufficiency or incompetence. Other resonance and airflow
deficits incdlude neuromuscular disorders, faulty learning, or sound specific velopharynged
incompetence.

Congderation must be given to age, gender, home environment, and perception of the problem
by the child, parents, speechlanguage pathologist, and other school personnel or medica
pecididts.

A childis not digible for specia education and related services when voca characteridtics

1. aretheresult of temporary physicd factors such as alergies, colds, abnormal
tondls or adenoids, short-term voca abuse or misuse.

2. aretheresult of regiond, didectic or culturd differences.

3. do not adversdly effect the individua’ s ability to communicate in school
learning and/or other socia Situations.

Eligibility Criteria

With appropriate medical/Ear Nose Throat (ENT) doctor’ s recommendations and:

1. A child who presents mild voca deviations will be consdered on an individua
basis. The child's chronologica/menta age, gender, overal impact on
communication, mativation, family support, and previous thergpeutic or medica
experiences should be consdered. This may include voice difference including
hoarseness, nasdlity denasdlity or intengity which isingppropriate for the child's
age and is of essentia concern.

2. A child who demondtrates moderate- severe abnormal voice characteristics, which
interfere with socid, emotiona, academic and/or vocationd functioning and are
not related to second language acquisition. The voiceis not appropriate for the



age or sex of the child. It isdigtracting to most listeners and is of edicationd
concern. The child would be digible for direct speech therapy.

3. A child who presents with a voice difference which is of concern to the parent,
teacher or child would qudify for direct speech therapy if the voice is distinctly
abnormad for the age and sex of the child and

4, effective verbd communication islimited and interferes with the child's
participation in the educationd setting.

5. A child who presents with speech that islargely unintelligible due to gphonia or
severe hypernasdity or there is an extreme effort in the production of speech.
The child has no effective voca/verba communication would be digible for

gpeech therapy.

Children who are English Language Learners will be consdered on an individua basis. Some
voice condderations are:
- Influence of voca characteridics of native language on voice resonancein
English (e.g., tone languages);
Cultura variations in acceptable voice quality (e.g., pitch, loudness);
Possble role of insecurity about spesking English on volume of voicein
English; and
Possible role of stress from adapting to a new culture on voca tension
affecting voice qudlity.

The following pages are aguide to help systematicaly observe, gather and record information to
assess achild and determine digibility for services. These forms are not mandated; however, it
is hoped that they will help organize information to present to the Evauation Team including the
parent.
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Scoring Guide for Summary of Evaluation Findings
Criteriafor Voice Disability

Impairment Code  +=Yes; - =No; N/A =Not Applicable

Evidence Code 1 = voice measurement(s); 2 = attitude/sdlf- perception measures,
3 = speech sample(s); 4= structured observation;
5= ord classroom participation; 6 = other curriculum/academic
results;
7 = teacher report/interview; 8 = child report/interview;
9 = parent report/interview

Note: #7, 8 and 9 are not sufficient evidence, by themsdves, of an
impairment. They must be supported by objective data.

Adver se Effect on Educational Performance Code:
1 = ord paticipation; 2 = ord reading;
3 = socia-emotiond adjustment/behavior;
4 = reaction of sdlf, peers, teachers, parents.

Note: #4, reaction of self, peers, teachers, parentsis not sufficient
evidence, by itsdf, of an adverse educationd impact.

Eligibility: The child exhibits chronic/persstent (2 weeks duration) imparment(s) in
connected speech in at least one of the following ar eas, with
accompanying adverse effect on educationd performance in each area.

1. Phonation
2. Resonance
3. Prosody

The impairment(s) must not be related primarily to limited exposure to communication building
experiences, the normal process of acquiring English as a second language, dialect usage, or
lack of instruction in reading or mathematics. In addition, the impairment(s) must not be related
to unresolved upper respiratory infection or allergies that are not being actively treated by a
physician.

Note: No child should be enrolled for voice therapy without prior ENT examination. However,
the presence of a medical condition (e.g., vocal nodules) does not always necessitate the
provision of voice therapy as speech-language services as special education or a related service.
Nor does a prescription for voice therapy from a physician.

Adapted from: Guidelinesfor Speech and Language Programs, Volume Il: Determining Eligibility for Special Education Speech and Language
Services, Working Draft. Connecticut State Department of Education, 1999. Reprinted by permission.
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(Insert School District Name]

Summary of Evaluatior Findings

Yoice

NOTE: When completed, this worksheet becomes part of the child’s education record.

Date SLP
Child DOB
School Grade
Teacher

Record areas assessed. The assessment should reflect areas of concern described in the referral
and those that arise during the evaluation. Areas not assessed should be marked N/A.

Voice Area

| PHONATION

! Isolation

Totl Pirch Range

Impairment Evidence Adverse Effect on
Educational
Performance

1 Optirnum Pitch

Pitch Appropriateness for Age

Pitch Appropriateness for Sex

Loudness Range

Aphonia

Breathiness

Diplophonia

Glottal Fry

Hoarseness

Harshness

r'l"remor

Determining Eligibility for Special Education Speech and Language Services, Working Draft.

Guidelines for Speech and Language Programs, Volume II:

Connecticut State Department of Education, 1999. Reprinted by permission.
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[Insefc School District Name]

Child Date

Voice Area Impairment Evidence Adverse Effect on
Educational
Performance

PHONATION (cont'd)

Connected Speech \\\ \

Voice Onset

Voiceless To Voiced

Appropriateness of
Loudness

Pitch Breaks

Pitch Range

Habitual Pitch

Aphonia

Breathiness

Diplophonia

Glottal Fry

Hoarseness

Harshness

Tremor

R I\ NN

Hypemasality

Hyponasality

Throatiness/Cul De Sac

Nasal Emission

Assimilation Nasality

Guidelines for Speech and Language Programs, Volume II:
Determining Eligibility for Special Education Speech and Language Services, Working Draft.
Connecticut State Department of Education, 1999. Reprinted by permission.



Chuld

[Insert School District Name]

Date

Voice Area

PROSODY IN CONNECTED
SPEECH

Stress

Impairment | Evidence

Adverse Effect on
Educational
Performance

Intonation

RESPIRATION

Type of Breathing Pattern

ArRest

In Connected Speech

Breath Suppert for Speech

Posture

Tension

{ ASSOCIATED FACTORS

Vocal Abuse Behaviors

Personality Factors

ORAL MECHANISM

Structure

Functon/Tension

OTL EXAMINATION
RESULTS

Guidelines for Speech and Language Programs, Volume II:

Determining Eligibility for Special Education Speech and Language Services, Working Draft.

Connecticut State Department of Education, 1999. Reprinted by permission.
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Teacher Input: Voice

Child: Date:

Teacher: Grade/Program:

Y our observations of the above child's speech will help determine if he or she has a voice problem which adversely
affects educational performance. Please answer all questions and return thisform to

Yes No
1 Isthischild able to project loudly enough to be adequately heard in
classroom during recitations?
2. Doesthis child avoid reading out loud in class?
3. Doesthis child generally appear to avoid talking in your classroom?
4, Doesthis child ever lose his or her voice by the end of the school day?
5. Doesthis child use an unusually loud voice or shout agreat deal in
your classroom?
6. Does this child engage in an excessive amount of throat clearing or
coughing? If so, which?
If so, how doesit appear to disturb the other children, (e.g., their
concentration, listening)?
7. Isthis child’ s voice quality worse during any particular time of the
day? If so, when?
8. Doesthis child’ s voice quality makeit difficult to understand the
content of hisor her speech?
9. Doesthis child’s voice quality in itself distract you from what he or
sheissaying?
10. Has this child ever mentioned to you that he or she thinks he or she
has a voice problem?
11. Have you ever heard any of hisor her peers mention that his or her voice
problem?
12, If this child has a pitch that istoo low or too high does his or her pitch
make it difficult to identify him or her as male or female just by listening?
13 During speaking, does this child’ s voice break up or down in pitch to the
extent that he or she appears to be embarrassed by this?
Additional observations/comments:
It ismy opinion that these behaviors:
Do not interfere with the child’ s participation Do interfere with the child’ s participation
in the educational setting. in the educational setting.
Date Classroom Teacher’s Signature

Adapted from Speech and Language Services in Michigan: Suggestions for Identification, Delivery of Service and Exit Criteria, edited by
Elizabeth Loring Lockwood and Kathleen Pistano. East Lansing: The Michigan Speech-Language Hearing Association, 1991. Used with
permission.
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C. Fluency

“A fluency disorder is an interruption in the flow of speaking characterized by atypicd rate,
rhythm, and repetitions in sounds, syllables, words, and phrases. This may be accompanied by
excessive tension, struggle behavior, and secondary mannerisms’ (ASHA, 1993, p. 40).
Stuttering may be viewed as a syndrome characterized by abnorma dysfluencies accompanied
by observable affective behavioral, and cognitive patterns (Cooper & Cooper, 1998).

ASHA's Preferred Practice Patterns for the Profession of Speech-Language Pathology (1997€)
contains information regarding the roles of the school-based speech-language pathologist in the
assessment of children who stutter. ASHA’s Guidelines for Practice in Stuttering Treatment
(1995b) provide additiona information concerning the assessment and treatment of stuttering.

Responghilities for children with fluency disorders indude planning and implementing
intervention to:
reduce the frequency of Suttering
reduce severity, duration, and abnormdity of stuttering behaviors
reduce defensive behaviors
remove or reduce factors which creste, exacerbate, or maintain stuttering behaviors
reduce emationd reactions to specific simuli when they increase stuttering behavior
transfer and maintain these and other fluency producing processes
(ASHA, 1995b)

Affective Behavioral Cognitive
Fedling about speaking Respiration Languagellinguidic
competencies
Sdf-esteem Articulation Accuracy of perceptions
Fedlingsin responseto Phonation Attitudes about speaking

environmentd and
Stuationd influences

Feding of fluency control Rate of speaking Attitudesregarding
fluency

Concomitant factors

American Speech-Language-Hearing Association. (in press). Roles and responsibilities of speech-language pathologist with respect to reeding
and writing in children and adolescents: Position statement, guidelines and technical report. Rockville, MD: Author.



Fluency Definitions

Easy dysfluencies

Revision: garting, opping and Sarting over again.
Example: “ | went-1 mean, | rode to the store. My mom, no no, my grandma, met me
there.

Interjection: adding an extra sound or words while you're thinking.
Example “ My Brother went-un-to the movie, but he-ah-didn’t have-ah-you know-
money to getin.”

Whole-word repetition of fewer than four times. Repetition is effortless and generaly
rhythmic.
Example: “ I-1-I can’t remember what his nameis but, but I know you know him.

Phraserepetition: repeating two or three words a atime
Example: “ And then, and then, the man came over and started talking to my, to my
dad.”

Hesitation: short pauses between words
Example: “ We called my mom and asked her to bring (pause) my lunch. | left (pause)
inthecar.”

Suttering

Part-word repetition: saying apart of aword over and over again
Example: “ Wh-wh-wh-wh-what happened to the ba-ba-ba-baby?

Multiple whole-word repetition: repeating aword many times
Example: “I-I-I-I-1-I-I can’t.”

Prolongation: holding out asound
Example: “ Let mmmmme ssssssssee!”

Silent Block: pushing, but nothing comes out-different from a pause or hesitation because the

person is tense while he/sheistrying to talk. When a person pauses he/sheisrelaxed and just
thinking or catching a breath.
Example: “ Can you (silent block) see the clock?

Adapted from: Source: Easy Does It Fluency Activities for School-Age Sutterers
Copyright 1987 Linguisystems, Inc.
Barbara A. Heinze and Karin L. Johnson
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Covert Stuttering Behaviors

There are Sx measurable mgjor types of covert stuttering behaviors: (1)

emotiond reactions, (2) avoidance, (3) expectation of stuttering, (4) expectation of
fluency, (5) motivation, and (6) saf-perception. All types are related to the
dutterer’ s belief system, and none are observable. To quantify them, diagnogticians
must rely on the Stutterer’ s salf-assessment. Thislack of verifiable datais viewed
by some asintroducing an unnecessary amount of subjectivity into the study of
stuttering (Ingham, 1990). Others believe, however, that even though measuring
covert behaviorsis not as easily accomplished or objective as overt behaviors,
understanding the stutterer’ s belief system is essentid for understanding how to
proceed in therapy (Perkins, 1990a: Cooper and Cooper. 1985).

Emotional Reaction. Each dutterer’ s reaction to both fluent and dysfluent speech
isunpredictable. The fear of fluency may be as great asthe fear of stuttering.
Children may become withdrawn, aggressive, passive, hostile, or depressed by their
manner of speech. SLPs need awindow into these fedlings to help congtruct an
effective thergpy plan.

Avoidance. Stutterers may tend to avoid production of not only feared sounds or
words, but also Stuations and encounters with specific people. Regardless of the
type of therapy the Sutterer isinvolved with, SLPswill dmost aways ask the
dutterer to engage in feared Stuations. By having an understanding of what is
currently being avoided, SLPs can design thergpy that can eventudly confront these
avoidances.

Expectation of Stuttering. To alarge extent, we are a product of our past
experiences. Stutterers who expect to stutter may be engaging in a self-defeating
exercise, regardless of the therapeutic techniques taught to them by the SLPs. By
understanding the extent to which a stutterer believes that control and normal
communication are impossible, SLPs can begin addressing the problem in therapy.

Mativation. Changesin long-term behaviors can be difficult to accomplish,
whether they involve behaviors such as smoking, procragtination, or stuttering.
Assessments of motivation are less likely to involve generd questions of whether
the individua would like to develop fluency, and more likely to examine the extent
of commitment and effort an individud iswilling to make to effect behaviora
change.

Self-Per ception. How an individua sees him or hersdlf isimportant in the
Sructuring of intervention protocols. For example, different treatment protocols
may be developed for two individuals who have smilar covert behaviors but who
differ dramatically on the degree of severity each perceives.

M easur ement Procedures
The two most common ways of getting information about how a dutterer’s beliefs can affect
goeech ae through the interview and use of questionnaires. Quedtionnaires may require
gther forced-choice answers or rating scade evaduations.  Examples of forced-choice
guestions are ones that can be answered with “yes’ or “no” answers, or those that require the
sutterer to choose between sdf-descriptive statements, such as “a mild Sutterer” or  “severe
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dutterer”. A rating question asks the dutterer to describe his or her perceptions through the
use of ascdewith end points such as“cadm” and “anxious’, “mild” and “severe’, or

“drongly agree’ and “drongly disagree” It is important to redize that the answers derived
from these test instruments do not necessarily provide a picture of redity, but rather they
describe how dutterers view themsdaves within their world.

Adapted from: Culatta. R. and Goldberg. S. Suttering Therapy An Integrated Approach to Treatment and Practice. Needham
Heights, MA: Allyn and Bacon, 1995, 84-88.
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ELIGIBILITY CRITERIA

1. Children who present with mild stuttering behavior as outlined in a
fluency rating scale will be consdered on an individua basis. The child’ s age,
frequency, culturd background and/or type of stuttering behaviors, motivation,
previous therapy experience, and the overall impact on communication should be
considered.

2. The child who demonstrates moderate to severe behaviors as outlined in a
fluency rating scade would be digible for direct Speech Thergpy. Secondary
characteristics may or may not be present.

3. Children who present with stuttering behaviors as outlined on the following pages
in absence of afluency rating scale will be consdered on an individua basisto
determine the overdl impact on communication.

4, In the case of ELL children, the dysfluent behavior must be evident in both the
first and second languages.

Some fluency consideraions for ELL children are:

Apparent universdity of sound repetitions, sound prolongations and associated behaviors
such as eyeblinks and facid, limb and other body movementsin stuttering across
cultures,

Influence of norma development of English language proficiency on occurrence of
dysfluencies (eg., revisons, hestations, pauses);

Cultural behavior that may be misinterpreted as avoidance behaviors (e.g., eye contact);
Culturd variations on fluency enhancers or disrupters,

Mignterpretation of mannerisms used to cover up limited English proficiency as
secondary characterigtics of dysfluency;

The rdationship of locus of duttering to phonemic, semantic, syntactic and pragmatic
features of the native language and English; and

Possible influence of foreign accent on accuracy of measurement of speech rate and
judgments of gpeech naturalness.

Guidelinesfor Speech and L anguage Programs, Volumell: Determining Eligibility for Special Education Speech and Language
Services, Working Draft. Connecticut State Department of Education, 1999. Reprinted by permission.
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Criteriafor Fluency Disability

Impairment Code:  +=Yes, - =No; N/A =Not Applicable

Evidence Code: 1 = fluency measurement(s); 2 = attitude/self -perception measure;
3 = gpeech sample(s); 4 = structured observation; 5 = ora classroom
participation;
6 = other curriculum/academic results; 7 = teacher report/interview;
8 = child report/interview; 9 = parent report/interview.

Note: #s7, 8 and 9 are not sufficient evidence, by themselves, of an
impai rment.
Thev must he sinnarted hv ohiective data.

Adver se Effect on Educational Performance Code:

1 =ord participation; 2 = ord reading;
3 = socia-emotiona adjustment/behavior;
4 = reaction of self, peers, teachers, parents.

Note: #4, reaction of sdlf, peers, teachers, parentsis not sufficient
evidence, by itsdlf, of an adverse educational impact.

Eligibility: The child exhibits dysfluencies during connected speech in at least one of the
following areas, with accompanying adverse effect on educational
performance.

1. Freguency and/or Durational Measurements of Dysfluencies (based on a
speech sample of 200 syllables, 200 words or 10 minutes) in 1 or more
Settings.

(@) more than 2% atypica dysfluencies, with or without the presence of
struggle behaviors, covert stuttering behaviors, or coping
mechanisms, OR
(b) more than 5% typica dysfluencies, with or without the presence of
struggle behaviors, covert stuttering behaviors, or coping mechanisms, or with the
presence of one or more risk factors.

2. Rate of speech at least + 1.5 standard deviations from the mean.

3. Speech naturalness outside the normal range of 3.0 for children and
2.23-2.39 for adolescents/adults on a 9-point naturalness rating scale.

The impairment(s) must not be related primarily to limited exposure to communication building

experiences, the normal process of acquiring English as a second language, dialect usage, or
lack of instruction in reading or mathematics.

Guidelines for Speech and Language Programs, Volume |1: Determining Eligibility for Special Education Speech and Language Services,

Working Draft. Connecticut State Department of Education, 1999. Reprinted by permission.
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[Insert School Disuict Narme]
Summary of Evaluation Findings
Fluency

NOTE: When completed, this worksheet becomes part of the child's education record.

Date SLP
Ciﬁld DOB
School Grade
Teacher

Record areas assessed. The assessment should reflect areas of concern described in the referral and
those that arise during the evaluation. Areas not assessed should be marked N/A.

| Fluency Area Impairment Evidence Adverse Effect on
‘ ‘ Educational

{

|

i

\‘ Performance
l

( Type of Disfluencies

Hesimuons

1
!
\ Interjections

| S—

] Revisions
|
|

Unfinished Words i

\—-Sound Repednons i
!

‘ Syllable Repeations ‘

Word Repetinons

Phrase Repetiions

Prolongations

Blocks

. o Guideh'ne's for Speech and Language Programs, Volume II:
Determuning Ehglbﬂ*‘y for Special Education Speech and Language Services, Working Draft.
Connecticut State Department of Education, 1999. Reprinted bv permission.
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[Insert School District Nam=

Chuld Date
| Fluency Area Impairment Evidence Adverse Effect on
Educational

Performance !

FREQUENCY fcons ]

Struggle Behaviors

| Fisible Tension

Head

Meck

Shoulders .

Eves

(R

i Lips

Tongue ':

Jaw
Larynx
Inhzlation
Cither

Audible Tension

Uneven Stress

Pitch Changes

Meutralized YVowels |

Increased Hate

Imhalation

Exhalation

Other

DURATION OF
DISFLUENT EPISODES

Guidelines for Speech and Language Programs, Volume IL:
Determining Eligibility for Special Education Speech and Language Services, Working Crratr,
Connecticut State Department of Education, 1999, Reprinted by permission.
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Child

[Insert School District Name]

Date

TFIuency Area

Impairment Evidence

Educational

Adverse Effect on

Performance

RATE OF SPEECH

SPEECH NATURALNESS

- COPING MECHANISMS

Awkward Phrases

Distorted Grammatcal
Forms

Circumlocunons

Starter Devices

Postponement Tactics

Avoidance
(to disguise smuerng)

COVERT STUTTERING
BEBAVIORS

Emotonal Reacdon

Avoidance (of feared
sounds, words, situations
or people)

Expectation of Stuttering

Expectation of Fluency

LANGUAGE

(Receprive

Vocabulary

Expressive

Word Retrieval

Sentence Formulaton

ARTICULATION

Connecticut State

Guidelines for Speech and Language Programs, Volume II:
Determining Eligibility for Special FEducation Speech and Langu:

age Services, Working Draft.

