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ABSTRACT
Methods for teaching parents techniques for

stimulating audition and language development in their deaf infants
were explored over a 3-year period. Families were seen individually
at the University of Kansas Medical Center by teachers of the deaf.
Techniques were demonstrated for the correlating of hearing and
language development with home activities. Additional. instruction was
given to parents in large and small groups. Videotapes were used as
one method of instruction and evaluation. Findings indicated the
feasibility of videotaping as an objective evaluation method, while
differences in subjective opinion and objective evidence of progress
suggest a further need for pinpointing levels of change.
Recommendations were made concerning procedures for parent education,
sequence of instruction, and program content. (Author/KW)
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SUMMARY

Methods for teaching parents techniques for stimulating

audition and language development in their deaf infants were

explored over a three year period. Families were seen individ-

ually at the University of Kansas Medical Center by teachers of

the deaf. Techniques were demonstrated for the correlating of

hearing and language development with home activities. Addit-

ional instruction was given to parents in small and large groups.

Videotapes were used as one method of instruction and evaluation.

Findings indicated the feasibility of videotaping as a method of

objective evaluation. Differences'in subjective opinion and

objective evidence of progress suggest a further need for pin-

pointing levels of change.



A DEMONSTRATION HOME TRAINING PROGRAM
FOR PARENTS OF PRESCHOOL DEAF CHILDREN

Parent education is not new in this country. Prior to 1800

information on child care was disseminated to American mothers

through importation from Europe. In 1880 Miss Sarah Fuller,

principal of the Horace Mann School for the Deaf in Boston, system-

atically encouraged the teaching of language to deaf children by

their parents, at home, prior to their entrance in school (DeLand,

1907). The founding of the John Tracy Clinic in 1942, followed by

the initiation of the John Tracy Correspondence Course in 1943

(Tracy, 1959) marked the beginning of a period of continuous ex-

pansion of parent education for parents of hearing impaired children.

This is a report of a three year effort to demonstrate the

feasibility of accelerating the language growth of hearing impaired

infants through parent training. The purpose of the program was to

establish and evaluate a model of a home teaching program.

Specifically:
a. To explore methods for meeting the auditory and language

needs for deaf children prior to the age of formal school

training..
b. To investigate techniques fox teaching parents in the

demonstration and participation program, about hearing

loss and practical methods of auditory and language

training for their children.
c. To investigate the utility of new teaching techniques;

the use of videotaping and filming as a method of parent

instruction.
d. To cooperate with other centers in the development of

effective methods for teaching very young deaf children

and their parents.

Background

The multiple areas of knowledge that impinge on education of

the hearing impaired at any age are compounded when the child is

very young and parents are cast in the role of students in order to

become their child's teacher. The development in infants and young

children of hearing, listening, vision, language perception and

cognition appear to serve as a basis for comparison of deviant be-

havior caused by hearing loss. The nany special problems created

by lack of hearing are related to 1) the etiology of hearing loss and

the resultant damage to the hearing mechanism, 2) the effect on

learning, 3) sensory deprivation, and 4) Correlation between incid-

ence of hearing loss and vision defects. The early diagnosis' of

hearing loss and the recommendation of hearing aids is related to

the remediation as axe the controversial areas of unisensory or

multisensory teaching methods, speechreading and auditory training.

Various theories are projected in many of these areas, and there is

a continuing need for additional research.

Still to be explored also are the effects of various types
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of parent education programs on the parents and on the child.

Learning Tasks
child, himself, presents his own unique pattern of develop.

personality. The things which a young child is expected

during his first five years of life are categorized by

963-b) into ten developmental tasks.
Becoming able to take solid foods and learning to feed

himself.
Learning to see persons and things, to hear and recognize

sounds, and feel objects.
Learning to control movements of eyes, head, shoulders,

arms, trunk and legs; gradually becoming able to co-
ordinate eye movements and the use of arms and hands in

order to grasp, hold, throw and move things.
Learning to balance the body in order to sit, creep, stand,

walk, and go up and down steps.
Becoming able to regulate the elimination of body wastes.

Learning to talk which must be accompanied by understanding

of concepts. Developing mental abilities such as memory,
reasoning, and problem solving.
Learning to relate to other persons.
Learning to relate himself to the world around him.

Learning that boys and girls are different and becoming

aware of his (or her) own sex.
Learning to distinguizh between right and wrong by

moving from values based on his own satisfactions and

discomforts to acceptance of parental standards.

Young children learn through imitation of models to which they

are first and most steadily exposed--usually parents. The youigg

child has little experience apart from his family. Children in

the preschool years learn about themselves and their world through

play. It is of tremendous importance in mental growth. The length

of time a child can persist in a performance or concentrate upon a

task varies with age. Two and three year olds are in a constant

struggle between their need for help, their dependence, and their

urge for independence. This reflects the child's expanding world

as he reaches out in his contacts to other children and his neigh-

borhood.

The
ment and
to learn
Kawin (1

a.

b.

c.

de

e.
fe

g.
h.

j.

Child Development

Legma
The two to two-and-a-half yeax old may be heedless of verbal

injunction if you ask him to go from one place to another, but,if

you go yourself he is likely to follow. Only through continuous

motor pursuit and explanation of objects does the child of this

age acquire the fund of experience necessary for a more mature type

of visual awareness- (ftylan, 1969). On the average there are from

250 to 300 words in the two-year-old's vocabulary. The three-year-
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old talks in sentences with 10 to 15 percent of his conversation

consisting of questions. At four years, collective nouns and

generalizing phrases emerge in speech. The five-year-old speaks

without infantile articulation. As he listens he singles out
special words in a spoken sentence and asks their meaningo

Lenneberg (1969) views language development as correlating

most closely with motor development rather than chronological age.

This holds true in many different societies, including some very

primitive ones. Language also relates to the physical indications

of brain maturation, such as the gross weight, neurodensity in the

cerebral cortex or the changing weight proportions of given sub-

stances in either gray or white matter. Language begins when such
maturational indices have attained at least 65 percent of their

mature value. Inversely, language acquisition becomes more diff-

icult when the physical maturation of the brain is complete at

about 16 years. The correlations do not prove causal connections.

Cortical specilizations for sensory functions and language pro-

duction are not present at birth. If a distufbance in the left
hemisphere occurs early enough in life, the right hemisphere re-

mains competent for language throughout life. All languages have

principles in which relations are being specified, that is, syntax.

The child first reacts only to intonation patterns. It is not

necessary to reproduce them. This changes him so that he reaches a

new state, a new potential for language development and he becomes

aware of certain articulatory aspects. Mysak (1961) too, related

the development of language to the development of the organism.

In the linguistic view qf language development large patterns

of intonation develop before the child begins consciously to develop

basic speech phonomes. Intonation denotes internal meaning; intona-

tion denotes a question, a statement or an exclamation. 'Simmons

(1966.13) identifies intonation patterns ai the first acoustic aspect

of language to be distinguished. Intonation patterns are related

to the overall musical pattern of speech derived from pauses, accent,

stress, juncture, and pitch as well as intonation. Accent dis-

tinguishes word usage when spellings axe identical. Stress, the

lolleiross and softness of speech, is used to escape ambiguity.

utilizes combinations of pauses, changes in pitch and degrees

of stress to mark sentence ends and phrases and clauses within

sentences. This is observable in the emerging language patterns of

infants who have no hearing impairment. Intonation patterns can be

heard which have the form and time elements of sentences with only

amemnderstandable word throughout. Gradually more understandable

words axe heard within the same intonation pattern. Finally, the

two-word sentence (Lee, 1966) is heard.

Hear no and Listening_
Eisenberg (1970) calls attention to the lack of information con-

cerning the development of hearing in man and outlines the currently

available information as follows:
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a. The cochlea seems to be functional by about the
30th week of intr a-uterine life;

be Basic mechanisms for coding intensity and fre-
quency probably are operant by the 28th to 30th
week of gestation;

c. Mechanisms governing attentive behavior may not
be functional until some weeks thereafter;

de Functionally differentiated channels for pro-
cessing acoustic information according to the
frequency and organization of a stimulus envelope
probably are present at birth.

There is a strong argument for initially focusing on early
life as a rational order of priority for developmental
study.

Galambos (1958), working with cats, found that the
attentive animal was characterized by large BEG responses
spread throughout its brain, areas being included that
ordinarily are not considered to be part of the auditory
system. The inattentive animal shows responses smaller in
size and in fewer brain locations. The variation in size
occurs throughout the auditory system, being apparent even
at the cochlear nucleus, the first synapse in the auditory
system. Hernandez-Peon, Scherrer, and Jouvet (1956), work-
ing siinilarly, found that a visual stimulus introduced
simultaneously markedly reduced the electrical discharge
produced by a click stimulation.

McNeill (1966) noted nothing in the literature on
learning the sound system of a language. Penfield's and
Roberts' (1959) work contributed information concerning
neural psychological aspects of memory. Simmons (1966-b).
cites evidence that the brain, whether of the hearing or
deaf, can learn to make use of all ki_nds of acoustic in-
formation and given the opportunity will organize the
available cues into a system Which will form an adequate
basis for both the reception of speech and for its pro-
duction. Hirsch (1966) states that the sounds of language
are acoustic events and the distinctions among sounds are
given by features that are the special properties of sound.
The vowels have a higher intensity; consonants are dis-
tinguithed on the basis of type of sound, duration and
rate of build-up or decay. Any child with an average loss
greater than about 50 decibels cannot hear ordinary speech
at all if he is more than a meter away. An average speech
level of 90 to 95 decibels is measured at about one indter'
from the talker's mouth. The sound level of ordinary con-
Versational speech at a distance of about one meter from
the talker averages about 70 dB. Blair (1969) structured
auditory input into three sections:

4
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to relevant sound frequencies and directional

hearing;
b. Signal acceptance which includes listening set

(attention) figure-ground choice, and acoustic

analysis (discrimination);
c. Symbol association, which includes sequential

simulation (temporal order memory) and semantic

recognition (long-term memory).

Vision
Moylan (1969) documented the relationship between motor

and visual development in human growth. At eight months

there is a dawning awareness of distance and location and

the baby localizes sights and sounds well beyond the reach

of his arms. HO listens and looks when he hears footsteps.

Audition serves to reinforce vismal "projections". At

nine months he peers into peoples faces. At ten months he

tips his head back to gaze upward. In the presence of more

than one object, he manifests an awareness of more than one.

He regards situations as a whole. The relationship of this

maturation of vision to the conceptualization of speech

visually remains to be explored.

Cognition and Perception
Fowler (1962) points out that there are two views con-

cerning cognitive development, the biological and the be-

havioristic. The latter deals with operationally definable

processes. Bloom (1964) holds that the child has gone 50

percent of the way toward establishing thinking patterns

and organizing thought by the time he is four years old, and

30 percent more by the time he is eight. Hebb (1955) states

that psychological development is fully dependent on stimu-

lation from the environment. Dragostin (1968) beaieves that

the degree to which particular cognitive processes are

trainable and the degree to which others are not is a

crucial issue in research.

In regard to early infant learning, Fowler (1962)

suggests that conceptual learning set, habit patterns, and

interest areas may well be more favorably established at

early rather than at later stases of the developmental

cycle, McGee (1969) states that the developing perceptual

system of the deaf infant which determines his later com-

municative pweferences and abiltties becomes related to

the current life style of the child whether he is two weeks

old or two yeaxs old.
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Hearing Impairment

Measurement,
Hearing loss adds another dimension. A child's hearing

loss can be sensorineural, conductive or a combination of the
two. Yet Rosenberg (1966) writes of the difficulties of
correct diagnosis at an early age. Moncur's (1968) study
showed that audiologists are slightly more consistent than
laymen in judging. responses of eight-month-old babies to
auditory stimuli. Current attention is directed to evoked
response audiometry which uses computer analyzed cerebral
responses to determine auditory thresholds. McCandless. (1967),
and others record its use but Price (1969) outlines some
recurring problems with its present usage while stating
that additional research can enhance understanding of the
technique and perhaps allow improved clinical applicability.

Etiology of Hearing Loss and Damage to Hearing Mechanism
Various etiologies present damage at varying points

along the auditory pathway. Watson (1961) states that there
is increasing difficulty in discrimination of speech as the
seat of the damage moves from the end organ to the auditory
cortex. Hardy (1958) believes that evidence of central
auditory disorder rather than peripheral, calls for a mild-
gain hearing aid which functions largely as an attention
getting device. deSa (1958) states that nasal sounds (an,
en, in, on, un,) are normally lost in central deafness
while the /s/ is well perceived; in addition there is a
great recurrence of mistakes of certain consonants such as
/t/ for /d/, /d/ for /t/, /f/ for fp/1. and AV for /t/. In
cochlear deafness the /s/ is not well perceived, Aten (1968)
and others have written of temporal oxidering difficulties
and reduced attention which contribute to psycholinguistic
problems in language learning.

He ar ing Aids
There are two major areas of controversy which center

around the wearing of hearing aids by hearing impaired in-
fants. One is the use of hearing aid amplification prior
to the time it is possible to achieve accurate diagnosis; the
other is the use of nonaural or binaural hearing aids. Fre-
quently listeners report improved listening through binaural
fitting of hearing aids. Various research studies have
failed to substantiate this reported effect. Dirks and Wilson
(1969) have recently demonstrated on listeners with sensori-
neural hearing losses a difference in binaural listening of
3.3 decibels.

Impaired Hearing and Vision
Vision offers an alternative pathway to learning for the

6
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hearing impaired. Suchman (1969) investigated the visual

status of 100 deaf children, ages four to 12 years, and

found that only 43 percent of the children had normal vision

compared to 30 percent in children with normal hearing.

The cochlea and retina are reported to be formed at the

same developmental stage from the same embryonic layer,

&mired Hearing and Speech
The most observable result of hearing loss is the

lack of speech development. From four to eight months the

hearing baby crows and vocalizes eagerness. It is at this

early age that the absence of a monitoring system for sounds

become apparent Sin the hearing impaired baby. His vocal-

izations are reduced in range and amount after the age of

six months. He ceases to follow the normal language devel-

opmental. pattern (Boone, 1965; Lee, 1966).

Sensory Deprivation
The lack of hearing deprives the developing child of

some or all audition input. Bruner (1961), views early

sensory deprivation as robbing the organism of the oppor-

tunity of constructing models of the environment and pre-

venting the development of efficient strategies of eval-

uating information. It then becomes more difficult to

utilize probable rather than certain cues. Later sensory

deprivation disrupts the continuing feedback-evaluation

system which is a principle source of maintaining adjustment

forcing the individual to live with his own inner impulSes

and cognitive models. Levine (1960), working with animals,

found that "it is apparent that the character of early

infant experience is another important determinant of
individual difforences....", but points out that the critical

elements in the stimulation procedures have not been identi-

fied nor have the critical infantile period (or periods)

been established. Elliott and Vegely (1968) tested 252

children in a state school for the deaf and found no veri-

fication for the hypothesis tbat early sensory and educat-

ional deprivation produces learning disability, but mentioned

the lack of a control group few which consistently appro-
priate sound amplification and educational procedures were

experienced,

Rellediation MeasUrets

Sensoy Channels
A direct correlation between educational achievement

and early training has long been assumed and is supported

by the study of Elliott and Armbruster (1967) and others.
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Gaeth (1969) and others have studied the effects of uni-

sensory and multisensory inputs to normal and hearing im-

paired students. Hsia (1968) points out the importance of

knowing the fundamental differences of information processing

of the auditory and visual channels. The auditory channel is

temporal in nature, allows sequential presentation, has poor

referability, is more flexible in absorbing connations,

nuances, and inflections; the rate of transmission is limited

to the speaking rate and it is less versatile, more attention

demanding and more resistant to fatigue. The visual channel

is spatial in nature, allows both sequential and simultaneous

presentation, has good referability, allows a much faster rate

of transmission, has greater versatility, is less attention

demanding and is less resistant to fatigue. Both modalities

are subject to the ultimate restriction of the central nervous

system. Hsia concludes that the studies which have found that

either the audio or visual channel is more effective have

a) failed to take into account the capacity limit theorem and

redundancy, and b) failed to differentiate error and equivo-

cation. D. B. Lindiley (1961) suggests that the ascending

reticular activating system (ARAS) is differentiated in its

responses to different sense modalities and being located at

the crossroads of input and cutput systems samples and monitors

all such activities. In doing so it becomes adjusted or tuned

to certain levels of activity and its own response level is

projected upon the cortex where it influences perception and

learning and probably emotions.

Speech has visual attributes which can offer clues to

the understanding of language. ..,Frisina (1966) cites various

studies with deaf children as subjects showing that speech-

reading as a coding technique for the brain offers about 50

percent efficiency for unselected speech materials; the use

of the acoustic channel increases efficiency from a lin-

guistic point of view from 55 percent to 85 percent, The

study of Taaffe and Wong (1957) regarding the visual con-
ceptionalization of speech (speechreading) determined that

sentences and paragraphs were easier to speechread than single*

words. Bergendoff (1968) using preschool children as subjects,

found they had difficulty in learning to speechread single

words.

The Parents

Research in Parent 8ducation
Parents add another variable to the many so far dis-

cussed. Regarding all parent education Brim (1955) states

that the "research on the whole has demonstrated that-some

programs 'have affects' and some programs have none, but

attention has not been given to the kind of clientele in-

volved, to the content transmitted, and to specification of

the technique itself." Attempts have been made by Schaeffer
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and Bell (1958) and others to measure attitude changes in

parents. Plutchik and Kronovet (1959) pointed out the

difficulties of attitude measurement.

Types of Programs
Various programs utilize individual counseling, (Rogers,

1942), group therapy, (Smith, 1948), workshops, (Kawin, 1963),

individual instruction and group lectures as types of parent

programs. Parent Institute, a week-long program of the

University of Kansas Medical Center and the Kansas School for

the Deaf, combines examinations of the hearing impaired child

and instructions for his parents (Miller and Miller, 1959).

Parents of the Hmaring Impaired
The role of parent education for parents of hearing im-

paired children is twofold. First, they must be helped to-

wards solutions for their owncand their child's problem.

Shontz (1965) describes'the predictable course of anxiety

following a life crisis, such as finding that your child has

impaired hearing. Secondly, parents must be made fully aware

of their own importance as teachers (Omer, 1963).

The effectiveness of the parent in the parental role is

the underlying structure upon which is superimposed.the new
role of the parent as a teacher at the conscious level.

Kawin (1963-a) established six basic areas essential for the

parenthood role. These are a) security and adequacy, b) under-

standing of self and others, c) values and goals, d) problem

solving attitudes and methods, e) freedom,- .discipline and

responsibility, and f) constructive attitudes toward changi.

The attributes of the parent, their interaction with the child,

and the interaction within tits family constellation are all

variables which bear upon the learning task but are largely

undefined.

Learning Methods
.

The parent suddenly thrust into the role of student is

different than the student who is motivated to formally ens!

roll for instruction. O. R. Lindsley (1968) applied.operant

conditioning principles in'training parents and teachers to

manage children's behavior. Dale (1954) provides a hierarOy

of eleven levels of experience moving from the most abstract,

verbal experience, o the least abstract, direct purposeful

experience. Salomon and Snow (1968) state that a theory is

needed that predicts and explains interactions between

characteristics of learners and attributes of communication

media. Media attributes should first be described in.

structural terms and then translated into functional ones
which link them to psychological prOcesses. Both psyCho-
linguistics and infarmation theory begin with the stimlius

material and seek a description of its effect on the person

9
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exposed. The former assumes the existence of common language

structure while the latter addresses itself mainly to the

quantity of information presented.

Ewing (1963) reports parent ',cue training programs in

connection with schools for the duaf and partially hearing in

England. There are also programs for parents in other

European countries. In the United States the John Tracy

Clinic in Los Angeles, Vanderbilt University in Nashville

(Horton, 1968), Emerson College in Boston, (Luterman, 1967),

and Central Institute for the Deaf in St. Louis (Simons,
1966), have parent training programs.

In summary, the attributes of the child, including his

development, personality, and hearing loss are the central

force in an early learning program. Peripheral is the ability

to assess these attributes and the prosthetic devices pro-

vided. Teaching parents to become their child's teacher

establishes a triangular relationship that involves the in-

dividual attributes and abilities of each member of the con..

stellation--the child, the parent, and the instructor. In-

cluded within the relationship are factors of sensory de-

privation, teaching and learning.

Procedures

The project began April 1, 1967, in a house across the

street from the Children's Rehabilitation Unit of the Univer-

sity of Kansas Medical Center. The location was changed to

the lower floor of a duplex a half-block east of the Utlt

when the original house was demolished to make way for the

expansion of the Medical Center. /n both locations the area

available for the project included a living area, dining area,

bedroom, kitchen and bath. The furnishings were donated from

the community and refurbished, creating a home-like atmosphere.

During the three years, the project was staffed by one

full -time, and several part-time teachers of the deaf. All

held degrees from teacher training institutions. The'services

of an audiologist were available thxcughout the project.

Psychological services were also available. An executive

secretary completed the staff..

Children were referred to the pxoject from the Bar, Nose,

and Throat, Birth Defects, and Pediatrics Departments within

the University of Kansas Medical Center. In addition, children

were referred by other physicians within the Greater Kansas

City area and within a 250 mile radius of that atea. Bach
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potential candidate was evaluated by a staff member

(teacher of the deaf) of the L. B. Spake Hearing and Speech

Department and if appropriate was then referred along with

his parents, to the project. The name established for the

project and the setting was The Parent-Home Center.

Initial contact with the family was made by the assigned

teacher of the deaf, by telephone if possible, or by letter,

and an initial appointment arranged. Both parents were

strongly urged to participate. At the time of the first

visit, a) orientation concerning the project was given, b) an

information questionnaire given (see Appendix), and c)

appointments were arranged with the project audiologist and

psychologist. During the last eighteen months of the project,

the teacher and child, and parents and child were videotaped

in a short segment at this time. The interval batmen visits

to the Parent-Honm Center vaXied according to the needs of

the family, primarily on the basis of the distance from the

family home. For those in the Greater Kansas City area,

appointments were usually weekly; for those who had to come

a greater distance, appointments were bi-weekly or even

monthly.

An audiologist was employed on the grant whose time

was devoted to testing of children specific times each week.

He routinely:
a. Tested all children referred to the program, some

repeatedly, over a period of time, until a re-

liable audiogram was obtained.
b. Evaluated the child's performance with a hearing

aid and made recomnmndations accordingly,

c. Re-evaluated the child's performance after a

period of hearing aid use as it related to gain

setting and tolerance.
d. Conducted parent conferences to explain tbe loss,

gain with the aid, and how to use it. HW was also

available when a question of faulty operation of

thm aid arose.
e. Rechecked child when indicated, i.e., following

illness, reported changes in hearing, et cetera.

f. Participated in exchange of information with the

child's teacher concerning loss, aid, and progress.

Instruction

Parents
Individual: Major emphasis was focused upon individual

instruction of each family constellation. Initially, attention

was directed toward teachinn the child to respond to sound.
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Repeated visits to the audiologist were scheduled in order

to determine the amount of the child's residual hearing.
Once this was determined and the audiologist recommended a
hearing aid, attention was directed to giving the parent/
parents information about the mechanism of the hearing aid;
instructions and assistance on habituating wearing of the aid
and the specific steps in helping the child learn to listen

with his new hearing aid were also given. Materials were
developed by the staff which served as a guide for parents
concerning usage and maintenance of the hearing aid (see
Appendix A).

Throughout the project the staff focused on helping the
parent(s) become the child's teacher in the home setting.
The purpose of the visits to the Parent-Home Center was to

assess the parent's progress in that role and to give add-

itional information. Teacher-child relationships were usually
for the purpose of demonstrating to the parents procedures
which could be utilized in the home.

Stress was placed on implementing the child's under-
standing of language and secondary importance was given to
the expressive aspects of language, since it follows sequent-

ially in the hierarchy of language development. Two aspects
of stimulating the child's understanding of language were
presented: 1) learning to listen (with a hearing aid if
recommended) and 2) the parent talking to the child. The

expressive aspect of language (speech) was stressed through
helping parents recognize and applaud beginning speech
efforts such as breath, voice and vowel utterances.

Parents were helped to become aware of matching their

language to the actions or objects which the child was Ob-
serving to assist him in doing the auditory and visual
matching necessary for language development. The language,
itself, Was that usually heard by all infants and preschool
children; the language of the home, the neighborhood and the

community.

Examples frequently given were "Here's your milk", when
handing the child a glass of milk, or "Open the door", be-
fore doing so, or "Let's put it on the table", when setting

the table.

The visual components of speech were presented and
assistance given the patents in habituating the child's
observing the mouth of the speaker. Three methods presented
for getting the child to watch were 1) getting down on his

level, 2) hold an object by the mouth of the speaker, and

3) momentarily arresting the action of the speaker until the

child looks. An example of this latter method is to
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momentarily hesitate when placing the child's plate of food

on the table before him until he looks to see why the action

isn't completed and then saying, "Here's your food."

Instruction to the parents concerning auditory training

were varied according to the child's residual hearing and

ability to make use of a hearing aid. Parents were helped

to understand the circumference of distance and direction
from which the child could be expected to make use of his

residual hearing. With some variance the primary method of

auditory training was to begin with the child's threshold
for sound and proceed from identifying gross sound differ-

ences to finer and finer discriminations with the objective

of differentiating the sounds of speech.

Parents were encouraged to express appreciation of the

child's use of his own voice. This might be random vocalizing,

babbling vowel patterns, imitating speech patterns, imitating
sentence patterns, or saying single words.

Although information on various aspects was categorized

and presented in separate segments to clarify instruction,

the final objective was the integration of all aspects to

be used casually in the home setting. (See page39 for

recommended procedures.)

The background, training, and personality of the various

teachers brought variation to the basic aspects of the pro-

gram as described above. Same who had extensive backgrounds

in psychology and counseling utilized this information and

integrated it into individual sessions. Some introduced an

element of objectivity by helping parents pinpoint, count

and chart behavior followed by introduction of new elements

calculated to increase desired behavior (see Appendix).

Videotaping was used in two ways. At some sessions a

parent, after receiving instruction, was videotaped with

his/her child while they were both involved in some home-

type activity. The tape was then played back and parents

could view themselves in interaction with their child. This

afforded them an opportunity to observe themselves imple-

menting the techniques which they had had an opportunity to

learn. Some parents were critical of their own performance.

The videotape was also used for evaluation, (see page 22).

Group: Two types of group programs were offered during

the project.
a. Small groups, consisting of three or four families,

were formed when it appeared to be the most

feasible means of continuing educational acceleration.

b. Each month, group learning sessions mere held for

parents to further their insight into the basis for
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remediation procedures.

At the beginning of the project in April 1967, all
families received instruction on an individual basis. As
the project continued, however, it was necessary to develop
other forms of parent education as solutions to problems
which emerged.

The formation of small parent/child groups seemed to
yield a solution to these problems. Two types of groups
were developed during the three year project, each for
different, but specific, purposes.

The first group was organized in MWrch 1968, with four
mothers and their children. The reasons for its formation
concerned both the parents and the children:

a. Some families with children older than three had
entered the program only because there was no school
placement available for their child within the
community at that time. The groups offered learning
experiences which seemed to be more appropriate.
It also provided the mothers with skills in work-
ing with several children so that, after some
supervised guidance, they could initiate such a
program in their own home if educational facilities
were lacking.

b. Some parents progressed to such a degree of pro-
ficiency and skill in working with their child that
group activities offered an opportunity to gain
additional and more varied skills.

For the mothers the purposes of the group were as
follows:

a. To provide an opportunity to see how other hearing
impaired children functioned,

b. To provide an opportunity to interact with hearing
impaired children other than their own child.

c. To provide exposure to the underlying similarities
and differences imposed by a hearing loss.

d. To provide an opportunity to approach teaching from
an academic standpoint.

.For the.children the purposes of the group were as
follows:

a. To provide opportunities for socialization.
b. To provide an opportunity for learning in a group-

type setting.
co To provide an opportunity to speechread other adults.

14
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had attended as few as nine individual sessions while another
family had had as many as 17 individual sessions.

At the time of the first group session in March, the
youngest child was two years, eleven months of age, and the
oldest child was three years, six months of age.

Three families lived within the Kansas City area. The

fourth mother and child drove a distance of 100 miles each

week for the session.

The group functioned for a total of nine sessions, con-

cluding in July 1968. Bach session was one-and-a-half
hours in length. There was one additional meeting which
occurred between the fourth and fifth session. During that

meeting the supervising staff member discussed the progress
of each parent and child as well as the group.

The structure of the sessions was as follows:

a. The mothers functioned as teacher. Each mother was
responsible for preparing one activity for each

session. In addition, each mother prepared a
"lesson plan" which was given to the staff member

and included language principles, sound stimulation,
child involvement, materials to be used and parent

assignment.
b. The role of the Parent-Home Center supervising

teacher was to provide feedback, to offer specific

suggestions and to offer the parents encouragement

and priase.

The group did not resume in September 1968, since the

three children who lived in the Kansas City area were

placed in a preschool program for the hearing impaired.

In February 1970, a second type of parent group was
organized at a tine when there were a number of families

waiting to enter the program. A partial reorganization of the

existing program was necessary if these new cases were to be

absorbed into the program. The alternative solution to the

problem of a shortage of personnel would have been to dis-

continue families on the basis of length of enrollment in the

program. It had been noted that some parents were able to

achieve an acceptable level of success in utilizing techniques

after receiving individualized instruction for six months.

Other parents were able to intellectualize or verbalize the

techniques, but were not able to effectively utilize them

within that period. Based on the criterion of having re-

ceived individualized instruction for six months, nine
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families were considered fcm group participation. Three groups
were created based on the functioning level of the parents.
There were three sets of parents in each group. Groups I and
/I consisted of parents who were able to effectively use the
techniques with their children, for each child showed the
effects of such procedures. Group III was coaprised of parents
who had not been able to incorporate the use of the techniques
with their children. Thus, the objectives for each group were
different because of the various levels of ftmmtioning among
the parents.

The age, level of functioning, and the hearing loss of
the children in each group at the time of the first group
session was as follows:

a. Gmoup I
Ages - one year, six months to two years, two months
Fklaring losses - pmofound, fragmented
Linguistic level - babbling and single word re-
sponses primarily on an imitative basis.

b. Gmoup II
Ages - two years, ten months to three years, seven

months
Blaring losses - severe
Level of functioning - single word responses on a

spontaneous basis and a limited number of two-
word constructions, both imitatively and
spontaneously.

c. Gmoup III
Ages - two years, eleven months to five years, one

month
}Waring losses - severe and profound
Level of functioning - babbling and single word

responses primaXily on an imitative basis.

One teacher was assigned to each group. An attempt was
made to assign to a group a teacher who had indiVidually
worked with as few of the parents within that group as possible.
It was felt that a teacher, different from the one the parent
dealt with on an individual basis, might be able to offer new
insights into the use of techniques.

The objectives for the groups were as fcalows:
a. To change learning from an individual to a group

basis.
b. To develop parents' insight into vroblem areas.
c. To provide an opportunity for parents to be

supportive, as well as critical, mdtheach other in
the use of techniques.

d. To allow for meaningful positive and/or negative
criticism by other parents rather than a teacher.
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e. To provide an atmosphere conducive to the dis-

cussion of personal problems.
f. To provide an opportunity for parents to observe

the behavioral problems of other hearing impaired
chilaren and to note the similarities and diff-

erences among them.

Additional objectives for Group III were:

a. To provide each parent with an opportunity to be-

come an active participant in discussing the tech-
niques and stating the rationale for using them.

b. To provide an opportunity for reemphasizing and
clarifying the parents' understanding of the

techniques.

The groups nmt for a total of 12 sessions. The mothers

were present for all sessions. In Group 19 tWO fathers

attended one time; the third father did not attend any sessions.

In Group 11, one father attended one time; another father

attended once; the third father attended nine sessions. In

Group III, one mother was divorced; no fathers attended any of

the sessions.

The organizational format of the groups was as follows:

a. Bach group met for a minimum of one hour, once a
week, for three weeks of each month. During the

fourth week, each parent met with his original

teacher for individualized instruction.

The group members functioned as below:

a. Each week one of the three mothers or fathers

demonstrated an activity of her/his choice before

the group. The activity was performed with her/his

child.
b. Bach week one of the mothers who was not ckimonstrating

acted as the group leader, during the group discussion

that followed the demonstration. This responsibility

was rotated each week among the participating parents.

Staff members did not act as group leaders.

c. During the sessions the staff member dispersed a

rating scale (see page18) and acted as a consultant

by providing any technical or academic information.

He videotaped the parent demonstrating the activity

for the group. Following each session, the staff
member revised the rating scale whenever the group

members deemed it necessary. He also wrote detailed

reports on the demonstrating parent's abilities, on

individual parent participation, on parent inter-

action, and on the child's behavior and functioning.

The group procedures followed the following format:

a. Parents were given rating scales at the beginning of

17

23



the session.
b. The demonstrating parent performed an activity that

was videotaped.
c. Replay of the videotape was observed either immediately

following taping, during/or following the discussion.

d. Parents recorded their initial rating of the demon-

strating parents performance.
e. After rating, the parent group leader guided the other

parents through the items on the rating scale. The

discussion centered around the parents rationale for

rating.
f. In sons groups the discussion concluded with suggestions

to the demonstrating parent regarding technique,

future focus, et cetera.

The rating scale (See Appommdix A) that was used had been

previously devised by one of the teachers for the purpose of

evaluating parent performance. The rating scale consisted of
approximately 20 items pertaining to the parent's effective

use of techniques for hearing impaired children. Each item

could be rated on a seven point scale ranging from (1) in-

dicating "Least Effective" to (7) indicating "Most. Effective".

A sunnary rating was also included to denote the parents over-
all performance, i.e., his overall "Effectiveness". The

scale was adapted for use with the groups by having the parents

in each group revise the scale. In the final form, the scales

represented the particular level of functioning of each group,

thus providing a scale that was more meaningful to each

group meMber.

The disposition of the groups varied. At the writing'

of this report, Group I continues to function until the

children aXe absorbed by a preschool program for the hearing

impaired. Groups II and III terminated at the end of May.1970.

In June 1970, the three children in Group II were placed in

a preschool class at the University of Kansas Medical Center,

and each child in Group III began individual tutoring in

the Hearing and Speech Clinic at this Medical Center.

Grouovarents: The goals of the total group learning sessions

for parents only were as follows:
a. To give insight into the hearing impaired child's

problems.
b. To deepen understanding of the rehabilitative pro-

cesses
c. To provide a format for mutual support by creating

opportunities for verbal interchange between
parents (Mandelbaum), and to give information con-

cerning the parental role.
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since they neither legally were required nor did they

voluntarily enroll as students. Because of these factors

particular attention was directed to methods of learning

as well as content material. There was an effort to keep

verbal information at a minimum and instead to use other

means of providing information that were less abstract

(Dale , 1969 )

Group meetings in the initial years of VIP project

.vere held on a once-a-month basis in the late afternoon.

Parents were required to come. Because of limitations of

space, no provisions could be made for the children. An

attempt was made by the staff to cover, in the interval

from September to June, the following topics:

Linguistic age: a) receptive, b) expressive

Auditory input
Visual input
Creating concepts by auditory and visual matching

plus speechreading
Speech
Syntax
Sequencing

To help parents gain insight i.nto the total background of

pertinent information, a brief overview of all information

was presented at the initial fall meeting.

Staff orientation was toward a partnership with

parents rather than a pupil-teacher relationship. There-

fore, parents were strongly encouraged to voice their con-

cerns and criticisms regarding the meetings. A formal

method of achieving feedback from them was established by

asking for an unsigned written evaluation from each parent

at the close of each meeting. Through this same medium,

parents were encouraged to ask questions if they were not

voiced during the meetings. A staff member responded to the

questions at the beginning of the following meeting. The

comments and criticisms along with verbalized comments, were

considered in planning subsequent meetings. One example of

parent-input which affected a change in programming was the

high interest in behavior management of children; another,

was the uniformity of interest in subsequent schooling.

The staff-compiled topics for parent programs were the

following:
a. Overview
b. Audition + visual language symbols + sensory

experience, repeated as often as necessary, equals
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language concept storage (A + VLS + SE)n = LCS.

c. Hearing aids and auditory training
d. Vision and speechreading
e. Matching language with ideas
f. Concepts + breath + articulation = speech

(C + B + A = Sp)
g, Speech and grammar system = sentences (Sp + GSs =Sn)

h. Experience stories

The concept of spiral learning was employed throughout the years

parents were in the prcgram with the same basic ideas being
presented in different formats and from different view points.

The methods employed in imparting information included

group and sub-group participation in buzz groups, forums,

round table discussions, and games. Opportunities were

created for audience participation. Demonstrations were given

by parents as well as teachers. Skits were presented and ex-

hibits arranged. Only when lectures appeared to be the most

feasible way of presenting material was this form of pre-

sentation utilized. Sample meeting agendas are found in the

Appendix.

Adjuncts to the meetings were various materials provided

for the parents. Sometimes these were mailed tO parents prior

to the meeting day to provide background information for the

meeting itself. An example of this was programmed learning

on the Anatomy of the Ear and the Measurement of Hearing mailed

prior to a meeting on auditory training. Sometimes information

was supplied at the request of the parents such as a summary

of the lecture on "Procedures for Becoming Better Parents."

Current lists of available special schools were provided each

year; and a set of instructions for separate amplification
through headphones for the audio portion of television were

available on an on-going basis. Frequently, in an attempt

to meet the individual differences of the parents, additional

materia3s were made available.

Careful provision was made within each meeting for

time for free interchange among the parents with no staff

interference.

Two types of small group meetings for parents only

were attempted during the course of the project. Parents,

both fathers and mothers, were given leadership training

(Kawin, 1963-a) in leading group discussion. Suggestions

for leaders were solicited form tbm entire group and those

chosen were invited to participate in a leadership training

workshop. Interested parents from the parent project were

invited to enroll on a volunteer basis. Twenty-three parents

did enroll. Material was provided concerning the role of
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parenthood. Books were provided and the same material was

summarized through correlated tape recordings and trans-

parencies to be shown on an overhead projector. A father

and mother acted as group discussion leaders, Group members

participated in presenting material and in discussion. This

material did not allude to hearing impairment, but to child

rearing. Written comments were solicited from the group at

the final meeting (eighth session). Questions asked were

1) what did you like most about the meetings, 2) what did you

like least about the meetings, and 3) how would you improve

them?

The second type of small group meeting for parents only,

included three or four mothers whose children were partici-

pating in small groups as an interim step between the private

appointments of the Parent-Hbme Center project and the pre-

school. These groups met for a total of four sessions only.

The staff member was non-directive in the leadership role and

discussion tended to center around child-rearing problems.

Children
The child accompanied the parent or parents to each

individual session. The parent(s) and child demonstrated
home activities as they were implemented in their own home.

The teacher sometimes used the child in a demonstration as a

teaching method for the parents.

The child was videotaped with his parent(s) a) as a

visual method of teaching the parents, and b) as an evaluative

measure.

Reporting and Recording

Initial, quarterly, and final reports were written by the

teacher on each family and distributed as follows:

a. Hospital chart, University of Kansas Medical Center

b. Referring doctor
c. Child's pediatrician (initial and final report only)

de Audiologist
Upon the parents request, reports were forwarded to schools and

other agencies.

An information questionnaire was developed (see Appendix

A) and given to each family to obtain a record of pertinent

information. Case summary information was recorded on a

Master File Sheet (see Appendix A). The staff developed in-

dividualized methods for recording weekly case information.

(See Appendix A.)

Families were retained in the program for one yea or

until the child reached three.years of age.

21

27



Evaluation

In the initial year of the project the following measure-
ment instruments were used as evaluative measures:

Child
Vineland Test Social Maturity (Doll, 1953)
Boone, Infant Speech and Language Development (Boone,

1965)
Watson 81 Pickles Language Development Scale
A per-minute rate of the child's looks" at tne speaker's

mouth was computed!), systematically counting each
"look" for ten ximutes. Counting was done with a
golf-stroke-counter or similar device. A timer was
used for accurate timing.

Parent
Subjective evaluation was made by some teachers accord-

ing to Shontz's scheme of levels of anxiety (1965).

In the second year the Preschool Attainment Record (Doll,

1966) replaced the Vineland test as a measure of social

development. The Boone, Infant Speech and Language Develop-
ment, as well as the Watson and Pickles Language Development
Scale continued to be used. Teachers in the project developed
charts to be used as check lists for noting progress (see

Appendix).

In April 1968, a videotape recorder was purchased. The

staff developed a standard sequence to follow when videotaping

the child, as well as the child and his parents, as a method

of noting progress (see Appendix).

In the initial segment the teacher and the child were
filmed. An attempt was made to illustrate the child's ability

to a) respond to sound, b) speechread, c) vmderstand language,

and d) speak. Standard items were used. Items used for the

"response to sound" sequence were a drum, a large "clicker",

a small "clicker", a baby rattle, and pictures. Items used

in the speechreading sequence were a shoe, doll, car, doll

clothes, and pictures. Pictures we're used in the speech

sequence.

In the second segment the parent and child were filmed.

The parent was instructed to bring something to eat or some-

thing to doe No other instruction was given. During this

sequence a loud noise was initiated, at least once, by someone
outside the child's and mother's range of vision. An attempt

was made to videotape this sequence every twelve weeks during

the families tenure in the program.

To obtain objective measurement of progress a method of

scoring was devised using scoring sheets, one for the teacher/
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child sequence and another for the parent/child sequence

(see appendix). Scoring Sheet I was used by videotape

viewers who checked those items which the child "passed"

on 1) response to sound, 2) speechreading, and 3) speech.

Scoring Sheet II was used by viewers to compute a cliff-

erence score in percent between 1) the number of times the

child looked at the parent's lips and the number of times

the parent spoke, and 2) the number of sounds that occurred

during the filming sequence and the number of times the

parent called attention to sound. Only those sounds

initiated by staff members during the filming sequence were

labeled "sounds that occurred". Graduate students in the

deaf education program at the University of Kansas Medical

Center participated as viewers. Mechanical timers and

counters were used by the viewers an section one of Scoring

Sheet

Dissemination of Information

Information concerning the project, with accompanying

pictures, was published in newspapers in 33 cities in

Kansas, and in the states of Wisconsin, Texas, Oklahoma,

Oregon, Iowa, North Carolina and Minnesota.

Inquiries concerning the project and requests for

materials were received from Salem, Oregon, Austin, Texas,

the Southern Regional Media Center fox the Deaf, Knoxville,

Tennessee, Kent State University, Kent, Ohio, California

School for the Deaf, Berkeley, California, the Atlanta

Speech School, Atlanta, Georgia, the Regional Diagnostic

Clinic, Hannibal, Missouri, and Ball State University,

Muncie Indiana.

The project has been visited by graduate students from

the University of Utah, University of Iowa, University of

Nebraska, University of Arkansas, University of Missouri at

Kansas City, University of Wisconsin at Milwaukee, members

of the Child Growth and Development Section and members of the

Speech Pathology and Audiology section of the University of

Kansas. Some of the students in deaf education, speech

pathology and audiology from the University of Kansas Medical

Center did practice teaching and Observed in the Parent-Home

Center.

Former graduate students of deaf education of the

University of Kansas Medical Center have incorporated aspects

of early infant training in their current teaching programs.

A similar program is being instituted at the Kansas School for

the Deaf, Olathe, Kansas in 1970. Siiilar training is being

offered parents by a teacher in the public schools of Topeka,

Kansas.
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Other visitors have been a speech pathologist from Brooklyn,

New York, a consultant of the Polk County Board of Education,

Des Mines, Iowa, and a demonstration preschool teacher from
the University of Missouri at Columbia.

Staff members presented panels to a) the post-graduate

regional conference on Hearing and Speech, University of Kansas

Medical Center, and b) the Greater Kansas City Speech and

Hearing Association. Individual staff members presented in-

formation to a) the National Convention of the Alexander Graham

Bell Association, b) the Northeast Kansas Chaper of the Council

of Exceptional Children,c) the Advisory Committee, Mountain
Plains Regional Center for the Deaf-Blind, e) the Board of

Sponsors, Children's Rehabilitation Unit, University of Kansas

Medical Center, f) Caxeer Day, Shawnee Mission Public Schools,

and g) Women's City Club of Kansas City, Missouri. A paper

will be presented at the International Conference on Deaf
Education, Stockholm, Sweden, in August, 1970. A panel will

be presented at a national meeting of the American Speech and

Hearing Association on November 20, 1970.

Requests for project material have been received from

Philadelphia, Pennsylvania and Louisville, Kentucky.

Interde artmental Coo eration in Research

The following projects (see Appendix B) were completed
utilizing the population of the parent project:

Author Title Department

Lane, Dorothy Interviews with Parents Psychology

Munger, E, M. Sleep-HabitsProblems and Education
Malliagement of Preschool

Children

Angel, Lynne Behavior Modification of a Education
Hearing Impaired Child

Angel, Lynne Procedure a Parent Might Education
Use with an Exceptional
Child

Hoover, Lou
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Cooperation and Consultation.

Cooperation-was maintained with other similar centers

during the project. A.week, of observation was scheduled for

two teachers at the-John .Tracy ClinicvLos Angeles, in

January, 1968, Both Dr, Lois'Ealiott'and Dr. Audrey Simmons

of the Central Institute for the Deaf, St. Louis Centericand

Mrs, Kathryn B. Horton of the Bill Wilkerson Hearing and

Speech Center, Nashville, Tennessee, mere consultants to the

project. The project director, two staff teachers and the

audiologist participated in Abe confeience on eaXly infant

training at the Bill Milkerson Hearing and Speech Center in

June 1968. Additional consultation was gi*en by Dr. Sevin

Murphy of.the.Reyal Berkshire HospitalvRedding, England,

and Kathryn O'Connor of the Alexander Graham Bell .'

Association.'
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Findings and Analysis

Data_ was assembled and analyzed-on, the attributes of

the child, determination of the hearing loss, rehabilitation

procedures, .subsequent educational placement and.parent

ucation, Information was deriVed from.records, parent's

replies,to questionnaires, parent-'s written commentsvvideo-,
tape recordings and staff. comments.

A total. of 113 children were referred.to,the project

for service, 12.of whom failed to enter the program. Four

attended one.session only, and six attended from two to four

sessions. Of the 101..who entered.the program, 47.were boys

and 54:were 'girls. Reasons expressed for not entering the

program included placement in another program, lack of

-transportation, and financial losses incurred for lost work

time..

The birthdates of those children who entered the pro-

ject are listed in Table 1.

Table 1

Birthdates of Hearing Impaired Children
by Months and Years

1963 1964 1965 1966 1967 1968 Total

Jan. Feb. Mar. 1 0 . 8 5 2 1 17

Apr. May. June 0 2 6 2 2

.

0 12

j

18July Aug. Sept. 1 6 3 7 0 1

Oct, Nov. Dec. 3 35 6 3 6 1 54

Total 5 43 23 17 10 3 101
t

The high rate of births that occurred during the last

trimester of-1964 reflects the rubella epidemic of that yeaX.

The etiologies of the hearing losses are presented in

Table 2. This data was assembled from responses of the

parents and from medical reports.

Hearing losses due to rubella comprise approximately 44

percent of thm total population. Thirteen of the children

were multiply handicapped. Twenty nine of'the rubella cases

were born in the period from October 1964, through January
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1965. Of those classified as unknown, nine had birthdates

in the quarter of 1964 which saw the high incidence of

rubella births, (see Table 1).

Table 2

Etiology of Children's Hearing Losses

Re rted Etiol No Cases
,....

Congenital and Hereditary.

Familial 3

Waardenburg 4

Rubella 44

Acquired

Rh 5

Meningitis 10

Unknown 35

Total 101

Tables 3, 4, and 5 present information on the age

the hearing losses were confirmed, as reported by the

parents or verified by audiological reports.

. Table 3

Age in Months of Children 0-1 Year
When Hearing Loss Confirmed

10

5

0
1

a

0 1 2 '3 4 5 .6 7 8 . 9 10 11 12

Months
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N = 2

Table 4

Age in Months of Children 1-2 Years
When Hearing Loss Confirmed
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Six children were reported identified after the age of

three, one was identified at 39 months, two at 44 months, one
at 45 months, one at 46 months, and one at 55 months.

Of the 88 cases under three years reported, 44, or half,
were discovered during the first year of life. Thexa appears
to be two peak periods in the Years from one to'three, one at
18 months and another at two years. Informatiod was not ob-
tained on seven children during their tenure in the project.
Of the four children 'identified within the first month of life,
two mothers had rubella, and one had a deaf sibling. The
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other child was reported identified at three days; the
father was in the Navy. One of these children had a moderate
loss, two had profound losses and the degree of loss of the
fourth child was undetermined,

The age at which the subjects entered the program is
presented in Table 6.

Table 6

Ages Children Entered Program

es in Months No, Cases,

0-6 1

7-12

-,

3

13-18

,

2

19-24 8

25-30 9

31-36 38

37-42 12

43-48 19

49-54

..-

6

55-60
..,

3

Total 101

Of the 14 entering under the age of two, nine entered
after the program had been in operation for 18 months.

Those children born during the high incidence (see
Table 1) months from October 1964 through January 1965,
reached the age of 31-36 months, by July 1, 1967, when
children began entering the project in greater numbers.

Hearing losses are classified according to the pure-
tone averagei of the better ear in Table 7. The information
was derived from audiological. test reports.
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Table 7

Classification of Hearing Losses AmOrding
to Pure-Tone Average of Better Bar

Decibel
Ranoa Classification No Cases

10-20 Normal

_

0

20-40 Mild 3

40.60 Moderate

,

13

60.80

,

Severe 36

80-

,

Profound 42
.

Notamailable 7
,

Total 19A ,

4ret American Standard Association
-

It was not possible to obtain audiometric scores on those

subjects classified as "not available" during their tenure in

the project. Dulmded in this group axe the children of

those parents who attended only a few sessions. No responses

were obtained on six of the children classified as profound

losses. Regarding rubella, one child is in the mild range,

seven in the moderate, six in the setters, and ten in the

profound ranges.

Table 8 represents the age of the child in months when

wearing of a hearing aid was initially recomomded. Some

children had hearing aids prior to their entrance into the

project.

Aids had not been recommended for 13 children at the

time of the grant termination. Nineteen children were still

being seen at that time. Aids were not recommended for nine

children during their tenure in the project.

In the initial stages of the project, psychological
services were not available in the community. Psychological

tests were aftinistered by the project psychologist assigned

to the psychology department at the University of Kansas

Medical Center to 54 children. Twenty-two scored in the
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average range, 15 weie above average and Seven below. Of

those children with an etiology of rubella, 20 scored in the

average range, three were above average and four were below.

Table 8

Age Hearing Aid Initially Recommended

Age in months hearing
aid recommended No Cases

0-6 0

6-12 2

13-18 2

19-24 5

25-30 18

31-36 21

37.42 19

43.48 ,
6

49-54 3

and over 3i55

. Total _ 79

Thirteen of the children were identified as multiply

handicapped.

The questionnaire developed and given to parents at

the time of the initial visit (see Appendix A) included

a question asking parents to check factors related to their

child's problem. Included were factors relating to the

child's behavior, inter-personal relationships, physical

development, and the parental role. Responses were obtained

from 84 of the parents of children in the project. In the

initial phase, 17 parents did not receive questionnaires.
Seventy-six percent checked behavior problems, 15 percent

feeding problems, 15 percent inter-personal relationships of

the child such as lack of playmates and sibling rivalry,

10 percent physical development, and 25 percent, the parents

way of handling the child.
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In responding to an inquiry on the questicmnaire concerning

participation in previous programs, 26 indimated attending'

Parent Institute (see p. g ), ten a regular preschool, one, a

day.care center, and 60, no other program.

Wearino a Hearing Aid
In the initial phase of the project various methods were

used (with varying results) to attain and maintain consistent

wearing of the hearing aid Otiring all waking hours. Following

the success of one instructor in setting and achieving the
goal of full-tine wear within ten days, all staff members
followed her example (see "Use of the Hearing Aid", Appendix

A) with positive resultse

Assessment by Videotane
Of the videotapes filmed for the purpose of assessing

progress, 35 tapes of the child and the teacher met the critetia

of a) filming at 12-week intervals, and b) following the test

format. Saight gains were recorded by impartial viewers on

a) response to sound, b) speechreading, and c) speech. The

greatest observable gain was the increased rate of the children's

observation of the lips of their teachers.

The 13 tapes of the parent and child assessing the number

of times the child looks at the parent's mouth showed a mean

gain of +18.6. There were no tapes of the parent and child

on response to sound that met the criteria.

The greatest gains in the number of times the child

looked appear to be made from the first to the twelfth week.

This is shown in Table 9 based on six cases on which three

tapes were available that met the criteria.

Personnel trained in education of the deaf who viewed

the videotapes stated that a) the chill appeared to inteiact

more favorably with the parent as opposed to the teacher;

b) the parent, when viewed on successive tapes, appeared to be

better able to manage the child..

The placement of the children following the Parent-Home

Center program is charted in Table 10. Nimeteen children re-
mained in the program at the end of the grant period.

The reported ages of 91 of the fathers ii the project

ranged from 19-50 years with 57 of the total between 25-35

years of age. Thirty-four fathers were active participants

in the individual sessions. Of the others, 21 participated
occasionally, 25 seldom and 21 never. Completed years of
education ranged from 8-20 years with the node at 12 years.
Their occupations covered a wide range.
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Table 9

Compar icon by Videotape of Child ' s

Rate of Observing the Parent's
Mouth for Three Minutes

Case Week geek Diff. Week Diff
m

#1 66 65 69. +3

#3

yr

32

,

64 +32

I.-

66 +2

#8 . 70 77

,..

+7 _ 77

-
0

#11 80 89 +g 88 -1

p14 70 73 , +3 88 +5

#83 50 72 +22 69 3

Total +72 +1

Mean Wit. 1-12 = +9 Mean Wk. 12-24 = +1

Pr oar

Tabli"10'

Program Placement Following Project

No C ses

PRESCHOOL Hearing IN:aired 52

a.LLeor..............,...L.usft

Crippled Children

Dual Program 1

SCHOOL FOR TIE DEAF Public 1

Private

PUBLIC SCHOOL Special Education 1

School for DistImebed Children 1

7 .p_Tutoring

.

Unknoma

.... 33



The recorded ages of 91 of the mothers in the project

ranged from 19-21 years with 68 falling between the ages of

20-30 years. The majority had completed 12 years of school

with a range from 8-16 years. The mothers of three of the
children did not participate in the program; the fathers of
these children accompanied them. Sixty-seven mothers listed
themselves as housewives.

The number of siblings of each child is shown in Table 11.

Table 11

Number of Siblings

Number of S bl Number c see

0 19

1

F

30

2

i

, 24

3 3.4

4

..

3

5 2

6

..

2

7 1

8 1

Not knoll& ..
5

Total - 101

The number of other children in the family relates to the

amount of time the parents have available to give individual
attention to their hearing impaired child.
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The number of sessions attended by each family is
presented in Table 12.

Table 12

Number Individual .Sessions Attended
by .flach Family

No Sass ons No C ses

1 3 .
2. 4

.....
6

5-9 15

10.14 15

15-19 14

20-24 13

2549 15

30-34 10

35-39 v. 4
4

40-44 . 1

45-49 2

50-54 2

55-59 , 1

Total 101

The following individual and group behaviors appeared
to emerge from the small groups of parents and children
initiated in February 1970, (see pagan).

a. Individual parents interacted more frequently on
a verbal basis.

b. Some parents were observed to fora alliances to
the exclusion of the third parent. when the group
size varied, the expression of these alliances be-
came less overt.

c. The group members were seen to move in the direction
of greater independence and self confidence,
possibly as a result of the negative and positive
aspects of these alliances.
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de Individual parents appeared to develop more confidence

in their own rationale and abilities.

e. The groups became more cohesive.

The group learning sessions for parents were evaluated on

the basis of a) the parents areas of interest, and b) the
effectiveness of the staff planning for these meetings. Follow-

ing the program at each meeting, parents were asked to write

unsigned comments and questions and drop them in a box. The

288 questions and comments obtained in this way are tabulated

in Table 13 according to areaa.of interest and reactions to

the meetings.
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Table 13

Parent's Areas of Interest and Reactions
to Group Learning Sessions in X

.

Good - Interestina 31

Schools 15

format of meeting 9

Parent Trainina 8

Request fox additional
informAtion

8

parent 1 s Feelinas 6

Child Behavior 5

Marina Aids 4

NeaatiVe 4

-,

_

Phvsjcal (Chljd) 2

Other 8

-.

Adult learning methods.
Helpful
Speech
Public Relations
Hearing Testing
Manual Language
Parent Behavior
Psychological (Child)
Staff Teachers
Teacher Recruitment

Total 100

,

0
.,

OD
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One-hundred-thirty.three check-outs-of material were
made from the library assembled for parents during the second

year of the program (see Appendix A); 44 of these were in the

area of child guidance.

Teachers in the preschool for the deaf at the University

of Kansas Medical Center found the parents who had parti-

cipated in the project more knowledgeable concerning ed-

ucation of the hearing inpaired. Therefore, mothers were
regularly assigned to work in the classroom on a rotating

basis.

It was also noted by the staff that the children were
a) consistently observing the lips of the speakers at the

time they entered the preschool, b) responding to sounds in

the environment, c) exhibiting more cooperative behavior, and

d) when compared with children entering preschool at three

years of age in previous years exhibited a "readiness"
factor for learning MAI formerly present.
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Conclusions and Recommendations

Rubella accounted for nearly half.of the cases seen in

the project during the three year period. Two-thirds of the

rubella cases were born in the period from late 1964 to

early 1965, when incidence was considered to have leached

epidemic proportions. Wide scale immunization programs

currently underway should avoid the cyclical occurrence of

this disease.

Of the children under three years of age on whom the age

of identification of hoaxing loss was reported, half were

identified in the first year of life. Parents of four

dren entered the project whan.the.children were one year of

age or under, suggesting that there is a lag between identi-

fication and the instituting of remediatien procedures. Since

it is the'parent that is receiving instruction, wide avail-

ability of services similar to.those provided in the project

would bring a closer correlation, between the time of identii.

fication and the beginning of remediation.

Of the parents who reported (84), 75 percent viewed the

child's behavior as a problem to them. Viewers of periodic

videotapings, observed a marked improvement in the parent's

ability to interact favorably with their child and establish

patterns of communication. Early establishment of such a

relationship is in the best interests of the child as well as

his family.