Department of Education, 1999. Reprinted by permission.
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Teacher Input: Fluency

Child: Date:

Teacher: Grade/Program:

Y our observations of the above child's speech will help determineif he or she has afluency problem
which adversely affects educational performance. Please answer all questions and return thisform to

Yes No

1 Doesthis child have areduced verbal output? - -

2 Does this child appear to avoid talking in class? - -

3. Does this child appear to have problems with language skills? _ _

4, Doesthis child use significantly more one-word responses (e.g., _ _
twice as many) than the other childrenin your class?

5. Does this child appear to dislike reading out loud? _ _

6. Doesthis child correct or revise his or her speech more often - -
than the other children in your class?

7. Does the child speak more rapidly than other children? - -

8. Do you think this child knows that he or she is having problems _ _
when he or she speaks?

9. Has this child ever talked to you about his or her speech problem? _

10. Do classmates make fun of this child because of his or her fluency _ _
problems?

11 Have you heard anyone call him or her a stutterer? - -

12. Doesthis child’s fluency problem distract you sometimes from - -
what he or sheis saying?

Additional observations/comments:

It is my opinion that these behaviors:

__Donotinterferewith the child’sparticipation ~ __ Do interfere with the child's

in the educational setting. participation in the educational setting.
Date Classroom Teacher’s Signature

Adapted from Speech and Language Services in Michigan: Suggestions for Identification, Delivery of Service and Exit Criteria, edited by
Elizabeth Loring Lockwood and Kathleen Pistano. East Lansing: The Michigan Speech-Language-Hearing Association, 1991. Used with
permission.
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D. Language Disor der

“An educationdly sgnificant language disorder isimpaired comprehension and/or use of
gpoken, written, and/or other symbol systems. The disorder may involve (1) the form of
language (phonology, morphology, syntax), (2) the content of language (semantics), and/or (3)
the function of language in communication (pragmeatics) in any combination’” (ASHA,
1993a,p.40). Intervention is conducted to achieve improved, altered, augmented, or
compensated language behaviors for listening, speaking, reading, and writing (ASHA, 1996¢).

Oral and written receptive and expressive language factors.

LISTENING SPEAKING READING WRITING
Receptive Expressve Receptive Expressve
FORM Applies Useswordsand | Applies Uses words and
phonologicd, sentences graphophonemic, | sentencescorrectly in
morphologicd, correctly in morphologicd, writing according to
and syntactic discourse and syntactic spdling, morphologicd,
rules for according to rules for and syntactic rules
comprehension phonologicd, comprehension of
or ord language | morphologicd, text
and syntactic
rules
CONTENT Comprehends Selectswords Comprehendsthe | Selects words and uses
the meaning of and usesora meaning of words | written language to
words and language to and text convey meaning
spoken convey meaning
language Formulates thoughts
Formulates into written language
thoughts into
ord language Uses precise and
descriptive vocabulary
Usesliterd and
figurative Usesliteral and
language figurative language
FUNCTION Follows Uses Understands Follows rules of
directions appropriate mood, tone, style, | discourse
language for the | and context of
Understands socid context text Uses various stylesand
socid meanings genres of writing
Takesturnsin
listener/speaker
role
COGNITIVE Attention, long-and
COMMUNICATION short-term memory,
COMPONENTS problem solving, and

related components

American Speech-Language-Hearing Association. (in press). Roles and responsibilities of speech-language pathologistswith respect toreading
and writing in children and adolescents: Position statement, guidelines and technical report. Rockville, MD: Author.
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ENTRANCE CRITERIA

1 Thaose children who recelve amild rating should be consgdered on an individua
bass ranging from no service to direct service. Classroom performance and other
evauation results such asinformal testing, language portfolios, etc. should also be
consdered when determining igibility.

2. Children who present mild-moderate through severe ratings would be candidates
for direct service asit would impact educationd progress.

English Language Learners should be consdered on an individud bass. Some language
consderations are:

Stage of English acquidtion

Interference from native language that may cause English errors (e.g. Spanish “lacasa
grande’ literdly means “the house big”);

Fossilization (i.e. perastence) of errorsin English even when English proficiency is
generdly good,

Inconsstent errors that vary as the child experiments with English (inter-language);
Switching back and forth between native language/diaect and English (code switching)
words or language forms to fill in gapsin English language knowledge or competence
(child may have concept, but not word; indicates awareness of the need to “fill alot” to
keep the communication going);

Language loss in nadtive language as English proficiency improves (may account for poor
performance in native language);

Legitimacy of vocabulary and language forms of African American English rdlated to
higoricd linguidic influences;

Absence of precise native language vocabulary equivaents for English words;
Influence of normd limitations in English vocabulary development on difficulties with
multiple meaning words,

Influence of norma difficulties in English language expression on ability to demondrate
comprehension (e.g., respond to question);

Absencein English of native language forms (e.g., Spanish “tu” and “usted(es)” vs
English “you’);

Redtrictions or absence of certain uses of language due to culturd vaues (e.g., prediction
in Native American cultures);

Influence of culture on nonverbd language (e.g., gesturing, eye contact);

Influence of culture on discourse rules (e.g. acceptability of more interruptions among
Hispanics);

Influence of culture on proxemics (e.g., acceptability of greater proximity between
listener and spesker among Hispanics); and

Influence of absence of written language formsin netive language on English writing
(e.0. capitdization, punctuation, paragraph structure in Chinese).

Adapted from: Guidelines for Speech and Language Programs, Volume |I: Determining Eligibility for Special Education Speech and Language
Services, Working Draft. Connecticut State Department of Education, 1999.
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Scoring Guide for Summary of Evaluation Findings
Criteriafor Language Disability

Evidence Codes: 1 = language ssmple; 2 =contextua probe; 3 = structured
observation;

4 = classroom work samples; 5 = other curriculum/academic results,

6 = standardized test(s);* 7 = teacher report/interview;
8 = child report/interview; 9 = parent report/interview.

Note: #s7, 8 and 9 are not sufficient evidence by themselves. They

must be supported by objective data.

*\When standardized tests are used the threshold of impairment is 1.5 SD below the mean of the

test. Thethreshold for other procedureswill vary according to the procedure selected.

Extent of Adverse Educational Effect:

A I ndependent Performance:
The child performs effectively dl or most of the time with little, if any, assstance.
He/she knows what to do and how.

B Minimal Support:

curriculum/program adjustments and/or remedia ingruction.

C Maximum Support:
The child does not perform effectively most of the time, despite the provision of
generd education modifications and supports, e.g., prompts, cues, moddling,
curriculum/program adjustments, remedia ingruction.

based, according to the information from the language evaluation.

The child needs more cues, models, explanations, checks on progress or assistance
than the typicd child in higher cass He/she may need some genera education

Eligibility: The child must be at level C in two areas of educational concern on
the Educational Effect Worksheet, with evidence that the problems are language

Theimparments must not be related primarily to limited expasure to communication building

experiences, the norma process of acquiring English as a second language, didect usage, or lack

of indruction in reading or mathematics.

Adapted from: Guidelines for Speech and Language Programs, Volume I1: Determining Eligibility for Special Education Speech and Language

Services, Working Draft. Connecticut State Department of Education, 1999.
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~ [Insert School District Name]
Educational Effect Worksheet: Language

NOTE: When completed, this worksheet becomes part of the child’s educarion record.

Chald Date
Area of Educational | Evidence of a Extent gf Comments
Concern Language- Adverse
Based Problem | Educational
Effect

Antending Behaviors

Following Classroom
Routnes

Listening
Comprehension

Oral Partcipation

Reading

Written Language

Content Subjects

Social-Emotional
Adjustment/Behavior

Effectiveness of
Communicaten

Addidonal Areas for
Pre-K students

Play

Peer Interactions

Guidelines for Speech and Language Programs, Volume II:
Determining Eligibility for Special Education Speech and Language Services, Working Draft.
Connecticut State Department of Education, 1999, Reprinted by permuission.
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[Insert School District Name]
SUMMArY 0l LVALGNon rinGings: Lauguage Worksoee.

NOTE: #hen completed, this worksheet becomes part of the child's education record.

Dare SLP

Chiid DOB

School Crade

T=acher

Record arecs assessed. The assessment should reflect areas of concern described in the referral and
shase that arise during the svafuaton. Areas not assessed should be marked NA. Remember that

slibiliny mey not be derermined solely on the basis of srandardized tesis.

Evidenes Codes: 1 = laneuags sample; 2 =coneexneal probe; 3 = stucnured observaton;
4 = classroom work samnles; 5 = other cumiculumyacadamic results;
smndardized 1astis)*; T = icacher reporvinisnasw,

8 = child reporvineerview; 9 = parent reportintervicw,

=
i

Mo 257, % and 9 are not sufficisnt svidencs, by themssives, of 2 wealmss or

impairment. They must e supported by objective data,

..

e
.
=
b
by
4

a,
2
4]
o

ized tests are used the threshold of impairment is 1.3 5D below the mean of the te:

v other procedures will vary according o the procedure selected.

| Language Area | Evidence of | Evidence of

| I Strength/Competency Weakness/impairment

Classificaton 2nd |
Categorization

Semantc Relatonships

Comprehension of
Cruestions I

Guidelines for Speech and Language Programs, Volume II:

Determining Eligibility for Special Education Speech and Language Services, Working Diraf.
Connecticut State Department of Education, 1999, Reprinted by permissi Lol
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[Insert School District Name]

Child Tiate

Language Area Evidence of Evidence of |
Strength/Competency Weakness/lmpairment

Following Directions I

Understanding Stories
and Text . i
Word finding | |

Agcurate and
Semantically Appropriate
Production

WVarety of Constructions
Word Order
Length

Complexity

Variety of Genres
(e.g., narrative,
expository, persuasive)
Cohesion

| USE

Varety of verbal and
nonverbal functions (e.2.,
greeting, protesting,
requesting, commenting)

Dizscourse rules e.¢
joint attention’
referencing, initiating,
turn taking, topic
relevance, topic
maintenance, closing,
DIOXEImics

Guidelines for Speech and Language Programs, Volume O:
Dietermining Eligibility for Special Education Speech and Language Services, Working Draft.
Connecticut State Department of Educatian, 19%%, Repriated by permission.
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Child

[Insert School District Name]

Date

rLanguage Area

USE (ceni d)

Evidence of
Strength/Competency

FProsodic Features

METALINGUISTICS

—

Phonological Awareness

Evidence of
Weakness/Impairment

Phonemic AWareness

Error awareness’
correction

Figurative Language
{¢.2., idioms, metaphors,
similies, absurdities)

Language of Thinking
(e.g., predicting, drawing
conclusions, analogies,
problem solving)

METAPRAGMATICS

Role Of Context |

|_Perspectiw: Taking

Guidelines for Speech and Language Programs, Volume I
Dretermining Eligibiliny for Special Education Speech an
€ onnecticut State Department of Education, 1999. Reprinted by permission.

d Language Services, Working

Diraft.
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Child:

Teacher Input: Language

Date:

Teacher:

Your observations of the above child will help determineif he or she hasalanguage problem

Grade/Program:

which adver sely affects educational performance. Please answer all questionsand return this
formto

NN S

Doesthe child speak in complete sentences?

Isthe child’svocabulary appropriatefor hisor her age?
Isthe child’sgrammar adequatefor hisor her age?
Isthe child's syntax adequate for hisor her age?

Yes

5 Doesthe child express himself effectively (organized, sequential

20.

21.

22.
23.

thoughts)?
Doesthe child contribute appropriately to class discussions?

Isthechild ableto listen to a story and inter pret the meaning?

Isthe child usually ableto follow your oral directions?
Doesthe child remember names, dates, times, places?

. Isthechild’'sreading comprehension appropriate?
. Doesthe child comprehend math/science/social studies

concepts?

. Doesthe child comprehend questions?

. Isthechild ableto problem solve?

. Isthechild ableto sequence pictures?

. Isthechild ableto recall names of know items?

. Isthechild ableto understand proverbs, idiomsand humor?
. Isthechild ableto uselanguagerelevant to the situation?

. Isthechild ableto establish and maintain eye contact?

Isthechild ableto initiate and maintain appropriate
conver sation?

Doesthe child use a speech system rather than a gesture
system?

Doesthe child use speech rather than relying on othersto
communicatefor him?

Isthechild ableto copewith distracting noises?

Isthe child’swritten language appropriatefor hisor her age?

Additional observations/'comments:

No

It ismy opinion that these behaviors:

____Donot interferewith the child’sparticipation
thein the educational setting.

____Dointerferewith the child’s participation in
educational setting.

Date

Classroom Teacher’s Signature

Adapted from Speech and Language Servicesin Michigan: Suggestionsfor |dentification, Delivery of Serviceand Exit
Criteria, edited by Elizabeth Loring L ockwood and K athleen Pistano. East Lansing: The Michigan Speech-Language-
Hearing Association, 1991. Used with permission.
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E. Exit Criteria

IDEA ’ 97 specifies that “before determining that a child no longer has adisability [20 U.S.C.8
©(5), except when termination of digibility is due to graduation with aregular high school
diploma or the child exceeding age digibility for afree and gppropriate public education the
child must be reevauated [34CFR8300.534(i)(2)]. Rhode Idand regulations require the samein
that the loca education agency (LEA) must reevauate a child with disability in accordance to
the regulation before determining that the child is no longer achild with adisability. The
reevauation islike other reeva uations subject to the decision of the individualized education

plan (IEP) team in regards to evauation requirements. The |EP team may decide that no
additiona datais needed, or that additiona assessment data is needed to determine continued
eigibility during the reevauation process.

Children who continue to have a primary disability which qudifies them to receive specid
education and related services may be exited from speech and language services provided that
one or more of the following criteriaiis met.

1 The child has met dl objectives in the areas of speech or language and assessment
data indicates no additiona needs. The |EP team determines that the child can make
progress in the general education setting without the support of speech and/or
language services.

2. At the request of the parent, or of the child, if age appropriate, only as part of an IEP
team decision as to whether assessment data indicates that the child can make
progressin the generd education setting without the support of speech and language
sarvices. If the parental request for termination of services would result ina
determination of continued digibility thet the child is a child with adisahility, the IEP
team must reeva uate the child in accordance to the regulation.

3. A medica evduation in conjunction with the review of the IEP team recommends
temporary or permanent discontinuation of services.

4. Appropriate evaluaions indicate that the child has learned sufficient compensation
drategies to function academicaly and is no longer in need of speech and/or language
services as determined by the | EP team.

5. The child no longer needs specia education or related services to participate in the
generd education setting as determined through the evauation and |EP process.
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ADDITIONAL CONSIDERATIONSFOR
SPECIAL POPULATIONS
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Special Consideration

This chapter addresses the unique needs of some children in our schools. These children
present with unique learning issues due to the process of learning English, the specidized
needs of therr disility or specid medicd issuess  They may display communication
disorders that were clearly defined in the chapter on digibility criteria In those cases when
the child does not meet the criteria in that chapter, the child should be consdered on an
individud bass.

Not al children with conditions such as cerébra pdsy, learning impairment, or CAP-D need
gpecid education and/or related services to address their educational needs.  Section 504 or
other genera education services may be gppropriate. Each child is unique.



A. Consderationsin Evaluating English Language Learners (ELL)

With our growing knowledge base, the focus of speechrlanguage evauations has expanded
beyond assessment of isolaied linguigic skills on dandardized tests to examination of
communicative competence in various contexts usng descriptive gpproaches.  An important
result of this change in professond practice is the recognition that components of an
assessment of children who are native English speskers and those who are acquiring English
as a second language/diaect are not substantively different.  The chdlenge is having enough
information to determine the language(s)/didect(s) in which the assessment should be
conducted and the personnd resources to conduct the assessment in both the child's native
language and English when that is required to diginguish a communication difference from a
communication impairment.

Cultural Knowledge

Taylor and Payne (1983) suggest the following topics about which the SLP should seek
information for particular cultures:
- culturd vaues,

preferred modes of communication;

nonverba communication rules;

rules of communication interaction (who communicates with whom? when? under

what conditions? for what purposes?);

child-rearing practices, rituds and traditions, perceptions of punishment and reward;

what is play? fun? humorous?

socid dratification and homogenaty of the culture;

rues of interaction with nonmembers of the culture (preferred form of address,

preferred teaching and learning styles);

definitions of disabled and communicatively disabled; and

taboo topics and activities, inults, and offensve behavior

The Center for Applied Linguigtics in Washington, D.C. (202-362-0700 or www.cal.org) is
useful resource about other languages and cultures, as is the Nationa Clearing House for
Bilingua Educaion (202-467-0867 or http://www.ncbe.gwu.edu). Locad and date cultura
organizations may aso be able to provide information.

Deter mining the L anguage(s) to be Assessed

“Baoth Title VI and Part B [IDEA *97] require that a public agency ensure that children with
limited English proficiency are not evaduated on the bass of criteria that essentidly measure
English language skills.” [34CFR, Attachment 1, p. 12633].

Pat Chamberlan and Patricia Mederios Landurand (in Hamayan and Damico, 1991), note
that the purpose of the evauation and the skills of the child (eg., socid vs academic
language skills) are important condgderations in sdecting the language(s) to be used. They
point out that, when more than one language is to be used, the evauator needs to consider
whether they will be used separately or smultaneoudy. Chamberlain and Landurand suggest
usng each language separately in assessment “for children who are young and come from
primarily monolingud homes, have been emrolled in a qudity bilingud program where
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academic ingruction has been consgently delivered in the firgt language and who are recent
arivals in the United States” (p.134) They cite the work of M.D. Pollack, who found that
when the languages are used separately, the stronger language should be used firdt, in order

to obtan optimum peformance. Chamberlan and Landurand adso report the use of both
languages Smultaneoudy as being mogs effective with children whose control of both
languages is limited, whose native language combines the two languages and who are young
and having difficulty separating the languages (p.135).

When no one on gaff in the school didrict is able to administer a test or other evdudion in
the childs natve language, 34 CFR Attachment 1 (p.12634) offers the following
Suggestions:

identify an individud in the surrounding area who is able to adminiser a test or other
evauation in the child's ntive language; and/or
contact neighboring school didtrict, loca universities, and professona organizations.

Additiond options that may be consdered include usng a trained interpreter or trandator.
Other school didrict personnd (such as teachers of foreign languages, mainstream regular
education, bilinguad education or English as a Second Language, pargprofessonasades;, or
pupil services personnd) may ether serve as resources or may have contacts outside the
digrict that they may access. Various culturd or religious groups or teachers at commercia
language schools may dso be able to help.

ASHA (1996) has published information regarding the use of Speech-Language Pathologist
Assgants. Matties and Omark (1984, chapter 3) discuss the advantages and pitfdls of using

bilingual pargprofessonds to hep with assessment.  They dress the importance of
subgtantia training of these individuasin order to avoid compromising the assessment.

M odifications of Testing Procedures

Test modifications dlow the evauator to observe how the child performs under various
conditions.  While changing the dandards of test administration may be necessay for
children from culturdly and linguidticaly diverse backgrounds they may aso be hdpful with
native English speskers and for youngsers with severe disdbiliies  Common  test
modifications include restating or repeating directions, dlowing additiond response time,
dlowing native language responses or code-switching, providing extra practice items before
the tedt, subdituting culturdly rdevant simulus items. (For additiond information on this
subject, see Erikson & Iglesias, 1986, Kayser, 1989 and Paul, 1995). When tests are
modified, modifications must be reported and test norms cannot be applied.

Adapted from: Guidelinesfor Speech and Language Programs, Volume I1: Determining Eligibility for Special Education Speech and Language
Services, Working Draft. Connecticut State Department of Education, 1999.
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B. Consderations when evaluating Sever e and Profoundly Disabled Children

Eligibility policies and practices often preclude children with severe disgbilities from accessing
needed communication services and supports. The Nationd Joint Committee for the
Communication Needs of Persons with Severe Disahilities has devel oped a draft position
gatement on digibility stating thet digibility for services and supports should be based on
individual communication needs and not on aprior criteriasuch as

discrepancies between cognitive and communication functioning;
chronologica age;

apaticular diagnos's,

absence of cognitive or other skills purported to be prerequisites; or
retrictive definitions of educationd, vocationa, and/or medica necessity.

Categorica denid without consideration of the child’s unique needs and potentid to benefit
violates federa and state statute, regulation, and policy. Expected outcomes of communication
services and supports may include increased access to learning, ability to direct one' s own care,
and greater independence and participation in home, school work and community life.
Communication services and supports encompass interventions that include assistive technology,
environmental modifications, and ingruction of communication partners. An interdisciplinary
team should offer these services and supports. Composition of the team should be based on
individua communication needs. The specidized expertise in language content, form, and
function provided by a speech-language pathologist is essentid to the team. Limited funds,
personnd, or resources should not drive decisions about digibility or service delivery model
(e.g., pull-out, collaborative consultation, classroom-or home-based).

Eligibility and Dismissal for School Population by Scarevel and Filak, Allegany Intermediate Unit 1-Speach and Language Program, September

1998, Pittsburgh, Pennsylvania
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SWALLOWING/DY SPHAGIA

There has been an increase in the number of children with severe disabilities in school
settings since the passage of PL94-142 (1975). It is not uncommon to see medicdly fragile
children with multiple disabilities, feeding tubes, and tracheosomies, etc. in the same
educational setting as their typicaly developing peers.

ASHA has developed documents reflecting the trends concerning dysphagia intervention in
schools. The Guidelines for the Roles and Responsibilities of the School-Based Speech-
Language Pathologist (ASHA 1999) and the ASHA Scope of Practice in Soeech-Language
Pathology (ASA 1996). Both documents note hat not every speech-language pathologist is
an expat in dysphagia and decisons to intervene in cases must be made in conjunction with
the ASHA Code of Ethics and within the individud’ s knowledge and experience.

The ASHA Code of Ethics states, “Individuals shall engage in only those aspects of the
professions that within the scope of their competence, considering their level of
education, training, and experience’” (ASHA 1994). According to ASHA’s Rules of
Ethics, “Individuals shall use every resource, including referral when appropriate to
ensurethat high quality serviceisprovided” (ASHA 1994).

The primary concern is for the health and safety of all children in order to allow them
to access education to ther fullest potential. Some important points to consider
regar ding dysphagia inter vention include the following:
- Medical clearanceincluding a physician’s or der

Outside diagnostic evaluation or results of medical feeding assessment

Parental information and feedback regarding nutritional risks

Safety issues and precautions of feeding in a school setting

Special safety guidelinesfor daily feeding and/or emergency situations.

Speech-language pathologist trained in dysphagia (competent and confident)

Team-based appr oach regarding diagnosisand intervention

Owre,D. (2002) Dysphagia Intervention in Schools: An Ethical Dilemma? ASHA Div 16 Nendetter VVol. 2 Number 1 October 2001 Pgs 21-
23
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C. Congderations when evaluating children with mental retardation

Each child with mentd retardation is unique. Functiond communication &bilities need to be
cosely examined. These should be assessed as they reate to the individud’s cognitive
potentia, physcd daus and communication  environment. A criteion  referenced
assessment tool regarding school function may be hepful.

It is necessary to document a need for speech and language services for children who have
developmentd disabilities. Current gpproaches to educationa programming for persons
having developmentd disabilities emphesize the acquistion of functional skillsthat enable
children to participate as fully as possblein dl life domains. Communication intervention
targets the communication skills needed to interact and participate in home, school,
community, and vocationd and adult living environments. Documenting the need for speech
and language services involves assessing the child's current communication skills and
determining whether those skills endble the child to participate maximally in higher life
experiences. If the assessment reveds amismatch between the skills the child possesses and
the sKkills he/she needs, communication intervention may be needed. For practitioners and
programs following a developmenta gpproach for determining the need for speech and
language services, the L anguage Rating Scalefor the Cognitively Impaired (page 61-64)
may be used. This scale has been found to be useful for children with moderate/severe
disabilities, and for some children classified as Multiply Impaired. A “functional” approach
is becoming more widely accepted and employed in programs for persons with
developmentd disabilities and involves taking alanguage sample. With more severdy
impaired children, particularly those who have not acquired language or have very limited
expressive output, it is difficult to obtain valid sandard scores on language measures. A
traditiond “language’ sample cannot be dicited.

Eligibility and Dismissal for School Population by Scarevel and Filak, Allegany Intermediate Unit 1-Spesch and Language Program, September
1998, Pittsburgh, Pennsylvania
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D. Congderations when evaluating children with Traumatic Brain Injury (TBI)

Each child with TBI is unique due to pre-injury cognitive ability, persondity, learning syle,
the extent of damage and the time dapsed since the trauma.  TBI generates a broad spectrum
of neuropsychologicd and communicetive deficits ranging from mild to profound.
Communication is frequently impared in the aeas of atention, memory, orientation,
knowledge of generd information, abdract reasoning, problem solving, sequencing,
organization and pragmatic language skills. TBI children often appear confused and behave
ingppropriaidy.  Typicaly, these children have diffuse rather than focal damage. Many
aress of the brain are damaged in varying degrees with some areas unaffected.

It will probably not be possble to use ether the Language Raing Scae or the Cognitively
Impaired Rating Scae exactly as written to determine digibility of TBI children to receve
gpeech/language services.  The discrepancy between expected achievement and present
peformance may not be documentable usng <andard deviations. Evauation team
consensus may be the determinant of the mild, moderate or severe rating.

Eligibility for sarvices should be documented with appropriate formal assessments,
informal tests, observations of educationa performance and professonal judgment. This
should be accomplished in conjunction with additiona input from members of the ET.

As a child with TBI is recovering, it is expected that cognitive abilities will improve.  For
this reason, it is necessary for frequent reassessment of both cognitive functioning and
language abilities to update and revise intervention. The SLP may assume a major role in
devdoping a progran for cognitive retraining, managing memory problems  and
compensatory  drategies in - addition to implementing sSandard language  intervention
drategies.

Eligibility and Dismissal for School Population by Scarevel and Filak, Allegany Intermediate Unit 1- Spesch and Languege Program, September
1998, Pittsburgh, Pennsylvania

60



Instructionsfor Cognitively Impaired Language Rating Scale

The modd is based on a comparison of the child's own leve of languege functioning with
the expected leve of language functioning for others of comparable cognitive ability.

1. On the rating scale, circle the appropriate scores for each of three categories formal
assessment, informal assessment and effect on educational performance. Circle the
number in the box which represents the most extreme deficit.

2. The formal assessment portion of the rating scde includes two sections: an alternative
assessment for children who cannot begin with “a standardized assessment option”; and
standardized assessment section for children who can be given tedts that yidd a
language devdopment age from paticipation in formd testing Choose only one
method.

3. The determination of the rating for informal assessment depends leavily on professional
judgment. Factors to consider include results obtained from teacher made tests and
classroom observation. To score informal assessment, circe the number in the
appropriate box and check are(s) of impairment.

4. To assess the adverse effect on educationa peformance, utilize the Teacher Input:
Cognitively Impaired form. The Speech/Language Pathologist gives the form to the
teecher to complete. The teacher input is used to assg in the find determinaion of
severity of the adverse effect on educationa performance.

5. Add the three scores and circle the totd score on the rating scde.  Comments may
include datements regarding discrepancies among individua tests, subtests, and/or
classroom performance.

INTERPRETATION OF SCORESON TEACHER INPUT

Lessthan 1 = No interference with child's performance in educationd setting.

1 = Minimd impact on the child's performance in educationd setting.

2 = Interferes with child' s performance in educationa setting.

3 = Serioudy limits child's performance in educationd setting.

SCORING TEACHER INPUT

To score the teacher input form, total the score and divide by the number of statements

that received a rating of 1,2, or 3. Do NOT count any statements that received a rating
of 0.

Eligibility and Dismissal for School Population by Scarevel and Filak, Allegany Intermediate Unit 1-Speach and Language Program, September
1998, Pittsburgh, Pennsylvania
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Child Date:
School: SLP:
LANGUAGE RATING SCALE FOR COGNITIVELY IMPAIRED
Formal Assessment: Normal/Adequate Mild M oderate Severe
A. Standardized 0 2 3 4
Assessment Scoreslessthan 9 Scores between 9 Scores between 1.5-2.0years | Scores 2.0 or more years
months below expected monthsand 1.5 years below expected language below expected performance.
language performance. Below expected language performance. ____Form/structure
____Form/structure performance. ____Form/structure ___Content/semantics
___ Content/semantics ___Form/structure ___ Content/semantics ___Use/pragmatics
___Use/pragmatics ___Content/semantics ___Uselpragmatics
_ Use/Pragmatics
B. Alternative 0 2 3 4
Assessment Option Preintentional Stage Intentional Level Representational Preoperational level  of
(0-8 months) Thought (8-18 months) Thought or above (18-24 cognition typically allows for
or and months) formal test. Use forma

Representational thought or
above with equal language &
social skills.

Reception and expression less
than cognitive
and

and
Expressive or receptive
Lessthan cognitive

assessment procedure.

Social interaction less than and
language Social interaction equal to
language.
Informal Assessment/ 0 2 3 4
Language Sample Language  skills  within | Language  skills  mildly | Language skills moderately | Language skills severely
expected range. impaired. impaired. impaired.
___Form/structure ___Form/structure ___Form/structure ___Form/structure
___Content/semantics ___Content/semantics ___Content/semantics ___Content/semantics
___Use/pragmatics ___Uselpragmatics ___Uselpragmatics ___Uselpragmatics
Effect on Educational | O 4 6 8
Performance: No interference with child's | Minimal impact on the | Does interfere with child’'s| Seriously limits  child's
Social participation in educational | child's  participation in | participation in educational | participation in educational
Emotional setting. educational setting. setting. setting.
Academic
V ocational
Total Score 023456 7 8 9 10 11 12 13 14 15 16
Rating Scales Normal/Adequate Mild Moderate Severe
COMMENTS:

Eligibility and Dismissal for School population by Scarevel and Filak, Allegany Intermediate Unit-1Speech and Language Program, September 1998, Pittsburgh, Pennsylvania
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TEACHER INPUT: COGNITIVELY IMPAIRED SPEECH/LANGUAGE
IMPAIRED

Child: Date of Birth:

Teacher School:

Teacher Indructions.

Observe the child in your class and compare hinvher to his’/her cognitive peers. Please
answer the following questions using the rating scale listed below and then return the formto
the Speech/Language Pathologist. Thank you for your cooperation.

NOTE: It isimportant to consder the child’s cognitive development level when rating
performance.
For example, a child functioning at a 6 month cognitive level would not be able to formulate
expressive language and participate in conversation. Therefore, this child would receive a
score of NA, astheitemis not appropriate to this child’s developmental level.
Key: 3 =almost never occurs

2 =sddom occurs

1 =inconsistently occurs

0 = frequently occurs
NA = not applicable

NON-VERBAL COMMUNICATION

Responds to adult attention.

Expresses discomfort.

Uses eye gaze and/or smile to initiate and maintain interaction.

Attends/responds to adult speaker.

Attends to objects/eventsinvolved in an interaction.

Comprehends communicative gestures such as pointing.

Uses a specific action to communicate needs.

Participatesin smple turn-taking activities.

Uses adult or environmental object astool to obtain desired item or event.

VERBAL COMMUNICATION
Imitates vocalizations.

Uses asingle word to communicate a complete message.

Uses language for a variety of purposes. (eg. naming, requesting, rejection,
greeting, answering, possession. Locating)
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Participates in conversationa Stuations.

Gives gppropriate responses to questions.
Gives gppropriate responses to questions, commands or directions.
Recdls information given verbally (auditory processng and memory).
Uses appropriate sentence structure.
Generates meaningful communication.

GENERAL OBSERVATIONS
Communicatesin class.
Communicates without frustration.
Communication is easily understood.
Communicates within a reasonable amount of time,

Communicetion is adequate for expressng badc needs fedings or sharing
informetion.

Communicationis sufficient for pre-vocationd training.

Communication is sufficient for competitive employment.

These behaviors: Do not interfere with child's participation in the educationd setting.

Do interfere with the child’ s participation in the educationa setting.

Tota Score + =
Score

Date Classroom Teacher’s Signature

Eligibility and Dismissal for School Population by Scarevel and Filak, Allegany Intermediate Unit 1-Speach and Language Program, September
1998, Pittsburgh, Pennsylvania



E. Consderations when evaluating a child with Central Auditory Processing Disor der

A Centra Auditory Processing Disorder (CAPD) is an observed deficiency in sound
locdization and laterdization, auditory discrimination, auditory pattern recognition, tempora
agoects of audition, use of auditory skills with competing acoudtic sgnds, and use of
auditory skills with any degradeation of the acoudtic sgnd. CAPD may be the reault of
dysfunction of processes and mechanisms dedicated to audition, generd dysfunction such as
atention defict or neurd timing defidt, or co-exiding dysfunctions of both sorts (ASHA,
1995).

Some of the common difficulties and complaints that may be identified in children with
CAPD include:

short atention span;

poor ligening skills (auditory association, auditory reception, and/or auditory
sequencing);

digractibility;

difficulty following verbd directions,

gpparent language problems;

factors in the classroom interfere with the ability to attend;
says“huh” or “what” frequently;

often misunderstands whet is said;

dow or delayed responses to verbd simuli;

behavior problems;

difficulty distinguishing background and foreground; and
emationd labidity

Some of the concurrent educationd problems of children with CAPD include:

problems processing speech in a noisy background when combined with deficits
in auditory memory, which has amgor impact on scholastic achievements,

difficulties with attention and digtractibility and eesly didracted by extraneous
auditory or visud gimuli;

problems with the integration of auditory information with other sensory
information, which results in problems with reading and spelling;

difficulties with auditory sequencing of information, which results in problems
following verba directions,

problems with auditory memory tha ae rdaed to deficts in reading
comprehension and learning new concepts, and

Centrd auditory processng disorder assessment is indicaed when individuds have
symptoms and/lor complaints of hearing difficulty with documented normd peripherd
auditory function; have centrd nervous sysem disorder potentidly affecting the centra
auditory system; assessment should be conducted with other audiologic, speech and language
a wdl as neuropsychologicd tests to evauate the overdl communication behavior,
induding spoken language processing and production, and educationd achievement of
individuas (ASHA, p. 47).
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Because CAPD can dffect individuds differently, an individuad approach must be teken to
the sdlection of assessment measures and the interpretation of thelr results. A team approach
is best, with collaboration, including an audiologigs and a gspeech-language pathologist.
Typicdly, audiologigs have the theoreticd and practicd knowledge to adminiger and
interpret  the central auditory test battery; speechrlanguage pathologists  contribute
information regarding receptive language, phonemic processng, and observed auditory
processing behaviors (ASHA, 1995,1999). ASHA has established preferred practice patterns
in CAPD assessment and treatment for both professons (ASA, 1997a, 1997b). Additiond
information is described in Central Auditory Processng:  Current datus of Research and
Implications for Clinica Practice (ASHA, 1995).

Once a CAPD evauation has been completed, the ET (including the classsoom teacher and
parent) should review dl daa and determine digibility for service based on the educationd
ggnificance of the CAPD. Services should be decided on an individud bass. Intervention
by a speech-language pathologis may condst of ether direct or nondirect (consultetive)
savices. The speech-language pathologist can function as an important liason between the
classsoom teecher, the parent, and the audiologigt in determining and implementing the most
gppropriate intervention plan within the school and home settings.

It is important to note the CAPD is not a disability category under RI Regulations. The child

must qudify for services based on meding digibility criteria for one of the disability
categories within the state regulations.

Adapted from the ASHA:
IDEA and Your Caseload: A Template for Eligibility and Dismissal Criteriafor Childs Ages 3to 21
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The Role of the School Speech L anguage Pathologist and the Child with
Autism

Speech language pathologists (SLPs) sometimes wonder what role they should perform when
asked to provide services for a child with autism. Parents may equaly wonder what types of
sarvices they should request or gpprove for their son or daughter. Since individuas with
auttism vay across the many dimensons of communication, such as &bility to tak, to
communicate basc needs, or to engage in conversaion, a dngle answer is not possible.
Ingtead, it is feasble to review a menu of options and related ideas tha may impact the
selection of addivery of servicesto meet individud needs,

QUALITATIVE COMMUNICATION IMPAIRMENT-BY DEFINITION
Asadarting point, it may be gppropriate to begin with a set of questions:

Does the child with autism have a communication problem?

Does he or she need the services of a school speech language pathologist?

Does this need for specid sarvices dso goply to the child who is high functioning,
i.e.,, achild who has average or above average cognitive abilities?

The answer to dl three quedtions is an unequivoca “yes” The degree of certainty emanates
from what is known about the disability itsdf. A quditaive imparment in communication
skills is conddered to be a characterigic of autism. Typicdly the services of the speech
language pathologist are needed by the child with autism and by his or her educationd team,
including the school gaff and the family.

SERVICES MAY BE NECESSARY BUT DIRECT SERVICES ARE NOT ALWAYS
MANDATORY

Having a quditative communication imparment does not mean that each individud with
autism automaticaly requires direct or persondly administered service by a speech language
pathologist (SLP). Ingeed, it should mean that the SLP is familiar with each child and that
the SLP works with each family and the school daff to plan and to customize a
communication program which meets each child's needs.

Consultation M od€

Conaultation can include a variety of activities A team discusson with darification
of roles and expectations regarding the consultant's services might be necessary
before an Individuaized Education Program (IEP) is completed.

Sometimes consultation services have a mgor  collaborative or  partnership
component.

In some Stuations, a consultant used an expert service delivery modd.

Someone has a poblem and the SLP is requested to observe, evauate
the child, and provide suggestions to the teacher.
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Conaultation dso can be used in a proactive manner. For example,
and SLP may observe the effectiveness of a teacher’s discourse or ora
communication with a class during group ingruction. The SLP might

make suggestions that could improve the attending behavior or verba
comprehension of the child with autism.

Conaultetion sarvices dso may represent a means of monitoring a child's
generdization of killsinto everyday Stuations.

SLP consultation services may be combined on the IEP with other service ddivery
options or roles, or ingructiond goas.

Collabor ation M odédl

Collaboration involves team planning and team implementation of a communication
plan. The SLP, classoom teachers, and teaching assgtants meet to plan specific
activiies The SLP may or may not be in the cdassoom or community when
activities occur.

Collaboration may aso vary and need definition asit pertainsto a particular child.
Collaborative planning alows communication goas to be practiced throughout the
school day. Potentidly, more practSice will occur each day than would occur if only
a pull out modd (services in a thergpy room) were used to teach a given skill. Data
keeping is needed to insure that sufficient communication teaching or practice occurs
during activities each day.

A collaborative model has the potentid to insure that communication is learned in
functiond or daly gtuations. Collaboraive planning adso mugt include adequate
training and support of al persons who implement daily or weekly ingruction.

Advocacy Role

Advocacy might be needed in order to gain support for an intervention method such
a Augmentaive/Alternative Communication (AAC), to identify additiond
opportunities for the child to contribute to the classoom discusson, or to achieve
better staff understanding of a child's specid needs. For example, the SLP might
help other saff understand that acting out behavior will continue unless the use of
better communication skillsis taught and supported.

Advocacy could teke the form of soliciting funding for an dectronic communication
device.

Advocacy dso could involve the solicitation of a specific service for a child (eg., an
occupationd thergpy evauation because the child has difficulty producing written
communication).

The University Affiliated Program of Indiana
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F. Consderationswhen evaluating a child with Nonverbal L earning Disor der

A Nonverbd Learning Disorder (NLD) is “a neurological condition believed to result from
damage to the white matter connections in the right-hemisphere, which are important for
intermodel integration. Three mgor categories of dysfunction present themselves:

1) Motoric (lack of coordination, severe badance problems and difficulties with fine
graphomotor skills)

2.) Visud-gpatid-organizationd (lack of image, poor visud recdl, faulty gpatid
perceptions, and difficulty with spetid relations)

3) Socid (lack of ability to comprehend nonverbd communication®, difficulties
adjugting to trangtions and nove dStuations, and deficits in socid judgment and socid
interaction).”

*Nonverbd communication is “any communicatiion that doesn't express language
directly, but often augments it, including, facid expressons, gestures, body
posture, and speaking distance.”

ASSESSMENT

“The assessment of individuds suspected to have NLD should be conducted by an
interdisciplinary team and focused toward developing an appropriate intervention plan.
There is no single tes, there are no clugters of tests, there is no cut-off score on an individud
test thet, in and of itsdf, will signd the presence of NLD.”

It is important for the child's parents to be closgly involved in the evaduation process. ‘The
most crucid congderation when retaining professonas for an evauation of your child is that

they be knowledgeable of NLD and that they know how to digtinguish it from other disorders
with the same or amilar symptoms.”