The consistent success of the staff in assisting parents

in helping their child become a full-time hearing aid wearer

suggests that many parents need guidance, counseling, and

periodic reinforcement to assure their positive action. The

contact with the professional staff appears to be critical in

counteracting negative responses of the chill to wearing of

the aid. Contacts with other parents whose children wear

hearing aids, such as in the group meetings, may be an add-

itional factor in establishing a positive attitude of acceptance.

An attempt by the staff to establish objective measures

of progress through periodic videotaping was limited in

success. Basic criticism centers around a) techniques of

filming, b) reorientation of the staff from teaching to ob-

jective testing, c) establishing test measures that measured

the child's growth.

Objective viewers noted that it Wil3 sometimes difficult

to observe whether the child was wearing a hearing aid and
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whether he was observing the lips of the speaker on the

videotape. Careful attention to the setting and lighting

is suggested. It was also sometimes impossible for viewers

not acquainted with the staff or parents to determine whom

they were viewing. Too, in order to make comparisons sous
items such as speechreading require uniform time sequences

for viewers. Therefore, critical items should be determined

prior to filming and clearly identified for the viewer

verbally or visually on the videotape.

Teachers observed on videotape with the children, in

the opinion of the objective viewers, appeared to have
difficulty changing their role as teacher to "tester" and

continued to use teaching procedures. Pre-training on test

procedures for teachers is suggested or the alternative of

having the test sequences administered by someone other than

the teacher assigned to a paxent/child case.

Subjective comments of impartial viewers of the video-

tapes indicated that a) the children appeared to interact

better with the parent than with the teacher, b) the parent

appeared better able to manage the child on successive tapes,

c) there was observable growth that cauld not be objectively

recorded, 0) there was growth in looking and speechreading,

but e) little growth in speech, perhaps pointing out the

time interval necessary for receptive input before expressive

output. This suggests that there was growth that was act

measured by the test items used and further attempts to
identify critical growth items and ways of testing for these

need to be undertaken.

The positive exception to the above criticisms is pre-

sented in Table 9 illustrating through the videotape assess-

ment technique that the greatest gains, in the parent's
training the child to observe their lips, occur in the first

12 weeks after entrance in the program and that this behavior

appears to be maintained into the twentyisfourth week after

entrance.

Suggested Procedure for Parent Education
-

Teachers on the staff experience difficulty in initially

teaching parents to integrate the factors of behavior manage-

ment, speechreading, auditory training, speech and language

and relate all of these to the child's current developmental

stage. Therefore, each of these areas was correlated by the

teacher with the child's developmental stage and initially

separately taught to the parent with a final step in instruction
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being the integration of all five into daily home activities.

A sequence of instruction for parents in each of the five

areas was compiled by staff teachers at the time of termination
of the project as recommended procedures.

1.1 Behavior
If a hearing impaired child has not learned to behave,

the task of teaching him other behaviors related to his hear-

ing loss is adversely affected. His social behavior becomes

an important variable of a program when it interferes with

the learning process that is to occur. At the Parent-Home
Center, it was necessary to focus on a child's social behavior
when it made the parents' task of teaching him to understand

and use language, either difficult or impossible. Often a

child reacted negatively during a session when his parents

expected him to interact with them. The child would refuse
to cooperate and/or throw a temper tantrum (crying, yelling,

et cetera.).

1.11 parent/child. The following parental behaviors

appeared to create or maintain negative behavior (s) in the

child and to be most detrimental to the parents effectively

handling their child:
a. Indiscriminately punishing the child; i.e., punishing

or reprimanding the child for all negative behavior,
irrespective of its importance.

b. Using inappropriate discipline for a particular be-

havior; i.e., using too severe a punishment for a
minor infringement or not acknowledging negative

behavior used consistently by the child.
c. Using disciplinary measures inconsistently.
d. Railing to develop expectation levels for the child,

and therefore, creating situations in which the

child is required to interact with his epvironment.

If the learning process was haupsreti by the child's neg-

ative behavior, the primary objective of the program became

one of altering the parent/child relationship. Counseling

procedures, behavior modification techniques, or both were

the methods used with parents to counteract child behavior

problems within a family.

1.12 Counselin If parents were oblivious to their

child's negat ye behaviors, they were initially counseled by

the clinician. The following concepts were usually discussed

during the counseling process:
a. Making parents aware of their child's negative
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behaviors and the effect on the child's optimal

abiliXy to learn.
b. DescrAbing methods for handling negative behavior(s)

including choice, consistent and appropriate use of

punishment, ie., punishment appropriate for the

severity of the negative behavior.
c. Helping parents perceive and then analyze their own

behavior and its effects on their child.

de Describing behavioral changes which are typical
during the stages of child growth and development

and how to cope with them.

Counseling made parents more aware of their child's be-

havior, as well as their own, how they related to and inter-

acted with their child, and how they could better carry out
disciplinary measures so as to positively affect their child.

Counseling, therefore, improved the parent/child relation-

ship, often changed parental behavior, and as a result, re*

duced or eliminated that behavior which interferred with the

child's learning. If the child's behavior improved, the

learning process proceeded with relatively little unnecessary

interference. If, howiver, the insight gained through

counseling and the subsequent improvement of handling of the

child was not sufficient in changing the child's behavior,

it became expedient to introduce the parents to the use of

behavior modification techniques.

1.13 Behavior Modification. For the purposes of this

project, behavior modification was defined as a method of

changing a child's behavior utilizing an objective technique.
Pre.modification and modification data was collected and

recorded by the parent and then graphed by the clinician on
six-cycle log paper so as to reveal the frequency of

occurrence of the specific child behavior. When the parent
had collected at least ten days of pre-modification data, he

chose a consequence which was to have a decelerating affect

on the negative behavior. The parent then continued to
collect pertinent data; i.e., the time during which the data

was collected and the number of timei the child exhibited the

behavior during that time produced a measure of the frequency

of the behavior. The graphing of rates (F/TeR) on the log

paper objectively illustrated the deceleration, acceleration,

or unchanging maintenance of the frequency of the behavior.

If the behavior was not markedly decelerated by the conse-

quence, a new consequence was chosen. The parent continued

to record rates to determine the effect of one or more snip.

sequent consequences. If the behavior was decelerated, the

consequence, which proved to be most effective, was utilized

until the behavior was extinguished.
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The value of such a procedure lies in the fact that
parents learn the following:

a. That they need not be resolved to passively accept-
ing any of their child's negative behavior.

b. That they can change their child's behavior.
c. That they can learn how to discipline their child.
d. That they can become sore alert to those conse-

quences which will or will not have any affect on
the child.

e. That they can learn to apply a consequence with
consistency and immediacy.

f. That changing the child's behavior is essential if
learning is to take place with as little difficulty
as possible.

;.t the Parent-llome Center, behavior modification projects
were completed lath children as young as one year of age.
Sone of the negative behaviors that were successfully decele-
rated included the following:

a. Removing the earmold of the hearing aid.
b. Getting out of bed at night.
c. Throwing objects.
d. Hitting and kicking.

Behavior modification tecimiques were also used with
parents who were aware of their child's negative behavior, but
who had been unable to effectively cope with it and wanted
some specific guidance in dealing more skillfully with the be-
havior. In such cases it sufficed to teach the parents how
to use behavior modificatio0 tecimiques. They usually could
pinpoint the negative behavior and were then able to record
the data. Often the parent's intuitiveness and familiarity
with their child eliminated the problem accompanying the choice
of an appropriate consequence which would decelerate his be-
havior. The functionality of the consequence was not object-
ively determined, however, until the data had been graphed.

In addition to teaching the parents behavior modification
techniques for decelerating negative behavior, concepts or
tecimiques were taught for accelerating positive behavior by:

a. Teaching parents to pinpoint positive behavior
and praise the child. Praising a hearing impaired
child includes visual and physical aspects (i.e., a
physilal pat).

b. Respecting the child's wishes, demands, or desires
when appropriate.

c. Responding to the child so that he does not have to
revert to the use of negative behaviors to gat
attention.
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they
1.14 Discipline. It was suggested to parents that

a. Reserve the most severe consequence as punishment

for behaviors related to health, safety, and the

rights of others.
Example: Clild running into the street without

looking.
b. Reserve the ume of the word "no" for specific types

of behaviors paCremain near the child to sea that

he has accepted the consequence.
c. Prevent the child from emitting a negative behavior

by offering him an alternate behavior.

de Expect the child to carry out a task if he has been

*AMC If he refuses, he is required to perform one

more action. The parent praises the child immediately

then removes bin from the situation. The child is

not to be asked to carry out a task unless time is

allotted to utilise disciplinary means if necessary.

1.2 LIMMUR:c
Language development is ongoing for every child from

birth. Many variables such as the child's chronological age,

social 490, mental age, listening age, and linguistic age,

affect the rate, extent and complexity of language develop.

ment the individual child attains. With the exception of the

chronological age, hearing impairment at soma point in time

retards the growth of all of these ages. The goal for the

language program was to determine the linguistic age of the

child and to increase the rate, extent, and complexity of his

language development receptively and expressively, through

the parents.

Language, for the purposes of the project, was defined as

a symbolic means of communication. Aspects of receptive

language include decoding, understanding, speechreading,

reading, and speaker input. Expressive language includes

encoding, vocalising, babbling, speaking, writing, and child

output.

1.21 Receptive language. Based on the premise that

input precedes and precipitates output, the parents were in-

structed to talk to their child using:

a. Speech pertaining to the cuxrent action occurring.

b. Speech pertaining to the object being seen.

c. Speech appropriate to the child's linguistic level.

d. Consistency
e. Repetition.

Parents were instructed to use the visual-tactile-auditory

sensory sodalities. Here, because of the ovelaap, see the

section on speechreading (p. 44 ).
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The parents help the child link words and sounds with

aolulinigul experiences. The parental input moves through
stages adapting to the child's linguistic level. Intonation,
inflection, rate, and intensity play a aajor role in delivering
meaning. Bxamples are as follows:

Language order phonemes--
oh happiness pleasure
oh - disappointment a food
oh - anger ou pain
oh pleasure rrr car

Single words--
uP love sit down
down get up hurry
push look no
pull hello, hi yes

bye-bye listen
Naming stage--

That's a kn.
That's a Ia.

Descriptive stages.-
The dog's sleeping.

1.22 ftwessive lanauage. Based on the presise that
output is a direct result of the input, the parents are in-
structed to begin to encourage, modify, and expand the child's
output. Bstamges are given belows

a. Use the microphone of the auditory training unit.
Demonstrate speaking through the microphone. Instruct
the parent to do so. Then place the sicrophone close
to the child's mouth and encourage his to use his voice.

b. Demonstrate for the parents the concept of imitation
by encouraging the child to iaitate the teacher's
model of sound produced.

ce Instruct the parent to reinforce positively the child's
use of his voice and atteapts at speech.

d. Instruct parents in giving model of the sound of
/a/ visually, tactilely, and auditorily, while the
child has his hands on the parent's fac. Then have
the child put his hands on his own face and encourage
him to follow and isitate the parents model.

. Instruct the parents to lengthen their verbal input
in order to eventually expand the child's output.

f. Follow normal infant speech and language development.

1.3 Speechreading
1.31 Observing th, sneaker's moutlk. The habit of looking

at the speaker's mouth is taught to the child, so that he can
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sake use of the visual clues of speech. Four* techniques

presented to the parents for habituating the child's looking

at the speakers mouth were:
a. The speaker holds the object being discussed near

the mouth so that the child can simultaneously see

the lip movements and the object.

b. The speaker positions himself at the child's level
and faces his so that he sees south movements.

c. The speaker when performing an action, begins the

action, stops momentarily prior to completion,

waits until the child looks, speaks and comgetes
the action either simultaneously or in close

sequence
d. The speaker gives the child a visual track ta

follow by first determining that the child is

observing his (the speaker's) finger and then

points to his mouth,

1.32 Talking to the Child. The parents anator other

speakers were instructed to talk wtenever the child observed

their mouth. Three aspects of correct languagebuilding
verbal input were taught.

a. The speaker talk immediately.
b. He speaks about the object or action being observed

by the child.
c. He selects words that are at an appropriate**

linguittic level according to the child's current

language developmental stage.

1.4 Auditory Training
Barly use of residual hearing is felt to be a factor in

overcoming sensory deprivation. While it is not known how

capable the very young child is of focusing on and recog-

nizing lip movesents, it appears that the very young child is

capable of having his attention aroused by sound that is

loud enough. If sounds can be made deliberately meaningful

to his at a very young age, he will continue to respond to

them, /t is also possible that the child may achieve more

An additional procedure was used by some teachers. The

speaker holds an object the child desires along with the

child, until he observes the mouth and then releases it to

the child. The speaker does not allow the child to cosplete

an action until he has observed the mouth.

*The level of verbal input is more advanced than the child's

current level of verbal output.
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natural voice characteristics through early imitation of what
he hears. The parent learns to move from pointing out sound
to letting the child find the sound. The child moves from
babbling stage to imitating stage through auditory stimulation
with a goal of spoken language.

1.41 Response to sound. Of initial interest is the
presence or absence of residual hoaxing that can, perhaps, be
amplified with a hearing aid. Therefore, attention is directed
to teaching the child to respond to sound when he hears it.
Procedures for conditioning the child to respond to sound were
demonstrated for parents in order to

ao Teach the child to focus on an auditory stimulus
and respond to it;

b. Prepare him for audiological testing;
C. Confirm for the parent the young child's ability to

respond to an auditory stimulus.
This reinforced for thelparent their role in the training pro-
cess. Procedures were as follows:

ao Starting with a noisemaker, such as a cricket (a
metal toy producing a loud click) have the child put
blocks into a container. Use visual and auditory
stimuli first, letting the child see the cricket
being used, as well as having the parent put a block
into the container and guiding the child's hand to do
the same.

b. As tho child comprehends the task, the visual clue is
removed: The child is reinforced with approval for
each appropriate response.

co The parent takes a cricket hone on the first or an
early visit at the Parent-Rome Center, and is in-
structed to use it, as demonstrated, for short periods
several times each day until the child masters a
response pattern.

do Other types of noisemakers should be introduced and
may be presented at greater and greater distances.

1.42 Sounds in the environment. A second aspect of
auditory training is attending to sounds in the environment and
identifying their sources in order for sound to become meaning-
ful. Procedures for developing the child's attendance to
sound were taught the parents as listed below:

a. Parents were instructed to point to their own ear
immediately upon hoaxing a sound the child possibly
hears (such as a door slamming ox a lid dropped on
a pot, which may occur naturally or which the parent
may initiate), and say, "I hear". A happy look on
the parent's face further enhances the desirability
of hearing that sound.
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b. As the child begins to respond by pointing to his

own ear upon hearing environmental sound, parents
choose a sound for the week, using repeated
opportunities to point out that sound (each as a

washer, garage door, or whistling kettle). The

parent prepares the child to listen for it by
calling attention to the object making thd sound,

then points to.his own sax saying, "I hear." If

the sound emanates from outside and cannot be seen,
the parent should have a picture or a small object

to show the child (such as an airplane or truck).

When a sound occurs naturally, but the parent can

repeat it, it should be done.
c. When the child has developed awareness and auditory

identification of common household sounds, parents

can produce the sound without a visual clue and have

the child find it.

1.43 Talking to the child. Parents were given instructions

on providing input to the child's auditory mechanism of sounds

associated with speech. The very young child is being
physically handled ccnuMless times a day by the parent as he

is lifted from the crib, diapered, dressod, put into the high

chair, soothed, cuddled, removed from danger, et cetera. The

parent is instructed to coo in the child's ear, which is in a

position close to the parent's mouth. The child learns to

associate the parent's physical proximity with auditory stimu-

lation which he also feels since he is held to the parent's

chest. This is added reinforcement. Parents were instructed

a. To choose a specific vowel for A two-week period,

producing it in a gliding, inflectional pattern

(awawawawawaw),
b. To produce the sound in a broken pattern (aw-aw-aw-aw).

1.44 Child's vocal output. The child frequently imitates
the parent, turning his mouth to the parent's ear and re-

peating the sound, or perhaps only the inflectional pattern,

or only the action. At this point the parent is instructed to

a. Place the child's hand on the parent's face while

producing sound.
b. Put the child's hand on the child's face to en-

courage imitation by indicating tactilely that the

child is expected to imitate.
c. The parent also points to his/her own ear and says

"I hear" when the child vocalizes.

For the profoundly deaf, the kinesthetic modality may be

introduced here. The child learns to discriminate between the
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parent's differing patterns, and eventually repeats patterns
as heard from greater distances and through his hearing aid.

1.45 Other procedures. For an older child wbo is not as
physically hamdled by the parents, lap games may be devised
to present these auditory stimuli. Lap games that can be
played with tho very young, &swell as older children are:

a. Pattycake, or other nursery rhymes, involving the
child in accompanying actions --inflectional patterns
axe the important feature here.

b. Feature identification, the vos*1 of eye, nose,
mouth, chin being the dominant pattern, ending with
a tickle under the chin accompanied with a gleeful
sound. This activity may also serve as a speech and
language activity, as well as looking and listening.
If the visual stimulus is withdrawn it becomes a
listening discrimination task.

Parents are reminded that these are ncrmally playful act-
ivities with the small child and should be fun times, both
for the parent and child. They are moments of relaxation and
approval, and the child's auditory and verbal responses are
bonuses arising from the slight alteration they make in their

stimulus pattern.
a. Parents are encouraged to use the child's name to

secure his attention consistently and frequently with..

out gestural clues. Used as an attention getting de-
vice, the name precedes the ph-ase or sentence rather
than appends it.

b. The approval phrase the parent chooses to use (such
as "good boy") should be spoken with the saes in-
flectional pattern each time as the child may only
recognize the pattern.

c. Parents may help the child learn to localize by
calling his name from different parts of the room, or
to discriminate between the voices of either parent.

de Actions to correlate the sounds while playing may be
stimulated by the parent such as "urrr" while pushing
a car on the floor; or calling attention to the sound
of the toy itself.

e. Phonemes to convey meaning such as "mama" for food
tastes good, "on" for pain, "oo" for dirty, "whee"
while flapping a sheet across the bed, are suggestions
for use to parents.

f. The name of a sound, such as boom, pop, bang, may be
used when appropriate.

g. Gestures may accompany speech, such as waving while
saying "bye-bye". These gestures are phased out as
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soon as the child comprehends speech.
h. The parent is early instructed to use verbs to

describe common actions, such as "pull" in opening

the door, "turn" in opening a jar. This may be
accompanied or followed by naming objects being used

progressing to phrases and sentences.
I. In an older child, or one with uore hearing, die.

crimination may progress to sentences of similar

structure, such as "Bring me daddy's shoe", versus

"Bring me babies' shoe".

1.46 Amplificeion. Simultaneously.mith the home prom

gram, the teacher, during the hour session, may introduce

additional practices.
a. Following conditioning to a cricket at home, a

portable audiometer can be used to elicit responses
from the child to varying degrees of pitch and loud-

ness.
b. This may progress to more complex speech sounds by

using a microphone attached to the audiometer.
c. Rate may be introduced by having the child clap or

sway to the music appropriately.
d. Recordings may be used such as - Learning to

Listen (John Tracy Clinic, Los Angeles), What's

It's Name (University of Illinois Press, 1950),

Sights and Sounds (Captioned Films for the Deaf,

Washington, D. C.).
e. Occasionally an individual body-borne radio fre-

quency type amplifier may be used.

Teachers may interpret the child's audiogras to the

parents and aspects of how his child may hear speech.

1.47 Individual hearing aid. If the child does not have

a hearing aid upon entering the program, as soon as an aid is

recommended by the audiologist, the child is introduced to

the aid in a systematic program. Three sets of mimeographed
instructions are discussed in detail and then given to

parents (See Appendix A).
a. Instructions in tbe use and care of the hearing aid.

b. Instructions for getting the child to wear the aid.

c. Instructions for determining the source of minor

malfunctions of the aid.
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Proaran Sequence

The following recommendations are made with reference
to the sequence of instruction offered to parents. Parents

can first be exposed to individualized instruction, until
they achieve SOU4 degree of competency in the use of the
techniques and in the handling of their child. At that point
they axe grouped with several other parents for group parti-
cipation while being retained for periodic individualized
instruction. Men the chadten are three years of age, the
orientation for them and their parents is shifted. Instead
of sorely observing other parents working with their children
in a parent group setting, they have an opportunity to teach
a small number of children in a group, as has been described
earlier (see p.15). It is anticipated that this group would
satisfy paxental, as well as child needs prior to the time
the child enters a structured preschool program on a full-time
basis. At the time of yntry into a school program, the child
needs social skills, attention behavior, et cetera, gained

in this group. Once the child is in preschool, the parents
continue to be used effectively, both in and outside of the
classroom situation because of their understanding of techniques
and how to use them with hoaxing inpaired children.

Content

In the initial two years of the project, meetings held
in the late afternoon for parents appeared to meet with

enthusiastic response. At the group meetings parents seen
for individual appointments had their initial opportunity to
meet and gain the supportive help of a group with similar
problems. The nine percent response of comments on the plan
of the meetings reflects the written appreciation of the care-
ful staff planning for education in an enjoyable way.

Tabulation of the parent's questions and comments in-
dicate great interest in schooling, perhaps demonstrating the
longisrange concern and planning for the child so often
verbalized by then. Parents suddenly ejected into a new
field of interest following the identification of hearing
impairment in their child need ready access to information on
special echooling to helpalleviate their concern and assist
then in planning. Wide dissemination of information concern-
ing the newly assembled data bank of the Special Education
Lnformation Center (SEIC) of the Bureau of Educatianfor the
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Handicapped may fill this unmet need for parents not in

organized programs.

Perusal of Table 13 indicates a variance of parent

interests from the topics which draw the attention of

professional personnel in the field of education of the

hearing impaired. Joint planning by parent and profess-

ional is indicated.

In the final year of the project, group learning

sessions for parents in the project were combined with the

monthly evening meetings of parents in the preschool at the

University of Kansas Medical Center to improve the total

integration of the program. The four percent negative re-

sponses to the meetings tabulated were all received in that

final year, although an attempt was made by the staff to

present four levels of instruction. Negative comments cen-

tered around a) rejection of the role of home-teacher by the

parent, and b) .:ejection of the content AS not meeting the

paXent's current interest in regard to the child. Some

paxents in the preschool group had never previously parti-

cipated in a parent instruction program. Some who had, now

indicated their current concern was with future schooling

for their child. Parents outside of the Greater Kansas City

axea preferred daytime meetings. Future group program im-

plementation should be planned to determine a) whether there

is a critical time in the child's life when parents can be

involved in a parent-teaching program, b) whether initial

assumption of the teaching rola by professionals obviates the

paxent's assumption of his correlate 'role Oaring non-school

time, and c) joint identification by parents and professionals

of a sequence of paxent instruction that meets the parent's

and the child's needs.

Parent written comments following the conclusion of the

workshop on the role of parenthood itself indicated positive

response to the paxent-led workshop format. At the same

time uniform dsappointment was expressed at having the

material furnished to the group centered around so-called

normal growth and development with no attention focused on

hearing loss. Joint planning between parent and professional

is again indicated since the staff viewed the information

contained in the provided material as essential to the child's

progress.

The library asseMbled for parents appeared to meet the

51

57



individual needs of the relatively small segment of the parents
who sought additional knowledge through reading.

This approach to early training of the hearing impaired
child is a logical outgrowth of the Imo= information in the
various fields of knowledge integrated in the concept of early
education through parent education. Many parents can and will
accept the role of educator. It suggests that assessment of
progress is most easily determined by visible signs but that
pinpointing and describing these visual clues presents a further
task for research. An additional area of research lies in de-
termining the potential of these early years of education and
relating possible progress to actual progress.

In summary, a) parents were instructed on methods of
stimulating their children to utilize their residual hearing
and their vision. They were also instructed on correlating
language development techniques with activities in their own
home; b) In group learning sessions parents learned about the
educational implications of hearing loss and procedures for
alleviating the resulting learning disability; c) Parents
and theix children were videotaped ana the videotapes used as
self-teaching devices for parents as well as a method for
attempting to assess progress, and d) cooperation was maintained
with other centers through participation in the conference on
"Current Practices in the Management of Deaf Infants (0-3
years)", Nashville, and thru staff visits to other centers as
well as consultants who visited this project.
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PRENT-H0ME CENTER
QUEST Ict4NAXRR

Please complete this form and return to * Departnt of Hiating and Speach
Univer9ity of Kansas Medical Center

Rainbow Soulevard at 9th Street
Ksnsas City, Kansas 66103

Pill out as much of the infornation as you can. This inforMtion will be kept
strictly confidential. Xf thst* are any ruestions r.qarding how to eply to
the requests made on this form5 leave the part in question blank. PA.aas answer
each questions with a ye*1 X 'bO" wh.n .ndiesteci.

ID8N?XPYD INPORMAT ION

Name bate -

Mdrea, te1ephone --

-- Ref.rr.dby

Dstofbirth.__. Addreas

Father's name Age

Occupation o. of school years completed

Mother's nai Age School years completed

Occupation Mother father's occupation

Other children in th Lamilyl Mlas Pemalo. _ . .

Otherpersostsinthe1om..
boctor_ Address

DBSCRXHE YOUR CHXL,D'S LA?UAO PROLgt4,

Check the following items which describ, your child. Pill in information where
requested. Rncirc].. questions that you do itot understand or need help withs

I. PR&NANcY

3. Mother had miscarriage previous to this ohilds birth How many

*nd describe beltivadeause

2, Mother had miscarriage 'aJ.nce this child's birth Describe belI.ved

cause and how many

3. Mother had measles during pregnancy

4. Mother hemor:hagSd



-2-

5. Pregnancy generally unpleasant

6. Pregnancy generally pleasant

7. Pregnancy - no feelings one way or another Describe s

8. Mother had illnesses Or accidents during pregnancy Describes

1

O. Blood inccupstability (RH factor)

II. BIRTH

le Normal Brech Caesarean

2, Birth weight

36 Complete labor (Estimate tine from onst of five minute contractions)

4. Anesthesia used Describe type

///. NEWBORN

le Baby blue at birth 2. Baby yellow at birth

3. Scars or deformity at birth Describe

4. Instruments used at birth Describe

5. Birth might regained normal* If not, describe

6. Baby damaged at birth If so, describe

76 Baby had difficulty beginning to breathe How long before normal

breathing was restored and by what means

8. Baby had seizures What medication was used

9, Baby had feeding difficulties . Describe

,10, Baby had swallowing and sucking difficulty Describe
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TV. ELLNRSS

le

2.

3.

4.

S.

6.

7.

8,

9.

10.

1.

2.

3.

4.

5,

6.

7

8.

9.

10.

le

2.

3.

4.

5.

6.

Measles Age

Whooping cough Age

Scarlet fever Age

/nfluenza Age

Diphtheria Age

Chicken pox

Mumps Age

Other Describe and give age

Meningitis Age

Poliomyelitis Age
Aw

Uncephalitis Lge

apilepsy Age

Tonsillitis Age

Bloody discharge from ears Age

Chronic colds Age

Sinusitis Age

Allergy Age

rwINIo wwininWatAmmoW

Strop throat Aga "Willilw6WOWN1.1111M

Unusually high temperature Age

COMA Age

Rigidity Age

ANAMAAWWW

Convulsions Age

Is child receiving any medication Describe

Tonsillectomy Age

Adenoidectomy Age

Other surgery Age Describe
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7. Accidents Age Describe

8. Visual problems Age Describe

9. Hearing problems Age Describe

V. MARINO PROMBMS

1. Deafness in relatives Exact relationship

Cause

2. Alcoholism What person or persons in family

3. apilepsy What person or persons in family

ammorar...M

4m Mental illness What person or persons in family

S. Speech problems What person or persons in family

AN!

Describe the type of problem

lAmft.hAndedness What person or persons in family,

AMMONIA!

/0 Reading difficulties
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VI. DEVELOPMENT

1. Shows response to mother at age of months

2. Sits alone 0 months

3. Walks alone
months

4. Bats with spoon
months

5. Takes off coat
months

6. Puts on coat
months

7. Buttons coat
months

8. Zips
months

9. Snaps
,months

10. Ties own shoes months

11. Toilet training completed .6 Yes

(a) Bowel: daytime at months night at months

(b) Bladder: daytime at months night at months

12. Does child use left hand right hand both

13. Does he ever have nightmares?

14. Does he wet the bed Bite nails Suck thumb

15. Is he afraid of anytking such as animals or the dark

16. Does he do the following:

Sat well -- Cty often

,41.1111=1111...MI

Sleep well

Go to bed easily Have temper tantrums Deicribe

Do regular tasks or chores at home List

17. Which of the following statements is most typical of your child's hearing

and speech development:

Gives little or no attention to speech
Shows no evidence of comprehending speech
Responds to simple commands
Uses voice other than crying
Says no words
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17: .Contld.
Speech is limited to single words
Speech contains simple phrases
Talks in short sentences
Responds auditorily

to voice
to doorbell, telephone, etc.
to airplanes, trains, trucks, etc.

18. Age of first word- months List the first words:

(a) (b)

(0) (d)

19. What is the average number of words in the sentences that he uses

VII. HOM8 DEIVSLOMENT

1. Who first became concerned about the child's hearing?

2. When was the hearing difficulty first noticed? (Age of child)

3. In what way did the child's attention to sound first differ from that of
other children of his age?

46 Who referred you to seek advice at the Medical Center

S. Whom did you first see at the Medical Center

How many repeated visits have you made to the Medical Center

When was the first visit

6. Have you consulted any other person or agency (psychologist, physician,

etc.) about your child's problem?