The Source for Nonberbal Learning Disabilities Copyright 1997 Linguisystems, Inc. Sue Thompson
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ARTICULATION AND PHONOLOGY

The following pages offer a sample of several developmental norm tables
regar ding phoneme and phonological process development. Theseareasa
resour ce only and are not the sole viewpoint of this document.
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ASSESSMENT OF ARTICULATION AND PHONOLOGIGAL PROCESSES

Table 5-2. Five Commonly Cited Norms for Consonant Development

Wellman et al. Poole Templin Sander Prather et al.
Consonant (1931) (1934) (1957) (1972) (1975)
m 3 3% 3 before 2 2
n 3 4% 3 before 2 2
h 3 3% 3 belore 2 ’ 2
p 4 3% 3 before 2 2
f 3 5% 3 3 2-4
w 3 3% 3 before 2 2-8
b 3 3% 4 before 2 2-8
0 4 3 2 B
j 4 4% 3t 3 24
k 4 4y 4 2 2~
g 4 4% 4 2 2-4
1 4 6% 6 3 3-4
d 5 4% 4 2 2-4
t 5 45 6 2 2-8
s S 7Y 41 3 3
: 5 74 4 3 34
e 3 43 4 3-8
3 &% 6 5 4
z 5 T 7 4 4
T 6 6: 7 & 4
8 T 6 5 4
dsz 7 4 4
r 6 4 4 3-8
3 &% 7 5 4

Source: Reprinted with the permissica of Mermill, ar imprintol Macmillan Publishing Company [rom Asesment and Remediation

of driiculctory and Phonological Disorders, Second
Copyright © 1985 by Merrill Pubdblishing Company. (p. 47)

7 by Neacy A Creaghead. Parley W, Newman, and Wayne A Secord.
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www.beyond-wor ds.or g/articulation_developmental _norms.htm

Articulation Developmental Norms Chart
) Therapy
A £ Indicated
ge o Sounds Phonological Process & Examples If Not
Development Acquired
By:
Final consonant deletion (e.g., The dog has a
bone > The da ha a bo)
Initial consonant deletion (e.g., The dog has a
p, b, m,t d, bone > uh og as a one)
< 3 years n,w, h, and 3 years
vowels Medial consonant deletion (e.g., The puppy
enjoys biscuits > The pu-ee enoys bi-its)
Backing (e.g., The dog has two bones > The gog
has koo gones)
Voicing (e.g., The dog has a bone > The tok has
a pone. OR puppy > bubby)
. Fronting (e.g., I can give the dog a goodie > I
- 1 1
3-3vyears |k g,ing, f,y tan tive the dod a doodie) 3 Va years
Stopping (e.g., It's fun to see the puppies eat >
It tun to tee da puppiet eat) J
Stridency Deletion (e.g., Sit down and see the
372~ 4years 52 sunset > It down and ee the unet) 4 years
Gliding (e.g., I like to lick lemons > I wike to
sh, 1, I- wick wemons OR I yike to yick yemons)
4 - 4 V2 years blends, s- 4 'y years
blends Cluster Reduction (e.g., I played with the sparkly
star > I payed with the parkly tar) |
( T Deaffrication (e.g., I cheered for juice and cheese l
. > I teered for duice and teese)
v ch, j, and
4Y2-5Yyears | jareral lisps > years
Lateralization = slushy sounds (e.g., I said so > I
| shaid sho)
rand r-
5 < years blends, v, th not
Y and frontal indicated
lisps
Recommendations: Sounds should not be worked on prior to therapy date unless:
e The sounds significantly impair intelligibility
o The sounds have unusual error patterns/substitutions
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HONOLOGICAL PROCESS EXTINCTIuA

line: at the <hild's age level for comparison purposes.
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Developmental Articulation and Phonology Profile: Dennis Tanner, William Culbertson, and Wayne Secord
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Normal Speech Development

Copyright ® 1998 Caroline Bowen

Anyone who has been around children who are under 5 years of age will
know that their speech sounds are not pronounced Correctly all the time. In
fact small children’s speech can be quite difficult to understand because
their sound system is not yet erganised fike adult speech.

INTELLIGIBILITY

Table 1 provides a rough rule of thumb for how clearly your child should be
speaking. i you are in doubt about your own child's speech sound
development an assessment by a speech-language pathologist will quickly
tell you if your child is ‘on track’ and making the right combination of
correct sounds and 'errors’ for their age.

e o DY PATET N
; {
{ i
,jBy 18 manths a child's spesch is normatly 25% intelligible
i

{By 24 months a child's speech is normally 50 -75% intelligible !
! |

?By 36 months a child's speech is narmally 75-100% Intelfigible,‘

PHONOLOGICAL DEVELOPMENT

The gradual process of acquiring adult speech patterns is called
phonological development.

PHONOLOGICAL PROCESSES

All children make predictable pronunciation errors (not really 'errors® at all,
when you step to think about it} when they are learning to talk like aduits.
These "errors’ are called phonological processes, or phonological
deviations. In Table 2 are the common phonological processes found in
children’s speech while they are fearning the adult sound-system of
English.
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TABLE 2: Phonologxcal Processes in Norma! Speech Development

PHONOLOGICAL PROCESS IEXAMPLE DESCRIPTION I
{Phonologrcal Deviation)
{Context sensitive voicing "Pig" is pronounced and "big” }A veiceless sound is replaced
:‘, by a voiced sound. In ths
; "Car’is pronounced as "gar"  [examples  given, /p/ s
|

replaced by /b/, and /i is
replaced by /g/. Other
] examples might include v
i being replaced by /d/, or /f/,
! being replaced by /v/.

|
L J
:;iWordﬂna! devaicing "Red" is pronounced as "ret” A final voiced consonant in a;
i word is replaced by a
“ “Bag” is pronounced as "bak” [voiceless consonant. Here, /d/
i has been replaced by // and]
i g/ has been replaced by /k/,
1 i
i i

| a
"Home" is pronounced a "hoe" IThe final conscnant in the
E ,1word is omitted. In these;
: cale is pronounced as “car” wexamples /ml is omitted (or
d :deleted) from “home" and /f/
lis omitted from “calf”.

E

‘Final consonant deletion

elar fronting "Kiss™ is pronounced as “tiss” A velar consonant, that is a:
sound that is normally made
“Give" is p{onounced as “div" with the middle of tha tongua
in contact with the palate
itowards the back of thel
imouth, is replaced with
lconsonant produced at thel
sfror't of the mouth. Hence /k/|
is replaced by M, /g/ is
replaced by /d/, and 'ng' is
replaced by /n/.

|
] "Wing™ is pronounced as "win”
|

fPaIata} franting "Ship" is pronounced as “sip" (The fricative consonants 'sh*
E and 'zh' are replaced by
“"Measure" is pronounced as  [fricatives  that are made
"mezza" further forward on the palate,
towards the front teeth. 'sh’
is replaced by /s/, and 'zh’" is
replaced by /z/.

iConsonant harmony "Cupboard”is pronounced as {The pronunciation of the|
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Lermal speech development - Caroline Bowen

Consonant harmony

/
]
1
|
|
i
El
]
i

|
|
|
i

“pubbed™ -

"dog” is pronounced as “gog"

whole word is Influenced byj
the presence of a particulard
sound in the word. In these
examples: (1) the /b/ in
“cupdoard” causes the /K to
be replaced /p/, which is the
voiceless cognate of /b/, and
{2) the Ig/ in "dog" causes /d/
to be replaced by /q/. ]
’ |

\Weak syllable deletion

Telephone is proncunced as
“teffone"

e"Txdying" is pronounced as
{“tying"

Sylizbles are either stressed
ar unastressed. In “telephone"]
and “"tidying" the second
syilable is “weak"” or,
unstressed. In this
phonological process, weak
syllables are omitted when
the child says the word.

ster reduction

O
=
[}

'Spider is pronounced as
“pider”

"Art” is pronounced as “at"

iConsonant

clusters  occur]
when two ar threel
consonants  occur in a|
sequence in a word. In cluster
reduction part of the cluster is
omitted. In these examples /s/
has been deleted form
“spider” and /n/ frem "ant",

{"Real” is pronouncad as "weal"

“Leg™ is proncunced as "yeg"

I"leg"is replaced by 'y,

The liquid consonants /I/ and
/r/ are replaced by /w/ or ‘y'. in
these examples, /tf in “real” is
replaced by /w/, and A/ in

-{Stozppmg

“Funny" is pronounced as
“puany"

“Jump™ is pronounced as
"dump"”

A fricative consonant {/f1 Ivi
/sl 1z, ‘sh’, ‘zh', th' or /hl), or
an affricate consonant ("ch’ or
/i/) s replaced by a stop
consenant (/pf /b/ 1t/ fdf IK/ or
/g/). In these examples, /f/ in
“funmy” is replaced by /p/,
and T in “jump” is replaced
by /d/.

ELIMINATION OF PHONOLOGICAL PROCESSES
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Phonological processes have usually ‘gone’ by the time a child is five years of age, though there is
individual variation between children. Table 3 lists the ages by which each of the processes are
nomally eliminated. Ages are expressed as years;months. For example, 3;6 means 3 years 6 months,

TABLE 3: Ages by which Phonological Processes are Eliminatad

{PHONOLGGICAL PROCESSIEXAMPLE |GONE BY APPROXIMATELY
ggontext sensitive voicing  Ipig = big B 3:0

{Word-final de-voicing pig = pick 3;0

;Final consonant defetion comb = coe 3;3

car = tar

jFronting 3;6

: ship = sip

*‘ mine = mime

§Consonant hammony 3;9

: kittycat = tittytat

elephant = efant

: poftato = tato
‘Weak syllable deletion 4:0
: jtelevision =tevision

i Jbanana = nana
i spoocn = poon l)

|

EC!uster reduction train = chain | 4:0
clean = keen B

. run = one [

]

Gliding of liquids lleg = weg % si0

{

L leg = yeg

iStopping /f/ fish = tish | 3;0

iStopping /s/ soap = dope i 30

iStopping /v/ ivery = berry ‘ 3;6 _

iStopping /2/ lz00 = doo 36

E.‘éto;:ping ‘sh’ shop = dop 46

iStopping '’ jump = dump 4;6

§Stopping ‘ch’ chair = tare 46

{Stopping voiceless ‘th' thing = ting 5.0

iStopping voiced 'th’ them = dem | 5;0

PHONETIC DEVELOPMENT
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Normal sne=ch develonment — Caroline Rowen

Table 4 outlines the ages by which children use individual consonants with 75% accuracy during
conversation. These norms were established for a population of Australian children by Kilminster and
!_aird {1978). In column 3, the term ‘voiced’ refers to the vibration of the vocal cords while the sound
Is being made. The term *voiceless' is applied to sounds that are made without vocal cord vibration.

. Table 4: Normal phonetic developmem
iColumn 1 Column 2 Column 3
(Average age by which the iSpeech sounds The manner in which the
;speech sound listed is 75% speech sounds are produced
I*cormrect’ when a child speaks
3 years hasinhe Voiceless fricative
2
k|
J zh as in measure Voiced fricative
y as in yes Voiced glide
i ¥ as in we Voiced glide
ng as in sing Voiced nasal
m as In me Voiced nasal
nasin no Voiced nasal
i
] pasinup Voiczless stop
|
i k as in car Voiceless stop
1 t asinto Voiceless stop
b asin be . iVoiced stop
]
1 g asingo Voiced stop
i d as in do Voiced stop
;3 years 6 months fasinif Voiceless fricative
‘4 years I asin lay Voiced liquid
sh as in she Voiceless fricative
! ich as in chew Voiceless affricate
14 years § months ij as in jaw Voiced affricate
i
\ S asin so Voiceless fricative
J Z asinis ’ Voiced fricative
i5 years r as in red Voiced liquid
216 years v as in Vegemite Voiced fricative
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Individual Phoneme Development
Phonological Development

Age Leve|
S

~
[
F'S
o
~
(o2

,ii,"iai,iiii”m

“When Are Speech Sounds Learned?” by E.K. Sander, 1972 Journal of Speech and
Hearing Disorders, 37, p 62, Copyright 1972 by the American Speech-Language and
Hearing Association, Rockville, Maryland
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Developmental Speech-Sound Norms

Recommended Ages of Acquisition: Singletons
Recommended ages of acquisition for phonemes, based generally on 90% levels of acquisition

Recommended age of Acquisition (years, months)

Phoneme Females Males

m 3,0 3,0
n 3,0 3,6

- ="ing’ 7;0-9;0 7;0-9;0
h- 3,0 3,0
W- 3.0 3.0
j-="y" 4:0 5;0
p 3,0 3,0
b 3.0 3.0
t 4,0 3,6
d 3,0 36
k 3,6 3,6
g 3;6 4,0
f, f- 3,6 3,6
-f 5,6 5,6
\% 5,6 5,6
0="th" voiceless 6;0 8,0
0-="th” voiced 4:6 7.0

S 7.09;0 7.09;0

y4 7.09,0 7,090

=“sh” 6,0 7.0
t =“ch” 6,0 7.0
d =" 6;0 70
1,1- 5,0 6,0
-l 6,0 7,0
r,r- 8,0 8,0
- vocdic r 8.0 8,0

Taken from: Smit.a.,B., Hand, L., Freilinger, J.J., Bernthal, J.E. & Bird. A. (1990) The lowa articulation norms project an its Nebraska
replication. Journal of Speech and Hearing Disorders, 55, 779-798.
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Developmental Speech-Sound Norms

Recommended Ages of Acquigition: Clusters
Recommended ages of acquisition for initial clusters, based generally on 90% levels of acquisition

Recommended age of Acquisition (years, months)

Phoneme Females Males

tw, kw 4,0 5.6

sp, st, sk 7;0-9;0 7:0:0;,0
sm, sn 7,090 7,090

sw 7,090 7,090

sl 7:0-9;,0 7:0-9;,0

pl, bl, ki, gdl, fl 5.6 6;0

pr, br, tr, dr, kr, gr, fr 8,0 8,0

Or =thr 9,0 9,0

skw 7.0-9;,0 7:0:9;0

spl 7,090 7;09;0

spr, str, skr 7;0:9;0 7;0:9;0

Taken from: Smit, A.B. Hand, L. Freilinger, J.J. Bernthal, J.E., & Bird. A. (1990). The lowa articulation norms project at its Nebraska

replication. Journal of Speech and Hearing Disorders, 55, 779-798.
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Sample Letter to ENT

Date:
Dear Dr.
Your patient, (DOB) / / has received a
Speech gwgrll_ anguage Evauation, and the following voice characteristics were present:
Qudlity:
Intengity:

Voice therapy may be appropriate depending on the integrity of the physiology of the
gpeech mechaniam, including, the voca cords and the nasopharynx. Following your
evauation please complete, Sgn, and return the form found at the bottom of this|etter.
Thank you for your assistance with this child.

Peasefed freetocal meat () if you have any questions.
Sincerdy,
Speech/Language Pathologist
Child’s Name Date of Evaluation
Code: 0 No Defects C Corrected

1. Deviation, no trestment required TR Under Treatment
2. Defect, requires attention

Please circle the appropriate description:

NECK 012 C TR ORAL CAVITY 012 CTR
EARS 012 C TR NASOPHARYNX 0 1 2 C TR
NOSE 01 2 C TR LARYNX 012CTR

Voice Disorder is organicaly based and DOES/DOES NOT require therapy.
Voice Disorder has no organic basis and therapy | S/ISNOT appropriate.
Physcian's Sgnature
Physcian’s Name (please print)
Address

(Adapted from North Smithfield Special Education forms)




APPENDIX A

VOCAL SELF-PERCEPTION: ATTITUDINAL QUESTIONNAIRE

1. DO YOU EVER THINK ABOUT YOUR VOICE? YES NO NO OPINION
2 HAVE YOU EVER HEARD YOUR VOICE ON TAPE
PLAYBACK (e.g. on cassette recorder, answering machine)? YES NO NQ OPINION
3. DID YOU LIKE YOUR VOICE ON TAPE PLAYBACK?Y YES NO NO OPINION
[F YES OR NO, WHAT DID YOU LIKE OR DISLIKE ABOUT YOUR
VOICE?
4 HAS ANYONE EVER COMMENTED ON YOUR VOICE? YES NO NO OPINION

[F YES, WHAT WAS SAID?

n

_DO YOU THINK YOUR VOICE REPRESENTS YOUR IMAGE
OF YOURSELF (MASCULINE, FEMININE, INTELLIGENT,

EDUCATED,FRIENDLY, ETC.)? YES NO NO OPINION
IF YES OR NO, [N WHAT WAY?

6. DO ANY OF YOUR FRIENDS, MALE OR FEMALE, HAVE
VOICES THAT YOU ESPECIALLY LIKE? YES NO NO OPINION
I[F YES, EXPLAIN.

7. DO ANY OF YOUR FRIENDS, MALE OR FEMALE, HAVE
VOICES THAT YOU ESPECIALLY DISLIKE? YES NO NO OPINION
[F YES, EXPLAIN.

3. DOES YOUR VOICE SOUND LIKE THAT OF ANY OTHER

MEMBER OF YOUR FAMILY? YES NO NO OPINION
IF YES, EXPLAIN.

9. CIRCLE ANY WORDS BELOW THAT DESCRIBE YOUR VOICE AND THE WAY YOU
SPEAK IN GENERAL (EITHER ON TAPE REPLAY OR WHILE ACTUALLY TALKING).

PLEASANT SEXY | RASPY HOARSE HARSH SHRILL
SQUEAKY MONOTONOUS ] NASAL MUMBLE TOO LOUD TOO SOFT
HIGH-PITCHED | LOW-PITCHED | GROWL TOO FAST TOO SLOW WEAK
BREATHY HUSKY | CLEAR STRONG THIN WHINY
INTERESTING RESONANT MASCULINE FEMININE EXPRESSIVE AVERAGE

(ADD ANY OTHER TERMS THAT MAY DESCRIBE YOUR VOICE).

Source: Haskell, J. Adjusting Adolescents Vocal Self-Perception Language, Speech, and Hearing Services in Schools 1991: 22
(3), p.171. Reprinted with permission of ASHA and Author, Haskell, J: Vocal Self-Perception.
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APPENDIX
VOICE CONSERVATION INDEX FOR CHILDREN®

CHILD'S INITIALS: ACE. SEX. RACE:

Please circle the answer that is best.

L. When [ get a cold. my voice gets hoarse.
All the ame Most of the time Half the ame Once in 3 while Never

2. After cheering at a ball game, I get hoarse.
All the ame Most of the time Half the ame Once 0 a while Never

. When I'm in a noisy situation, I stop taiking because I think [ won't be heard.

[%3

All the ome Most of the ame Half the tme Once i1 2 while Never

4. When [ am in a noisv situation, [ speak very loudly.
All the ame Most of the tme Haif the ame Once in a while Never

. At home or at school [ spend a lot of time talking every day.
All the tme Most of the time Half the ame Once :n 2 while Never

[

. Outside I like to talk to people who are far away from me.
All the time Most of the tme Haif the ame Once in a while Never

<D

7. When I play outside with my friends, I vell 2 lot.

All the tme Most of the time Haif the zme Once :n 2 while Navar
8. I lose my voice when [ don't have 2 cold.

All the ame Most of the tme Half the dme Onee i1 2 while Never
3. People tell me I talk too loudly.

All the tme Most of the ame Half the sme Once in a while Never
10. People tell me I never stop talking.

All the tme Most of the time Half the time Ounce in 2 while Never
11. I like to talk.

All the &me Most of the tme Half the ame Once 10 a while Never
12. 1 talk on the phone.

All the tme Most of the ame Half the time Ounce in a while Never
13. At home, 1 talk to people who are in anether room.

All the ame Most of the time Half the ame Once in a while Never
14. 1 like to make car or other noises when I play.

All the ome Most of the Eme Half the aime Once in a while Never
15. I like o sing.

All the tme Most of the time Half the time Once in 2 while Never
16. People don't listen to me unless I talk loudly.

All the ame Most of the ume Half the tme Once in a while Never

PRI

*Saniga and Carlin (1991}

Source: Saniga, R.D. and Carlin, M.F. "Vocal Abuse Behaviors in Young Children".

Language, Speech, and Hearing Services in Schools, 1963: 24 (2), p.33.
Reprinted with permission of ASHA and the authors. ’
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DIAGNQSIS

Taple 4 - 1. N
Observable Characterisues of Stuttering

. I - .
Benavior Definition Zxample
Hesianen Any nontense dreak w the forward [ imzowghome

flow of spesct
Brokzn words With unaccepuabie within-word Partaily utterzd werds
hesianons lamz_  swglome
Repenton Reneated untarancss of parts of words lam g z0m2.{PWR;
(PWR), words (WR), and phrases (PR) [amam gong (WR)
[am ! im zoing (PR}
{aterjzzuons Use ofso ‘”ds, sviia'ﬂi*s and words fz2rearamun gong.

Proicnged L : e
souncs us

Dysrhruc Distertion of the prosodic zlemezts {amzomg icsing
chonate within a word, with tmpreper sTess, -nflectoni tome.

nming, of accsning
Tensicn Audible manifesanon of 2brermal
breathing or muscul i
berween words, parts of words, of

tenections
Grammancal or content am, L was Toing
Incomplete Failure 1o complete an minatad enit of !
nhrasss spesch

stad from Williams, D.E.,
_,e‘cn Pathologv. New York: H

‘u,

rom Culama, R, and Goldberg, S., Stuttering Therapy. An Iniegrated Approach o Theorv and Pracuce
Needham Heights, MA © Allyn and Bacon, 1995, p.70. :
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Fluency M easurement Common Procedures

1. Toanalyzefrequency of stuttering, use the following proceduresto measure
the types of dysfluencies:

Collect and transcribe a 200-syllable spontaneous communication sample in each of
a variety of settings, using audio or videotape. Videotape is preferable for analyzing
secondary characteristics and struggle behaviors. The 200 syllables should only
represent the intended message. Do not count repetitions as syllables. Revisionsare
counted as part of the 200 syllable sample. The transcription should also include the
instances of stuttering.

Count the number of occurrences of dysfluencies, such as hesitations,
interjections, revisions, prolongations, visible/audible tensions, etc. Count the
number of instances of each type of stuttering and struggle behavior
(audible/visible tension). Divide this number by the total number of syllables
(200), and multiply by 100 to obtain the percentage of types of dysfluencies
(Campbell and Hill, 1992). Subtract this number from 100 to obtain the
percentage of fluent speech.

Note: A frequency analysis may also be accomplished by collecting and
analyzing the number of stuttered words in a speech sample of 150 words (Riley,
1980). However, this method may penalize a speaker who uses multisyllabic
words (Peter and Guitar, 1991).

2. To analyze duration of stuttering, use the following dur ational
measur ements:

Collect a 10-to 15- minute speech sample of the child’s conversational speech
using video or audio tape. Videotapeis preferable for analyzing secondary
characteristics and struggle behaviors.

Use a stopwatch to time 5 minutes (300 seconds) of the child’ stalking time.

Review the sample and use a stopwatch to obtain the total number of seconds of
dysfluencies. Divide the total number of seconds of dysfluencies by the total
number of seconds in the speech sample and multiply by 100 to obtain the
percentage of duration of dysfluent speech (Bacolini, P., Shames, G., and Pwell,
L., 1993).

If using a video sample, watch the video one again, noting the types of dysfluencies

and secondary characteristics listed on the Summary of Evaluation Findings:
Fluency.
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Note: Curlee and Perkins (1984) suggest the following other methods of analyzing
duration within a speech sample*:

1. Useadopwaich to time the length of 10 different stuttering moments
a random within the sample. These moments of Stuttering should be
representative of the sample. To obtain the average duration of
duttering, divide the sum of the 10 stuttering moments by 10.

2. Choose the three longest stuttering occurrences and time each with a
stopwatch. Record the results.

Peters and Guitar (1991) prefer a 5-minute sample, rather than a 150-word sample
suggested by Riley, to ensure a more complete sample for durational measures.

3. Toanalyzerate of speech, Curlee and Perkins (1994) use the following procedure:

Collect a 5-minute speech sample using speaking or oral reading. ( You probably needs
10 minutes of taping to get the 5 minutes of the child’ s talking/oral reading time.) Count
the number of syllables (or words) in the intended message. Then, divide the number of
syllables (or words) by the total number of minutes of the child’ s speaking/oral reading
time in the sample to obtain a syllable per minute rating-SPM (or a word per minute
rating-WPM).

4. To analyze speech naturalness, use the following procedure:

Collect a 5-minute speech sample. Use a 9-point naturalness scale to determine whether
speech has a natural sounding quality. To analyze speech quality, judgments of
naturalness may be made by SLPs or naive listeners (lay persons, graduate childs).
Review the sample (watch/listen) and at 15 second intervals make subjective judgments
about the speech to determine whether it sounds highly natural or highly unnatural,
despite the percentage of fluency. A total of at least 10 such judgments should be made.
To calculate naturalness, add the number assigned at each rating and then divide that
number by 10. The Mean naturalness rating for adolescents/adultsis 2.12 and 2.39 on
the 9-point naturalness scale (Martin et al, 1984; Ingham et al, 1985). The Mean
naturalness rating for childrenis 3.0 (J. Ingham, 1998).

For children, choose one of the following procedures, if appropriate.
For adolescents, you must choose one.

5. To assess coping mechanisms, Culatta and Goldber g (1995) recommend using the
following methods:

Observations, checklists, rating scales and self-rating protocols
Reports by the child of how he/she manipulates speech in order to cope with stuttering.
Reports by the child of experiences of tension.

Reports by the child of vigilance necessary to achieve and maintain fluent speech.
Q0



6. Toassesscovert stuttering behaviors, Culatta and Goldber g (1995) recommend
using a variety of interview and questionnair e protocols.

OR

A therapist may use a fluency severity rating scale procedurein lieu of theabove options.

Adapted from: Guidelines for Speech and Language Programs, Volume |l: Determining Eligibility for Special Education Speech and
Language Services, Working Draft. Connecticut State Department of Education, 1999.
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Teacher Input

Fluepc*:' Checklist for Preschoolers

Student: Date:
Teacher: Grade/Program:
Yes No
1. Does the student suffer more in certain situations? _
Describe
2. Does the student repeat whole words or  beginning sounds? —_
3. Does the student’s spesch contain filler spesch such as
“um,” “on,” etc.? _—
4. Does the student appear fustated when he/she communicates? —_—
5. Does the student exhibit excessive behaviors such as eye blinking,
noticeable facial tension or extraneous bodv movements? _—
6. Does the student have noticeable pitch vaniatons? _
Concems:
Date Classroom Teacher’s Signature

Source: Michigan Department of Education
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Differentiél Diagnoses

Normal deveiopmaental disfluency and early signs of stuttering are often difficult to differentiate.

Thus, diagnosis of a stuttering problem is made tentatively. It is based upon both direct
observation of the child and information from parents about the child's speech in different
situations and at different times. Thae following saction and Tables 1 and 2 shouid help the
physician distinguish between normal disfluency, miid stuttering, and severe stuttering, so that
appropriate referral can be made.

Normal Disfluency

Between the ages of 18 months and 7 years, many children pass through stages of spesch
disfluency associated with their attempts to leam how to talk. Children with normal disfluencies
between 18 months and 3 years will exhibit repetitions of sounds, syilables, and words,
especially at the beginning of sentences. These occur usually about once in every ten
sentences.

After 3 years of age, children with normal disfluencies are less likely to repeat sounds or
syllabies but will instead repeat whole words (I-I- can't) and phrases (| want | want | want ‘o
go). They will also commonly use fillers such as "uh" or "um" and sometimes switch topics in
the middle of a sentence, revising and leaving sentences unfinished.

Normal children may be disfluent at any time but are likely to increass their disfluancies when
they are tired, excited, upset, or being rushed to speak. They also may be more disfluent when
they ask questions or when someone asks them questions.

Their disfluencies may increase in frequency for several days or weeks and then be hardly
noticeable for weeks or months, only to retumn again.

Typically, children with normal disfluencies appear to be unawara of them, showing no signs of
surprisg or frustraticn. Parents' reactions to normal disflusnciss show & wider range of
reactions than their children do. Most parents will not notice their child's disfluencies or will
treat them as normal.

Some parents, however, may be extremely sensitive to speech development and will become
unnecessarily concemed about normal disfluencies. These overly concemed parents often
benefit from referral to a speech clinician for an evaluation and continued reassurance.

Mild Stuttering

Like nommal disfluency, mild stuttering may become more noticeable when the child is
beginning to talk in 2-word sentences. Children who stutter mildly may show the same sound,
syllable, and word repetitions as children with normal disfluencies but may have a higher
frequency of repetitions overall as well as more repetitions each time.

Far exampile, instead of one or two rapetitions of a syllable, they may repeat it four or five
times, as in "Ca-ca-ca-ca-can | have that?"

http://www stutteringhelp.org/toped/diffdiag htm 11/17/2002
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- They may also occasionally prolong sounds, as in "MMMMMMMommy, it's mmmmmy ball.” In
addition to these speech behaviors, children-with mild stuttering may show signs of reacting to
their disfluency. .

For example, they may blink or close their eyes, look to the side, or tense their mouths when
they stutter. Another sign of mild stuttering is the increasing persistence of disfluencies. As
suggested earlier, normal disfluencies will appear for a few days and then disappear.

Mild stuttering, on the other hand, tends to appear more regularly. It may occur only in specific
situations, but it is more likely to occur in these situations, day after day. A third sign
associated with mild stuttering is that the child may not be deeply concerned about the
probiem, but may be temporarily embarrassed or frustrated by it. Children at this stage of the
disorder may aven ask their parents why they have so much trouble tatking.

Parents' responses to mild stuttering will vary.5 Most will be at least mildly concerned about i,
and wonder what they should do and whether they have caused the problem. A few will truly
not notice it; still others may be quite concemed, but deny their concern at first,

Severe Stuttering

Children with severe stuttering usually show signs of physical struggle, increased physical
tension, and attempts to hide their stuttering and avoid speaking. Although severe stuttering is
more common in older children, it can begin anylime between ages 1% and 7 years. In some
cases, it appears after children have been stuttering mildly for months or years. In other cases,
severe stuttering may appear suddenly, without a period of mild stuttering preceding it.

Severas stuttering is characterized by speech disfluencies in practically every phrase or
sentence; often moments of stuttering are cne second or longer in duration. Prolongations of
sounds and silent blockages of speech are common.

The severely stuttering child may, like the milder stutterer, have behaviors associated with
stuttering: aye blinks, eys closing, fooking away, or physical tension around the mouth and
other parts of the face. Moreover, some of the struggle and tension may be heard in a rising
pitch of the voice during repetitions and prolongations. The child with severs stuttering may
also use exira sounds like "um,” "uh," or "well” to begin a word on which he expects to stutter.

Severe stuttering is more fikely to persist, espacially in children who have been stuttering for
18 months or longer, although some of these children will recover spontaneously. The
frustration and embarrassment associated with real difficulty in talking may create a fear of
speaking. Children with severe stuttering often appear anxious or guarded in situations in
which they expect to be asked to talk. White the child's stuttering will probably occur every day,
it will probably be more apparent on soma days than others.

Parents of children who stutter severely inevitably have some degree of concern about
whether their child will always stutter and about how they can best help. Many parents also
believe, mistakenly, that they have done something to cause the stuttering. In almost ali cases,
parents have not done anything to cause the stuttering. They have treated the child who
stutters just like they treat their other children, yet they may still feel responsible for the
problem.

htto:/fwww stutteringheln ore/toned/diffdiag him 11/17/2002
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They will benefit from reassurance that their child’s stuttering is a resuit of many causes and
not simply the affect of something they did or didn't do.

The distinctions among normal disfluency, mild stuttering, and severe stuttering are
summarized in Table 1: Checklist for Referral.

{Previous] Table of Contents] [Next Section]
httn://www _stutterinehelp ore/toned/diffdias htm 111772002
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Explanatory References to the Continuum of Disfluent Speech Behaviors

(1) Typical disfluencies that occur in preschool children’s speech. Listed on the comtinuum in
the general order of expected frequency (hesitations the most frequent). It is ex’pected that
these disfluencies will be relatively relaxed, as for example noted by repetitions being even in
rhythm and stress. However, if any of these disfluencies (non-repetitious and repetitous) are
noticeably tense, then they are considered atypical.

(2) Atypical disfluencies that are very infrequent in the speech of children. More characteristics
of what listeners perceive as stuttering. Ifin a speech sample of 200 syllables or more, thers
is more than 2% atypical disfluency (stuttering), this should be a basis for concern, and
especially so if air flow or phonation is disrupted between repetitions (one svilable word or
part-word syllable) or if a schwa sounding vowel is substituted for the one ordinarily used in
the repetition of a syllable (for example, “muhmuhmuhmama’™). Of course, blocks and other
signs of increased tension and fragmentation of the flow of speech should be a basis for
immediate attention.

{3) Cross over behaviors. On the continuum, word repetition (usually one syilable) and part-
word svllable repetiticn, considering such qualitative features as the number of repetitons
per instance, the stress pattern involved, and the presence of tension represents behavior
borderline between Typical and Atypical Disfluencies.

Total Disfluency. This is another element that enters into the decision making process. Severa
clinical writers now state that more than 10% total disfluency (non-repetitious and repetitious)
should signal reason for concern. These children are very disfluent. Research indicates. that
highly disfluent children are likely to also show a higher frequency of atypical disfluency. Thus,
using the continuum as a frame of reference they would be identified in this way. Stll, it is
important to the decision making process to consider the total frequency of disfluency. For one
thing, a high frequency of disfluency is more likely to be noticed by a listener.

Summarv Statement. On the continuum, although most Typical Disfluencies are characterized
by the fragmentation of a sentence or a phrase unit; it should be noted that most children show
some part-word syllable repetition. Cross-over behaviors include more fragmentation of the
word, and finally, Atypical Disfluencies include more fragmentation of the syllable (the core unit
of speech) and increased tension. Experience indicates that increased tension is the principle
factor leading to more serious disruption of spesch.

Source: Hugo Gregory, Ph.D., Professor Emeritus, and Diane Hill, M.A., Clinical Instructor, Northwestern
University. From handbook for program, Stuttering Therapy Workshop for Specialists, July 6-17, 1992.
Reprinted with permission.
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Continuum of Disfluent Speech Behavior
More Usual :
(1) Typical Disfluencies

Hesitations (silent pauses)
r

v

Interjection of sounds, syllables or words
|
v

Revisions of phrases or sentences
|
v

Phrase repetinons

One syllable word repetitions
Two or less repetitions per instance,  C

aven sTess, no tension
|

-

v 0

5

Part-word svilable repetitions s

Two or less repetitions per instance 0

Even sess, no tension v
e Stuttering
r

(2) Arypical Disfluencies

B
e One syllable word repetitions
n Three or more repetitions per insance
a Oor uneven sess
¥ Y
1 Part-word syilable repetitions
0 Three or more repetitions per nstance
T Or uneven stress
§ 0 em emmm omeme--=

Sound repetitions
\J

Prolongations

Blocks
Increased tension noted,
e.g. tremor of lips or jaw or vocal tension

More Unusual

Source: Hugo Gregory, Ph.D., Professor Emeritus, and Diane Hill, M.A., Clinical Instructor, Northwestern
University. From handbook for program, Stuttering Therapy Workshop for Specialists, July 6-17, 1992.
Reprinted with permission.
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RATE OF SPEECH

Child Syllable Rates

Age (yr) Mean Range | SD
Svllables/min (SPM)
3.0-3.11 157.21 96.84 - 198.36 26.28
4.0-4.11 168.72 141.70-215.66 19.71
5.0-5.11 158.34 98.33 - 206.85 27.21
6.0-6.11 169.38 114.16-217.58 27.78
7.0-7.11 172.57 117.02-215.13 2483
From Culatta, R, Page, J.L. & W1 JOIL L (1987). Speech rates of normally communicatve children. American
Speech-Language and Hearing Association’s Annual Convertion, New Orlears, LA,
Peters and Guitar (1991) report normal speaking rates as follows, citing numerous studies.

Preschoolers (Pindzola, R., Jenkans, M., and Lokken, K. (1989)

[ Age | Range in Svllables per Minute
3 years | 116 - 163
I
4 years ‘ 117-183
5 years l 109 - 183

Peters, T.J., and Guitar, B. Sturrering: An [ntegrated Approach to Its Nawure and Trearmen:. Baldmore:
Williams and Wilkins, 1991.

Pindzola, R and Jenkins, M. and Lokken, ¥.. “Speaking Rates of Young Children.” Language, Speech, and
Hearing Services in Schools, 1989: 20, 133- 1 38.

There are no data available for words per minute for preschoolers. Peters and Guitar recommend
collecting a 5 minute sample.
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School Age Children -

Collect two speech samples ( speaking and reading). A 5 minute sample is preferred, buta 3
minute sample is acceptable. )

Stuttering may interfere with rate of speech during speaking and/or reading. Peters and Guitar
(1991) measured the rates of school age children in Vermont during conversaton “Their
expectation was that rates of children in other states would be similar. In theircalculatons, they
included normal pauses, but excluded pauses for thought that were longerthan 2 seconds. They
provide the following range of spesch rates:

Age Range
6 years 140 — 175 syllables per minute
8 years 150 - 180 syllables per minute
10 years 165 — 215 syllables per minute
12 years 163 - 220 svliables per minute

Adolescents and Adults

Peters and Guitar (1991) recommend collecting a 5 minute sample of conversanional speech and
a 5 minute reading sample. Andrews and Ingham (1971) report the following normal speaking
rates and Darley and Spriestersbach (1978) report the following normal reading rates.

[ Adolescent/Adult | (WPM) Words per Minute | (SPM) Syllables per |
Speech Rates (Range) Minute (Range) E
Speaking Rates 115-163 162 -230%

Reading Rates 150-190 210-263

*Mean = 196

Peters, T.J. and Guitar, B. Sturtering: An Integrared Approach (o [is Nasure and Treamment. Baltimore:
Williarns and Wilkins, 1991.

Andrews, G. and Ingham, R. “Stuttering Considerations in the Evaluadon of Treatment.” British Journal of
Communication Disorders, 1971: 6, 129-138.

Johnson, W., Darley, F.L., and Spriestersbach, D.C., Diagnostic Methods in Speech Pathology. New York,
Harper & Row, 1978.
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FLUENCY SEVERITY RATING SCALE

B MILD -1 | MODERATE -2 |
Stuttered word frequency is 1% to 4% ora” | Stuttered word frequency is 5% to 11% or a
Dysfluency Weighted Score of 1 10 4. Dysfluency Weighted Score of 5 to 8. A
Non-fluencies are primarily one type and variety of non-fluent behaviors may be
have no impact on communicatve, pre- present. Student and/or significant others
academic, academic, vocational, and/or are becoming award of problem. Non-
social functioning. fluent behaviors interfere with

communicative, pre-academic, academic,
| vocational, and/or social functioning.

‘; SEVERE -3 | EXTREME -4

Stuttered word frequency is 12% to 22% or | Sturtered word frequency 1s 23% or more,
a Dysfluency Weighted Score of 9-11. or a Dysfluency Weighted Score of 12 or
Struggle, avoidance, and/or other coping | above. Struggle, avoidance, and/or other
behaviors are observed at times. Studentis | coping behaviors are predorminant.

aware of problem. Non-fluent behaviers Communication is an effort. Non-fluent

limit communicative, pre-academic, | behaviors limit communicatve, pre- ?
ademic, vocational, and/or soci | academic, academic, vocational, and/or

social functioning.

functioning.

NOTE: See Fluency Workshest (South Carolina Department of Education) to calculate scores.

Source: Brevard County School Distict, Florida, in A4 Resource Manual For The Development and Evaluation of
Special Programs For Exceprional Swudents, Voiume [V-. A4 Training Resource Manual jor the Implementarion of

rate Eligibiliry Criteria jor the Speech and Language [mpaired, Florida Deparuzent of Ecucaton, 1993,

i
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FLUENCY WORKSHEET

Instructions for determining Dysfluency Score.

A. Use either Procedure 1 or 2.
1. Dysfluency Score using stuttered words per minute.
a. Obtain three 3-minute speech samples during reading (if appropriate),

monologue and conversation.

b. Calculate stuttered words per minute (sw/m) during the speech samples
by dividing the total number of stuttered words by the total number of
minutes of talking time. Enter sw/m

ReTe.
c. determine the most severe type of dysfluency observed during the
speech sample. Determine the weighted value of this rype of dysfluency
from the chart below. Enter the highest value
ReTe. i X
d. Multiply this weighted value by the number of stuttered words per
minute 1o obtain the Dysfluency Score......... =
Type of Dysfluency - Weighted Vaiue

Whole word repetnons

Hesitagons. .. 1
oL g =iote o) P PO 1
Broken WOTdS. .. o inin et e 1
REVISIOMS  + vttt ettt et et ettt et e e !
Incomplete phrases...... 1
Part-word repeations 2
PTOLONZRIOTIS 1ottt ettt et et e e 3
STUGZIC e 4
BlOCKS. ottt 4
Severe struggles (lasting 3 or more seconds)...........o.oooooin 5
Severe blocks (lasting 3 or more $econds).....oovoeviiiieiin 5
2 Dvsfluency Score using percentage of dysfluency.

Obtain three-3minute speech samples during reading (if appropriate), monologue
and conversation.

£

b.  Determine the number of dysfluent words.
Enterhere......oooooiviiiii

¢. Determine the total number of words
obtained during the speech samples. =

d.  Divide the number of dysfluent words by the total number
of words to obtain the Dysfluency Score............... = %
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B. Determine severity based on Dysfluency Score and indicate with a check (Y) below.

developmental.......ooiiieniiiiinns It <orl%toa%
deviation (mild)......cc.ocoiimieeiiiiin 5to8or3%toll%
deviation (moderate)......coovmerivininenn 9to 11 or 12% 10 22%
disorder (SEVeTe}...cuvveeeiinainenenenenns 12 or above or 23% or more™
0. Other factors to be considered (check (V) as appropriate). These factors may be used tagise or

lower severity by one level if necessary.

i FACTORS ] SELDOM OCCASIONALLY | FREQUENTLY ALMOST ALWAYS
1 (developmental) | (deviation-mild) (deviation-moderate) | (disorder severe)

A. Dysfluent
i periods

\‘ Occur

Tﬁ‘ Student s |
aware of ‘
or corcerned
about
disfluencies |

i C. Others : i
(parents,
teachers, peers)
are aware of or
concerned about |
dvsfluencies |

D. Dysiluencies | !
affect

communication | : 2

E. Struggle 1s | i
observed ! |

F. Avoidance |
and/or secondary

characterisucs
are observed

i
G. Other i
(specify) !‘

I Fluency Severity Rating (Check (V) below:
0 -- Normal Fluency
1-- Developmental
2 -- Deviation (Mild)
3 -- Deviation (Moderate)
4 - Disorder (Severe)

Source: South Carolina Department of Education in 4 Resource Manual For The Development and
Evaluation of Special Programs For Exceptional Students, Volume IV-I, 4 Training Resource Manual
for the Implementation of State Eligibility Criteria for the Speech and Language Impaired, Florida
Department of Education, 1995.
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LANGUAGE
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AGE

1 /2 yrs.

2V yrs.