If so, give names and addresses and what you were told about your child.

7. Does yOur child haw; a hearing aid? Who recommended it?

What kind of aid is it? Where was th,

aid purchased? When was it purchased?
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86 If aid worn by child? How many hours a day?

If note for what reasons?

9. How does your child make his warrts known

10. How do you respond to your child's gestures?

llo On what occasions do you insist that the child be silent?

12. In what ways have you provided the child with the names of objects and actions?

136 What things have you done to reward the child's attention to you when you

talk to him

146 What things have been done to help your child give attention to you when you

talk to him

156 Number of persons with whom the child shares a bedroom

166 Language other than English spoken in the home

17. Does the child play with other children? Childken in the neighbor..

hood? Brothers and sisters?

.-e
186 Do you allow your child to go outside the yard to play?

Does your chil.d go on a slide? Swings? bike.

others?

VIII. EDUCATIONAL. HISTORY

lo Has your child attended any preschool?

long, when?

/f sop which ones, for how
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28 Has your child been taught previously by anyone?

If so, by whom, for how long, ard when?

MMOHAL DATA

.18 Describe the child's personality (outgoing, withdrawn, cooperative, etc.)

28 Whe; games or activities does your child enjoy most?

1111M1lb'

38 Describe any behavior problems you have with your child

48 Describe methods of discipline you use with your child

Are these effective?

58 What is your child's attitude toward(s)s

(a) self

(b) others

(c) situations

6. What annoys you most about your child?

78 Does your child look at books and pictures?

(a) On own initiative? (b) with parents

88 Do yoU read to your child? How often

9. Other talents

108 Other deficiencies

13
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11. If you were to evaluate what factors may be related to your child's problem

what would you include? Encircle as many factols as you think are present.

Hearing problem Too much protection by father

Emotional problem Too much protection by mother

Cerebral palsy Neglect by mother

Epilepsy Neglect by father

Visual disturbance Overprotection

Brain injury Behavior problem

Siblings rivalry Mental retardation

Feeding problems Developmental retardation

Stubbornness Environmental problems

Lack of playmates Inconsistency of parental handling

12. Are there any factogs that you would like to discuss in more detail?

13. John Tracy Correspondence Course.
Have you enrolled for the Course?

Are you using the Course?

Home you completed the Course?

146 Have you been to Parent Institute?

156 ;Qat do you expect from the Parent-Home Center?
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I hereby give my consent to have copies of reports, video tapes, tests and

any other materials obtained for the Farent-Home Center concerning my child's

development sent to the person who referred me to the Hearing and Speech Depart-

ment and to other professional persons or agencies concerned,

/ will be present for any requested desmonstrations.

I authorize the University of Kansas Medical Center to obtain necessary

information 17rom other agencies and/or professional persons concerning my child.

I understand that both parents are expected to attend group moetings and that

no more than two absences are permitted from either individual appointments or

group learning sessions without forfeiting the opportunity of further participation

in the Project.

Father's signature

Mother's signature

Date

Parson completing this form (if other than parent)
State Relationship

October, 1967
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USE OF THB HBARING AID

I. Good Practices,

A. Listen to the new aid with new batteries as a measure of perfect perform-

ance. This knowledge will help you determine when the aid is not oper-

ating at peak perfornance.

1. Test the aid each night, not in the morning when the battery has had

a chance to recharge.

2. Take the earmold off the receiver and hold the receiver next to your

ear.

3. Turn on the aid to a comfortable gain setting for Lou (Probably #2).

4. Put on a talking record or one with lyrics to a specific volume

setting. (A record is standardized whereas your voice is not. If

a record is not availab).e, however, use your voice and try to speak

at the same volume each night.)

5. Attempt to develop an auditory memory for the clarity and loudness

of the aid. If the aid does not sound as clear or as loud as it

always has, one of the following problems may be present:

a. The aid may have gotten dirt in it.

b. The cord, receiver, batteries, or aid itself may not be working

properly. Until your child learns to recognize these problems,

you are the best judge of a properly functioning aid.

B. Also listen to the aid each time before putting it on the child. This

routine is necessary in order to prevent having your child wear an aid

that is not working properly.

1. Set the aid at your gain setting.

2. Talk into the aid.

C. Always put the hearing aid halter on your child in the morning when

dressing him.

1. Outside clothing

a. Since clothing worn over the hearing aid muffles the sound, your

child should wear his aid outside his clothes whenever possible.

b. If your child is eating, a bib or protective covering for the

aid is desirable.

2. Inside clothing

a. Hearing aies aro delicate instruments and can easily collect

dirt as well as sound.
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b. If your child is going outside to play (in a sandbox, etc.),

the aid should be put under his clothes.

D. Remember: the aid is a microphone which will pick up sound much better

if you are close to it when you talk.

Beginning Use of the Aid with Your Child

A. Steps to be followed

1. Listen to the aid to make sure it is working properly.

2. Have the room quiet.

3. Seat the child in a chair with a favorite toy. (This toy will hope-

fully divert your child's
attention when you put in the earmold.)

4. Also get a noisemaker (horn, pie pan and spoon, etc.), and let the

child listen to it before you put on his aid.

5. Show the child the aid so that he knows it is going to be used.

6. Maks sure that the hearing aid is turned off and its volume control

is turned down.

7. Place the transmitter in the pocket of the halter.

8. Put the earmold in the child's ear. (It may take you awhile to get

used to doing this.)

9. Turn on the aid from 0 (Off) to M (Microphone).

10. The following are two ways in which you may determine the proper

gain setting of the hearing aid for your child if the audiologist

has not already told you at what volume to place the gain control:

a. One possible procedure

(1) Determine the gain setting in a quiet place.

(2) As you turn the volume, continue to talk normally in

the aid (do not shout or talk loudly).

(3) When you get a response (eye blink, eyes open wide or etc.)

from your child that he has heard your voice, continue to

turn up the volume until the child is responding consistently.*

b. Second possible procedure

(1) Do conditioning with the child by having him put a block

into a container when he hears your voice ("lahlah").

Note this gain settinqpfor it will be the setting for your child at this stage.
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(2) Keep turning down the aid until the child no longer responds

(by putting in a block).

(3) The setting just before the child

be the appropriate one for him in

probably be too loud for him in a

therefore, need to be turned down

quiet place.

stopped responding will

quiet. It will, however,
noisy area and will,
until he returns to a

11. Now let the child hear the noisemaker again with hig aid on at the

proper gain setting.

a. Hopefully he will learn to understand that he can hear the sound

from the noisemaker (or hear it louder) with his aid on.

b. If the sound is loud, hold it away from the aid and slowly bring

it closer to the aid, so the child is not frightened by the

loudness of the noise.

c. You should always have the child listen to some specific sound

when he has on his aid. Deliberate auditory stimulation is

very important.**

B. A Time Schedule

1. The following guide
to wear his aid all

First day
Second day
Third day
Fourth day
Fifth day
Sixth day
Seventh day
Bighth day
Ninth day
Tenth day

2. The f.L.t.st day

should be of help to you in getting your child

waking hours within two weeks:

4 five minute periods
4 ten minute periods
4 fifteen minute periods

4 twenty minute periods

4 thirty minute periods

4 forty-five minute periods

4 sixty minute periods

4 one-and-one-half-hour periods

4 two hour periods
4 two-and-one-half-hour periods or

all waking hours

a. You should have your child wear his aid for

(or less) at a time, but he should wear it

during the day.

b. Your child may want to wear his aid all the

day. It is preferable, however, to follow

his ear can become accustomed to the mold.

e patient wee.: new contact lenses full time

only five minutes
at least four times

time on the first
the schedule so that
(No eye doctor lets
at first.)

** See the chart Ir tial Use of the Hearing Aid. It should be used to help re-

mind you to call your child's attention to sounds whenever he has on his aid.
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c. If your child crys on the first day because he wants the aid

left on, let him wear it for another five or ten minutes during

each of the 4 periods. Then you take off the aid, while keeping

on the halter.

d. If you notice your child attempting to take out the earmold,

tell him to leave it in for a minute. Then after several seconds,

you take out the mold and praise the child for wearing the aid.

C. Points to Remember

1. A child should never wear an aid unless it is turned on, working

properly, and set at the proper gain setting.

2. Can your child's attention to sounds All the time, so that he begins

to realize there is a reason to wear his aid.

3. Until your child can be depended upon to leave on his hearing aid,

you, not he, must always be the one to take out the mold. If the

child takes out his mold during the time period allotted for him to

wear the aid, then you must do the following:

a. Turn down the volume.

b. Turn off the aid.

c. Put the mold back in his ear.

d. Repeat Steps #9 through #11.

4. Once your child is wearing his aid for more than ten minutes at a

time, you will have difficulty keeping him seated. It is fine for

him to move around, but you must be sure he keeps in his earmold

and does not play with the volume control.

5. Once your child is wearing his aid for more than fifteen or twenty
minutes, you will not, of course, be able to maintain a quiet envir-

onment. Hopefully, however, he will have become accustomed to list-

ening to louder sounds, noise, etc., because of the auditory training

you are doing with him.

6. Once your child is wearing his aid all waking hours, he may want to

wear it at nap time tool and you may let him.

7. Your child may want to wear his aid to sleep at night, but he should

not be allowed to do so.

S. Sventually your child will grow accustomed to the sounds in his

environment, and then he may want the volume control set higher so

as to get more amplification.

III. xnitial,Esa of the hgain Ald with .1 Problem Child, - For one reason or an-

other some children do not want the earmold put in their ear. You are ad-

vised to follow these steps when you are unable to proceed as outlined in CI:
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A. Your child may need to see other children wearing aids.

B. If your child does not want to let you put in ths sarmold, you should
do the following*

1. Follow Steps 07 to #11.

2. }bid him in your arms and rock him. The reason he does not want to
wear the aid may be due to unwarranted fear.

3. As long as your child continues to be frightened, do not keep the
aid on him for more than one or two minutes each time period you put
it on him,

4. Continue to put the mold back in the child's ear if he pulls it out.
Yon mat be the one who takes out the mold,.

5. Do not turn 22, the aid if ths child is crying.

6. Incrase the length of time the child wears the aid - taking into con-
sideration his wil

IV. For the 01.Ar_ Child

As soon as possible, your child should. learn to adjust the volume control
himself. There is al one setting on the volume control which is satisfactory
for all of the different acoustic environments in which the child will find
himself. That is, in quiet places, the volume should be turned up to take
maximum advantage of the aidls amplification, and in noisy places the volume
should be turned relatively lower to avoid discomfort. Because yeLn. cannot
always make these adjustments of your child's aid, he must learn to keep the
volume control set, not at a level where surrounding sounds are barely aud-
iable, but at a level for best listening.

V. Important Considerations

A. Your child needs his aids you know this fact, but he does not, For this
reason, you must put the aid on the child, eventhough the child does not
want to wear it. He will soon want to wear his *OA knowing the followings

1. It does not hurt.

2. You want him to wear it.

3. It is tuning him into his environment.

B. The longer it takes you to get your child to wear his aid full time, the
longer it will take him to realise that his aid is not supposed to come
off every few minutes or hours.

C, The younger the child, the more often he will need a new earmold. The
following signs may alert you that a new mold is *leaded.

1. There is leakage of sound ("feedback") which was not a problem before.
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2. The mold is easier to put in than when it was new.

3. The mold seems to coma out eventhough the child has not bean play-

ing with it.

Parent-Home Center
I.. S. Spake Hearing end Speech Center

University of Kansas Medical Center
39th & Rainbow Boulevard

Kansas City, Kansas 66103

9-60

tr.



INITIAL USB OF HEARING AID

DATE Number of Minutes Aid is Worn
Bacy Day

Sounds Used Whin Child Ms on Aid
Three or More)

example
4-7-69 5

5

5
5

teakettle whistling
running water
vacuum cleaner
radio .

sipper on clothes
doorbell



HOW TO WILP YOUR CHILD BaNBFIT FROM HIS WARING AID

A hearing aid is a deceptive instrument. Many people think that putting the

earmold in an ear and turning on the volume to the proper gain setting will enablm

the wearer of the aid to "hear"s THIS IS ONLY PARTIALLY =WI. The hearing aid

will help the child, but he will gain benefit from it wax if you, as his parents,

me him to learn to listen.

The following reasons will give you an idea why it is necessary for you to

help your child learn how to listen:

1. The hearing aid can only maka louder whatever frequencies (tones) your

child hears; it does not make those frequencies any clearer.

2. There are many sounds which your child will not hear until he puts on

his aid. Because they are new to him, he may heat them; but he will

not know what tha sound is or what it is coming from. You need to help

him identify, these new sounds.

3. There are scow sounds which your child may have heard without his aid.

With his aid on, these sounds will be louder. Ycu will, however, have to

teach him to identify these sounds too since they will sound d fferent to

him now that they are coming througrae hearing aid instead of directly

into his ear.

4. There will be so many sounds for your child to listen to that he can not

easily remember what object made what sound unless you continually help

identify tbo sound source for him.

Do the following on a consietent basis to teach your child to use his residual

hearing and thus give him a reason for wearing his aid (all waking hours and

possibly including nap time)s

1. Talk in a normal tone of voice, but be expressive.

2. Get your child's attention only by calling his namo.

3. Call your child's attention to the followings
a. Sounds in the surrounding environment (usually outdoors)

ex. an airplane, honking of a car horn, or a lawnmower

b. Sounds indoors that occur unexpectedly
e x. doorbell, telephone

c. Sounds you make that you prepare, the child to listen for
e x. When you are going to turn on the vacuum cleaner

When you are going to turn on the water
d. Sounds you repeat that have occurred unexpectedly

ex. A dropped utensil: Your child may have heard the spoon drop,
but he may not know what object made the
sound unless you identify it for him by
repeating the action.

e. Sounds your child makes
(1) Vocally - ex. when he babbles or vocalizes
(2) Physically - ex. when he bangs on the table, claps his hands, or etc.

The above teaching techniques require your time all day long - every day - in

order for the use of a hearing aid to be meaningful, to your child.



PIP

Yea sae also utilise those tines when me heariatiapaired child I. lookist
macesto stimulate his heulat. Thu leans tie way to anditeeily we as a

l, wet input signal. lis tollsoing teehaigass are easily inoorporated
into t speoial way you talk to your child so that lda residual hearise is beia .
used and kis hearing als1 is being made sus tonotienals

19 Alter year obild has spesehread a goatees., nee a gni tor auditory Ultra-
atlas

Insaple.As

OpesohnoadOgs teas the loolaid into year Ow."
raditony Stinalatiems "hurt pow, pears"

howls Is
epesohroadiets "Let's to upstairs."
Auditory Stift/aliens "Lip, op, ash"

29 When year (Mild is busy pushing his toy ear alms the flea aid eannot look
at the assent, use Ism Mu ming tor anditely stimaatios.

bump's

Whs.
Oe

So Tout child oan learn to sseapdie instals auditotlly,
these emesslons should be holland lime a y as sot on.

Semple As

"Pm going to get yew." (then tickle child)
Sample is

"Peek-a-boom (then play this gams with your child)

Speech and langualge for auditory stimulation should be used in the following
way,to be most effective s

1. Use with expression but in normal intensity level.

a. talk as close to the aid as possible; but if rims child looks up to see
what is being said, rove back so he can easily speschread what you are saying.

3. Use siaultaneouslywitk )ur nevelint
number cos.

Pasant-Wm Center
11. Spoke Nearing and Speech Center

ttalveseity at FAIS111 Medical Center
lenses City, Kansas
Nowenbsr, 1965

or Child's movement as in example
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PARENT EPPECTIVENESS RATING SCALE

NAM DATE

CHILD

The following scale is designed to help you assess your "effectiveness"
in working with youx child. You will note that the scale extends from
pointe, one (1) to seven (7): one indicating "Least Effective", and seven
indicating "Most Effective". You are to rate yours:111 in each area on
this seven point scale. Rate alit:1ms to the best of your ability. Do not

rate between points. Ratings are to be made with reference to your effec-
tiveness during the previous 23110 When you have completed your ratings
assign yourself a "Summary Rating" which to you best characterises your
effectiveness based on this scale.

1. Used "control" to achieve
looking behavior

2. Praised child for
attempts at imitation

3. Used speech for auditory
training

4. Used "I hear that"

5. Pulled back on object to allow
child to look for longer periods

6. Illustrated environmental
sounds with pictures

7. Contrived listening
experiences for child

8. Split up the verb

9. Asked child meaningful
questions

10. Talked when child was not
looking

11. Pointed out sound of door
slamming

12. Coordinated sentences with
the action

1 2 3 4 5 6 7

1 2 3 4 5 6 7

1 2 3 4 5 6 7

1 2 3 4 5 6 7

1 2 3 4 5 6 7

1 2 3 4 5 6 7

1 2 1 4 5 6 7

1 2 3 4 5 6 7

1 2 3 4 5 6 7

1 2 3 4 5 6 7

1 2 3 4 5 6 7

1 2 3 4 5 6 7
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Parent Effectiveness Rating Scale
Page 2

13. Repeated sounds for child
to listen to

1 2 3 4 5 6 7

14.. Used appropriate language 1 2 3 4 5 6 7

15. Exaggerated speech when
talking to child

1 2 3 4 5 6 7

16. Used pronouns 1 2 3 4 5 6 7

17. Pointed out environmental
sounds

1 2 3 4 5 6 7

18. Talked during "voluntary"
looks

1 2 3 4 5 6 7

19. Babbled in response to
child's noises

1 2 3 4 5 6 7

20. Pointed out objects to talk
about

1 2 3 4 5 6 7

21. Praised child for correct
responses

1 2 3 4 5 6 7

22. Talked to child at distance
of 6-8 inches from aid

1 2 3 4 5 6 7

23. Used complete sentences 1 2 3 4 5 6 7

24. Used fingerspelling to aid
comprehension

1 2 3 4 5 6 7

25. Illustrated conversation
with pictures

1 2 3 4 5 6 7

26. 0ot down to child's level
before speaking

1 2 3 4 5 6 7

27. Checked aid at least three
times each day

1 2 3 4 5 6 7

28. Used gestural cues 1 2 3 4 5 6 7

Foster
1969

89

Summary Rating



Meeting #3

SCHOOLS

3:00 Call meeting to order
Topic soOsole

OruOcesenti
6ttsnOanbe:NriicoAd

2. AMU/Ability cif information on Gallaudet,
sTechntcal School, and all schools

3. D;.,Proud at March meeting - March 21
4. Suggestion 3ox
5. Out of town person needs place for child

to stay
6. Participants give information sheets to

teachers

Explanation of procedure

3:15 Begin first session - timer intervals of
15 minutes.

A. Fulton
Caathe

B. Public Schools in Missouri
C. Public Schools in Kansas
D. Private Midwestern Schools
B. Private Eastern Schools
F. Preschools
G. Coffee

Bach person had a name card with alphabet
letter on it. They followed a sequence
from table to table (see chart) according
to letters (See Parent-Ubme Directory)

5:15 Dismissed

January 18, 1968

Equipment needed

School summary
Gallaudet
Technical,School
Sheets to make notes
Attendance record
pencils
suggestion box
signs for tables
slips of paper
for suggestion box
timer

Attendance: 43 Evaluation: See tabulated sheet following.



Meeting 91 September 17, 1968

1968-69 OV8RVI8W

Why have a Parent-Hose Center?

What is a heating loses
Presented with -

overhead projector with transparencies
record player and record

Why a child needs special education.
Presented with -

2 children
a) beginning the progras
b) completed one year program

Why parents are important.
Presented with -

chalkboard

The Parent-Enos Center in retrospect
Mr. & Mrs. Jerry Davies

Attendance: 25 (Female - 20 and Male - 5)

Evaluation: Indirect. Groups asked to write list of
subjects an which more information was
desired.

&War=
Name tags
paper and pencils

Overhead projector
record player
chalkboard
transparencies of
audiograu
Record "How They Mar,'



February 20, 1969

This program presented the idea of speechreading.

3:00 - 3:10 Announcements
Answers to questions from the parents

received at the previous meeting.

3:10 - 3:30 What are the visual clues of speech?

Presentation of the visibility of the

consonants and the vowels.
Ths words "pole", "bowl", and "mole"

were used to illustrate the homophonous

feature of speechreading situational

clues.

3:30 - 4:00 Workshop. Begin
The audience was divided into groups.

Bach group was asked to choose a four

word sentence for speechreading. Group

1 formed a circle in the canter of the

room facing outward. Group 2 formed a

circle around Group 1 facing inward.

Group 2 moved to the right each time a

whistle was blown and saoh person in the

circle repeated the phrase they had

agreed upon. When they had completed

the circle Gloup 1 repeated the same

action. Group discussion followed con-
cerning insights gained about speech-

reading.

Presentation was given by one of the

parents relating to tax deductable items

in connection with the expense involved

remediating the disability of children

with hearing impairments.

4:00 - 4:30 Refreshments

Bquipment

4:30 - 4:50 Combining what is heard and what is

seer. The recording "How we Hear", was

used. Material given on the record was

first presented only visually through

speechreading. This was followed by the
record itself, using the band that elim-

inates frequencies above 500 cps. Finally
speechreading and the recording were com-

bined.

4:50 - 5:00 Parents were asked to evaluate the meeting

in written form.

5 :00 Two hand-outs were given.
1) Calculating the Visibility of Speech

2) Summary of lecture given the previous
meeting on "Behavior" by Richard Whelan

Total Attendance: 39

Bvaluation: Written

Pencils, name tags,
pins, pads of paper,
recording

Pictures from
magazines illus-
trating mouth
position, 15 small

mirrors.

whistle

Record player,
"How We Hear"

Box for written
evaluating



March 20, 1969 AUDITORY TRAINING

Prior to the meeting two sections of programmed
learning were forwarded to the parents along with
tip letter notifying them of the meeting. These

were 1. Anatomy of the Bar, and 2. The Measurement
of Hearing. Parents were also asked to bring:
a) Their own child's audiogram which they had re-
ceived at a previous meeting, and b) the completed
programmed learning.

The programmed learning was checked at the door to
see that they were filled out and then each person
was given a colored lifesaver candy. There wore
three colors available and the giving was rotated
so that the group was automatically broken into three
groups at the time of the exhibits and refreshments.

Four weeks before the meeting Mr. Ken Palmer of the
Zell Telephone Company was contacted and asked to set
up an exhibit. At the same time Mr. Charles Murdock,
a distributor of hearing amplification devices, was
asked to set up an exhibit of amplification devices
other than hearing aids and a loop inductance system.

3:00 - 3:10 Announcements and answers to questions
from the previous meeting.

3:10 - 3:30 "Listening with Amplification".
(This was a summary of the level at
which speech is normally heard, relat-
ed to specific hearing losses and also
related to hearing with hearing aids.)

3:30-4:30 Total group was divided into three
small groups based on the colored
lifesaver given at the door and al-
ready consumed.
Groups were rotated between
1. Loop-inductance system in the pre-

school classroom.
2. Exhibits by the Telephone Company

and Hearing Amplification devices.
3. Refreshments.
(Bach group was allowed twenty minutes
la each meeting.)

4:30 - 4:55 "Steps in Learning to Listen"
(This was a demonstration of the steps
in learning to listen with a hearing
impairment. The audience was involved
in the demonstration.)
Bach parent was given a printed ex-
planation of auditory training..

Total attendance: 33 Evaluation by the parents:

Equipment

lifesaver candies
in 3 colors, two
large tables for
exhibits, name tags.,
and pens.

Overhead projector
Transparency of
audiogr am s howing
la vels of mild,
moderate, severe,
and profound hearing
losses

noisemakers, 3 page
handout an auditory
training

Wr itten (see summary )



LIST OF BOOKS AVAILABLE FROM THB PARBNT-HOMB CENTRE LIBRARY

AMPLIFICATION

Bel langur Philip A., Inductance Loop Amplification - Its Adaptation to Television

for the Deaf.
Hardy, William Q., Hearing Aids for Deaf Children?

Leckie Doris, and Daniel Ling, Audibility with Hearing Aids Having Low Freqwancy

Characteristics.
Pollack, Doreen C., and Marion P. Downs, A Parent's Guide to Hearing Aids for

Young Children.
Ronnei, Eleanor C., and Joan Porter, Tim and His Hearing Aid,

Smith, rale M., Telephone Service for the Totally Deaf.
Sortini, Adam J., !haring Aids for Preschool Children.

AUDITORY TRAINING

Birkenshaw, Lois, Teaching Music to Deaf Children.

Downs, Marion P., Identification and Training of the Deaf Child - Birth to One Year.

,

Jeffers, Janet, Formants and the Auditory Training of Deaf Children.

Ling, Agnes H., Advice for Parents of Young Deaf Children: Hes to Begin.

Oyer, Herbert J., Auditory Communication for the Hard of Hearing.

Ross, Mark, and Donald R. Calvert, The Sematics of Deafness.

Watson, T. J., The Use of Residual Hoaxing in the Education of Deaf Children.
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Tha Canadian Mental Health Association, How to Know Your Child.

Children's Bureau, Your Child Prom 1 to 3.
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Sgouris, Katherine, It's Not the Method - It's the Technique that Makes the Difference.
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ology September, 1968.
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Greene, N. C. L., Learning to Talk.
Narge,,Nichael, The Gift of Speech.
Ratter, Paul, The Parent's Role In Sncouraging Speech Growth.

VanRiper, Charles, Helping Children Talk Better.
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Costello, Mary Rose, Language Development Through Speechreading.
Dicarlo, Louis M., Mach Ado About the Obvious.
O'Neill, John J. and Herbert J. Oyer, Visual Communication for the Hard-of-Hearing:

History, Research and Methods.
ftonovost, Wilbert, Developments in Visual Displays of Speech information.
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VISION

Children's Bureau, Your Preschool Child's Byes.
Gill, B. O. and Franklin M. Foote, Eye Tests for Children.
Suchman, Roselyn Gaines, Visual Impairment Among Deaf Children - Frequency and

Educational Consequences.

VOICE

&one, Dariel F., Modification Of the Voices of Deaf Children,
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PARTICIPATION IN PHC

AGE DATE NO. OF SESSIONS MOTHER FATHER OTHERS ACTIVITY

L. Angel, 1969



S
h
e
e
t
 
N
O
.

U
N
1
V
E
R
S
/
T
Y
 
O
F
 
K
A
N
S
A
S
 
M
E
D
I
C
A
L
 
C
E
N
T
E
R

H
E
A
R
I
N
G
 
A
N
D
 
S
P
E
E
C
H
 
D
E
P
A
R
T
M
E
N
T

P
A
R
d
N
r
-
H
O
M
E
 
C
6
N
D
I
R

F
a
t
h
e
r
'
s
 
N
a
m
e
:

T
e
l
e
p
h
o
n
e
:

(
L
a
s
t
)

(
F
i
r
s
t
)

(
M
i
d
d
l
e
)

A
d
d
r
e
s
s
:

S
u
s
p
e
c
t
e
d
 
c
h
i
l
d
'
s
 
h
e
a
r
i
n
g
 
l
o
s
s
:

C
o
n
f
i
r
m
e
d
:

B
y
:

(
D
a
t
e
)

(
D
a
t
e
)

F
a
t
h
e
r
'
s
 
h
i
g
h
e
s
t
 
l
e
v
e
l
 
o
f
 
e
d
u
c
a
t
i
o
n
:

T
y
p
e
 
c
o
n
t
a
c
t

1
P
r
o
g
r
a
m
 
o
f
f
e
r
e
d

M
o
d
e
l

D
a
t
e

K
e
p
t

P
s
y
c
.

I
n
d
i
v
.

G
r
o
u
p

O
t
h
e
r

I
n
s
t
r
u
c
t
.

P
r
a
c
t
i
c
u
m

O
t
h
e
r

S
t
i
m
u
l
u
s

R
e
s
p
o
n
s
e

R
e
i
n
f
o
r
c
e
m

A
 
p
t
.

S
t
a
g
e

A
p
p
t
.

M
e
e
t
.
*

D
a
t
e

F
a
t
h
e
r
'
s
 
o
c
c
u
p
a
t
i
o
n
:

1
.2
.

3
.4
.

5
.6
.

7
.8
.9
.

1
0
.

1
1
.

1
2
.

1
3
.

4

'V
S

4

T
O
T

M
a
d
e

K
e
p
t

d
x
.

*
T
-
t
o
t
a
l
 
g
r
o
u
p

S
-
s
m
a
l
l
 
g
r
o
u
p

V
e
r
b
a
l
-
V
b
.

V
i
s
.
A
i
d
-
V
A

A
u
d
i
t
o
r
y
 
A
i
d
-
A
A

S
i
g
n
e
d

T
i
t
l
e

I
n
s
t
r
u
c
t
i
o
n
s
:

D
a
t
e
,
 
s
h
e
e
t
,
 
a
n
d
 
l
i
n
e
 
n
u
m
b
e
r
m
u
s
t
 
c
o
i
n
c
i
d
e
 
w
i
t
h

f
a
t
h
e
r
 
a
n
d
 
c
h
i
l
d
 
d
a
t
a

s
h
e
e
t
s
.

J
.
 
Q
u
e
r
,
 
1
9
6
7
-



S
h
e
e
t
 
N
o
.

U
N
I
V
E
R
S
I
T
Y
 
O
F
 
K
A
N
S
A
S
 
M
E
D
I
C
A
L
 
C
E
N
T
E
R

H
E
A
R
I
N
G
 
A
N
D
 
S
P
E
E
C
H
 
D
E
P
A
R
T
M
E
N
T

P
A
R
E
N
T
-
H
O
M
E
 
C
E
N
T
E
R

M
o
t
h
e
r
'
s
 
N
a
m
e
:

(
L
a
s
t
)

(
F
i
r
s
t
)

(
M
i
d
d
l
e
)

A
d
d
r
e
s
s
:

T
e
l
e
p
h
o
n
e
:

D
a
t
e

F
i
r
s
t
 
c
o
n
t
a
c
t
e
d
 
b
y

M
o
t
h
e
r
'
s
 
o
c
c
u
p
a
t
i
o
n
:
-

S
u
s
p
e
c
t
e
d
 
c
h
i
l
d
'
s
 
h
e
a
r
i
n
g
 
l
o
s
s
:

C
o
n
f
i
r
m
e
d
:

B
y
:

(
D
a
t
e
)

(
D
a
t
e
)

M
o
t
h
e
r
'
s
 
h
i
g
h
e
s
t
 
l
e
l
p
,
1
 
o
f
 
e
d
u
c
a
t
i
o
n
:

H
e
r
 
F
a
t
h
e
r
'
s
 
o
c
c
u
p
a
t
i
o
n
:

T
y
p
e
 
c
o
n
t
a
c
t

D
a
t
e

K
e
p
t

P
s
y
c
.

A
p
p
t
.

S
t
a
g
e

I
n
d
i
v
.
 
G
r
o
u
p

O
t
h
e
r

A
u
n
t
.

M
e
e
t
.
*

P
r
o
g
r
a
m
 
o
f
f
e
r
e
d

I
n
s
t
r
u
c
t
.

P
r
a
c
t
i
c
u
m
 
O
t
h
e
r

1
.

2.3
.

4
.5
.

6
.

7
.

1
S
t
i
m
u
l
u
s

R
e
s
p
o
n
s
e

R
e
i
n
f
o
r
c
e
m
e
n
t

i11?;

M
o
d
e
l

4

9
.

1
0
.

1
1
.

1
2
.

1
3
.

M
R

,

T
O
T

M
a
d
e

K
e
p
t

E
x
.

4
T
-
t
o
t
a
l
 
g
r
o
u
p

S
-
s
m
a
l
l
 
g
r
o
u
p

V
e
r
h
a
l
=
f
t
.

V
i
s
.
A
i
d
-
V
A

.
A
u
d
i
t
o
r
y
 
A
i
d
-
A
A

S
i
g
n
e
d

T
i
t
l
e

I
n
s
t
r
u
c
t
i
o
n
s
:
 
D
a
t
e
,
 
s
h
e
e
t
 
a
n
d
 
l
i
n
e
 
n
u
m
b
e
r
 
m
u
s
t
 
c
o
i
n
c
i
d
e

w
i
t
h
 
f
a
t
h
e
r
 
a
n
d
 
c
h
i
l
d
 
d
a
t
a
 
s
h
e
e
t
s
.

J
.
 
O
m
e
r
,
 
1
9
6
7



S
h
e
e
t
 
N
o
.

C
h
i
l
d
'
s
 
N
a
m
e
:
:

A
d
d
r
e
s
s
:

S
i
b
l
i
n
g
s
:

M
a
l
e

(
L
a
s
t
)

U
N
I
V
A
M
S
I
T
Y
 
O
F
 
K
A
N
S
A
S
 
M
d
D
I
C
A
L
 
C
t
i
N
T
S
R

H
a
A
R
I
N
G
 
A
N
D
 
S
i
l
l
:
4
1
3
C
H
 
D
E
,
P
A
R
I
M
S
N
T

P
A
R
E
N
T
-
H
U
M
S
 
C
d
M
i
a
R

M
i
t
e

B
i
r
t
h
d
a
t
e
:

T
e
l
e
p
h
o
n
e

(
F
i
r
s
t
)

(
M
i
d
d
l
e
)

i
2

(
a
g
e
s
)

F
e
m
a
l
e

I
2

(
a
g
e
s
)

H
o
s
p
.
 
#

a
t
i
o
l
o
g
y
:

A
u
d
i
o
g
r
a
m
 
a
t
t
:
I
c
h
o
d

C
o
m
m
e
n
t
s
:

(
C
h
e
c
k
 
X
)

D
a
t
e

G
r
i
f
f
i
t
h
s

H
o
o
n
e

1.2
.

3
.

4
.5
.

6
.

7
.8
.

9
.

1
0
.

1
1
.

P
r
o
g
r
e
s
s

S
p
e
e
c
h

V
o
c
a
l

H
e
a
r
.

S
o
u
n
d

R
e
c
.
 
d
x
p
.

R
e
c
.
 
d
x
p
.

R
e
a
d
.
*

S
x
 
r

A
i
d

R
e
s
p
o
n
s
e

S
o
c
i
a
l

M
a
t
u
r
i
t

V
i
s
u
a
l

3
* *

P
r
o
g
r
.
f
m
 
U
f
f
e
r
o
d

A
u
d
i
t
o
r
y

B
e
h
a
v
i
o
r
.
,
1

4
x
#
2
1

.1 4*

W
a
r
t
e
r
l
y
 
P
r
o
g
r
e
s
s

L
o
o
k
s

p
e
r
 
m
i
n
.

*
*
 
M
-
m
o
t
h
e
r

F
-
f
a
t
h
e
r

T
-
t
e
a
c
h
e
r

A
-
A
u
d
i
o
l
o
g
i
s
t

S
i
g
n
e
d

T
i
t
l
e

I
n
s
t
r
u
c
t
i
o
n
s
:

D
a
t
e
,
 
s
h
e
e
t
 
a
n
d
 
l
i
n
e
 
n
u
m
b
e
r
 
m
u
s
t
 
c
o
i
n
c
i
d
e
 
w
i
t
h
 
m
o
t
h
e
r
 
a
n
d
 
f
a
t
h
e
r
s
 
d
a
t
a
 
s
h
e
e
t
s
.

O
m
e
r
,
 
1
9
6
7



I. Activity

A. Person carrying out activity

B. Preparation
1. Brought materials
2. Sentences written in notebook

a. good
b. poor
C. too long
d, word to emphasize on end

Parent Progress

A. Presentation of activity
1. Quick enough start to get interest

2. Had to change plan to get interost

3. Got looks by;
a. holding object
b, stopping action
c, calling name
d, holding child's hand on object

B. Language or Talking
1. Appropriate
2, Gave sentence when look given
3. Did not ask questions
4. Used verbs
5. Gave sentence before action
6. Voluntary language is appropriate

a. can think of something to say

7. Uses inflection in talking
8. Used pronouns in sentences
9. Did not use preposition at end of sentence

10. of,elaammemts child say in minutes

11. Praises when child vocalizes and

parent says "I hear you."
C. Speechruading Techniques

1. Got on child's eye level
2. Kept head still
3. Got best light on speaker's face
4. Praises in some way
5. Did not exaggerate - normal speed
6. Did nct touch
7. Did not point

D. How does parent discipline

III. Auditory Status

A. Chilcl-eaet4itiened to

1. large cricket
2. small cricket
3, hammer
4. voice
S. other

B. Child wears aid hrs. per day

1. All waking hours
2. All waking hours except outdoors
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C. Parent uses "I hear " to all sounds around
house

D, Listens with headphones to music:
le Know when its off and on
2. Claps or beats drum to music
3. Marches to music
4. Listens to Hil Record

B. With headphones or aid can discriminate:
Noisomakors
Records - Utley
Scot-Foreman's

F. At home discriminates sound of:

G. Localizes sound from: 10 feet
other room

IV, Child Progress

a

/MIA

r

A. Child looks occasionally
B. Child looks often
C. Chili is usually interested in activity if

it is interesting
D. Span of attention

1. long
2, short

B. Babbles at home
F. Babbles at Parent-Home Center
G. Gives inflection with a

wheel
oo

A

ou

other phonemes

11,

H. Imitates mouth movmments a.

I. Speechreading of:

J. Voice quality
A

K. Imitates words
1. Recalls words
2. phrases
3. Uses two or three word sentences

L. Child does not need behavioral management
r,

.01MAIIMIL

V. Instructor's Comments, etc.

A. GWam ways to improve activity
1. Techniques
2. Language
3. Voice quality
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8, Praised good points: 1

2

3

Co Demonstrate procedure of

D. Talk ovor next steps

Give new assignments with parents

mmilimmmoiiiiiiiii"MM.
11111111111011111111111

R. Mathews, 1968



Assessment by Videotape
(child and examiner are seated on two chairs

at table. An additional chair is placed at

the table.) The Parent(s) are in the room.

Child

Directions:

1. Examiner demonstrate 3.block tower tear down,

encourage child to replicate. Follow with:

3.block chair
5-block bridge
7.block bridge

Call child by name
Response to sound

While child is playing with blocks, hold

large cricket 2" from child's center back

and sound.

If he responds, follow with: small cricket

then baby rattle, the DIP Auditory Discrim-

Test (Practice Plates B and D).

Plate 8 - Say, "kberels the (boat)

Plate D Kite
Plate VI 20 Boy

Plate VI 24 - Bone
Plate VP 29 . Feet
Plate VIP 43 Thumb

If he does not respond, sound drum.

Directions:

2. Say, "Find Hama." (CV Daddy) Speechreading

If the child looks at parent, place doll, car,

and shoe on table.
Say, 'Give me the baby." (Hold out hand.)

If response is correct, say "Show me the eyes"
"Show me the nose"
SShow me the mouth"

Put the dolI clothes on the table (put shirt,

pants, coat, socks) and say, "Give me the shirt"
"Give me the pants"
'Give me the coat

Tip Test Bl, 82, 83
81 - Point to the

pie, airplane
82 . Point to the

gum, hand

Directions:

3A Show first plate of Peabody Picture Vocabulary Speech

Test. Point to item listed. Begin on page 1

car (if no response to Peabody Test, proceed to

38). lf child responds, continue through

Peabody until child stops responding.

Equipment

7 blocks

large cricket
small cricket
baby rattle
drum
DIP Auditory
Dl.crim. Test

doll
shoe
car
doll clothes

shirt
pants
coat
socks
Tip Test

Peabody Picture
Vocabulary Test



2

knife (p.2) Baby (p.3)

dog (p.4) shoe (p.5)

hand (p.6) boat (p.7)

key (p.8) bell (p.9)

38 Prepare to leave room, pause at door am! say,
"bye" attempting to elicit speech from chit...

indicate to parent to seat hor:wlf-himsel: at
table with child.

4. During parent/chile sequence initiate loud
sound (e/g/, ring large bell).

J. Oilier, , 1968
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SCOnNC SMUT r
(Videotape Assessment)
Child with Teacher

Scored by: Chi:d's Name

Pooition: airtndate:

DIRSCTIONS: Check (lc for correct response.

:. Res onset t.r. sound. Cheek (Of if wearing hearing ail.
Check if child turns headpward sound source.

2. SpeeciaeadinQ. Check bol :tf child makca an appropxiate response to command

or :ague st

3. Speech. Check (4'if expresses correct word. (Correct vowel pattern is

acceptable.)

Response to sound

11.9

Oat of Videotape

Speechreading

Date of Videotape

Day

4mecb

Date of Videotpe

Day

Mo

Helm:ino Aid

Yr.

1. Drum

2. Large
Cricket

3. Own
Name

z. Small
C.licket

5. Ratle

at.

raN
No.

1.Pines Mama
(locoo oft

/. Give :co
t)e baoy

3. Show me
ttm eyAs

4. Show t:e
thc nose

Tape
No,

1. aye
jimitative)

3ook

5. Shot. me
the :40-..:h

2. Car

3

.4. 3aby

5. Dog

Taal

5, Giva me
the thirt

7. Give naer

oant.
Givs II. 3

tre cmt

5 Shoo

3oc.k

9. 17.7t to

10. Point to
the ivia

U. Point to
the OUll

12. Point to
the Uand

Hand

j Boat

9. K.

lii

J. Omer, 1968



Scored bys

Position:

BQUIPMMT: Automatic Timer
Two Counting Devices

SCORING SHUT II
CHILD WITH PARBNT

Child's Name

Sirth Date

DIA8CTIONS1 Record date of videotape

Record time of tapes I a Initial
12 = 12 weeks
24 = 24 weeks
F = Final

Set timer for.fivrainute interval
Hold one counting device in each hand

Count Item 1 with counter in left hand. Count Item 2 with counter in right

hand,
Record each score. Compute the difference between Item 1 and 2 and record

in Item 3. Repmat for Items 4. 3. and 6.

SPZUCHRUADINO
RISFONSIA TO 30UNO

I
Number of times
parent talked
when child
looked. i

e e
Ws,

0

*64 ji
CI

4
Mawr of sounds
that occur on
videotape,

_
3

Number of sounds
to which parent
called child's
attention.

0

St

4641

Z3
el

Number of times
child looks at
parents face. (A
"lcok" is de
fined as each
time the child
returns his gaze
to the parents
fazeal
Date of Videotape Date of Videot1gipe Dat ofyideot Date o(Vidoot Pe

Day D DAV Day

No, No. . No

Vt. Yr. Yr.Yr.

Tape
Nc,,

Tape
No,

Ta
Noe

Tape
No.

,

J. User, 1968
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BEHAV IOR MOD IF ICA TION

of a
HEAR ING IMPA IRBD C HILD

Education 118 Lynne Angel
DT, R. Vance Hall January 16, 1970

_
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POPULATION: One hearing impaired child, Aimee, from the
time she was 18 months old to the time she was 24
months old.

SETTING: The University of Kansas Medical Center, Parent
Mom Center, a program for the parents of hearing
impaired children, an experimental project funded
by the U.S. Office of Education to explore the
success of early childhood education for the hearing
impaired child. The child and her mother were seen
on a weekly basis for one hour.

OPERATIONAL DEFINITION OF THE BEHAVIOR TO BE MODIFIED:
Any non-acceptable behavior which includes vocalization:
crying, wailing, sobbing, gasping, whining, whimpering.
unhappy vocalizations.

METHOD OF RECORDING BEHAVIOR: Observational Recording
technique, duration. During the 60 minute session I
recorded on paper every time she exhibited the above
described behavior and for how long according to my
wrist watch.

RELIABILITY: The secretary in the next room also kept a
cumulative record of the minutes with a stopwatch.
We had an overall percent of agreement of 98.25.

BASELINE BEHAVIOR: The behavior exhibited by this little
girl was a very independent, stubborn behavior.
Sensory deprivation creates a frustration which mani-
fests itself in many different ways, this particular
way for Aimee. When I came into Aimee's world, she
became very dependent on her mother. She relied more
on her mother's presence than her authority. She
seemed to resent anyone's imposition on her actions,
any limitations at all. The mean behavior was 45,
that is, she cried on the average of 90% of every 60
minute period. The baseline was not a stable one,
different factors contributing. For example, on
July 21, Aimee received her hearing aid for the first
time which affected her behavior for two weeks. Then
it increased again.

1 5



MODIFICATION PROCEDURES: The mother chose as a consequence,
putting Aimee on a small chair in the next room with
the door practically shut. This ideally would be
instituted not only at the Parent-Home Center, bmt
also at home, or wherever Aimee was by her mother,
father, aunt, and myself. Aimee was allowed to come
out when she had ceased this behavior, on her own
and continue with whatever was going on before. If

she did not cooperate, she was again placed on the
chair.

RBSULTS: The behavior quickly lowered itself to a mean
level of 13.5 or 22.5% of the 60 minute session. The

first intervention lasted 7 weeks. The week before
the reversal she did not exhibit the non -acceptatae
behavior.

SCIENTIFIC VERTTFICATION: An unplanned reversal took place.
On November 18 Aimee's grandmother accompanied her
and her mother. She had not been included in the
experiment. Aimee sensed this and turned to her
each time she wanted attention, or sympathy, and got
it. With this alternative presant Aimee's mother
gave up and did not continue to punish Aimee which
raised her mean level of behavior to 60, 1003.

INTERVENTION2: The following week her mother again began
punishing Aimee, on a more consistent basis than ever
before which decreased the behavior immediately. For

the next 7 weeks she maintained a mean level of 5,
9.95. The study ended here on the graph. No post
checks were dcme.

DISCUSSION: I feel the study was very successful considering
how many uncontrolled variables there were: the length
of time the mother followed through at home, the
child's age (this covered a six month period of time
during which Aimee was growing and developing in many
ways, all of which may not have been visible to us.
Her level of comprehension of the desired task was
presumably increasing as the weeks went on.), bow
much behavior modification we were doing before this
intervention began, perhaps just not so formally
named, since the program is designed to improve diff-
erent behaviors in the child; looking, listening, and

1 6



speaking. (The speed with which they can master these
is contingent on their own performance behavior, or
self-discipline.)

Tte method of recording the behavior and obtaining
reliability proved very successful.

Tile modification procedure was perhaps not one I would
have chosen but this is irrelevant for the mother was
the one who had to deal with the behavior and she
evidently was most comfortable doing so this way.

The results were good although not perfect. The

interesting thing NW how the grandmother's presence
frustrated the mother so, that it tuytivated her to be
more persistent than ever, which produced excellent
results.

Another interesting fact was how Leinforcing Aimee was
to her mother, negatively and positively. ahen Aimee
responded negatively to the task and consequence, the
smiler felt discouraged and unmotivated. As Aimee
improved so did the mother. She becaem very insight-
ful into Aimee's needs and responses, which is crucial
for an ideal learning situation.

uu can conclude therefore, that the study was successful
on two counts: the child's ability to perceive a de-,
sired behavior and perform it, and the mother's ability
to perceive non-acceptable behaviors and have in her the
tools by which to manipulate them to be acceptable
behaviors.

Shaping was used in the sense that as time went on more
and more acceptable behavior was required in order to
obtain approval and not warrant the consequence.

These methods may be generalized to many other children
thm procedures and consequences varying with the child
and his behaviors.
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PROCEDURE A PARENT_HIGHT USE
WITH AN

EXCEPTIONAL CHILD

Lynne Irene Angel
May 18, 1970
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"A Procedure A Parent Might Use With an Exceptional Child"

Handicap: Deafness
Age Child: 2 years 2 months
Undesirable Behavior: Child grunting, crying, tapping, hitting, or

stamping feet on floor to get attention.
Goal Behavior: The child's own vocal approximation of "mama" to pet

mother'* attention. (rhis'isloithifftfia child's babbligp
behavior at pteseht, without meaning.)

Parent-Child Education: 8 months in Parent-Home Center.
Child Education: None formally, 8 months from parents through Parent -

home Center.
Description of Child: A is the first child of Mr. and Mrs. C. She is

profoundly deaf, average I.Q., poor equilibrium, and extremely
stubborn. She is a very attractive, chubby little girl. It

took 71/2 months for her to overcome fear of the clinician. She
is rarely around other children. The etiology is unknown but
familial deafness has recently been noted.

Description of Parents: Mr. C. is 26 years old, an auto mechanic work-
Father: ing in a filling stRtioin owned by him and his brother. He

completed 12 years of school. He is tall, fairly good looking,
with full beard. He works 36 hours straight, then sleeps for
12, by choice, rarely seeing A. or Mrs. C. He has never attended
any of the weekly Parent-Home Center sessions. He has attended
2 out of 12 night P.T.A. meetings, both times attired in his
filling station clothing and leaving very ctitical of the other
parents.

Mother: Mrs. C. is 23 years old and a housewife. She is attractive, very
pleasant, cooperative, and anxious to learn how to help A. She
completed 14 years of school. She has attended 43 weekly Parent -
Home Center sessions thus far, all 12 P.T.A. meetings, other
functions the parents have created, and 2 demonstrations by my
request.

PROCEDURE:

Baseline For the first 7 days the mother will take baseline data on the
number of times A. exhibits the undesirable behavior. This re-
cording should be ongoing each time A. approaches mother for
something and exhibits said behavior. It should be recorded on
the attached form. There will be one form for each day where
the mother will note the approximate time of day, what the
child wanted, what she did, and the total number of times at the
end of each day, under negative total.
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Angel 2

Intervention:
Beginning day 8, each time A. exhibits this behavior the mother

will say a firm "no", then take A.'s hand and_using.taction on

sother's face will say "mama", returning child's hand to own

face for her vocal approximation. After A. makas_an_attempt

at this, mother will say "good," hug har and then follow through

with A.'s request. She will do this oma consistant.basis for one

week, continuing the tactile clue and reinforcementv-even when

A. begins saying "masa". She will continue.during.Intervention

to record, now also noting whether her spontaneous effort was

negative (undesirable behavior) or positive (good behavior.)

Reversal:
On day 15 she will discontinue reinforcement and record for 3

days what A.'s behavior is.

Intervention 2:

On day 18 she will reinstitute reinforcement and record behavior.

Mrs. C. can be in telephone contact with me at any time. Plus I

will see her 3 times, during the 20 day period at her regular

weekly Parent-Home Center session.
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SENAVIOR: Getting Notber's attention by
granting, crying, hitting, tapping, or
stamping feet on tbe float.
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INTERVIEWS WITH PARENTS

Dorothy Lane
Spring, 1969
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Appreciation

I wish to thank Dr. Franklin Shontt for guidance and

direction in the development of this project,_Dr. June Miller

for consultations and the generously open door to the pro-

gram she provided, the staff of the.Parent-Home Center for

their hospitality and helpfulness.tbroughout - for misting

me in arratging appointments, allowing me_to_comeinto any

part of their program in which I had_an.interestl.and making

me feel like a member of the program-while-there.- those

who assisted in rating the
interviewsand_lastly and most

profoundly the parents who gave_their.time-and_themselves to

the project, and by so doing afforded me_a_peak.like experience

-insightful, meaningful, inspirational.

I look forward to further.discussion_with the staff on

June 2nd about the results of this project.and to discussion

with parents later, if this is still of interest.
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INTRODUCTION

Purpose - Goal

The purpose of this research project,was_thraefold:

- learn more about what.life..is_like_for preschool

children who have hearing impairments and for their families

- learn more about parental adjustments to the

knowledge of their children's hearing,limitations

- become acquainted with a relatively, new concept

and facility for the 'habilitation' of preschool age children

with hearing impairments and their parents.

The goal of this project was the realization of these

purposes, and the setting chosen for this investigation was the

Parent Home Center of the Hearing.and_Speech.Department, Univer-

sity of Kansas Medical Center, Kansas City, Kansas.
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PROGRAM

The Parent Home Center is located one half block east

of the Children's Rehabilitation.Center,.on.the. campus of the

University of Kansas Medical Center,.Kansas.City, Kansas. A

two-story duplex has been converted for this program's use.

The upstairs of the building houses.staff.office space. Down-

stairs facilities include a receptionwaiting.room, a living

room, kitchen, bedroom, bath, and an all-purpose room at various

times used for staff meetings, group_work.with.children and

parents. An attempt has been made by staff.to_keep the house as

simple in furnishings as possible, with an eye also to attrav-

tiveness, in order to create a home-like atmosphere not too

different from homes of the children and parents who use the

facility.
The Parent Home Center is a part of.the Hearing.and

Speech Department of the University.of Kansas_Medical Center,

and is a home demonstration program initiated through a grant

from the United States-Office.of_Education.in April, 1967.

Miller (1968) describes the purpose of.the program as

follows:
1) to help parents develop at a.very early.time in

the life of their child procedures_and.techniques
for working with their.child;. .

2) to initiate the communicative process4.

3) to have a better educational_evaluation;

4) to have a better audiological evaluation; and,

5) to develop a better understanding and attitude

between the parent and child. (p.33)

The program is staffed by one full time and three part

time teachers of the deaf, a part time audiologist, a part time

psychologist, and a receptionist. Dr. June Miller, Chairman

of the Hearing and Speech Department, University of Kansas

Medical Center, is project director.
Children and parents are referred to_the.Hearing and Speech

Department from Pediatric, E.N.T. and Oirth-Defects Clinics

within the Hospital, as well as from private physicians who

know of the project. Admittance into the Parent-Home Center

program is then recommended when this is appropriate.
On the first visit to the Center a video tape is made of

the parent and child, and of the teacher and child. This pro-

vides a baseline against which to evaluate the child and parents'

progress later. The focus of the video taping.is.on.how will

the child attends to speech, his parents and the teachers; the

methods parents use in communicating with thair.child; and to

what things (auditory and visual) the child gives his attention.
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On the twelfth visit a second video tape.is_made as an
evaluation of change in performance.during.twelve...weeks of
parent and child participation.in the_program.

The curriculum of procedures follawed.in.the-program
includes auditory training, visual training, and_vocal re-
sponse stimulation. Parent and teacher.together_work.out
the content of.the.curriculum,. and. the.teacher...assumes re-
sponsibility of coaching the parent in.teaching_his child.
The philosophy of this procedure.is.that the.teacher can be
of assistance to parents by.reinforcing.parent!s behavior
that is most helpful to the child.

Appointments for most families are scheduled.once a
week. In addition, for some children this semester, two
small groups of children (four in each group) came for a
group learning experience,.and parents participated in small
group discussion sessions with.one of the.teachers at that
same time. The parents' group meeting was.non-directive in
character and offered a chance for mothers_and one father,
to air concerns, and other matters of mutual.interest.

For all parents, a once a month parent.meeting is con-
ducted, planned by the teachers around topics of general
interest and need.

My participation in the program included: observation
and participation in a monthly parent group_meeting, and in
four sessions of a small.parent.discussion.group; observation
of an individual parent-child-teacher session; observation of
four children.in a small.group session; one viewing and dis-
cussion with staff of video tape.ratings;.participation in
several staff meetings, and interviews.with nine parents.

These experiences did fulfill my.goals.for the project:
furthering my awareness of what life-is-like for some pre-
school age children with hearing.impairments.and_for.their
families; becoming acquainted with a new.concept and program
of 'habilitation' for preschool age.hearing.impaired.children;
and, through the nine parent interviews,.gaining_information
and insight into adjustments.of parents to their children's
hearing impairments. This last topic is the focus of my

report.

PROBLEM

Dr. Franklin C. Shontz and Dr. Stephen L. Fink!s theory of
Reactions to Crisis (1964) provides the basic theoretical
framework for this part of the research project. A chart of
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their scheme is included in the appendix, page-i.
This theory.of crisis reaction was presented.by Dr.

Shontz in lecture to a Speech and Hearing Workshop audience
at the Kansas University Medical Center, May 14, 1964. Since

then, some staff members have used it informally.as a guide
in forming an impression of where parents might.be in reaction
to the confirmation of their child's.hearing impairment. They

indicated it could be even more useful.to them.if.a scale were
available that could provide.a.measure_of.parents.! level of
adaptation to this circumstance in their.lives.. This research
project represents an attempt to begin the development of
such a measure.

Dr. Shontz suggested consideration of some kind of a pro-
iective technique, such as sentence completion or.projective
stories for this purpose. The former suggestion was adopted.

A sentence completion form was develoned,.following the
Shontz-Fink theory, and used in interview with nine parents
involved in the Parent Home Center program.

REVIEW OF LITERATURE

Reaction to Crisis

The Shontz-Fink Crisis Reaction theory is.broad.l.n its
applicability to any crisis event. In.regard to hearing im-

pariment in young children, it is.to_be.expected.that knowledge
of that disability in their children is likely to.present such
a crisis situation to parents, and that.the parent may experience

some or all of the phenomena described by Dr. Shontz.
By any definition, he points out, crises.necessitate a

sudden restructuring of the psychological organization. Shontz

and Fink theorize that the process follows in.these.stages:
shock, realization, defensive retreat,.acknowledgement, and
adaptation. The final stage, adaptation,.requires a chanPe.
It is not merely a going back to some previous state. Rather,

it demands a shift, a reorganization and restructuring, and a
new way of approaching all aspects of living.

They conceptualize and separate, aspects.of.living into
these areas: self-experience; perception.of.reality; the kind
of emotional experience the person has; his cognitive structure
and his physical status. They add an area.called.social organi-
zation, to point to the parallel faced by society.in.times of
social crisis. For the purposes of this paper,.this last aspect
will not be given further attention, as such.
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A brief summarization of each phase follows..

Shock represents the initial encounter.with_the-critical

situation. Predominant at this point in time is-an. experience

of numbness, as if there were no feeling,.no self...The person

is acutely aware of wbat he has facing him.. He.sees it very

clearly and very sharply. Emotional reactions are void, or

sometimes may be expressed as pleasant. No.need is_yet realized

to plan for the future. Physically, a.person may. be able to do

a great many complicated.things, and.yet notieel_responsible

for them. This is.referred to as."depersonalization." He

may not see the total social situation because.his. focus is on

his own concerns.
Realization of helplessness, stress.and_threat follow the

period of shock. The self-structure is threatened, and a person

begins to worry. His perception of reality becomes less well

organized. Panic and high anxiety result in an inability to

plan, and an inability to understand the situation. A kind of

depersonalized, objective assessing and diagnosing. the amount

of damage may take place.
Ddfensive retreat is an attempt to return to ''what was"

before the critical event took place. Denial may be used in

this attempt to restore the old. Refusing to.admit there has

been a change means there is no.need to_adapt. Repression,

suppression, or wishful thinking might.be.used.in.an attempt to

avoid the problem. As.denial takes.place and.provides psychic

relief from the pressures of panic, a sense of.relief may be

experienced until reality has to be faced again, then anger

may be the reaction. Denial brings rigidity and unwillingness

to think about change.
Acknowledgment includes an encounter with reality and an

awareness that it must be acknawledged and.accepted. As this

happens, there is again renewed stress.experienced as recogni-

tion takes place that escape is not.possible. Giving up one's

old self and mourning the loss is an.important.part.of this

phase of adjustment (and one often.overlooked.by.those working

with people who have disabilities). Whereas.denial takes place

all at once, breakdown of this defense has to take place step

by step. Thus a breakdown of rigidity may occur.slowly.