This is one example of developmental norms for language development

APPENDIX F

DEVELOPMENTAL MILESTONES FOR SPEECH AND LANGUAGE

LANGUAGE AND SPEECH BEHAVIORS

recognizes his or her name

understands simple instructions

initiates familiar words, gestures, and sounds
uses “mama,” “dada,” and other common nouns

uses 10 to 20 words, including names

recognizes pictures of familiar persons and objects

combines two words, such as “all gone”

uses words to make wants known, such as “more,” “up”

points and gestures to call attention to an event and to show wants
follows simple commands

imitates simple actions

hums, may sing simple tunes

distinguishes print from nonprint

understands simple questions and commands
identifies body parts

carties on conversation with self and dolls

asks “what” and “where”

has sentence length of two to three words

refers to self by name

names pictures

uses two-word negative phrases, such as “no want”
forms some plurals by adding “'s”

has about a 300-word vocabulary

asks for food and drink :

stays with one activity for six to seven minutes

knows how to interact with books (right side up, page turning from left 10 nght)

has about a 450-word vocabulary

gives first name

uses past tense and plurals; combines some nouns and verbs
understands simple time concepts, such as “last night,” “tomorrow”
refers to self as “me" rather than name

tries to get adult attention with “watch me”

likes to hear same story repeated

uses “no” or “not” in speech

answers “where” questions

uses short sentences, such as “me do it”

holds up fingers to tell age

talks to other children and adults

plays with sounds of language
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Appendix F (continued)

Y yrs.

4 r3,

67 35

8, 9,10,
11 yrs.

matches primary colors; names one color

kmows night and day _
begins to understand prepositional phrases such as “put the block under the chan™
practices by talling 1o seif

kmows last name, sex, street name, and several nursery rhymes
tells a story or relays an idea

has sentence length of three (o four words

has vecabulary of nearly 1,000 words

consistently uses m, m, ng, p, £, h, and w

draws circle and vertical line

SINES SONES

stays with one activity for eight to nine minutes

asks “what" questions

peints to red, blue, yellow, and green

identifies crosses, triangles, circles, and squares
imows “next month,” “next vear,” and “noon”
has sentence length of four to five words

asks “who' and “why"

hegins to use complex.sentences

correctly uses m, 0, 0g, p, £ h,w, v, kb, d, and g
stzys with actvity for 11 o [2 minotes

plays with language, ¢.g., word substitations

defines objects by their use and tells what they are made af
Imows address

identifies penny, nickel, and dime

has sentence length of five 1o six words

has vocabulary of about 2 000 words

uses speech sounds correctly, with the possible exceptions being v, th, §, sz, zh, and
lmows common opposies

understands “same” and “different”

coumits e ohjects

uses furure, present, and past tense:

stays with one activity for 12 to 13 manutes

gquestions for information

identifies left and right hand on ==lf

uses all tvpes of sentences

shows intersst and appreciation for print

identifies most sounds phonetically

forms most sound-ietter associations

segments sounds into smallest grammatical units

beiing to use semantic and syntactc cues in writing and reading

begins to write simple sentences with vocabulary and spelling approprizte for age;
uses these sentenees in brief reports and creative short stories

understands rime and space concepts, such as before/after, second/third

comprehends mathematical concepts, such as “few," “many,” “all,” and “except”

by second grade, accurately follows oral dirsctions for action and thereby acquires
new kmowledze
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Appendix F (continued)

Lo 12,13, substitutes words in oral reading, sentence recall, and repetition; copymg and writing
T4 yTs. dictation are minimal ) '
comprehends reading materials required for various subjects, including story problems
and simple sentences
by fourth grade, easily classifies words and identifies relationships, such as “cause
and effect”; defines words (sentence context); introduces self appropriately; asks
for assistance
exchanges small talk with friends
initiates telephone calls and takes messages
gives directions for games; summarizes a television show or conversation
begins to write effectively for a variety of purposes
understands verbal humor

11,12, 13, displays social and interpersonal communication appropriate for age
14 yrs. forms appropriate peer relationships
begins to define words at an adult level and talks about complex processes Jom 2n
abstract point of view; uses figurative language organizes materials
demonstrates good study skills
follows lectures and outlines content through note taking
paraphrases and asks questions appropriate to content

interprets emotions, attitudes, and intentions communicated by others’ facial

Adolescence
and expressions and body language
mg adult takes role of other person effectively

is aware of social space zones

displays appropriate reactions to expressions of love, affection, and approval
compares, contrasts, interprets, and analyzes new and abstract information
communicates effectively and develops competence in oral and written modalities

Source: Ohio Statewide Language Task Force. (1990). Developmental milestones: Language behaviors. In Okio

Handbook for the Identification, Evaluation and Placement of Children with Language Problems (1991).
Columbus: Ohio Deparunent of Education. Reprinted by permission.

Editor’s Note. These milestones are variable due to individual differences and variance in the amount of exposure 0
oral and written communication.
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www.beyond-wor ds.or g/expressive language norms.htm

Expressive Language Chart

) Therapy
. Developmental Indicated If
Grammatical Structure Norm Not Acquired
By:
plurals (e.g., two cookies or two watches) l 2 - 2 Y2 years w 3 Y, years J
Nouns
Jr possessives (e.g., girl’s washroom) J‘ 2 -2 Y2 years l 3 Y2 years l
present progressive (ing) (e.g., Sheis v .
washing) 2 Y2 - 3 years 3 Y2 years
present singular (-s) (e.g., She washes v
the dishes OR She eats a lot) 22 - 3 years 4 years
aux/copula (is/are) - uncontracted (e.g., v .
She is washing OR They are hungry) 22 -3 years 3 V2 years
aux/copula - contracted (proper use of
Verbs apostrophes) (e.g., He's tired or She's 2 Y2 - 3 years 4 years
eating cookies)
regular past tense ) (e.g., She washed the 2 V2 - 3 years 4 2 years
dishes)
irregular past tense (e.g., She wrote a 3 Vs - 4 years 5 years
letter)
future tense (e.g., She is going to write a 3.3 1 years 5 vears
letter OR She will write a letter) 2y Y
rﬁrst person (I, me, you) (e.g., I want you) 2 - 2 Y2 years 3 years J
gender (he, she, they) (e.g., Sheis 2 V2 - 3 years 4 years
happy)
Pronouns . s . .
possessive (his, he_rs, theirs) (e.g., That's 3 v, - 4 years 4 v years
his dog)
object (him, her, the_m) (e.g., Go and see 3 - 4 years 4 > years
him)
r Negatives ]i 2 V2 - 3 years lr 3 Y2 years }

L N-v inversion (e.g., Are you coming?) r 3% -4 yearsjr 4 2 years J
Questions

r Wh? (e.g., When are you going?) i 3 Y2 - 4 years 4 > years

in, on, under (e.g., The dog put his bones e B
under the table and in my shoe.) 22 - 3 years 3 V2 years

Prepositions

behind, infront, beside, between (e.g., It's v T

beside you between the two chairs) 3 V2 -4 years 4 V2 years
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1002
UM S1BIpawIaIul Ausaybaly

( Stadent: o Date:
Schaol: SLP:
_ LANGUAGE SEVERITY RATING SCALR
Normal/Adequatc Mitd Moderate Severe
Description of 0 2 3 1
Language Language skills are within Language deficiencies are 1 anguage deficicncics usually | Limited functional language
expected range but student. | exident and language skillsare | interlere with communication | skills make communication
may exhibit some inconsistent | rultdly impained. and language skills are difficult and fanguage skills arc
differences in language moderately impaired. severely 1mpaired.
behasior. Dialectal differences
may he present, o o ]
Formal Dlagnostlc 0 2 3 4
Assessment Student scores arc within: Student scores are: Student scores are; Student scores more than:

s Form/Structure
«  Content/Semantics

o 1Sdbelow mean;
o LQor SS ol 85 ar abuve:

¢ |15 SD below mean,
o 1Qol5S0f78-84;

o 1.1.5.2SD below mean,
o LQarSSef 7077,

¢ 15D bejow the mean;
¢ 1Q o SSator below 69:

o Use/Pragmatics andior andfor andlor and/or
+ 1§ percentiteorahovein |« T-1S percentlle in ¢ 2.6 percentlle. o helow2” percentile.
expected lunguage expected language
performance. performance.
Rffeot on [ 2 3 4 K
Communication The student may experience The student may experience The student has difficulty with | The student has imited
inconsistent difficutty with | some difficulty with comprehension andlor functional comprehension
compiehension and/or comprehension audfor expression; the student's and/or expression; often the
cxpiession; the student’s expression; the student’s spoken message is understood | studeat’s spoken message is
spoken message is understocd | spoken message is undesstood | by athers most of the time unintelligible & frequently
by otlers by others. Quantity of output is | when in comtext. Quantity of | accompanied by a phonology
ustally not atfected. owpul nay be diminished. problene. Quantity of outputis
o severely limited,
Effect on Bducational | 0 4 6 8
Performance, No Interference with clild's | Mindual lnpact on the child's | Does interfere with child’s | Seriously llts child’s
Socal pasticipation in educational participation in educationat participation in educatious] participation in cducational
Bmotional seiting, Acguisition of basic | seting. Acquisition of basic | sciting. Acquisition of basic | setting Acquisition of basic
Acadenic vopniteve andor affective copnitive and/or ffective copnitive and/or affective cogaitive andfor affective
Vocational | performance skills is nof pecfoumance skills may be perfoumance skills is usually | performance skills is impaired
allected. |aMfected.  Haffected
Total Score 0 1 31 4 S{6 1 8 9 wlu n 1B M 5|6 17 18 19 N
Rating Score NermaljAdequate Mild Moderate Severe
COMMENTS:

Token froms: Scarve, L D Fiak, ¥ A Itermediate Unit SpeselvLanguage Program, Clrtesia fos Case Selecrion, Continuanee ang Digmissia. Segtember 11, 1998.

- v o
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Appendix A
Bilingual L anguage Screening Form

Child: Date of Birth:

Place of Birth: Examiner:

Language spoken by the child:

Language most often used in the home:

Thisform can be used in the initid screening of children who come from a background where a
language other than English isused. Start by asking the child to name common objectsin
English and in the home language. Does the child name these objects with ease in alanguage
other than English? If you speek the child’ language, ask him/her to describe the function of
these objects. Record a plus in the appropriate column for each correct response.

Name Function
table (mesa)
book (libro)
chair (dlla)
shoe (sapato)
door (puerta)
window (ventana)
pencil (Iapis)
money (dinero)
key (liave)

10. clock (reoj)

11. paper (papel)
12. window (ventana)

©CONOOA~WNE

Answer the following questions. Record a plus to indicate yes and a minus to indicate no.

English Other
Langueage

Does the child initiate interactions?

Does the child take turns during conversations?
Do other children initiate conversations with the
child?

Does the child’s communication influence the
actions of othersin an appropriate manner?
Does the child respond verbally when others
speak to hinvher?

Copyright © 1997 by Academic Communication Associates. This form may be reproduced.
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is Table 6.1
LANGUAGE DIFFERENCES COMMONLY OBSERVED I
AMONG SPANISH SPEAKERS |
Language Characteristies Sample English Uterances
1. Adjective comes after noun. The house green
2. 's s often omitted in plurals and possessives, The girl book iz,
Juan hat is red. il
3. Past tense —d is often omired. We walk yesterday,
4. Double negatives are required. I don’t have no mors,
5. Superiotity is demonstraned by using rmas This cake is more big,
&. The adverh often follows the verh, He drives vary faq

bis momreyde.

Source: RnsaherrF“HcKibhin, C. Molticulturs! Students wich Special Labmiease

Beeds. Oceanside, CA: Academic Commmicarion Adsspciaces, 1995, p.67.

Beprinted with Permizsion.

Allegheny Intermediate Unit|
2001
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Spanish has 5 vowels: a, e,
Thus, Spanish speakers ma

Table 6.2

ARTICULATION DIFFERENCES COMMO

AMONG SPANISH SPEAKERS

Articulation Characteristics Sample English Patterng

2. Fmal consonants are often devoiced

b/v subsdtrtdon

sound because it is said with litde air release).

. ch/sh substitition

d/voiced th, or z/voiced th (voiced
"th” does not exist i Spanish).

- U/voiceless th (voiceless “th” does not

exist m Spanish).

- Schwa sound Inserted before word initial

<onsonant clusters

- Wards can end in 10 Gifferent

sounds: 2, e, i, 0,1, L,z n, 5, d

10. When words start with /b/, the

/b/ is silent
i the English word “butrer;”)

There is no // (e.g,, judg=) sound m
Spanish; speakers may substimte 47

| 13.Frontal /s/-Spanish /s/ is produced more

fronrally than Engiish /s/.

15. ee/] substtution
16. E/ae, ah/ae substimtions

1./t, d, n/ may be denralized (tip of tongue is placed
against the back of the upper central mmcisors).

.Deﬁsptatedsmps(soundshksspeakf:'somngzhe

1. /1/ is tapped or tifled (tap /17 might sound Hke the @p

NLY OBSERVED

dose/doze
bemy/very
Chirley/Shirley

dis/thic, zat/thar
tnk/think
eskare/skare
espend/spend

may omit sounds
at the ends of words

"old/hold, Tr/kir

Yulie/Juiie
yoke/Jjoke

Some speakers may
sound Hke they have

14. The 1 is pronounced like a “5” (e.g. “bafio is pronounced “bahnyo™).

Lo, u(ah, E ee, o, u) and few diphthongs.
y produce the following vowel substitutions:

peeg/pig, leede/lirtle

pev/par Stahr/Stan

Source: Roseberry~McKibbin, C. Multicultural Students with Special

Language

Needs. Oceanside, CA:  Academic Communication Assolcates, 1995,

v

ey

05 .
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Allegheny Intermediate 11~

Table 7.1

LANGUAGE DIFFERENCES COMMONIX OBSERVED AMONG ASIAN SPEAKERS

Omission of plurals

Omission of copula

Omission of possessive

Omissica of past tense morpheme

Past tense double marking
Double negzative

Subject-varb-object reladonship
differences/omissions

Singular present tense omission
or addition

Misordering of interrogatives
Misuse or omission of preposirions
Misuse of pronouns

Cmission and/or overgeneralization
of ardcles

Incorrect use of compararives

Omission of conjunctions

Omission, lack of inflection on
awxliary “do”

Omission, lack of inflecdon on
forms of “have”

Omission of articles

Sample English Utterances

Here are 2 piece of wast.
I got 5 finger on each hand.

He going home now.
They eating.

I have Phuong pancl.
Mom food is cold.

We cook dinner yesterday.
Last night she walk home.

He didn’t went by himsalf,
They don't have no books.

I'messed up it
He Hke.

You goes inside.
He go to the store.

You are going now?

She s in home.
He goes to school 8:00.

She husband s coming.
She said her wife is here.

Boy is sick.
He went the home.

This book is gooder than that
book.

You [ going to the beach.

She _ notmkeir
He do not have enough.

She have no money.
We__ been the store.

I see little cat

Source: Roseberry-McKibbin, C. Multicultural Students with Special Langruage Needs.
Oceanside, CA: Academic Communication Associates, 1993) p.81.
Reprinted with Permission.
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ARTICULATION DIFFERENCES OESERVED COMMONLY AMONG ASIAN

Articulation Characteristics
In many Asian languages werds end in
voweis oniy or in fust a few consopanes:
speakers may delste many final
CONSOEans in English
Some languages are monosyilabic;
speakers may Tuncst= poivsyiiabic
words or emphasize the wrong syllsble.

Pozsinie devaidng of voiced
CozmaEms

/1 enmiusion

Redustien of vowel length In words
e voice? or voimeless Sth”

Epenthesis (additon of “ui”
ssund in blends, ends of words),

/as/ dees ot exist in meny Asian

lansumpss
b/v subsdtumions
¥/ w substdmtons

o/ mubstitutions

Sourze: Fosaberry=Melibhin, C,
Languase Heads,

igsoeiates, 1905, p.a2,

Multicultwral Students wirh Special
Oceamside, CA:  Academic Commmication

Reprinted with Permicsion.

‘_____"__‘_‘___‘—::====;=

SPEAEEREL
Sample Engiish Utteramness
ste/step HTid
o/ roba do/dog
efny/elephan:
Dlversiry/diversicy
beecebess piek/nig
lnfleve oinderin
lizo/rize clawn/oowg
il gl tone/ torn |
Words sound choppy 1 Americans,
doge/those dn/thin
zose/those sinsthin
bulzek black wooduh/ wond
sheen,/cheap besshheach
block/black shack/shack

hose fyase
vork/work

pall/f21l

Bebedy Bevery
vallwal

plowes/lower

—ee
S —

G-8

Allegheny IMlermediate Unit
2001
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1

7= Articuleren Charasteristios

nfng substitrdon

sh/ch substmzden

w/v subsITutcs

(=3

Cfv subsoinision

Lvoicales 0" srhatimurion
or

sfvoiceless “th” subsmneion

rhvoieed “th™ mubstination

rommafl=x /5F dopssn't axin

There are no miple consonant shestmr
| inAmbic, 50 may have enenthesic
0.2 fubstimudans

o'l SrhsTmdom s

a/uh substoirens

)T mthesnmon:

Lanyuoge Chorocterissics

Opnisrion of possacyives ‘s ang “of~

Tmizsion of pharals

Cienieion af preposicans
Cmissien of form “to be”

Enverzion of noun constryers

Table 10.1
ARTICULATION AND LANGUAGE DIFFEREN
AMONG ARARIC SPEAKERS (see Oy

CES COMMONLY OBSERVED
ell, 1985; Merz, 1960].

Pozsible Engiish Errors

B0IL/SANE, nOthin'/ nothing
mvshimch, shoa/chew

WeSL vesr, Walssin A iasie
fifesfve, abof=/ahoye

bavbart, motng/nathing
sing/thing, sofheSng/mmething
brozer/bruther, zegsthags
zhoksfoke, .I"J:*I.,"ft.lﬂg:

speakers of Arahiz will
use @ o or mrilled e

kmduhiy kindhy; hardrhly fandly

holehall, bawibal
bowlboil, foble/folble
uckmmack, cuchrek
chesn/rhip, shean/ghin
Possibls Enciich Errors

That Kathy beok
The tzle the story s

Shee has 5 horss in her sabje,
He has 3 pen in his pocke:,

Put your shoes.
She oy frend

Let’s 20 (o the ctatbon gas.

Seuroe!

Heeds. Oceanside, C4r

Roseberrp-MeEibbin, Ra gebRTIT.

1095,

Holedonlt ural Scudents wich

Eapamc

pilL7,

languzpe

Beprinced with Fermiapd on.,
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AMERICAN
SPEECH-LANCUAGE-
HEARING
ASSOCIATICN

Réles of Speech-Language Pathologists
in Swallowing and Feeding Disorders:
Position Statement

Dysphagia Document Review and Revision Working Group

This posidon statement defines the role of speech-
language pathologists in the evaluation and manage-
mentof individuals with swailowing and feeding dis-
orders and clarifies the scope and rationale for these
services.

It is the position of the American Speech-
Language-Hearing Associaton {ASHA), that speech-
language pathologists play a primary role in the
evaluation and treatment of infants, children, and
adults with swallowing and feeding disorders.

Given the high incidence and prevalence of dys-
ohagia. and the potendallv severe and even fatal con-
sequences, appropriate diagnosis and managementol
swallowing and feeding disorders are critical. In ad-
dition, dvsphagia’s impact on health care economics,
quality of life. and caregiver burden is significant.

Speech-language pathologists are knowledgeable
about normal and abnormal anatomy. physiology, and
neurophysiology of the upper aerodigestive tract re-
sponsible for respiration, swallowing, and speech.
Their ecucadonal and clinical background prepares
speech-language pathologists to assume a variety of
roles with expertse related to evaluaton and treatment
of individuals with swallowing and feeding disorders.
Appropriate roles for speech-language pathologists
include, but are not limited to:

Reference this material as: American Speech-Language-
Hearing Association. (2001). Roles of speech-language
pathologists in swallowing and feeding disorders: Posi-
tion statement. ASHA Supplement. in press.

Index terms: practice scope and patterns, speech-language
pathology. swallowing assessment, swallowing disor-
ders, swallowing treatment

Associated documents: Technical report and knowledge
and skills statement

£

Performing clinical feeding and swallowing
avaluations.
Performing instrumental assessments that de-
lineate structures and dvnamic functons of
swallowing.

Defining the abnormal swallowing anatomy
and physiclogy and diagnosing swallowing
disorders.

[dentifving additional disorders in
aerodigestive tract and making refe
propriate medical personnel.

Making recommencdatons about manage
of swallowing and ¢

Developing treatment plans for individuals
with swallowing and feecing disorders.
Providing treatment for swallowing and feed-
ing disorders. documenting progress. and de-
termining appropriate dismissal criteria.
Teaching and counseling individuals and their
families about swallowing and feeding ¢

aers.

Educating other professionals regar
needs of individuals with
ech-language pathologists’ rolein the evalu-
adon and management of swallowing and feed-
ing disorders.