Finally, adaptation or adjustment,.with.its.implication
of

change, may occur. A sense of renewal may.accompany this ex-

perience, bring with it a wider perspective of.reality.thail_the

person had before the change. A gradual.lowering of-anxiety

occurs and concommitantly increasing feelings.of.satisfaction.

The person thinks about things differently, and.is_ready to make

use of new ways and new ideas for doing things. Some re-evalua-
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tion and acknowledgment of inadequacies of the old.may
accompany this new growth and effort toward redirection.

"Gradual" is the word Dr..Shontz suggests be.used in
regard to the time involved in an individual's moving from
shock through realization, defensive retreat and acknowledgment
to adaptation.

Sentence Completion Method

Sentence completion is a projective.technique.fairly
widely used in clinical work and somewhat_less used.for research
purposes, according to.Goldberg's survey (1968). . He found this
projective technique most.used_and.useful to-clinicians in the
evaluation of interpersonal attitudes,.and_in_the_assessment of
adjustment'and of anxiety. The major.criticism of.the technique,
according to his survey respondents, is.the.generally broad, non-
commital nature of responses often given to a.sentence completion
task. A major support for the method,,offered.by.the respon-
dents, is its usefulness in sensitizing the clinician to fruit-
ful areas of discussion in the interview...Flexibility was also
cited as a major advantage and probably.this.is the most charac-
teristic property of the sentence completion_method.

Neuringer and Orwick (1968) cite.Sundberg's report that
the sentence completion test ranked twelfth among all psycho-
logical tests used in a sample of clinical facilities in the
United States. They point to this test's.positive.qualities,
economy of effort of administration and interpretation, and to
the negative, variability of the.interpretation.due to lack of
precise validation data.

In their research Neuringer and Orwick attempted to vali-
date two anxiety measures, the Renner, Maher and.Campbell and the
Borgotta and Meyer scoring systems. .They found both techniques
were more effective in identifying individuals who.were charac-
terized as being highly anxious and less useful in.discrimina-
ting among other levels of anxiety.. This.research may be of
further value in future refinement of.the.sentence completion
inventory used in the present project.

One additional interesting point made by these authors, is
that the sentence completion technique taps the more superfi-
cial, public levels of personality and so, can easily lead to
censoring of responses by the respondent.

Rohde (1957) implies the positive value of.the sentence
campletion method as being implicit in its.nature. She states

"The differential characteristic of the sentence_completion
method and other devices of.its type for exploring,personality
is their employment of an indirect approach, as,compared with
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the direct approach ordinarily used in questionnaire-pro-

cedures. In the sentence completion method,.the-subject is

presented with beginnings of sentences which. he is.requested

to complete in any way he wishes,.the.assumption being.that

he will reveal more readily his thoughts, fantasies, and

emotional conflicts than he would in direct questioning." (p.3)

According to this author, two important .characteristics

of the sentence completion instrument are: .wellselected

stimuli items, not too highly structured; and.instructions

that don't interfere with the subject's spontaneity. of

thought processes. Highly structured stimuli,_she.points

out, are likely to produce more.rather than.less distortion,

evasion and omission of the subject's expression_of.thoughts

and feelings.
She quotes Holsopple and Miale's criteria for.selection

of test stimuli (Sentence Completion. C.C..Thomas Pub., Spring-

field, Ill. 1954), "In summary, .the openings.which deserve

a place in sentence completion are those which threaten

least and expose least obviously; permit.variety of expression

and flexibility of interpretation; lie within the experience

and understanding of the subject; are relatively, unstructured;

invite completions which can be interpreted.similarly by

different clinicians; and invite completions from which in-

ferences can be checked against external fact." (p. 34)

In regard to administration, she emphasizes that there

is no special virtue to eliciting rapid responses. In fact,

spontaneous responses may bring forth.unconscious defense

mechanisms more quickly than do responses that come after

the subject has had some time for deliberation, and thus,

may be more difficult to analyze. ._

Interpretation and analysis of sentence_completion

material, generally, tends to be subjective,.and. formal

methods of establishing reliability and validity of test data

are found wanting, as has been discussed. .Rohde suggests

that some authors believe this is at the same.time a lia-

bility and an asset to the method, and that there.is no

real solution to the problem. In fact, it has.been.suggested

that the examiner himself is an integral part.of.the.instru-

ment, and that validity and reliability.have.no.meaning.

unless this quality, the examiner.component,.is_known. One

way of handling the problem of analysis is to secure.the

judgements of other persons, and check them one against_the

other. . .

Rohde discusses the historical background of the develop-
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ment of the sentence completion method and_a_review_..of.

research on this non-directive, projective.technique.that is

helpful in putting the present project-into.perspective.

However,..since an extensive review of.the.subject is not the

intent of this paper, presentation of this material_will be

omitted. In the Procedure section.of this paper.Rohde's

comparison of stimulus items.from.various_versions_of.sen-

tence completion material.is.cited-as.having.been.used.
The reader's acquaintance with theseother.versions.is

presumed. For one who may not have this .background of

information, Rohde's historical review (Chapter I) will be

helpful.

Parents

A brief review of certain references on.Parents is

included in order to provide background.against which to

view the population of nine parents from the Parent Home

Center who participated in the sentence completion.interviews

of the present investigation.
Adams (1962), writing as the father of two hearing im-

paired daughters, identifies five dimensions.to the.problem

of hearing loss in children: the parent;.the child; the

parent-child relationship; the professional and educational

setting; the hearing world. From a parent's point of view,

he says the help he would like from professional persons

includes psychological counselling for.both child and parent

by a psychologist or counselor thoroughly.familiar with the

psychodynamics, educational and social.problems.of hearing

impaired children. He says that at times the parent is as

much the patient as the child. Parents of hearing impaired

children may find themselves even more.pressed.for time and

pressed into even more diverse roles.than.parents.ordinarily

face, he thinks. For instance, " They_may.(need.to) become

local politicians, educators of the educator, programmakers

and bus drivers, plus a dozen.other things in.order to ac-

quire for their hard-of-hearing child a reasonably.good

education." (p. 548)

Hedgecock (1955), addressing parents, says,".I.think

it is the rule, rather than the exception,.for_observant

parents to be relatively sure in their own minds-whether or

not their child hears before the physician ever. gives/an..

opinion ... (but that) in the face of. behavior.thatAs dif-

ferent from normal, intelligent parents cannot accept the
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very assurance they are looking for... (and).the....quest.goes

on until someone examines and . studies-the-child.carefully
enough to convince the parents that.an accurate-diagnosis

has been made." (p. 435) .

His observation of parents' reactions.to.confirmation

of their children's deafness is_that_while,grief_and:be-
wilderment may follow, he finds that. for.many.parents. it is

a turning point between.confusion and.resolute_action-Oe-
tween acknowledgment and adaptation.in Shontz.and_Fink's

theory). Hedgecock thinks the most.devastating_period,
emotionally, for parents is the one.of.uncertainty, when

the need to do something_is felt strongly,_but.not knowing

what to do and being afraid.of doing something wrong, leaves
them in a turmoil.

He advises parents that their most important_responsi-

bility to their deaf child is.to instill in him confidence

that he is accepted and loved as he is. He cautions that they

not become over-jealous in their role of teacher to their

child, to the neglect of their responsibilities as.parent.
Fuller (1962) also emphasizes.parents' responsibilities

in the emotional adjustment of their.children to.hearing

impairment, quoting Nina Ridenour, (Building Selfr-Confidence

in Children. Scien. Res. Ass., Chicago,.54, p..37) "The

single most important factor in determining the child's

attitudes toward his handicap is the attitude.of his parents.
In other words, the extent to which any handicap handicaps
depends to an important degree on the way the child and his

family feel about it." (p. 320)
He discusses attitudes of acceptance and objectivity

that he thinks are helpful for parents to.have in agsisting

their children to develop realistic emotional.adjustments to
deafness. In this regard he raises.some.interesting, perhaps

provocative points. He states that he.thinks_one.attitude
that interferes with the acceptance of.the deaf child.is

the denial that deafness is a handicap. Though it.is clearly

not the same handicap for all children, he.points.out,.it

does most often alter life for a child, the.effects_tending

to be restrictive, and that_accepting.the_restrictions.it
imposes is necessary to accepting.deafnessOther.aspects
of parental attitudes of acceptance include: . not blaming

themselves for their child's hearing problem, and_not.viewing

the hearing impairment as a punishment. -

To develop an attitude of objectivityr.he_thlnks7it helpful

for parents to observe the following. (Again, there is room for
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child's abilities and interests, recognizing the.possible limi-

tations of educational achievement imposed by the language de-

ficiencies resulting from deafness. Avoid over-emphasizing

the importance of speech for, as he says, "the.quality and

intelligibility of a, deaf person's speech is largely irrele-
vant to his development of social competence.and emotional

stability...The mere.fact.that hearing people can talk does
not seem to save them from social inadequacy or from emotional

confusions." (p.323-4) A third point in developing an objec-
tive attitude is to avoid categorizing a child according to

some concept of a 'hearing impaired personality', but, rather,

see him for the individual he is.
Two attitudes he thinks are helpful for children hearing

impairments to have are: attitudes of independence and con-

fidence. In this regard he brings up the question of whether
mothers can be mothers and teachers as well. "Mother ideally

is a source of boundless love, unfailing sympathy, never-

ending support and encouragement. Teacher, on the other hand,

must disapprove, must press for improvement, must be more or

less objective and impersonal in evaluating progress, and may

even have to flunk her pupils. The shift from the role of

mother to the role of teacher and back again is difficult for

some mothers and occasionally impossible...(though) the great

majority of the mothers I have known alternate between mother
and teacher with some degree of success.". (p. 327) He brings

this up, he says, not to discourage mothers from trying to
teach their children basic communication skills, but only

that they be aware of the dual role they are playing, and of

their first responsibility as mother.
Streng et al (1955) also cautions parents.to be aware of

their duo-role in being parent and teacher as well. Their

caution is more to the point of not pushing too much, too fast

in their zeal to take every opportunity for.language stimula-

tion, not letting a minute of the child's important. early

years be wasted. They point to greater success in learning
coming when parents guide and teach as a matter.of course
in the total context of their contacts with their child during

the day rather than by the clock.
Wright (1960) cites numerous research findings concerning

parental attitudes and parent-child relationships. She dis-

cusses the problem of dependence-independence, overprotection-

overexpectation that many parents of children with disabilities

have in nurturing their'child to self-responsibility. Cultural
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expectations play a part in parental attitudes in this,re-
gard, in our culture independence is highly.valued.and de-
pendence disvalued. This cultural_value_may.complicate
parents decisions about appropriate.amounts.of_dependence-
independence to nurture in those of their children who have
some kind of disability that may.realistically.bring more
and longer periods of dependency.

Parents are subject to not only their.own.attitudes
and those of society in general,.in.this.regard, but also
to those of other family members.and.neighbors, who may
criticize them for overprotecting on.the.one hand, or
overexpecting on the other hand.

Quoting from a study by Langdon and Stout.(These Well-
Adjusted Children . New York: John Day,.1951.). she presents
what can be a guide to parents in this regard:..."loving
them and letting them know it, thinking of them as people
and treating them so, appreciating what they do and trusting
them and telling them so, and above all letting them know
they are wanted." (p. 54-5)

Another problem faced by parents when a child.of theirs
has a disability is that of hope versus stark reality. Wright
proposes two guiding principlse: first, the realistic state
of affairs relating to the current welfare and_planning for
their child must be faced and discussed; and second, the
emphasis given to the reality of the future can be guided by
indications the parent gives of his readiness and need to
know it.

Avery (1958) places some emphasis on.parent_involvement,
along with early detection, early and effective use of ampli-
fication, early education, and communityacceptance, as having
had an important place in rendering the hearing.impaired child
less "handicapped" by his particular difference.

Myklebust (1954) identifies three steps.in.making a dif-
ferential diagnosis of auditory.disorders.in.young.children:
history taking; clinical observation; and clinical.examination.
REliance upon parents for information.at the_first step is
essential, and skill on the part of the.interviewer is impor-
tant in order that the parent is able to provide.the most
helpful information. Sensing parents' feelings, wishes, and
fears is helpful in interpreting information parents contri-
bute in their initial interview in a diagnostic evaluation of
their child.

Myerson (1955) disucsses the importance of parental
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attitudes and responsibilities in setting_appropriate,.standards
of expectation.for their children with.hearing-Impairments.
From parents, young children.detive_the.foundation of.their
standards, values and self,image. He_discusses-hpw normal it
is for parents who have not lost their.hearing.to_want to
build the child in their own.image - "I want my.child.to
learn to speak and to become as normal.as.possible." When
parents can see hearing as,one . tool, .value,.. characteristic ,

and see that the child.has.many in addition.to.this one,
they may see the loss of that tool.in better perspective,
and thus help their child to so view.it, he.proposes.

Janis' disuccion of the place of preparation and rehearsal
of coping behavior prior to a stressful experience has impli-
cation I believe, for parents' reaction to the knowledge of
hearing impairment in their children. He states, "The assump-
tion is that a person's capacity to assimilate a stressful
event without developing residual emotional disturbances de-
pends upon the degree to which he has mentally rehearsed the
danger situation in advance and.has worked out reassuring
concepts which can function effectively to counteract feelings
of helplessness. According to this assumption, any given set
of frightening events...will be likely to give rise to emotional
disturbances if the person has not gone through the process of
preparing himself beforehand with effective reassurances with
which to control his fear at times when perceptible danger is
at hand. The exigence of stress impact may be momentarily
frightening, but if the person is psychologically prepared,
he is less inclined to develop a residual hypersensitivity to
the cues present in the danger situation. Moreover, he is less
likely to interpret the behavior of danger-control authorities
as punitive, negligent, or sadistic if he has correctly anti-
cipated beforehand the occurrence of pain, discomfort, and
the authorities demands for passive submission to body manipu-
lation." (p. 348-9)

The implication I find in this is at least one variable in
parent's reaction to knowledge of their child's hearing loss
might be the amount of time they have had to psychologically
prepare for this knowledge. Though his discussion is based
on how people face anticipatory fear in reaction to one parti-
cular type of stress situation, I wonder if one could anticipate
that, among other variables, the mother who has rubella and is
told of the possible consequences to her unborn child-hearing
loss, mental retardation or other birth defects may have the
opportunity to prepare for the later confirmation of her child's
hearing loss? And may she, in fact, experience some relief that
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it is less a disability than others she might have
imagined?

PROCEDURES

Instrument

As stated in the introduction, the purpose of the sen-
tence completion interview.was.to learn more about what life
is like for some preschool age children who have hearing
impairments and for their families, and to understand better
the process of parents' adjustment to confirmation of their
children's hearing impairment, according to the Shontz-Fink
theory of Reactions to Crisis.

Therefore, in the construction .of.the sentence completion
form sentence stems were selected.that would, hopefully,
elicit responses indicative of the.stages of reaction to crisis
identified in this theory.

Items were chosen by the following procedure:
- Study and analysis of the Shontz-Fink scheme

stimulated development of the basic stem items.
- Dr. Shontz reviewed the.preliminary list of

stems, and made suggestions for further development of items.

- Items thus far under consideration for inclusion
were studied in comparison to Shontz's Highland View Hospital

Sentence Completion Form, and revisions, additions and dele-
tions were made.

- Comparison of these stimulus items was then made
with those presented in Rohde (1957) as a comparison to her
form (p. 53-59), and further modification was made, taking par-
ticular note to retain those items most.used in other forms
when they were of pertinence to the intent of this study.
(See Appendix, p, ii for Work Copy I).

- The reaction of members of the Seminar in Soma-
topsychology was solicited, and revisions made in light of
their reactions.

- Parent Home Center teachers were asked for their
reactions and suggestions, and these were incorporated into
the form,

- The list was then pared from approximately 95
possibilities to 60 items, keeping about 10 items in each of
the six areas of the Shontz-Fink scheme, and giving priority
primarily to those items most used in other sentence comple-

1.40410006g04
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tion forms when they fit into my conception of the Shontz-

Fink theory. (See Appendix, p..iii for Work Copy II).

- Slightly further revision was made in the first

two interviews, then, because of the small sample anticipated,

an attempt was made to present as many of the same items to

interviewees as possible. The form is considered to be

very open to further revision, however.

Rohde (1957) suggests.that.in the.selection and arrange-

ment of stimuli, items that are expected to elicit information

relating to everyday life.and of least emotional content be

placed in the first part of the blank, and those more ept to

involve emotional content be placed in the latter part This

suggested arrangement was followed in developing the present

sentence completion interview.

Population

Parent Home Center teachers suggested parents for par-

ticipation in this research on the basis of expected cooperation

and of time available to stay an hour longer or come an hour

earlier than their regular appointment in order to see me and

not interfere with their appointed time with teachers. One

additional criteria was added to the selection procedure
when I found it possible to be at the Center only on Tuesday

mornings. Fortunately, most of those parents suggested were

by then involved in a Tuesday morning small discussion group

and could still be kept in the sample.
Because the focus of the study was exploration of the

possibility of developing a way to measure the Shontz-Fink
Crisis Reaction theory, teachers were asked to indicate their

impression of each parent's acceptance or non-acceptance
of his child's hearing loss. Of the group, four parents were

identified as accepting, and five as non-accepting of the

disability at this time.

Data Collection

In a very busy.house, on probably its busiest day of the

week, it was no surprise to find it a challenge sometimes to
find a corner to use for,the interview. Staff members were

exceedingly helpful, parents extremely patient, cooperative

and able to concentrate on what we were doing, and children

likewise patient with the inconsistency this brought to their
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expected routine, and generally settled to play with what-

ever play materials were available (in.one instance a mother's

purse when the supply of toys we took with us was exhausted).

The interviews generally were conducted with the mother

(or mother and father in two instances), the interviewer, and

the parent's child or children if the extra time involved that

day had necessitated bringing other children in the family with

her, present. Though sometimes someone was working in an
adjoining office, kitchen or other area close by. (And then

there was the time that visitors came through the Center!)

The procedures followed in introducing and (otherwise

than the above noted inconsistencies) conducting the interview

were consistent. I introduced or re-introduced myself. I

had met some parents at the beginning of the semester at a
monthly parent group meeting. I mentioned my previous ex-

perience with Parent Institute since most of them have attended

the Institute, and this common experience might assist in

lessening the newness of the interview experience and be an

aid in developing rapport. My interest in learning more about

what life is like for children who have hearing impairments

and for their parents was explained, and the sentence comple-

tion idea was introduced as a way of assisting me in this

pursuit.
Interviews lasted from 45 to 60 minutes. If time became

short and it was appar,Int we.would be unable to complete all

items, I used my judgement.about.which items to include, try-

ing to take into consideration those items that might have
been covered in previous answers, and what I considered after

several interviews to be key items.

Analysis

Global ratingE"of each interview were made by five persons
independent of knowledge of one another's ratings.

The rating instrument (See Appendix ) used by the judges

was constructed along lines of the Shontz-Fink scheme. It

consists of four areas designated A,B,C,D, that parallel the

first four Shontz-Fink "content areas": self-experience,

reality perception, emotional experience, and cognitive structure;
and two areas designated E,F, from the last two Shontz-Fink

"content areas": physical parallels, social parallels, that

were somewhat adapted to: physical aspects, and social aspects.

Included in each area are five statements representing
Shontz-Fink's five phases of adaptation: 1) Shock; 2) Real-
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ization; 3) Defensive retreat; 4) Acknowledgment; and,

5) Adaptation. A sixth statement was added for use if it

was not Possible for the raters to use any one of the first

five statements in rating the interview. The rater was

instructed to use number 6) rarely, only as a last resort,

and to include his reason for its use.
The order of presentation of interviews to each rater

was varied, in an attempt to discount any bias that might

occur as the rater became more proficient in use of the

instrument.
Five professional people with some years experience in

their work (with the exception of Rater No. V) participated

as raters in this study. They were chosen to represent

various professional fields, though all have had some back-

ground of education in and experience with psychological

principles. Rater No. I is a psychologist at the Kansas

University Medical Center. She is not working directly

with the Parent Home Center. Rater No. II is a psychiatric

nurse. Rater No. III is the director of a program of religion

and psychiatry in a psychiatric clinic. Rater No. IV is a

nursery school teacher whose professional preparation was

in a child psychology program. Rater No. V is a young wife,

as yet without children, who had the usual.general psychology

college coursework plus some work in.anthropology. Rater No.

III is a man, the other raters are women.
Raters were instructed to read each interview in its

entirety, and then to complete the rating form, making and

marking one rating in each of the.six areas of the form.

Each rating form was then tabulated, and the total number

of points given each interview was noted. Each rater's nine

interview ratings were divided into two groups--those receiving

a high number of points and those receiving a low number of

points.
The judges ratings of high and low as measured by this

rating instrument, hopefully reflecting the.intent of the

Shontz-Fink scheme of crisis adaptation, were then compared

with the teacher's impressions of these parents as being

high or low in acceptance of their children's hearing losses.

Results

Following are the results of each rater's evaluation of

each interview. Based on the total number of points assigned

the interview by the rater, interviewees are arranged into
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two groups: high (on the .Shontz.,Fink scheme) and low (on

the Shontz-Fink scheme). The number .of .points .assigned is

noted beside the name of each interviewee,

Rater High Low

1 (AM) Har 24 Con 17

Mag 26 Her 16

H 30 B 10

K 28 McC 17

Aly 27

2 (HW) K 30 McC 22

B 30 Her 21

Aly 30 Har 20

Mag 28
H 27

Con 30

3 (TO B 28 Her 18

Har 27 Aly 19

Mag 26 McC 7

H 30

Con 29
K 24

4 (CT) Con 30 McC 14

Mag 27 Aly 20

H 26 Har 17

B 30 Her 16
K 14

5 (CH) 11 28 Her 13

Aly 29 Con 16

K 23 B 16

McC 18
Mag 18
Har 18

The teachers' impressions .of these interviewees as being

accepting or non-accepting is as follows:
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Acceptinfi Non-accepting
Har

Mag Con
Aly
Her
McC

A comparison of the teachers' impressions of accepting

parents and the raters' evaluations of those whom they

scored high on the rating scale reveals in general, raters

support of teachers impressions.

Teachers Raters

A. Parents: II
1 - 2 - 3 - 4 - 5

Mag 1 - 2 - 3 - 4
1 - 2 - 3 -

B 2 - 3 - 4

A comparison of the teachers' impressions of non-accepting

parents and the raters' evaluations.of those whom they scored

low on the rating scale collaborate at the extreme end of the

ratings, but less so away from the extreme.

Teachers Raters

N.A. Parents: Her 1 - 2 - 3 - 4 - 5

McC 1 - 2 - 3 - 4 - 5

Har 2 4 - 5

Con 1 5

Aly 3 - 4

Combining the five raters' evaluations for each interviewee

provides another way of looking at the .data, and points to this

same finding when compared with teachers' impressions.

Teachers Raters' Teachers' Raters'

Accepting (High Rating) Non-Accepting (Low Rating)

H H 141 Har Har 106

Mag Mag 125 Con

K K 119 Aly

B B 114 Her Her 84

Aly 125 McC McC 78

Con 122
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In summary, raters' evaluations collaborated teachers'

impressions at both extreme_ends of the continuum.. Both

teachers and raters saw H, Mag, K, and B.as accepting and

adapting to their child's disability. Both teachers and

raters saw Her, McC, and Har as mon-accepting and at a

lower stage of reaction to their child's disability.

The difference in how teachers and raters saw Con and

Aly would be interesting to pursue.. One possible influence

in regard to Aly was that the teachees impression was more

influenced by-tha father's attitude than by the mother's,

and it was the mother who participated in.the interview, so

this finding may not be as contrary to expectation as it

appears to be.

Discussion

The close agreement between raters and teachers in the

placement of seven of the nine interviewees in the same

groupings - high (accepting) and low (non-accepting) tends

to support the first attempts at development of a measure

to evaluate the Shontz-Fink levels of reaction to crisis

theory.
Albeit a gross measurement, it is a first step and

generally positive nature of findings is encouraging to

further refinement, and development of both the sentence

completion interview form and the rating scale.

Further statistical treatment of the present data would

be valuable in confirming (or disputing) the tentatively

suggested results reported.in this paper. An item analysis

of sentence stems should next be made in order to further

refine the Sentence Completion .Interview.form. Likewise,

an analysis of rating scale statements.is next in order in

the refinement of that scale.
In relation to his theory, Dr. Shontz has described it

as a kind of approach-avoidance .theory. That is, movement

from shock to adaptation is not conceived to occur as a
smooth line in one direction. Rather.it is theorized to

occur in a hill and valley kind of way, with alternating

periods of approach and avoidance, of movement toward and

movement away, of acceptance and non-acceptance with the

direction of movement continuously forward through these

high and low periods, gradually,.over.time, renewed growth

may be achieved. Perhaps the line of this movement follows

or is analogous to Shontz's (1965) conception of the line of
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anxiety.level through the five stages of reaction to

crisis.
Following this theory, one might expect more.hostility

and bitterness, more extreme reactions, more.ambivalence,
more extremes of movement_toward and away.from in the early

stages of reaction to crisis. Some.of this kind of behavior

is seen in the interview information.of the Hat parents, who
in time are still fairly.close to.the.confirmation of their
daughter's hearing loss..

As movement progresses toward.adaptation, one might
expect less extremes in adjustment, fewer vacillations,
acceptance with less anxiety. Some of these kinds of be-

haviors are seen in the interview material of Mrs. H.
In addition to an interest in_examining.parental reaction.

to confirmation of their child's hearing loss, some other

interesting insights into life of.children.with hearing im-
pairments and their parents were gained through the interviews.
Some questions were raised that would be interesting to pur-
sue in discussion with teachers and perhaps.in further research

in the area of parent-child relationships and interactions.
Very generally, at some point in most of the interviews a

child's strong willedness was mentioned. .It might be discussed.

as independence, temper, or some.such, but it so very often

came up as an aspect of these children's, personalities that

it raised a question in my mind.about whether a child with a
hearing loss may be more assertive of himself in attempt to
control when he has less control of one facility, one tool,
for coping with life? Or.is.the_age of these children enough
to explain the phenomena? .This-is atime of_life, at three

and four, when children normally.begin to.assert themselves.
Is this enough to explain the predominance of this behavior
in their children as reported by_these parents?

Another very generally.clear.picture.one has from talking
with these parents is the.greater amount of Involvement the
parent has with the child who.has.ahearing losn...More in-
volvement in a teaching capacity; more.involvement in time
spent with the child; more involvement in community enter-
prises and efforti on behalf of their.dhild or.other children

with disabilities One wonders whateffect.this may have on
other family relations? One mother.talked.briefly about one

other child in the family having-problems.in.relationship.to
the child who has the hearing impairment, and how this gets
the whole family involved in disruption.at times, Another

talked of the other child in the family wanting to be with
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t:ormal Tolerance limits

Shock Realization Defensive
Retreat

Acknowledgment

(Figure 2)

TDO

Renewed Growth

(To briefly explain the figure: the horizontal axis

of the graph represents time. There are not specific

units, the phases are simply represented in their

approximately correct temporal relationships to each

other.)
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them whenever.they tried.to.have_tbeir_teaching.time with

the child who has the hearingJoss, and_the planning this

required in order that he not.feel left out, but/also that

they might have.the lesson-time with the.other child.

A third theme running.through the.intexviews was a

generally high concern for .school .placement in near and far

future. And akin to this,.in.part, though also another theme

in its own right, was.that_of the_stress onnormalcy that pre-

dominates most.ofthe.interview material.. ,Roth.topics mould

:be interesting to discuss further_with staff.and perhapL, with

parents themselves at a future time.

Conclusion

In conclusion, this.was a tremendously meaningful ex-

perience for me. .The,goals of_the_project2were.more than

fulfilled, from my standpoint. Observing.and participating

in the Parent Home Center did_offer .an.opportunity to enlarge.

my awareness of what-life is-like_forsome.preschool age

children who have hearing disabilities_and_for_their.families.

It did offer an opportunity to become acquainted with a new

concept of and facility.for 'habilitationl.of_young children

with hearing impairments and.their.parents.. .Through.the

opportunity it.afforded to interviewnine_parents at the Center

it did deepen my awareness of parentaLadjustment.to,children's
disabilities, and provided.me,with the opportunity.to begin the

development of an instrument.to measure the Shontz-Fink Theory

of Reaction to Crisis.

14)7
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TEACHING BEHAVIOR MODIFICATION TECHNIQUES TO
PARENTS OF HEARING HANDICAPPED CHILDREN

by Lou Hoover*

Some hearing handicapped children are difficult to manage
behaviorally. Parents of such a child may report that they feel
uncomfortable disciplining their child because they can't explain
the reason to him, or that they find the hearing handicapped child
more difficult to manage than their normal hearing children because
they cannot use verbal cues with him. A child whose hearing loss
was not discovered until the age of three, four.Rr five may present
particularly severe behavioral problems. Often fiarents of such a
child have been trying in vain to teach the child the meaning of
"no-no," while the child's behavior has developed into a major
problem for everyone in the family. These parents need help in
managing the behavior of the child so that he is a pleasure,
rather than a burden to live with.

Difficult to manage children are also educationally
handicapped. With increasing emphasis on early education of the
hearing impaired, children who are three and four, or younger are
being taught sound discrimination, speech reading, speech, and
language acquisition. In order to profit from an educational
program, a child must be able to attend to his teacher and follow
directions, and to inhibit interfering behaviors such as running
and shouting.

This paper summarizes the results of a program, a part of
the Parent Home Project, in which behaviors of preschool age,
hearing impaired children were modified. The behavior modification
projects were carried out by a parent of each child, under the
advisement of the child's teacher, a psychology trainee, or a
staff psychologist.

The children were all under the age of five. They were all
students in the preschool or the Par3nt Home Center, both preschool
programs for the hearing handicapped offered by the L.B. Spake
Department of Hearing and Speech.

-------
*this study was carried out while the author was the Hearing and
Speech Psychology Trainee, hired under A Demonstration Home
Training Program for Parents of Pre School Deaf Children, U.S.
Office of Education, grant # OEG-3-7-070343-3014 (607).
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The purpose of the Parent Home Center (PHC) is to increase
the amount of sound discrimination, speechreading, speech, and
language learning experience of the young hearing handicapped
child, by teaching his parents how to exploit the potential of
their everyday environ ment for such experience. PHC is
furnished like an ordinary house. Infant to preschool age hearing
handicapped children, accompanied by their mother and/or
father, are seen in individual sessions with a teacher of the deaf,
usually for one hour per week. The parents are taught to use
techniques for the training of sound discrimination, speech,
speechreading and language development while they go about
everyday tasks, such as cleaning the house, feeding and dressing
the child, etc .

In the preschool, hearing impaired children are taught speech,
speechreading, use of audition, and language skills . The children
are in class for about three hours daily, four or five days of the
week. Mothers of the children often observe their children being
taught, are seen regularly by the teachers involved, and are
sometimes involved in classroom activities.

Many of the children who are seen in the preschool have
formerly been seen for a year at the Parent Home Center. Heavy
emphasis is placed in all phases on teaching parents how to work
with their children and parent education is continued, or if
necessary begun, when the child is in preschool.

The aim of the program described in this paper was to provide
parent education in behavior management for those parents who
needed it. It was felt that such a program would be a valuable
supplement to the existing program.

The program was carried out within the format developed
in Behavior Modification Clinic, a program operated by the
Children's Rehabilitation Unit Psychology Department of the
medical center. In Behavior Modification Clinic (BMC), parents
who are having behavioral problems with their children are
taught behavior modification techniques (Mira , 1970). Behavior
modification is a method of influencing behavior patterns by
systematically controlling the consequences (rewards or
punishment) contingent on specific behaviors (Patterson &
Gullion, 1968). Behavior modification seems a particularly
appropriate management technique for hearing handicapped
children because it emphasizes behavioral, rather than
verbal, communication.
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The behavior modification program was carried out in part by
the Hearing and Speech Psychology Trainee, a graduate student hired
to perform psychological services for the Parent Home Project.
As part of a cooperative arrangement with the Psychology Department,
the trainee was supervised and assisted by a psychologist
experienced in working with sensory handicapped children, and in
teaching behavior modification to parents in Behavior Modification
Clinic .

In addition to teaching behavior modification to parents , the
program sought to give the Parent Home Center and preschool
teachers supervised experience in teaching behavior modification
to parents. For purposes of clarity, the teaching of behavior
modification techniques (to parents) is labeled advisement, while
supervision of a parent advisor is labeled training.

Parents were referred for advisement by their child's
teacher if the child's behavior was interfering with his educational
progress, or if the parent asked to be referred. If the teacher
who made the referral was interested in learning to do behavior
modification advisement, she then became the advisor for the
parent she had referred, and the Hearing and Speech Psychology
Trainee functioned as her trainer.

THE BEHAVIOR MODIFICATION PROJECTS

Behavior modification projects formed the nucleus of the
program. To carry out a project, a parent selected and
pinpointed a behavior to be changed, recorded the rate at which
it was occurring, and applied consequences intended to increase
or decrease that rate.

To select a behavior to be changed (target behavior) the parent
was asked to describe the particular behavior in his child which
he felt most urgently needed to be changed. He was then taught
how to "pinpoint" the behavior. To pinpoint, first the parent
must pick a behavior rather than a "nonbehavior." For example,
if the parental complaint is "doesn't do what he is told," the
parent will need to select "does do what he is told" as his
target behavior and try to accelerate it. Second, the parent must
describe a specific behavior to change. For example,
"misbehavior" would be a poorly pinpointed category of
behavior. A parent trying to count this behavior would probably
have difficulty telling when one misbehavior ended and another
began. The parent would have to pick a more clearly defined
behavior, such as "hit little brother," or "throw object."



4

Of the parents in our program many selected behaviors
which were troublesome, annoying or embarrassing to family
members, e.g. throwing food on the floor, temper tantrums ,etc.
The target behaviors selected also include behaviors related to
the child's hearing loss, e.g. taking off the hearing aid or
looking at a speaker's lips.

The parent was asked to make a record of his child's
behavior at home. He was to observe the child regularly for
a certain period of time every day. Each time the target
behavior occurred the parent recorded it. The rate at which the
behavior was occurring could then be calculated each day by
dividing the number of occurrences by the total time the child was
observed. Parents were to record behavior for at least ten days
in order to get an adequate baseline befom they began applying
a consequence.

After he had gathered sufficient baseline data, the parent
was helped to select an appropriate consequence which he felt
would be effective with his child. He was to use the consequence
he had selected immediately after each occurrence of the behavior
to be changed. At the same time he was to continue recording
his child's behavior. Thus the effect o f the consequence could
be assessed, by comparing the rate of behavior while the
consequence was in effect to the rate before the consequence was
used (the baseline data).

If the desired change in behavior occurred, the Lindsley
Mid-Median Test (Koenig, 1967) was applied to determine the
probability that the change in rate could have been a chance
occurrence (due to the variability in rate of the behavior), rather
than an effect of the consequence.

Figures 1 and 2 show the data from two projects which were
done by mothers as part of the program. The behavioral rates
are plotted on graph paper, so that the effect the consequence is
(or isn't) having is readily visible. The graph paper shown is a
type especially designed for plotting behavior rates*, and it
was used by all the parents participating in the program. It
is a log cycle paper. This means that, rather than the integers
(for example 1, 2, 3) being equidistant as they are on standard
grajah paper, powers of 10 (for example 10° (=1), 101 (=10),
104 (=100)) are equidistant. Log cycle paper has been found to

*Behavior Research Company, Box 3351, Kansas City, Kansas
66103
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be superior to standard graph paper for portraying behavioral
rates for a variety of reasons which need not be discussed here.

In Figure I are the results of a project in which
Mrs. R. accelerated her son E.'s "looks" for full sentences .
Mrs. R. recorded E. 's 'looks" one hour per day for three weeks .
Then Mrs. R. began using a consequence -- she gave her son a
tally mark every time he looked at her for a complete sentence.
The tallies could later be cashed in for small inexpensive
toys or candy.

There was an immediate increase in the behavior rate, with
a gradual increase over the next two weeks . Mrs. R. then began
using her consequence all day long with E. and the behavioral
rate climbed even higher.

One-and-one-half weeks after the project was completed,
E. was still "looking" at a high rate in response to his mother
saying "Watch my lips ," even though he was no longer receiving
candy or toys for the behavior. In any behavior modification
project, hopefully natural environmental reinforcers, e.g.
parental pleasure, will begin to have an effect so that the new
behavioral rate will be maintained after the original consequence
is withdrawn. We assume something of the sort occurred in this
case

Figure 2 demonstrates the procesS of finding an effective
consequence for an individual child by looking at the child's
behavior. P.V. , a four-year-old girl, was wearing her hearing
aid very little because she was repeatedly taking it out of her ear,
and Mr. and Mrs. V. were afraid it would get lost or damaged.
They pinpointed the behavior of taking the earmold out of the
ear and attempted to decelerate it. It is apparent from their
record of P's behavior that the first consequence they attempted to
use, holding her in a chair, had an opposite effect from the
desired one. Mr. and Mrs. V. quickly discontinued using this
consequence (and also discontinued the project). When they re-
sumed the project with another consequence, putting her in a
corner, it had only a slight decelerating effect, therefore
Mr. and Mrs. V. switched to a third consequence -- hit hand
with spoon -- which quickly decelerated the behavior to a low
rate and eventually decelerated it to zero.

PARENT ADVISEMENT

Parents were advised by their child's teacher, by the
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psychology trainee, or by the supervisory psychologist. Parents

were typically seen in advisory sessions once each week. Length
and frequency of the sessions varied, depending on individual

needs .
In the advisory sessions , they received general information

about behavior modification, planned their own projects, and

discussed their results with the advisor. The intention
was to teach them the general method of behavior modification
and to use the behavior modification projects as a practice
laboratory for them. Parents were required to bring records
of each current project to the advisory session so their progress
and problems could be discussed from week to week.

Most parents had little difficulty learning to pinpoint
behavior. This is reflected in the fact that only one of this group

of projects had to be abandoned because the target behavior
was not specific enough.

Parents also had little difficulty in predicting what
consequences would be effective for their children. This is
reflected in the fact that in all but one of the projects that
were carried to success, the first consequence selected was
successful.

Considerable difficulty was encountered in getting parents
to count behavior, record it and graph it. We found that this
was not a failure of parent interest or understanding, but of
parent behavior. Parents, even those who expressed considerable
enthusiasm about learning behavior modification, often missed
a day or two or three of recording, or came to the session without
having graphed their rates, or "forgot" to appear for an
occasional advisory session. In such cases, consequences were

applied to the parent's behavior. An example is the case of
Mrs. 7.

Mrs . 7. had expressed considerable enthusiasm about learning
behavior modification techniques and was being given advisement
in the Behavior Modification Clinic. However, during the first
eight weeks of advisement, she completed one non-successful
project during which she failed to record ten days of behavior,
cancelled one appointment and forgot another, and consistently
failed to graph her rates. The advisor decided to apply a
consequence to her behavior. The advisor told her (as
congenially as possible) that if she missed more than one
appointment her daughter would be kept out of preschool for one
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week, and that a failure to bring a completed graph of the
week's behavior to the meeting would be considered a missed
appointment. Mrs. J. objected strenuously to this consequence,
complaining that it would punish her daughter and not her, and
predicting that it would not work. Nevertheless, in the next
five weeks, she completed one successful project, consistently
appeared with her rates graphed accurately, and began other
projects on her own which she carried out. She showed
considerable energy and ingenuity in carrying out projects .

She did miss making one scheduled phone call, but the
consequence never had to be used.

TEACHER TRAINING

In many respects , the teachers in the PHC and preschool
seemed ideally suited to serve as parent advisors. They all had
some degree of familiarity with behavior modification techniques,
they were all acutely aware of the potential educational handicap
caused by behavior problems, and they were already seeing the
parents of the children involved.

Teachers served as advisors to parents in approximately half
of the projects discussed in this paper. A teacher met with her
trainer as needed, to report on the progress of parents under
her advisement and discuss problems in the execution of the
projects or the parent behavior. The teacher was required to bring
to the session data from the projects currently being carried
out under her advisement.

Teachers presented some of the same problems as parents.
They did sometimes miss appointments, bring incomplete data,
etc. In this particular program, a public record of the teacher's
behavior, posted where other teachers could see it, was
effective in endouraging the teacher to carry out her planned
program.

RESULTS

Thirteen mothers and one father undertook 'a total of thirtY
behavior modification projects. Nine completed projects could
not be evaluated for purposes of this report, in most cases
because the parent had failed to record a baseline before he
began consequating. In fourteen of the remaining twenty-four
projects the behavior was changed to the extent that there was
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a probability of .003 or less that the change could have been due
to chance. In three projects, the change in behavior was small,
with a probability of .091 or greater that the change could have
been due to chance. In two projects there was no change in the
behavior. Two projects were not completed. Of those projects
whose success could be evaluated, 66% were successful
(i.e. produced a change in behavior which could not be
ascribed to chance.)

Of the fourteen parents seen, nine modified at least
one of their child's problem behaviors with demonstrated
success while under advisement. One parent successfully
modified two behaviors, one successfully modified three
behaviors, and one mother successfully modified two of her
child's behaviors plus one of her own. The projects attempted
by each parent, and their outcomes, are listed in Table 1.

Success of the program is estimated conservatively in
the foregoing paragraphs. For example, Mrs. E. C. was having
many urgentproblems with her son and therefore she was
allowed to complete projects without going through the time-
consuming process of gathering a baseline. It was clear from
trends in the data and from striking changes in her child's
behavior that her projects were effective, but they could not
be counted as successful under our criteria.

Exact records of advisory time and total time each parent
was seen were not kept, so the following results were
estimated from approximate records of length of time each
parent was seen, and partial records of advisory time. The
estimated average span of time a parent was seen was 13 weeks,
with individual times ranging from 4 weeks to 23 weeks.
Estimated average advisor time per parent was 5.25 hours.

DISCUSSION

The results of this program indicate that parents of hearing
handicapped children can successfully use behavior modification
methods to alter behaviors of the child that are a problem in the
home, and to alter behaviors that have a direct bearing on the
child's special educational problems. Parents in this program
were able to decrease significantly the number of tantrums,
annoying mealtime behaviors, hitting, yelling, running off, .
etc. They were also able to get their children to wear their
hearing aids and to watch a speaker's lips, using behavior
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modification techniques. All of these behavioral changes were
accomplished with relatively benign punishments and small,
inexpensive rewards. They were accomplished with a small
investment of professional time, as well.

In an attempt to evaluate the effect that learning behavior
modification techniques has had on the parents involved, a
questionnaire was sent to them. Parents were urged to return
the questionnaire, but the letter to them stressed that they were
in no way required to. Of the thirteen questionnaires sent,
eight were returned. The parents were urged to be frank in their
replies. The need for honest criticism was stressed.

Answers to the questionnaires reflect interestingly the
human impact of the program. Obviously, for some parents
behavior modification did not answer their problems to any
significant degree. For an encouraging number of parents,
however, the gain was significant and well worth the amount
of time and effort expended. The following excerpts are in
answer to questions about whether or not they felt learning to
do behavior modification helped them:

"It helped me feel less frustrated and this helped me use
a more organized and level headed approach with him (I had
been getting fairly upset with him - - to say the least)."

"Behavior Modification hasn't worked miracles, but it has
been most effective in increasing (our child's) looking
behavior. She is still in a behavior-mod program and is
improving every week."

"When the children were being difficult I felt completely
helpless and of course this gave me a positive approach to all
problems ."

"I believe it helped me -- some of the thirgs I learned
work great with my other children, but I don't believe I've been
able to make any appreciable changes for better in the behavior
of the child we were working with."

"It helped me because I never realized you could pick a
complex problem and change it so quickly. I thoroughly
enjoyed it."

"We saw improvement in the amount of screaming."
"I feel (our child) would have been a major problem had it

not been for the clinic. Learning to direct (his) behavior the
best way for him at an early age will certainly benefit him as
much as it helped me and (his) father and brothers."

"(Our advisor) gave us a workable solution, it was simple
and easy to follow her plan, and use the idea of reinforcing
after completing the program."

.; ryr,
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INTRODUCTION:

Many studies have been conducted concerning the learning
abilities and other aspects of the hearing impaired child. Few studies,
however, exist which deal with the management per se of the deaf
child.

One of the relatively new approaches to working with young ,
preschool deaf children and their mothers, has been the parent-home
center, such as that of the Kansas University Medical Center. This
and other such programs have brought new recognition to many child
management problems.

Probably the most common "problems" mothers report seem to
deal with sleep habits. Since there is relatively no information on the
subject of sleep habits as they relate to the hearing impaired, it seems
worthwhile to try to discover whether the beliefs of the mothers of

hearing impaired children are correct. Do these mothers' beliefs
differ from those of mothers of hearing children, and if so, how? The
purpose of this report is to discover if there truly are differences in
habits and management of the impaired hearing and normal hearing
preschool child, and if so, what these differences are.

A questionnaire was developed to solicit the opinions of
mothers of hearing and of hearing impaired preschool children,
pertaining to their sleeping habits and management. The hearing
impaired group consisted Of children enrolled in the preschool or
parent-home programs at the Kansas University Medical Center.
The normal hearing group consisted of children from three local, private
preschools in the Kansas City area. The mothers were able to fill in
the questionnaires at their leisure and return.

The questionnaire consisted of twenty-six general questions .
A copy of the questionnaire appears in the Appendix. The results
showed generally that there are some specific differences in sleep
habits and management, but the majority are comparable. The
differences and similarities will be discussed latter, under results.

This is a pilot project and therefore, 'at best, only indicates
areas in which further study in depth might be valuable. It is felt
that this project points out several such areas of potential study.

GENERAL PROCEDURE:

The eighty subjectsof this study consisted of two groups of
preschool children, ages 2-5 through age 6 years , and their mothers .

Group A consisted of forty-two children with hearing impairments,
enrolled in the preschool or parent-home program at the Kansas
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University Medical Center, and Group B, consisted of thirty-eight
children from three Kansas City area private preschools .

The questionnaires were distributed to the mothers in each
group, to be filled out at their leisure and returned. The question-
naire consisted of twenty-six general questions relating to sleeping
habits, management and conditions . For purposes of analysis and
tabulation, Groups A and B were subdivided into three age groups:
Group I, 2 years 5 months to 3 years 11 months; Group II, 4 year s
tot,4 years 11 months; Gro,ip III, 5 years to 6 years.

'd5
'Z 0

15

0

5

Distribution within groups

_Pt S
Gr. I

S
03

Tabulations were made individually by age groups and
reduced to percentages. The groups were compared by age
groups and then summarized as totals between major groups A
and Be See Appendix

RESULTS AND DISCUSSION:

The first four questions of the questionnaire were
concerned with the conditions existing in the child's sleeping
environment

Questions one, dealt with the number of childi.en in the
family. It was found that Group A, averaged 2.9 and Group B,
averaged 2.1 children per family.

The second question was, "Does the child share a bedroom
with anyone?" It was found that 50.4% of Group A, shared a bedroom
as opposed to 37.3% of Group B. Mathematically, this is a
significant difference of 12%, however, further study would be
required to determine its importance and relationship to sleep problems.
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Question 3 was related to the relative location of the bedroom
to the major activity areas of the home. No significant difference
was found. Both groups were divided about evenly as to those bedrooms
on the same level as the kitchen and/or living room, and those not on
this level. The majoriy of both groups were on the same level.

The fourth question asked the type of bed occupied by the
child. Almost universally a single type bed was used by both groups .

The remaining questions dealt with sleeping habits and
management. Questions five through eight related to the bedtimes of
the family.

The average bedtime for all age brackets of major groups A and
B was found to be 8:30. There-was , however, a wide variation of
individual bedtimes within the group, a range of 7:00 to 10:30.

The regularity of bedtimes was very stable, Group A reporting
88.3%, and Group B reporting 86.7% established bedtimes. When
the group with non-established bedtimes was analyzed, it was found
that in Group A, 100% had bedtime problems and in Group B, 80%

had bedtime problems. This suggests a definite correlation between
irregular bedtimes and sleeping problems. In 44% of these cases the
mother rated the children as restless sleepers . The severest of the
sleeping problems reported was that of bedwetting in a five year old.
This area seems to warrant further research and study.

No significance was shown between the time the child and
the other children in the family went to bed. The bedtime of the
parents was also found to be of no significance.

Question 9 pertained to bedtime ritual. Group A reported
83.5% and Group B reported 86.9% as having some type of
consistent bedtime ritual. The difference was not of significance.

The tenth question was, "Do you have a problem with your
child at bedtime?" Group A reported 32.8% yes, and Group B
reports 23.6% yes. There is a significanct difference when the
results are considered by age groups as shown in the graph below:

"51)

40
"50

C,1

Orr, 1 Gt.'1 tyr.3
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It should be noted that in the normal hearing Group B, sleeping
problems decreased with age, whereas in Group A, the hearing
impaired group notes no decrease.

There is also a significant difference in the number of problems
in Group A and Group B. This seems to support the general feeling
of the mothers of the hearing impaired children that bedtime
management is more difficult and subject to more problems than
management of their normal children.

The average sleep problems were: (1) not wanting to go to
bed; (2) getting up in the night; (3) wanting to sleep in other than
their own bed. A more severe problem was that of bed wetting.
When this problem was further investigated, it was found there was
one case in Group A, and four cases in Group B. The significance
of this disproportionate relationship is not clear from this question-
naire, but further study might prove productive .

The mothers were next asked how they solve the bedtime
problems. The answers although varied, tended to deal with only
eliminating the immediate situation, with seemingly no real long
term solution being sought.

The mothers were asked if their children awakened in the
night. Group A had 80.6% yes, and Group B had 65.5% yes .
This shows a mathematically significant difference, although
a cause and effect relationship can not be drawn.

The question was asked, "Does your child refuse to stay
in bed, and if he does , what do you do?" Group A reported
39.7% as refusing and Group B, 13 .5% refusing. Consistently
the parents reported their procedure was putting the child back
into his own bed. Because of the universality of this practice,
it is speculated that the direct relationship to management of the
immediate situation is not the determining factor. This is , of
course speculation, and more research and analysis are needed
for proper interpretation.

One question the author found to be quite different than
expected was that pertaining to the use of a night light. Group A,
the hearing impaired, reports 24.4% using a night light, whereas
Group B, the normal hearing, reports 68.6% using a light.
Previously it had been thought the hearing impaired group required
a night light more often. What relationship this may have to the
variations in sleep habits between the two groups is not known.

Regarding the question of frequency of awakening at
night, the mothers' answers were so varied, mathematical
calculation was difficult, but a weighted average of the mothers'

168



opinions shows Group A with approximately 1/3 higher frequency than
Group B. A questionnaire with assigned times might yield significant
defined material.

Next, the mothers were asked, "Are there specific occasions
when your child awakens?" The mothers reported the occasions tended
to be when there was company, illness or when the child was overly
tired. Otherwise, trips to the bathroom and a drink were the usual
causes .

The child's nap habits were explored and it was found that Group
A had 63.2% taking naps, whereas Group B had 97.4% taking naps .
This is matheatically significant although the relationship is not
known. It might be recalled that Group A also has a greater number of
sleep problems .

The final question was, "Is the child a sound or restless
sleeper?" It is interesting to note that despite all the differences
between groups, Group A ranked 76.6% sound sleepers , and Group B,
76.1% sound sleepers.

GENERAL MODIFICATIONS:

This study was a pilot study using a relatively small sample.
For a more extersive study this sample should be larger. The
questionnaire was general and non-specific to a great extent, since
it solicited the opinions of the mcthers .

If a follow-up study were made, a more specific questionnaire
or possibly an interview approach might be used. The questions
should be less broad and better suited to mathematical computation.
This would give more measurable results.

SUMMARY AND CONCLUSIONS:

Eighty mothers of preschool children were given questionnaires
on the sleep habits and management of their children. Of the eighty
children, 42 had hearing impairments and were labeled Group A.
Thirty-eight had no hearing problems and were labeled Group B. All
children were in private preschool programs.

. Each of the major groups A and B, were subdiVided into three
age groups; 1, 2 years 5 months through 3 years 11 months; II, 4 years
through 4 years 11 months; and III, 5 years through 6 years . The
information was tabulated and compared for the major and sub-groups.

The results show that there are significant differences in the
sleep habits and management of hearing and hearing impaired



preschoolers , as follows:
It was found that preschool hearing impaired children:
1. Average more children per family.
20 Share a bedroom in a greater proportion of families.
3. Have comparable regularity of bedtime.
4. Show a higher rate of sleep problems. It was found

that with age, the problems decreased with normal
hearing children, but did not for hearing impaired
children .

5. Have fewer severe sleep problems, specifically bed-
wetting, than normal hearing children.

60 Have substantially more reported awakenings at night.
7. Have almost three times as many children refusing to

stay in bed at night.
8. Use only 1/3 as many lightsat night as normal hearing

children.
9. Have about 1/3 higher frequency of awakening at night

than normal hearing group.
10. Take 1/3 less naps than the hearing group. It might

be recalled that this group also had more sleep problems.

It is of interest that the mothers of both groups ranked their
children as sound sleepers in almost the same percentage of cases.

The results show that further study is required to determine
the significance of these mathematical differences . In conclusion.,
I feel this. study has shown that the area of sleep habits and child
management is one in which further study is needed.
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UNIVERSITY OF KANSAS MEDICAL CENTER
HEARING AND SPEECH DEPARTMENT

PARENT-HOME CENTER
SLEEP QUESTICVNAIRE

FATHRR'S NAME AGE OCCUPATION

BOTHER'S NAME AGE OCCUPATION

NUMBER OF CHILDREN IN FAMILY

NAME OF CHILD WITH HEARING PROBLEM EIRTHDATE

DOES CHILD SHARE BEDROCM WITH ANYONE?

IS CHMLD'S BEDROOM ON LEVEL WITH LIVING ROCM AND/OR KITCHEN?

IN WHAT TYPE OF BED DOES YCUR CHILD SLEEP?

DOSS THE. CHILD GO TO BED AT THE SAME TIME EVERYNIGHT?

WHAT TIME DO YOUR OTHER CHILDREN GO TO BED?

WHAT TIME DO PARENTS GO TO BED?

WHEN?

IS THERE ANY RITUAL BEFORE GOING TO BED (BATH, CADNY, STORY, ETC.)?

DESCRIE8

DO YOU NOW HAVE A PROBLEM WITH YOUR CHILD AT BEDTIME?

IF YES, DESCRIBE

DID YOU EVER HAVE A PROBLEM CONCERNING YOUR CHILD'S SLEEPING HABITS?

HD4 WAS IT SOLVED?

WHEN DID THLS SLEEPING PROBLEM BEGIN?

DOSS YOUR CHM) AWAKEN IN THE NIGHT?

WHAT DO YOU DO WHEN YOUR CHILD AWAKENS?

DOSS YOUR CHILD REFUSE TO STAY IN BED?

WHAT DO YOU D3 WHEN CHILD GETS OUT OF BED?

DO YOU LEAVE A LIGHT CIN FOR YOUR CHILD? TYPE OF LIGHT?



page 2

DOES YOUR CHILD SLEEP IN HIS OWN BED, OR DOES HS SOMETIMES SLEEP WITH OTHERS?

WHOM?

Dces YOUR CHILD AWAKEN IN THS NIGHT?

HOW OFTEN?

DOSS THIS HAPPEN ON SPECIFIC OCCASIONS?

DESCRIBE

WHAT IS THE USUAL REASON FOR HIS AWAKENING?

WHAT DO YOU DO?

DOSS YOUR CHILD TAKE A NAP DURING THE DAY? FOR HOW LONG?

WOULD YOU SAY YOUR CHILD IS A SOUND, LIGHT, OR RESTLESS SLEEPER?

DESCRIBE OR EXPLAIN

COMMIS:



TRDFOUND DEAFNESS AS A LINGUISTIC PROBLEM

June Miller, Ed.D., Professor of Audiology

Director

Rollie Houchins, Ph.D., Associate Professor of Audiology

Coordinator, Deaf Education

Jane Omer, M.S., Project Coordinator

Instructor

L.B. Spake Hearing and Speech Deaprtment

University of Kansas Medical Center

The purpose of this paper will be to describe
procedures that have been developed for improving
better communication with severely and profoundly
hearing impaired children.

Initial Parent Institutes

In 1949 the first Institute for parents and their
hearing impaired children was held for one week under
the joint sponsorship of the Hearing and Speech De-
partment of the University of Kansas Medical Center in
Kansas City, Kansas and the Kansas School for the Deaf
in Olathe, Kansas. The purpose was to carry out'diag-
nosis, to give parents as much information as was
possible about their hearing impaired child, and to
give them ways of working with their child. They were
lectured to, and talked to, and demonstrated for, but
many parents were not able to translate the information
into a program to be carried out at home once the
institute was over. Some were able to return to the
Medical Center for monthly visits until their child was
able to enter the preschool at the Center When the
child reached the age of three, or the State Residential
School when the child reached the age of six. This
Institute has continued for the past 21 years, but the
foucs, emphasis and program has gradually changed.
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'Parent Home Project

In 1965 the John Tracy Clinic initiated a new type of
program called a Home Training Program. It was so successful
that a number of other programs were asked to join them in im-
plementing similar programs. Some were funded under grants from
the U.S. Office of Education while others were developed by their
own institutions. The Hearing and Speech Department of the Univer-
sity of Kansas Medical Center was awarded a grant on April 1, 1967
for a three year period.

Setting
An old house located near the hospital was used for the progiam.

It contained the usual furnishings for middle class America, which
is a living room, dining room, bedroom, bathroom and kitchen. It
was furnished through gifts from the Women's City Club, parents and
friends.