Serving asan integral part of a multidisciplinary
and/or interdisciplinary team as appropriate.
Advocating for services for individuals with
swallowing and feeding disorders.
Advancing the knowledge base onswallowing
and swallowing disorders throughresearch ac-
tivities.
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Adlowied

Knowledge and Skills Needed by
Speech-Language Pathologists Providing

"

AMERICAN
SPEECH-LANGUAGE-
HEARNG
ASSCCIATION

Services to Individuals With Swallowing
and/or Feeding Disorders

Dysphagia Document Review and Revision Working Group

This policy statement is a revision of a 1990 policy
document entitled “Knowledge and Skills Needed by
Speech-Language Pathologists Providing Services to Dys-
phagic Patients/Clients ™ by a working group chaired by
Paula A. Sullivan with members Joan C. Arvedson. Cathy
Lazarus. Donna S. Lundy. Gary McCullough. Lisa Newman.
and Nancy B. Swigert. Janet Brown served as the National
Office liaison and member of che group. Alex Johnson.
2000-2002 Vice President for Professional Practices in
Speech-Language Pathology and Bonnie Martin-Harris.
Coordinator of the Steering Committee of Special Interest
Division 13, Swailowing and Swallowing Disorders. pr
vided guidance and support.

IS, pro-

Introduction

This Knowledge and Skills document is an official
statement of the American Speech-Language-Hearing
Association. The ASHA Scope of Practice states that
the practice of speech-language pathology includes
providing services for swallowing (dysphagia) and
feeding problems. The Preferred Practice Patterns are
statements that define universally applicable charac-
teristics of practice. Individuals who practice indepen-
dently in these areas are required to hold the Certificate
of Clinical Competence in Speech-Language Pathol-
ogy and abide by the ASHA Code of Ethics. including
Principle of Ethics II Rule B, which states: “Individu-
als shall engage in only those aspects of the profession
that are within their competence, considering their level
of education, training, and experience.”

Since 1987, ASHA has developed several policy
documents to recognize the role of speech-language
pathologists in providing services to individuals with

Reference this material as: American Speech-Language-
Hearing Association. (2002). Knowledge and skills
needed by speech-language pathologists providing ser-
vices to individuals with swallowing and/or feeding
disorders. ASHA Supplement, in press.

Index terms: competencies, practice scope and patterns,
speech-language pathology. swallowing disorders,
swallowing treatment.

dysphagia and to define current practice. research
needs, and requisite knowledge and skills. In order to
remain current with new developments in the area of
swallowing and feeding, several of the documents
have been reviewed and updated. Recognizing the
significant potential impact of swallowing and feed-
ing disorders on overall health and quality of life. it
is essential that speech-language pathologists
possess the knowledge and skills to be proficient in
their management of these disorders.

Depending on the individual's work environment
and population(s) served. everv speech-language
pathologist will not necessarily need to develop
proficiencies in all roles. Some roles are clinical and
the speech-language pathologist will need to develop
proficiencies based on the populatons served ie.g..
adult, head and neck cancer, pediatrics). Some roles
are administrative in nature and would be best per-
formed by a person with extensive experience in
supervision. Achievement of proficiencies should be
documentad and systematic plans for attaining
proficiency should be in place in settings serving
individuals with swallowing and feeding problems.

Basic Competencies

The purpose of this document is to outline the
knowledge and skills needed by speech-language
pathologists providing services to individuals with
swallowing and/or feeding disorders. These knowl-
edge and skill areas form the basis for assessing
clinical competency in this specialized area of prac-
tice. Knowledge and skills applicable to serving
one population or one age group of individuals do
not presume knowledge to serve individuals of other
ages and/or populations.

In addition. speech-language pathologists
assessing individuals with potential swallowing
and/or feeding disorders and providing treatment
to individuals with such disorders should have a
basic understanding of the following:
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+  Normaland abnormal anatomy and physi-
ology related to swallowing function. -

«  Signsand symptoms of dysphagia.

+  Indications for, and procedures involved
with, instrumental techniques used to assist
in diagnosis and management.

+  Proper procedures for analyzing and inte-
grating clinical and instrumental informa-
tion into a formal diagnosis of swallowing
and feeding disorcers with appropriate writ-
ten documentation.

+  Basic management issues, including how
to determine candidacy for intervention,
as well as how to implement compensa-
tions and habilitative/rehabilitative
therapy techniques.

+ How to educate and counsel individuals
with swallowing and/or feeding problems
and their parents, care providers. or other
SUpporting persons.

+ Importance of quality of life issues as they
relate to the individual and the individ-
ual's family.

«  Ability to identify and use appropriate
functional outcome measures.

+  Understanding of medical issues related to
swallowing and feeding disorders.

The specific knowledge and skills required to

meet these basic competencies are presented in detail
in the remainder of this document.

Roles and Knowledge and Skills

The following roles. knowledge bases, and skills
enable the speech-language pathologist to provide a
continuum of services for individuals with swallow-
ing and/or feeding disorders appropriate to the
population(s) served. Also, additional knowledge
and skills areas may be necessitated by needs of the
individual or complexity of his/her swallowing and
feeding disorder. These areas may not be limited to
the following:

1.0 Role; Identification of individuals at risk for
swallowing and/or feeding disorders.

Knowledge:

l.a. Knowledge of normal anatomy. physiology.
and pathophysiology of swallowing in a
developmental framework across the age
condnuum;

Ib. Knowledge of the medical diagnoses, lan-
guage skills, and mental status characteris-

:nguage Pathology

Lan 7

tics contributing to swallowing and/ or.feed-
ing disorders across the age tontinuum:

l.c. Knowledge of nutritional intake methods
(oral and nonoral) and the problems associ-
ated with each that may contribute to
dysphagia or be exacerbated by dysphagia;

1d. Knowledge of signs and symptoms of
swallowing and/or feeding disorders in
the individual's behavior, medical historv,
and medical status;

le. Knowledge of methods of communicating
results of dysphagia screening and/or need
for swallowing and feeding assessment to
individual and care providers; and

£ Knowledge of assessment strategies for use
with individuals with swallowing and/or
feeding disorders.

1.l Recognize signs and symptoms of swallow-
ing and feeding disorders:

2 Train caregivers to identifv the presence
of dysphagia and refer for swallowing znd/
or feeding assessment;

1.3 Identify cognitive, communication, behav-
ioral. and psychological factors contributing
to swallowing and/or feeding status: and

.4 Determine current nutritional intake {e.g.,

positioning, feeding dependency, environ-

ment, diet modification, compensations).

2.0 Role: Conduct a clinical examination of the
upper aerodigestive tract.
Knowledge:
2.a. Knowledge of normal upper aerodigestive
tract structure;
2b. Knowledge of normal upper aerodigestive
tract function;
2c. Knowledge of significance and implications
of abnormal findings as they relate to
swallowing and/or feeding;
2d. Knowledge of strengths and limitations of
the clinical examination, specifically with
regard to detecting aspiration and risks for
aspiration and determining treatment strat-
egies for pharyngeal swallowing disorders;

2e.  Knowledge of how to provide documenta-
tion that is concise, thorough, objective,
and interpretive; and
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Lf. Knowledge of any special medical candition
leg., pulmonary dysfunction, tracheos-
tomy, neuromotor involvement) that may
have an impact on an individual's feeding
and swallowing.

[dentify abnormal structure;

[dentify abnormal function:

2.3 Identfy significant signs, symptoms,
medical conditions. and medications pertj-
nent to dysphagia;

24 Conduct an oral, pharyngeal, laryngeal,
and  respiratory function/expiration
examination as it relates to functional
assessment of swallowing and feeding;

2.5 Interpret examination findings;
2.6 Document of examination findings: and
2.7 Communicate examination findings to

individuals, caregivers and other orofes-
sionals.

3.0 Rale: Conduct instrumental examination

Knowledge:

Ja. Knowledge of existing instrumental
techniques, including their advantages and
limitations;

[3%)
=2

Knowledge of the variability of normal
swallowing behaviors {e.g.. bolus volume,
viscosity, age, or gender);

.. Knowledge of techniques to modify sensory
input that can be introduced during the
instrumental assessment(s) to ensure 3
reliable and valid examination; and

3.d. Knowledge of how to provide documenta-
tion of results that is concise, thorough,
objective, and interpretive, and involves
other professionals as appropriate.

Skills:

3.1 Identify available and appropriate testing

resources {e.g., equipment. personnel):

[55)
>

Recommend appropriate instrumentation

techniques when indicated.

3.3 Perform appropriate instrumental assess-
ments according to protocols used by vari-
ous facilities.

34 Interpret instrumental assessment;

3.5 Document instrumental assessment; and

36 Communicate results of instrumental

assessment to individuals, caregivers and

other professionals.

§ wervices (0 Individuais With Swailowing and/or Feeding Disorders 2001 / 11 - 3

4.0 Role: Determination ofindividual(smanagemem

decisions regarding methods 6Faraf intake; risk
precautions and candidacy for intervention

Knowledge:
4.a. Knowledge of oral versus nonoral (eg.,

parenteral and enteral) intake methods
and medical risks:

4b. Knowledge of existing treatment procedures;

4c. Knowledge of advances in treatment
procedures and potential application from
other fields;

4d. Knowledge of appropriateness and safery
for specific intervention procedures;

de. Knowledge of ethical and quality of life
issues to incorporate into decisions con-
cerning  swallowing and/or feeding
management;

LE Knowledge of cognitive, communicarion.
behavioral, psychological, cultural, and
social issues that may impact swallowing
and. or feeding:;

18 Knowledge of the starys of various medical
conditions causing swallowing and. or
feeding disorders and their impact on
recovery. maintenance of skills, or deteri.
oration of function.

4. Knowledge of documentarion procedures;
and

41 Knowledge of roles of appropriate support
personnel and services,

Skills:

4.1 Identify acceptable and appropriate oral
intake methods;

4.2, Develop intervention Strategies appropriate
toindividual’s medical condition, swallow-
ing and/or feeding disorder, cognitive sta-
tus and behavioral status:

43, Identify potential risks of aspiration and
appropriate precautions to minimize those
risks;

4.4 Identify measurable short- and long-term
treatment goals targeting functional out-
comes;

4.5. Document management decisions and
changes in decisions over time: and

4.6. Identify relevantsupport personriel services

and skills in accessing, educating, and

utilizing support personnel and referral
services,
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5.0 Role: Provide treatment for individuals with
swallowing and feeding disorders. -

Knowledge:

5.a. Knowledge of principles and procedures
pertaining to learning and behavior modifi-
cation;

5b. Knowledge of the anatomy and physioclogy
of the individual's swallowing and/or
feeding disorder appropriate to age and/or
developmental stage:

5.c. Knowledge of the individual's cognitive,
communication, behavioral, psychological,
cultural, and social issues;

5.d. Knowledge of treatment strategies described
in the literature including habilitative/
rehabilitative techniques and compensatory
strategies;

(3
L

Knowledge of techniques to quantify
change in swallowing performance and/or
feeding behaviors;

5f  Knowledge of outcomes data collection
methods and tools;

Knowledge of appropriate diet choices at
various points in treatment; and

5h. Knowledge of different methods of food
and liquid presentation, including utensils,
and their impact on feeding and/or swal-

lowing.

Skills:

5.1 Consultwithregistered dietitian concerning
oral intake;

52 Identify the individual's need for

habilitative/rehabilitative treatment of
swallowing and feeding management;
5.3 Interpret the individual's response to treat-
ment:
5.4 Quantify the individual's response to treat-
ment;
Apply learning and behavior modification
procedures;

&2
w

5.6 Collect outcomes data for comparison to
benchmark;

wy
~1

Communicate the individual's progress/
status in treatment;

5.8 Revise treatment when appropriate;
Identify the individual's need for re-evalua-
tion; and

5.10 Determine criteria for discharge/dismissal
from treatment.

6.0 Role: Additional knowledge and skillsinassess-
ment and management of swallowtng anddeed*
ing problems in infants and young ehiltiser.

Knowledge:

6.a. Knowledge of embryology. anatomy,
swallowing physiology, and neurophysiol-
ogy. as well as postural and sensory bases
underlying swallowing and feeding in a
developmental framework;

6.0. Knowledge of etiologies (e.g.. genetic syn-
dromes, brain injury, metabolic disorders,
gastrointestinal tract disorders that affect
premature and term infants) that cause or
contribute to swallowing and feeding disor-

ders;

6.c. Knowledge of nutrition and consequences
of undernutrition in the first 2 vears of life
and throughout childhood:

6.d. Knowledge of medical tests and procedures
as they affect swallowing and feeding;

6.e. Knowledge of pulmonary implications and
complications resulting from aspiration;

5.1 Knowledge of dehvdration implications
and complications resulting from dehvdra-
tion: and

6.2. Knowledge of infant and earlv childhood
development as it relates to parent-child
interactions and communication.

Skills:

6.1 Recognize signs and symptoms of suck,
swallow, and respiratory organization and
disorganization;

V]

6.2 Demonstrate understanding of etiologies
in discussions with parents and other
professionals and incorporate into the case
history;

5.3 Demonstrating nutrition knowledge by
incorporating information into the case
history, communicating with team mem-
bers, and making appropriate referrals;

6.4 Demonstrate awareness of risks for aspira-
tion consequences through management
decisions that do not place infants and
young children with complex dysphagia
issues at increased health risks;

6.5 Identfyand interpretcognitive and commu-
nication levels of function as a basis for
management decisions in a holistic ap-
proach to the child's environment;

6.6 Perform instrumental assessment appropri-
ate for the specific age and developmental
level of the infant/child;
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6.7 Interpret instrumental assessment with
regard to appropriate developmiental
milestones, and

6.8 Carry out treatment for swallowing and
feeding disorders appropriate for the specific
age of the infant/child.

7.0 Role: Provide education, counseling, and training

8.

=

to individual with a swallowing and/or feeding
disorder, family, significant others, dysphagia
team, health and education professionals.
Knowledge:

7.a. Knowledge of principles of instruction;

7b. Knowledge of counseling principles; and

7.c. Knowledge of behavior modification prin-
ciples.

Skills:
Identify educational and training needs;

~ =~ =
O N

Provide educationa) and training programs;

Adjust content and delivery to the level of
the person being educated, counseled, or
trained; -

—~1
e

Develop in-service educational programs;

—~1
wr

Provide counseling regarding swallowing
and/or feeding disorders;

7.6 Provide advocacy for individuals with
swallowing and/or feeding disorders;

1.7 Instruct non-speech-language pathology
staff and other caregivers in treatment
techniques, problem solving, and monitoring
of the status of the individual with a
swallowing and/or feeding disorder;

~
<o

Document education, counseling, and train-
ing provided; and

7.9 Evaluate teaching effectiveness.

Role: Manage and/or participate in swallowing

and/or feeding team.

Knowledge:

8a.  Knowledge of the roles and responsibilities
of team members in management of indi-

viduals with swallowing and/or feeding
disorders;

8.b. Knowledge of the specialized expertise of
interdisciplinary team members pertinent
to evaluation and treatment of individuals
with swallowing and/ or feeding disorders:

8.c.  Knowledge of techniques or processes in ef-

fective facilitation and maintenance of team
communication and interaction;

200t /TII-5

8.d. Knowledge of team management and service
delivery models; i

8e. Knowledge of specialized jcohsultation
needs and procedures fox yeferral;

8 Knowledge of approprfate methods of docu-
mentation that delineate team decisions and
recommendations;

8.g. Knowledge of data and procedures that ad-
ministrators need so they can supporta swal-
lowing and/or feeding team (e.g., cost
accounting and productivity factors); and

8.h. Knowledge of basic management and ad-

ministrative procedures.

Skills:

8.1 Identify core team members and supportive
services;

8.2 Facilitate team communication;

8.3 Maintain team focus, communication, and
interaction;

8.4 Document team activity; and

8.5 Use appropriate consultation procedures

to and from other team members and other
services.

9.0 Role: Maintain quality control/risk management

program.
Knowledge:

9.a. Knowledge of quality improvement policies
established by accrediting bodies;

9b. Knowledge of institution-specific risk
management policies and procedures;

9.c. Knowledge of appropriate performance
indicators that are evidence-based with
focus on outcomes for quality improve-
ment program development;

9.d. Knowledge of methods used for measuring
and monitoring quality improvement goals
and processes;

9e. Knowledge of processes for resolution of
identified problems that include collabora-
tive team efforts;

9f  Knowledge of infection control procedures;

9.g. Knowledge of risks and consequences of
aspiration;

9.h. Knowledge of causes of and precipitating
factors for aspiration;

9. Knowledge of ways to reduce risk of aspira-
ton;
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9). Knowledge of ASHA 's Code of Ethics
and Scope of Practice for. the Profession of
Speech-Language Pathology: )

9.k. Knowledge of institution-specific policies
and procedures concerning professional
liability;

3.1 Knowledge of professional and institution-
specific documentation policies and proce-
dures; and

3.m. Knowledge of patient safety measures and
universal precautions as pertinent to specific
setting and institution guidelines {e.g., CPR,
suctioning, radiation safety).

Skills:

9.1 Identify quality improvement indicators
that are appropriate to meet requirements
or standards for specific accrediting bodies;

9.2 Performsystematic measurements and moni-
toring of quality improvement indicators;

9.3 Resolve identified problems that include
collaborative team efforts;

9.4 Identify and communicate risk factors to
individuals, family, and team members;

9.5 Utilize appropriate risk management
procedures ie.g., resolution of identified risk
factors, routine revision of quality im-
provement monitors); and

9.6 Document quality improvement plans,
goals, and processes for reaching desirable
outcomes.

10.0 Role: Provide discharge/dismissal planning

and follow-up care.

/P, .

Knowledge:

10.a. Knowledge of discharge criteria;

10.b. Knowledge of discharge needs, how to
establish a team-oriented discharge plan,
and coordinate required services;

10.c. Knowledge of determining criteria for follow-
up care and establishing policies and pro-
cedures to meet identified needs;

10.d. Knowledge of appropriate documentation
of discharge criteria, discharge plan, and
follow-up care; and

10.e. Knowledge of how to access team recom-
mendations pertinent to follow-up care and
procedures for swallowing and/ or feeding
disorders and developing procedures for
implementation.

12.0 Role: Provide public education and advoc

ruage Pythoipes

Skills:

10.1' Identify discharge/ disrossal criteria;

10.2 Identify dischargémeeds for patient and
care providers;

10.3 Participate in team-oriented discharge
planning;

10.4 Identify need for follow-up care, including
frequency of treatment monitoring and/or
re-evaluation; and

10.5 Document discharge criteria, discharge
plan, and follow-up care.

11.0 Role: Teach and supervise persons, clinical fel-

lows, supportive personnel, and students-in-

training.

Knowledge:

l1.a. Knowledge of previous coursework and
current proficiency of the trainee;

11.b. Knowledge of education principles;

I1.c. Knowledge of supervision principles:

lLd. Knowledge of requisite documentation
requirements: and

I1.e. Knowledge of methods of 2val

oerformance,
Skills:

{11 Idendly education and clinical training
needs:

ing rainee

112 Apply education techniques;
1.3 Provide supervision;
I1.4 Document teaching and supervision; and

11.5 Evaluate teaching effectiveness.

for serving individuals with swallowing and/
or feeding disorders.

Knowledge:

12.a. Knowledge of public education sources
and procedures for increasing awareness
of groups with special needs;

12.b. Knowledge of available educaton resources
designed to assist pertinent education and
advocacy positions; and

12.c. Knowledge of advocacy, legal, and regula-
tory procedures that affect the needs of
individuals with swallowing and/or feed-
ing disorders; and

12.e. Knowledge of funding sources pertinent
toswallowing and/or feeding disorders.
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Skills:

12.1 Demonstrate skills in methods for public
education and advocacy regarding the
needs of individuals with swallowing
and/or feeding disorders;

12.2 Provide testimony to various governmental,
regulatory, and educational agencies; and

12.3 Provide assistance in obtaining funding
for services from appropriate sources.

13.0 Role: Conduct research.

Knowledge:

13.a. Knowledge of existing literature in normal
and disordered swallowing and/or feeding;

13.b. Knowledge of research design:

13.c. Knowledge of appropriate methods for
protecting human and animal subjects and
obtaining informed consent;

13.d. Knowledge of zccurate data collection
techniques;

i3.e. Knowledge of procedures for statistical
analyses and interpretation; and

13, Knowledge of scientific writing for dis-
semination of research findings.

Skills:

13.1 Obtainand interpret literature;

13.2 Develop and apply research design;

13.3 Collect data;

13.4 Skills in procedures for statistical analvsis;
and

Skills in writing dissemination of research

findings.

Terminology

Aspiration—entry of secretions, food, or any foreign
material into the airway that travels below the Jevel
of the true vocal folds. Aspiration may occur be-
fore, during, or after the pharyngeal phase of swal-
lowing. Itcanalso occur from reflux of gastric con-
tents.

Bolus—food. liquid, or other material placed in the
mouth for ingestion.

Dysphagia—a swallowing disorder. The signs and
symptoms of dysphagia may involve the mouth,
pharynx, larynx, and/or esophagus.

Enteral Feeding—Delivery of hydration and nutrients
anywhere along the gastrointestinal tract.

Feeding Disorder—disordered placement of food in
the mouth; difficulty in food manipulation prior
to initiation of the swallow, including mastica-

Services [0 inaividuais Wi Swailowing and/or Feeging Disorders 2001/ T1-7

tion; and the oral stage ofthe\swallow when the
bolus is propelled baclmardbv the tongue. In pe-
diatrics, this term may he used to describe a fail-
ure to develop or demonstrate developmentally
appropriate eating and drinking behaviors.
Ingestion/Swallow—refers to all processes, functions,
and acts associated with bolus introduction,
preparation, transfer, and transport.

Management—involves all aspects of evaluation,
treating, counseling, and discharge planning.

Oral Intake—placement of food in the mouth; oral
gestures used to prepare food for the swallow and
gain pleasure from eating; and, tongue movement
to initiate the oral stage of the swallow. This
sometimes also refers to the amount of food or
liquid the individual is able to take in by mouth.

Parenteral Feeding—Administration of nutrients
via a vein. Can be through a central vein itotal
parenteral) or through a peripheral vein iperiph-
eral parenteral).

Team—collection or representation of differant
disciplines or specialists. Mav be multidisci-

plinary, interdisciplinary, or transdisciplinary

as approach to assessment and ma
complex patients with swallowing and

disorders.

Treatment Strategy—Examples: Habilitative/
rehabilitative techniques include exercises and
movements designed to change swallowing
physiology. Compensation strategies impose
alteration in behavior (posture, ratel, bolus
characteristics {volume, consistency) to achieve
functional swallowing. These strategies are not
intended (o alter swallow phyvsiology.

Upper Aerodigestive Tract—the region involvad in
swallowing and breathing that includes the oral
cavity, oropharynx, pharynx, larynx, upper
trachea, and upper 2sophagus.
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Dysphagia Intervention in Schools: An

Ethical Dilemma?

DeAnne Weilman Oure
Diwision 14 Schoal-Based [isues
North Smithfield, B1
Recently, 1 an elementary
scmnel, a voung girl (we'll call jes-
sica) was refered to a medical
spesch-language patholegist by the
school spesch-language pathelogist
for a climical evaluation and swal-
lgw stady. Jesstea, who had a pri-
mary diagnasis af cerebral palsy. at-
rerded classes in a self-conrained
sreschocl/ kindergarten classtoom
ind was assisted with meals and
snacks by school staff. [t was dur-
ing those sessiens Hrat the szhoal
rpaech-language pathalegist ob-
served possible gvert symploms af
dvsohagia. [essica was expeniene
ing bots of ougning during lunch
=t snack fme that eventually led to
ressamion of the mealime. As a re-
sult, Jessica was losing weight and
was becaming increasingty Jethar-
wig i school Follewing her clini-
zai avaluation and subsequent
modifiad barium swallow (MBS
study, Jessica was diagnosed with
mederate oral and moderately se-
vera pharyngeal dysphagiz with
significant 7k far aspiration. In
ssordination with the medical
gpeech-ianguage patholegist, the
school-pased spesch-language pa-
tholegist fallewed through with res-
emmendations and madificabans.
Together with the schaal sooupa-
fanal therapist, the school spe:ch—
language pathalogist initiated feed-
ing strategies 10 the classroom.
Sehoal stalf and parants were
mserviced by the speech-language
patholagist using the actual MBS
videa. Asa result of the frdtial refer-
ral by the school spesch-language
pathologist, to the medical speech-
language patheologist and follow-up
intervention, Jessica’s mealtimes
appeared significantly mere enjoy-
able, Struggling behaviors af dys-
phagia and risk for aspiration were

W,

gained weight and subsequently
became more respalaive in the
classroom.

This sceraria is net unuseal n
the schools. With the passage of
Dahlie Law 94-142 (currently the
Individuals With Disabilides Edu.
catom Act) in 1973, thera has been
in increase in the number of stu-
danrs with severs disabilities in the
scheol seting. It is not uncommaon
1o ses medically fragile children
with multiple disabilities, frading
fubas, racheustomiss, ete, RmcEon-
fng in the same school anvircnmant
25 their normally developing peeTs.

Accarding o2 1857 Omndbus
Survey of the Amencan Speech-
Language-Hearing Assoctation
(ASHA, 1997 19% of school-based
spesci-language pathelegists work
with students with dysphagia. Iris
srojected by some that this percent-
age has increaged since many naw
graduates are mare prepared in
cwallowing disorders and per the
casent ingrease M mMIgTatien of
s?eaﬂnémguagepamning:is‘.s from
sha mpedical to the schoal setting.

Doguments developed by
ASHA reflect the trends concerming
dysphagia intarvanton in sehools.
The Guidelings for the Rales and R2-
spansibilities of the School-Sased
Spesch-Languags Patholagist (ASFLA,
1869) state that imtervention for
swallowing disorders may ineluds
“providing information and guid-
amce to students, families, and
caregivers regarding the nature of
swallowing and swallowing disor-
dars; cansulting and callaboration
with medical previders throughout
plarsing and intervention; training
caregivers and educational staff on
safe eating and swallowing tech-

almaes: instructing families, care

ghvers, and educators on the social-
ematicnal relanonship between
feeding/swallowing and adiuca-
ticnal swecess; facilitating the
srader’s ability ta efficiently chew
and swallow more safely and afs.
ciently; integrating swallawing
fpcden mtervennon with commu-
nication functien interventtan”
(Whitmare, 2000, p. 100, Thes docs-
mernt corraistes with the ASTLA Seope
of Bractice in Spesch-Language Bathai-
y (ASEHLA, 1994). Both documents
imply that nat every spesch-ian-
grage pathologist 5 an sxpert
dysphagia, and decisions =ade to
intervene in-these cases must be
made in corzelaton with the (\:_-'.u.ﬁ.
Code of Ethiss and within the nd} &
vidual professional’s krowled

base and professicral axperence.

iu

The ASHA Code of Ethic
states, “Individieals shall anzazein
stily those aspecs o tie Fromssies
that are within the scape of tes
competence, considaring Feir lavel
of edysation, training and 2xzer-
ance” (ASHA, 1004}, Herein lies the
erhic] difemma. The school spescs
lamgage pathologst 55 faczd with
questions af, TAm 1 qualified’
Shpuld [ intervena?; How sheuid
inperrene: and, wltmarely, am [ oe-
erating within the ASHA Code of
Ethics? A subsequent QEeston 5
tom, “If T don’t identify a cnild wit

w11

potental dysphagia. who wil:

With incresstmy pressured &
spesch-language pathelogists oo
rervene in dysphagia cases withl
the school setbing, wears gy
with guestions regarding what th
minimum gqualifications of th
schoal-pased service provide
should be, the appropriatt mode!
aof dysphagia interventon in a no
meelical setting, and the intensil
and frequency of intervention.

A quick anecdatal pewiew of £
ppal weorld™ of dysphagia intemver
Hon in the schools suggests the i
lowing:

1. There ars carrently manyle
ls and freguendes of 275F
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agiaintervention in the sehools
sanging fromaggressose rea-
ment la 0o intervention at all,
Thers are varying opinions as
weil 15 confusion regarding
whal theappropriate rype and
degreeof dysphagiainterven-
Hon should be in the schoaol
seming per the individual
spesch-language pathologst's
axpertise, schoal limitatens,
prudent practices, and the
ASHA Cade of Zthics,

A varely of models of service
deliveryexistmanging from {n-
direct consultaton to direct
*hands cn” Teamment. Well-
organized mulbidiseiplinary
swallowing teams ar the des-
igrution of a district speech-
langrage pathologistwithdys-
phagia expertise as tha refer-
enge person are among the
emerging sucgessiul ap-
proaches 1o mis PrERHan,

. Sehecal-based speech-lan-

guage pathologists have fe-
ported a centinuum of gysph-
agia educatior, training, and
experience anging from little
or ne dysphagia background
to lass common advanced ox-
pertisainaccordance with the
ASHA Dysphagia Guidelings
{ASHLA, 199%). Individualback-
ground knowledge differs and
canbe found in gedattic/adult
and /or pediatric dysphagia
training and sxperience. (The
combinaton of background
krawledge in both pediamic
and adaltdysphagia is impet-
tant far thase schoal-based
speech-language pathologists
who serve more than one
school in a distmet and may
have students ranging in ages
from 4 te 21 years on their
caseloads.) The range of edu-
cation, training, and expertise
of the school-based profes-
sionalinthe aren of dysphagia
are as diverse in the school
system as they aze mthe enlire

LT}

4. Thersappears tobea discrep-
ancy m opmion between schook
based speech-language pathole-
gists who feel dysphagia inter-
vention does pot belong o the
scnoal settingand speech-lan-
guage pathalegisis wha teel they
have a valid role nschool mter-
wentan. Notenly does this 4if-
ference of opinion appear ta be
prevalent within the educa-
tonal commumiry but aisa De
rwemn medicaland schoel-rased
speech-languapge pathelegsts
as wall, Whether or not ane is
within good ethical practes is
ofteninquastionwith regard o
dysphagia intervention in
schogls, as ooposed ta the medi-
cal model

. Schoal administraters are in-
creasing pressure oo school
based spesch-language pathele-
pists to become mvalved with
dysphagia intervention as part
of third=party billing. “Moresick
children are pxpected by their
third-party payers to receive
their dysphagia maragementin
the schools and schools are bill-
ing third-partias for thakinds of
speech and swallowing freat-
mentbeing provided inthe edu-
catenal seting™ (O Toole, 2000,
P79

6. Training for school-based dys

phagia intervention in colleges
and universitiss appeacs tohave
lapzrd behind dysphagia e
ing in the medical model. Alsa,
some schoel-based speech-las-
guage pathologists who have
already graduated and wheoreo
ograze their need for further
training inthis area, axpress frus-
tration with “whers’ and Thew
w" begin.

7. The school-based speech-lan-
guage pathologist with a dys-
phagia knowledge basa is fre-
quently the anly professionalin
the school setting with the back-

toldentify symploms of

childoen at fisk AT aspiration,

guage pathologist for Surther
evalnangr. menitor modifies-
Hons zpd rtcommendatons of
the meiical speech-langiags
satholewist daily, and nservice
atemrisrators and the sehoal
swtf, If the sehool speech-lan-
guage patholegist i unguaii-
fied by minimurn standards, or
15 qualified but unwilling % in-
tervene within the seheal ses-
ting, these children, wha zre 3t
risk for aspiragon, aften goun-
detected.

According to the ASHA Roles of
Ethics, “Individuals shall previde all
sarvicas competently; !ndijﬂdﬂ.’s{,x
shall uee every rescusce, meluding

refermal when appropriate, (o ansuse
that heh-muality servics 15 provided”
[ASTLA, 1554}, [t appears that, as we
define the school speech-langrage
pathalogist's role indysphagia nter-
vantan within the context of ethical
pracics, we need to ewpand gurpm-
fessional discussion and acders %
inciude the fallowing

1. Inceased dialogus and reseamsh

by sehool, medicaily, and acs-
demically-based speech-lan-
guage pathologsts regarding
oar cole  dysphagia manage
mant in schools should scour.
This should includs sxamina-
Hem of varfous levels/dagress
and models of miesvenBmwith
copmeemimntstudies o efficcy
and appropriateness of fe
medel inthe scheal setting, The
limitatons of the school setting
versus the medical setting
should be factored into thess
discussions of the mostappro-

priate interventons.

. Considering the diversity of

dysphagia expertise found in
the sehoal systems, policy stats
ments, guidelines, and probo-
cols that are specific ta the
scheols should be developed.
Pm‘bt}r,ﬂ-uuedn:'mcmld
be based on a continuum rang-
ing from the minimum to the
advanced Ymowledze base m=
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pathologist correlated with the
appropriate leveland model of
mtervention (e.g., “referralordy”
tomare “directtreatment” with
advanced expertise). (Perhaps
groups such as ASHA Spedal
Interest Division 13, Swallow-
ing and Swallowing Disorders
and Division 16, combined with
the ASHA SchoolServices Divi-
sion could work on such a
project.)

. Opportunities for furthering

one’s expertise on school-based
dysphagia interventionshould
bepromoted atalllevels viathe
university/college curriculum
and/or continuing education
(CE) opporturuties.

. We should support ASHA's

currentattempts tocbmin IDEA
clarification regarding swal-
lowing disorders and their le-
gitimacy mschool provided sex-
vices. (Currently, the IDEA
[1997] does not define or iden-
dfy dysphagia as a disabling
candition.) As we know,a child,
whoisnothealthy, willbe com-
promised in their educatonal
performance.

. There needs to be ongoing clari-

Acationand informationreadily
available to school-based
speech-language pathologists
regarding dysphagia and third-
party billing by the school sys-
tem so that when approached
by administraters, we are well
Asaprofession, weneed tocon-
tinue educating school admin-
istrators, staff, and parents re-
garding our role as a speech-
language pathologists, which
may be inclusive of dysphagia
intervention whenappropriate.
We need continued dialogue,
cooperation, understanding,
respect, and teamworkbetween
medical academic, and school-
based speech-language pathalo-
gists to ensure the efficacy of
intervention and safety of the

In conclusion, our primary con-
cern s for the heaith, safety, and wel-
fare of cur students enabling them to
participate and benefit from the edu-
cational process and increased qual-
ity of life. The school-based speech-
language pathologist is frequently on
the “frent line” in terms of recogniz-
ing/identifying symptoms of possible
dysphagia that may have gone unde-
tected by the pediatrician or parents.
Therefore, it is beneficial to all for the
school-based speech-language pa-
thologist to be knowledgeable in the
dysphagia realm while staying
within his/her knowledge base, ex-
pertise, limitations, and ASHA Code
of Ethics in terms of intervention. Fur-
ther focus an setting specific require-
ments for dysphagia intervention in
the schools should be promoted by
our profession to ensure the
“Jessica’s” of the world a safer,

healthier state of being in preparation
for leammg in the classroom.
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Continuing Education
Questions

1. According taa1997 ASHA
OmnjhuQSufvcy, what percent-
age of seflool-based speech-
Tangwage pathologists work with
students with dysphagia?

a. 19%
b. 20%

c 15%

d. 33%

2. The ASHA 1999 Guideiines for
the Roles and Responsibilities of
the School-Based SLP relative to
dysphagiainterventiondo not
include

a. training caregrvers and
educational staff on safer
eating and swallowing
techniques.
b. Mtegrating swallowing
functon interventdon with
commurication functen
intervention.
c. performingmodified
barium swallow studies.
d fadlitating the student’s
ability to efficiently chew and
swallow more safety and
efficently.
3.Regarding dysphagia interven-
tion, which of the following are
among the ethical dilemmas
encountered by the school-
based speech-language patholo-
gist
a. Determiningifcneis
functioning within the ASHA
Code of Ethics specific to
dysphagia interventionin the
school setting
b. Determininghow to
respond when recognizing a
child with potential dysph-
agia and net feeling qualified
tointervene
¢ Determining the model and
degree of appropriate dysph-
agiaintervention relative to
prudent practice in a nen-
medical setting
d. Allof theabave
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Appendix B
Resources

The websites listed below are included for information only. When searching the internet for
accurate information, it is often good practice to confine the search to nationa inditutes, nationd
organizations, hospitals and medical schools. These resources listed below will provide
information and links to other Sites. Please note this is not a comprehensive list but merely some
gtesto hdp begin asearch for information. The Rhode Idand Department of Education has no
control over information at these sites. Views and opinions of these organizations are not
necessarily those of the Rhode Idand Department of Education or Rhode Idand Speechr
Language- Hearing Association.

Organizations

American Speech-Language-Hearing Association
ASHA
10801 Rockville Pike
Rockville, Maryland 20852
Professiona §/Childs 1-800-498-2071
Public 1-800-638-8255
http://www.asha.org

Nationd Information Center for Children and Y outh with Disabilities
NICHCY
PO Box 1492
Washington, D.C. 20013
1-800-695-0285
http://nichcy.org

Rhode Idand Speech Language-Hearing Association
PO Box 9241
Providence, RI 02904
1-401-455-7472 (RISA)
http:/AMww.RISHA.Info

Resour ces

Specia Education Resources on the Internet
SERI
401 Rosemont Avenue
Frederick, Maryland 21701
1-301-663-3131
http://mww.familyvillagewisc.edu

Parent Advocacy Codition for Educationa Rights
PACER Center
8161 Normandale Boulevard
Minnegpolis, Minnesota 55437
Phone: 1-952-8738-9000
TTY: 1-952-838-0190
http://www.pacer.org
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Stuttering Foundation of America
3100 Wanut Grove Road Suite 603
PO Box 11749
Memphis, Tennessee 38111
1-800-992-9392
1-800-967-7700
1-901-452-7343
http://www.stutterhelp.org

Nationd Ingtitute on Deafness and Other Communication Disorders
NIDCD
31 Center Drive
MSC 2320, Room 3C35
Bethesda, Maryland 20892
1-800-241-1044
http://Amwww.nih.gov/nided

Nationd Ingtitute of Neurological Disorders and Stroke
NINDS
PO Box 5801
Bethesda, Maryland 20824
1-800-352-9424
http:/Aww.ninds.nih.gov

L ocal Support

Rhode Idand Department of Hedth
Information on Early Intervention Sites
3 Capital Hill
Providence, RI 02908
Phone: 401-222-2231
Fax: 401-222-6548
711 (Rl Relay)
http:/Mmww.hedth.gate.ri.us

Lifespan
Coro Building
167 Point Stregt
Providence, RI 02903
401-444-3500
http://Mmww.lifespan.org

Hasbro Children’s Hospita
C.D.C.

593 Eddy Street
Providence, RI 02903
401-444-4000
http:/Mmww.lifespan.org/partners’hch
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Bradley Hospital
1011 Veteran's Parkway
East Providence, Rl 02915
401-432-1000
http://Mmww.lifespan.org/partners’bh/

Miriam Hospitd
164 Summit Avenue
Providence, RI 02906
401-793-2500
http://mww.lifespan.org/partnerstmhy/

Vanderbilt Rehabilitation Center
Newport Hospital
11 Friendship Street
Newport, RI 02840
401-846-6400
http://mww.lifespan.org/servicesrehab/vrc/

University of Rhode Idand
Speech and Hearing Center
106 Quinn Hall
Kingston, Rl 02881
401-874-5969

Rhode Idand School for the Deaf
Audiology Clinic
Corliss Park
Provicence, RI 02909
401-222-7428

Parent and Professional | nfor mation Resour ces

Rhode Idand Department of Education
RIDE
255 Westminster Street
Providence, RI 02903
http://Amww.ridoe.net

Rhode Idand Parent Information Network
RIPIN
75 Main Stregt
Pawtucket, Rl 02886
1-800-464-3399
http:/Mmww.ripin.org

Parent Support Network
PSN
400 Warwick Avenue Suite 12
Warwick, Rl 02888
1-800-483-8844
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DHS/Office of Rehabilitation Services (Assigtive Technology Access Partnership)
40 Fountain Street
Providence, RI 02903
1-401-421-7005 ext. 310
1-401-421-7016 (TTY)
http://www.atap.state.ri.us.ri

Tech ACCESS of Rhode Idand, Inc.
110 Jefferson Boulevard
Warwick, Rl 02888
http://www.techaccess@techaccess-ri.org

Rhode Idand Technical Assistance Project (RITAP)
At Rhode Idand College
600 Mt. Pleasant Ave.
Providence, RI 02908
1-401-456-4600
http://www.ritap.org

Specid Education Resources on the Internet
SERI
401 Rosemont Avenue
Frederick, Maryland 21701
1-301-663-3131
http://www.hood.edu

The Family Village
Waisman Center
Univergty of Wisconan-Madison
1500 Highland Avenue
Madison Wisconsin 53705-2280
http:/Amww.familyvillagewisc.edu

Parent Advocacy Codlition for Educationd Rights
PACER Center
8161 Normandae Boulevard
Minnegpolis, Minnesota 55437
Phone: 1-952-838-9000
TTY: 1-952-838-0190
http://www.pacer.org

Council for Exceptiond Children
11920 Association Drive
Regton, Virginia 20191
1-703-620-3660
http://www.cec.sped.gov
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American Academy of Pediatrics
141 Northwest Point Boulevard
Elk Grove Village, lllinois 60007
Phone: 1-847-434-4000
http://www.aap.org

Rhode Idand Autism Project
Thurbers Avenue
Providence, RI
Phone: (401) 785-2666

CEDARR Family Centers
About Families CEDARR Family Center
32 Branch Ave.
Providence, RI 02904
(401) 331-2700

Easter Seds CEDARR Family Center
5 Woodruff Ave.
Narragansett, RI 02882
(401) 284-1000

Family Solutions CEDARR
134 Thurbers Ave. Suite 102
Providence, RI 02905
(401) 461-4351 or (800) 640-7283

Family Firs CEDARR Center
Hasbro Children’s Hospital, Room 120
583 Eddy St.
Providence, Rl 02903
(401) 444-7703
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