Referral Sources

After an'initial diagnosis by the family physician, Otologist,
Audiologist and Parent Counselor of the MedicalCenter, the child
and his family were referred to the home. In the past, parents
watched the instructor and then attempted to emulate the teaching
skills of the professional. The professional carried out the acti-
vities in a classroom or office. In the Parent Home Project, the
teacher of the deaf became the teacher of the parent, while the
parent was the teacher of the child. The teacher and the parents
discussed an activity that might be carried out in the home; such as
giving a bath, putting away groceries, making pudding, shining shoes,
vacuuming fhe floor. Approximately one third of the time was spent
planning and answering questions, and a third on each of two activities.

Model
In Figure 1 you will see a model. The teacher is Block 1, the

parent Block 2, while the child is Block 3. It has been noted in the
past that as parents talk to their children and the children respond,
parents continue to talk. Most parents of hearing impaired children
gradually reduce their veaimlizations when the child does not respond.
You will note that the parent in our model talks to the child, and the
parent's performance is reinforced by the teacher. The teacher will say,
"That is it. You held your head still." or "Yes, that's right. You
caused him to look." or "That's good, you helped him to respond to the
vibration of the vacuum cleaner." The teacher is reinforced by the
parents' correct behavior or by her paycheck!
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Population
There have been 114 children and their parents eligible for

enrollment in the Parent Home Program. Ninety-one were carried for'

the entire program and then enrolled in a preschool if there was one

available in the community, or a day school or residential school at

the age of six if a preschool was not available. There were 58 boys-

and 56 girls. Nine were dropouts between the first and fourth visit.

.Forty-six of the children were reported to be deaf because of the

mother having had rubella during the pregnancy, seven because of

hereditary causes, 11 from meningitis, five from Rh incompatibility,

and 45 from unknown causes.
In Table 1 you will note that 94 of the children were able to

respond to audiometer evaluations. The group whose loss was thought

to be caused by rubella in the mother were in each category.

Table 1

Hearing'Loss

ISO Rubella Other Total

Mild Loss 30-50 1 2 3

Moderate Loss 50-70 7 6 13

Severe Loss 70-90 5 31 36

Profound Loss 90- 10 32 42

Total 23 71 94

Behavior ManagmumM Training

It was determined very early that the majority of parents were

afraid to discipline their hearing impaired child. On questionaires,

many parents checked that the child was stubborn. Of course, many

children were in their "Terrible Twe phase. Therefore, it became

necessary to teach the parents behavioral management before the child

could be given a psychological evaluation or more definitive hearing

aid evaluation and recommendation.
Parents were asked what behavior bothered them the most. Once

this was determined, they were asked to record the number of times the

child initiated or carried out this disturbing behavior. The parents

were then asked to reinforce the behavior that was desired and to

decelerate that which was displeasing. To demonstrate this procedure,

I have chosen a dhild whose hearing loss is due to rubella. He has a

40 dB hearing loss in his right ear and only a response of 70 dkat

1000 Hertz.
Figure 2 is a record of the behavior the mother wished to eliminate,

Time is recorded on the horizontal axis and frequency in terms of rate

per minute on the vertical.
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You will note that the child threw four tantrums pet day during the

first five weeks. The motherwas then taught to place him in a quiet

room without toys and require him to stay there until he was quiet for

ten minutes. You will then note immediate reduction of the number of

tantruns by the end of the first week of treatment. The conSequence

for the parent was that the child could not have a hearing aid, or be

(entered into a program until hia behavior was under control. 'You will

note from the graph .that in five weeks he could enter into the program.

In Figure 3 observe the tenfold reduction of hitting rate after the

child wore a white.glove as a consequence.
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Listening Behavior
After the teachers helped a parent with child management they

began to help the parent in getting the Child to listen and use

his residual hearing as well as learn to look so that he could

eventually speechread. Although many of the children had been

diagnosed as.having a hearing loss, the staff was not satisfied

until a puretone audiogram was obtained. The hearing aid was not

recommended until a number of tests had been given. Initially the

audiologist for the project used a technique aimilar to that of

the Peep-Show. A mechanical toy was placed on the top of *each

free-field speaker. The tone was given and the child's attention

directed to the toy dog which bowed on the left speaker, or the

Indian that beat the toM-tom on the right speaker. These toys are

about 25 cm. tall.and were encased in a plastic box. After the

child was conditioned to free-field sound, he was then introduced

to the headphones and the task:repeated. The teaching was quite

useful. During the past year an operant paradigm has, bgpn used

and marbles have been dispensed when the child responded Correctly.

These marbles were traded for a toy of the child's choice.

BeginningAuditory Training
One of the children refused to keep the earmold in his ear.

Behavior management was used. Please note Figure 4. The child

kept removing the mold from his ear. The parent was allowed to

.choose a consequence for the removing of the mold. This parent

chose to spank the child's hand with a wooden spoon. While the

staff would not have chosen such a consequence, once the family

selected a consequence the staff did not interfere. Nevertheless,

you will see that the baseline data showed an average of .05 per

minnte or about once every 35 minutes before, anything was used.

A stern look accelerated the removal to about once every ten

minutes, while sitting in the corner decelerated slightly below

the baseline level. After a spank with the wooden spoon you will

observe noticeable decrease in removal of mold to zero per

minute.
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Once the hearing aid is on, the child .begins to get sounds

louder. Usually the children choose to ignore the sound until
the parent calls attention to the sound or noise. Some children
respond to sounds in the normal environment. The parent is taught
to point out the sounds. This task was difficult for some parents.
The parents ignored the sounds, or had learned to function in a
noisy environment.

Looking Behavior
Another staff member etudied.the visual responses or the number

f times a parent could get the child to look at his face or mouth.
It was found that a parent can get his child to look six tiMes per
minute for a short phrase. As the oral sentence is lengthened,
the nuMber of separate looks per minute decreases. Getting the
child to look when this is the desired response can reinforce the
parent and make him speak again. The number of looks for a three
minute interval ranged from zero to 75 looks with an average of
11.5. It is reasonable to expect that a child with only a frag-
mented hearing*loss cannot get much information auditorily until
he attends to the signal. Not only must his auditory attention be
gained, but he must look and perceive.

Level of Language .

The next problem that met the staff was to determine the
language to be used with the child, the topic of that language, the
situation, and the length of the sentence or phrase . It was de-
termined quite earlY that there would be no drilling on lists of
nouns, but that a number of verbs combined with a few nouns would
be chosen so that When the child started to use his small vocabulary
it would be n vocabulary that the child could use to control or
manipulate his environment. This he would reinforce by his own
verbal utterance. Whettnal and Fry said that a child should hear
something "loud enough and often enough" in order to learn to listen.
We believe it should be "loud enough, often enough, and meaningful
enough" that he will want to use it.

For example, the parent may say, "You want up" as the child holds
his arms up to the parent in order to be picked up. Before long the
child will attempt to use the mord "up" or open and shut his mouth
with a vocal utterance in imitation. One of the most difficult
tasks for the parents to learn was the type of language they should
use for the child to receive visually and auditorily. Stress was
placed on implementing the child's understanding of language and
secondary importance was given to the expressive aspects of language,
since it follows sequentially in the hierardhy of language develop-
ment. Two aspects of stimulating the child's understanding of
language were presented.



Miller 10

1) Learning to listen with a.hearing'sld, if recommended, and

2) The parent talking tO the child.

The expressive aspect'of. language (speech) was stressed throught

helping parents.recognise and applaud beginning speech efforts such

es breath, voice and vowel'utterances.
Parents were helped tO become aware of matching their language

to the actions or object whidh the child was observing to assist

him in doing the auditory:fand visual matching necessary for language

developient. The languagaitself, was that usually heard by all

infants and preschool children; the language of the home, the

neighborhood and the 'community.
Examples frequently given were "Here's your milk." when handing

the child a,glass of Milk4-,or "Open the door." before doing.so; or

"Let's put it on the.tablo.:" When setting the table.

Using the same tichaqUes that the parents first used with the

child'for general managIment, the parents were helped to reward the

child for good vocal utterance and either give negative reinforce-

ment or punishment for screaming and yelling. These then became

the first steps In developing oral communication.

It took some timi.after the parent understood each of the above

steps (that is, child .maaagement, listening, looking, language level,

input procedure ind reinfOresment for vocal utterance) to learn to

integrate and use themin a normal manner at all.times.

There appears to be differences in the children and the parents

as it relates to the.tio-Wit which the child was found to have a

hearing loss, the tile-this program was initiated, ability of the

parent to plan lessoni44 will as continue with the program. Natur-

ally those children al* severe losses that were fragmented had

greater difficultythad did those children who had hearing of 500,

1000, 2000 and 4000 Hs.
Some of the children who lived in the greater Kansas City area

entered one of four pretchool groups at the Medical Center. The

class teachers continued a similar type of program. The parents

were brought into the sehool and sometimes were used as teacher.

aids in reviewing material, preparing material, or by taking data

on classroom responses.
The teacher of the dial then began shaping the oral utterance,

lengthening the responses is it relates to intonation, rhythm,

and number of words used in each utterance, phrase, or sentence.

Evaluation
Evaluation of any program is quite difficult. Since our program

has accepted multiply handicapped Children as well as the "normal"

hearing impaired, the'evaluation was compounded. Since the children

P.3
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ranged in age from two months to six years, it should be recognized

that there is a lack of appropriate tools for evaluating language

levels of severely and profoundly hearing impaired children.

During the first year of the project the Vineland Test of Social

Maturity, the Boone Infant Speech and Language Development Scale,

Watson & Pickles Language Development Scale, and the Griffiths.Mental

Development Scale were used as evaluative measures. Per-minute rate

of the child's looks at the speaker's mouth was also computed. The

parent was evaluated by a subjective evaluation using the Shontz

scheme of levels of anxiety.
In the second year, the Preschool Attainment Record replaced the

Vineland; the Boone Infant Speech and Language Development; as well

as the Watson & Pickles Language Development Scale continued to be used.

Teachers in the project developed charts or check lists for noting

progress, etc. A video tape recorder and camera were purchased in

order to improve the evaluation and teaching procedures. To use this

equipment effectively, a procedure for filming various behaviors such

as responses to noise makers, ability to speechread, thderstanding of

language, and attempts at speech was developed. The parents and child

were recorded on the first visit for baseline data and then recorded

again at 12 week intervals. The tapes were then scored to determine

progress.

Conclusions
Much growth could be seen concerning looking behavior and speech...

reading on successive videotaping. The'most significant gains on look-

ing were made from the first'to the twelfth week. Thereafter the be-

havior maintained and changes were slight.
Subjective judgments of the teachers indicated that the responses

of the children to sounds showed increased use of residual hearing.

Most of the children were wearing their hearing aids during all waking

hours within two weeks from the time they were secured.

Impartial viewers of the videotapes indicated that the parents seemed

better able to manage their children on succeeding tapes; the children

appeared to interact better with their parents than with the teachers.

It appears that by the age of three, those that had attended the

complete home program and had not entered preschool were making some

vocalizations or babblings, and now and then uttering a word such as

"no", "up", or "bye-bye" which could be understood. Early identifica-

tion and early parent education are prerequisites for these behaviors.
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PROGRAM FOR PARENTS OF FEARITiG IMPAIRED CHILDREN

CHILD GROWTH AND DEVSLOPMENT

Generalizations about development:

I. Proceeds in an orderly fashion.

II. Rate is not constant.

III. Different parts, systems, each have their own

individual patterns and sequence of development.

IV. Development includes processes of individuation

and generalization.

V. The goal is self-realization.

VI. Developmental status of infant and child can be

determined by his reactions (behavior).

A. Reflex - voluntary - spontaneous - learned.

B. Average behavior does not mean the same

thing as "best" behavior or "healthy"

behavior.



PHYSIC/10.

MOTOR VISUAL.

Newborn
to 1 wo

Mead sags. T-M -It (tonic-meck-refle0
rifles Ube activities (sucking,
swallowing, tongue movements,
gross bodily activities),

Vague COOSCioUsieles of light, dim awarenes
of blurs of darkness, stares vaguely at
surroundings; countenance is impassive,
but he quiets his activity when he regard,
a large area of light or when the face of
his mother or attendant cows into line
of vision. Gives attention to object
brought within several inches of his eye;
only sporadic glances when Object is
farther awav.

lIs so. Fixates on Objects ranging 1-3 ft. away.
Byes and head tend to sows together. As
he lies supine, hs looks downward, not
upward. to Dersue nervinn person.

2 MO. Intrioued bv_brioht °helmets.

3 so. !enjoys glisten of a brightly CO1Ored pic-
ture book as palms are turned. May cry
when light is turned cliff. Manifests both
searching and absorbed regard for lesion-
osities, shadows, and person. Rolls eye !

upward to pursue person. Gefleine visual
predilection for hmnds. Arms move, but
be picks up the physical environsent with
eves alone.

4 so. Mad steady; symmetrical postures
bands epee. Majoys sitting up for a
time premed up by ceshions

Rotates head to shift from one locus to an !
other. Able to let viAmmal fisation shift
with a facile release. (These automatic
shills of record do not denote confusion,
ratter the emergeace of a growing capacitl
for differential perception and finer
visual discrieination. This is a form of
ocular prehension, a forerunner of manual
prehension.

3 no. Bodily posture, prebassory approach,
and ocslountOr set are completely
knit together,

Before a airror, gives regard to his face
and activates his hands. When a toy drops,
he pursues it with his oyes. Shows signs
of increasing visual scnahisticatirm based
on remembered experience, aware of strang
surrou,idinas.

6 so. Regard is norm relaxed and versatile; less
bound by a restricted focal area. May
give selective regard to details; an
intentful watcher.



PHYSICAL

MOTOR
VISUAL

7 so, Sits, leanin9 forward on hands;
grasps cube; rakes at a pellet.

Cycle of oye-hand behavior repeats
itself with endless variations

t
throughout the day,

Ryes siege upon some identifying clue (col
Enjoys being passed from one lap to an.
other in the featly circle, but left alon
in the crib, finds aleost equal pleasure
in brinoing his feet into the field of
vision for grasPino and eaniDulation1

6 so
1

,

-Legs are strong enough to support the

body but balance is unsatisfactory.
Can move by dragging hieself along

the floor or by crawling.

Pace often wears a questioning, half-con-
fused expression. Greater sensitiveness
in a my situation; even a familiar envir
enfant fatigues the child more readily be
cause he has a deepening awareness of his

self in relation to environeent. Watches
with new penetration the actions and eove
sent. of people around hie. A dawning
awareness of distance and location; he

localizes sights and sounds well beyond
the reach of his arse. Listens and looks
when he bears fontsteps. Auditioe serves
to reinforce visual "projections." Visual

memory - an identification in spate, a
realization of locus.

950. less anxious; better crientated in space.
Peers into people's faces, empty cup, etc
Not sure he sees the bottom of the cup as
bottom.

10 so. Sits alone. Creeps. Pulls to feet.
Crude prehessory release. Motor
equipment increases radius as well
as precision of his occupations of

space. Rotates head and trunk with
greater facility,

Sweeps yes freely across arcs of leo
o
. Tii

head back to gaze upward. In the presencs
of more than one obitct, he manifes*s ,n
awarenss of wore than one: a die sense of
two-ness, of container and contained, of
solid and hallow, of top and bottom, oi"
one side and the other side. Regards sit-
uations as a whole.

11 eo. Can sit and play with a single toy
for a soltd host,

Object doesn't have to be in motion to en-
list his interest.

12 so. Walks without help; cruises. Prebends
pellet with precision. Likes tO meet
new people; inclined to repeat per-
fornances that are laughed at; en-
joys applause; reciprocates in
siaple back-and-forth play.

I!
11

i

Otganizing the spatial domain. Likes to
watch uctinn of cars. animals. et:. Shows
new awarenens of twiliobt. rtl:pr f_orners.

and closets. Seems to enjoi, ,..1c exwrci.r

of projective blinking as he noi.kily barr-
his playthings, Undergoes tridimensionp.
differentiation. Much interested in bwi..---
flowers and bright objects. Perceives
emotional expressions. Spatial sercc -..-

1 position and distance is more sophisticaT
1 Raises his arms to gesntre "up", wrigc'.,-
and looks doer when he means "down.'

0
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0.1 Abseace of genuine intelligent be-

havior. Use of reflexes.

Crying. Rabbling say start as early as the
3rd week, but usually around the 7th or

eth week. Sounds are merely muscular re-

flexes; seal throat, sounds

1-4 to. Activity is trameforsed into a fuss-.

ales of osperiesee. These behavior
patters* prolog; those of the first
stags in that the seeds connected

with the reflex leuchiag, looking,
listeelsg, aryls., grasping, ate.)
are still their oily *Kiss power
without there beisg needs carnage
with derived sod deferred aisle
(gravies is eras: to throw, in
order to olds* to sad fro, etc.)
These graeplags lead to new results
elleltare sot neresed ieteetionally

Consolidation by repetition of car-
tale ester habits leading to
effects is the surrounding ailien
which are of interest to the child.
The accomplished of this stage eve-
etitste the first defisite steps
temards ISTINTIONALM or goal -
orientation.

bittitims When a child babbles he makes
sounds that be has uttered in discoafort

or contentment, ewe finding satisfaction
in producing at will those sounds which
at first have occurred involuntarily.

;imitations Crying whom other children cry;

3-4 se. vocal response to speech, left-

atlas withsut mean/mg.

Coos, laughs, vocalises socially. listens

to owa vocalisations.

Crows, vocalises eagerness. (The deif child
may smile, laugh, vocalise; but the vocal-

isations are reduced in swage and daunt.
Laughter say desiaish; voile say grow
fainter because of oecosdary esotiseal con-
sequences. Vocalisations become brief and

monotonal. Abseoce of spontaneous sound
improvisation is an early symptoo of deaf-

Mese.

5-12 se. Reactions begin to coordinate with
oath other to fors new behavior
totalities which are now unquest-
lohably istostiosal. Advances are
ea, side is the infant's use of
sips or ingles to anticipate
coking @wets.

so. says one word; heeds name. Vocalis!r
several syllables such as "da-da" as
saved play, to express eagerness, dis-
pleasure, satisfaction. (Deaf children use
a more limited range of babbling Sneed,

after six months.) Dabbling continues
until the child starts to use words in a
meaningful aermer aad persists sore than
a year after the child starts to talk.
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0.1 us. If he is upset and is picked up, shows signs of becoming cals. Meoarde faces.

4 no.
.

Nis acquired a feeliog of faulliarity with soother. Can smile and laugh. Plays
with hand sad dress. Recognises bottle; poises south for food.

6 so. Feat of strange versals, objects, and situations.

7 no. Nigh degree of selfsufficisecy; not inch tine to spars for people armed his.
Plays with feet and toys. lapectant in fOoding situations.

6 so. Is islsrestod la people around hin sod enjoys gams like "Patacake." Bailee
at ream:ties Is ths Marfat; sham fear and hesistation when confronted with
strangers. Reeds Golf a cracksr.

11 Imo. ft is the focal point of tio family; happily repeats actions and does thiage tha
aresse aassenwnt and attention reflocts an awakenino ego. Behavior patterns
agreeably fear sad leaaatinOsS, anger and jealousy, affection and syupAthy
become clearer. Cooperates in dressiogs. Gives toy. Pioger feeds.
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PHYSICAL .

MOTOR VISUAL

15.10 110.,Walks without falling; seats self;
can build a Unser of three cubes.
Can tilt head to the side and
backwards ir visual pursuit.
Motor drive is so strong that his
eyes often some to follow, rather
than to direct, his activities.
He builds towers; has difficulty
arrsmaing blocks horizontally,

Likes to throw objects and watch their vis
ual destination. Rxtends objects to a per
son and is visually interested in fate of
object. Does much listening, and listens
with a far-away look as though eyes and
ears shared in the act of distance pro-
jection. If he awakens at night, he quiet
as he looks at the far away lights outsid
his window. He wants everything he sees,
but his localization of far-off objects i
crude; he runs toward them headlong. Shov
a _predilection for vertical sectorp,

0.. .

21 mo. enlarges his spatial domain by
climbing oe chaise, tables, and
window sills.

Ryes have assumed a leading and sore dir -
active role. If he stops to stare, he
freezes as though fascinated. At holm he
does a good deal of intensive looking,
especially at household activities. Rehib
a new awareness of the fixtures of A room
Visual functions and personality reaction

-. aro. akin.

2 yr. Runs. Build tower of 6 cubes.Pulls
off cap and stockings, opens
boxes; unscrews lids of jars,
puts pegs into boles; scribbles;
draws a staight line; turns
leaves of a book one at a tiue.

Uses eyes sore flexibly; watches what he
does as he does it. Gives discriainating
regard to the movement of his oom scribbli
Ryes and hands are somewhat less associat
he can look and then act. Likes to watch
soveuent of wheels and whirling disk of
phonograph; likes to look at the soon. In,
creased visual discrimination is shown in
fondness for small objects; dread of lazg4
foruidable objects; may even refute to
enter a large hallway. Looks for aissing

, ob ectslikes to hide 1. s.

2% yr. Rather suggestible in his uotor
responses. May be hesdless of
verbal injunctions if you ask him
to go from one place to another,
but if you go yourself he is
likely to follow. Only through
continuous sotor pursuit and ex-
planation of objects does the
child at tbis age acquits the
fund of experience necessary for
a more nature type of visual
awareness.

Becosing aware of inevitable dualities whicl
disect all nature: up and down, in and nail
top and bottom, etc. Byes and intelligenc,
do not autoaatically tell him which direcl
ion is right and which is wrong. He is lui
by uovement when it takes hiu into outwari
space; however, alarmed by movement which
comes toward him. Ho cannot Sc 3utcessful:
sanaged by direct approach; hr responds to
peripheral approach. Can be rnticed to pr4
ject his attention to a distant target.
Highly dependent on manual contact; if he
losses such contact with the object, he
seems to lose sight of it. He say souet21 w4
look with such overpowering intensity tha'

. his leos collapse under hia.
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MMITAL

ADAPT1VB
LANGUAGE

In so. A more advanced and effective way of
exploring the properties of new ob-

jects. Discovery of new means
through active experimentation.
Imitates crayon strokes. emergence
of an awareneeu that other persons
besides hisself possess the function

of visiOn.

Says two or more words; jargons; names;
pictures. Begins to use the words LOOK
and S.

2 yr. Invention of new seams through mental
coebinations; if no available means
exists, one oust be discovered.
Knows the seining of MOW and SOON;

bogies to use words denoting the
present. Usually understand the
difference between OMB and MANY.

Uses phrases; understands simple directions.
Adds a few words to his vocabulary, usually
nouns and verbs, a single word often ser-
ving as a sentences, such as "Bat" for "1
want to ear." Couprehenes staple questions;
uses words in combinations such as "water,

drink;" "Baby up"; "See, clear." Vocabulary
ranges from 6 to 1, 127 words - average is

between 250-300 words. Gaining command of
space words - WHBRB. Personal pronouns
appear in the order of MY. MS, YOU. 1,



=JAL - MOTIONAL

18 so. Setter able to distinguish between self and others. Impatient; often does ex-

actly the opposite of what is asked. Sudden changes seem dangerous. Defiant

and disobedient and cut of self-preservation rather than egression. UPOS spOdel

with uoderate spilling. Toilet trained.

2yr. Still occupied with self; however, people are becoming sore interestitg. H3 obeys

commands willingly, and looks happy when praised. when he plays, it is only

"parallol play." Verbalises toilet needs. Plays with dolls.

211 yr. Rebellious age; domineering and exacting. He is bound up in his wishes, and

lacking in consistncy because he wants to try all the alternatives at one and

the sasm time. The lack of ability to choose and the pull of maturity opposed

actions make it aluost ispossible for the child to adjust his behavior.
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MOM V ISOM.

1 yr. Stands on one foot. Builds tomer of

ten cubes. Large easels activities.
Goes upstairs one foot often another

learns to cliab. Ihm-hand Activities
are more usified and rounded out.
Painting is confised to the paper
and designs are emerging; can de-
ploy his bends without reverting his
eyes on the task.

Surveys his constructions; looks with ease
from model to task. More completely or-
iented in a space world; displayiag new
interest in landmarks. He is bewildered
if he meets his nursery school teacher
downtown because she is dislocated and not
in her accustomed locale. Interested in
wholeness of things, a part of a growing
esthetic sense which is based an develop-
ment on the maturity of visual perception.
Some 3 yr. olds show a new interest and
preference for the color blue, whereas at
21/4 preference was for yellow and at 2 for
red.

311 yr Definite increase in stumbling aad a
fear of high places. Maude are °item
treumlous and awkward. Doeinance in
handedness undergoes shifts and con-
fusion. Stuttering, tensional chew-
lag, mail biting, mosepickiag, eye-
bl4eh4u0, increased salivation, and
inexpert spitting appear on the
scene, usually transiently. Difficul
ties are likely to bring tears when
he is tired, and elven he is confront
ed with the motor tasks of eatiog or

.dWessima.

lb easily loses a trail; his beginniogs are
better than his terninations. Hi does not
perceive bilateral thinos as a whole. This
is an important age for both the origin
and the resolution of strabimmos which has
a developmental basis. Many motor difficul-
ties stem from iumature visual - motor
orientations in the space - time world,
which are also reflected in his emotional
needs at this a9e. He often complains about
not being able to sae, as though he had
difficulty in manipulatin; space.
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ADAFTID111

3 yr. imitates a cross. Attention varies

from 1-4 eln.; in general from 7-20
an. Precision of concepts develops

111111 he learns tO 111111110eiste the smut-
ions of sight, touch, temperature,
sound, smell, movement, and @notion
with the object or event to whith he
is attending. Like to find out tbin's

for themselves. They remember solu-

tions that work and those that do not
Pleasant ewpsriesoss sees to be re-
membered more easily than disagree-
able ones. Can plan somewhat in ad-
vance. Spins to grasp the relation

of SW and LITTLI.Can put passles
together.

Talks in sentences; answers sinple questions.
Can carry on conversation; 10-1591 of con-
versation consists of questions. initiates
the word Ie. Begins using words to denote
the future and the past.
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SCC1AL - INOTIONAL

3 yr Negativism oeserally gives may to positivism. The will to cooperate is moredeveloped. Likes to maks new friends and may be willing to surrender something(a toy) to gain a peresn's appreciation. Outburst of after az@ often aimed atobjects. Pear may also be associated with p.rticular objects; the increasedpower of imagination also causes fear to seised beyond reality. Begins to playwith thers for brief periods of time. Use. a spoon well. Puts on shoe..'1 1



PHYSICAL

MOTOR
V ISUAL.

4 yr. Skips on one foot; rides on a tricycle

enjoys playing ball; has fewer falls,

bumps, etc.; sense of rhythm develops

High energy drive which results in

bursts of motor activity. The visio-

motor and action patterns show a

certain looseness, rangeness, and

spread. Home can no longer contain

him. Can button his clothes and put

his shoes on, but not able to tie

the laces.

His motor patterns show a tendency toward
symmetry which gives him an awareness of

two sides of a configuration. Sometimes
he even sees a circle as a divided whole,

made up of two semicircles. He tends to
balloon when he uses a crayon, magnifying

out of proportion any detail which engages

his interest. He can look both ways before
crossing a street, but he is apt to dart

too quickly. He likes diversities that

will multiply his orientations; thus he

is a rest nei hborhood visitor.
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MENTAL

ADAPT NS
LAN3UAGE

4 yr. Draws "man': High energy drive which
results in bubbles of mental activity

Snjoys imaginative antics and flights

of fable and fancy. His mental organ-

isation is fluid, yet he is able to

take in a whole situation in a flash

of perception. He is beginning to

group large concepts lika the world,

the Sky the ocean.

Uses conjunctions, understands prepositions.
Collective nouns and goneralisini; phrases
emerge in his speech. Stammering most
often begins at this age. HOW and WHY
questions are moat insistent. The pronoun

plays a very important part in his
language.



SOCIAL - EMOTIONAL

4 yr. Period of uneasiness and lack of confidence. Behavior:is less harmonious. He

frequently refuses to obey - exaggerated need of stubborn independence. HW

devotes sore time to group games (social play.) Will lend his toys, but may

suddenly turn cantankerous. Often eager to command others. Outbursts of un-

directed energy decrease in frequency, while angry retaliation increzses. Fre-

quency of after-reactions such as resentfulness and sulking increase. Cart wash

and dry face. Gees on errands.
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PHYS ICA L

MOTOR

.

V ISUAL

-----

s yr. Skips on alternate feet; eye-hand co- He is not as facile with beginnings and

ordination develops. He holds his imitations as he was at 4 yrs.; but has a

arms nearer his body; his stance is better comprehension of the relationship

narrow; he moves his eyes and head between beginnings and ends. He prefers

almost simultaneously; moves with colored crayons to pencil, and colored

more deliberation from one object to picture books to black and white. Hs live !

another; shows an increased precision in the here and now; doesn't like to open

and command on the use of tools,
Attracted by rhythmical and other

strange doors; tends to manipulate silace
conventional directions; operates witH sol

movements in groups; fite motor co- facility in the vertical direction than ill

ordination allows him to begin using the horizontal; is beginning to Use the

things like combs and toothbrushes. word "long" in preference to the.word "bil

Shows a new awareness for "Points" and
"corners;" is more aware of Aonghess in
vertical, as opposed to oblique and hori-
zontal. Tends to scan a page in a vertical
meridian, from top to bottom and from
bottom to top; likes to match form with
form, size with size. These perceptual
predilections ars associated with the
current maturity status of his ocular
patterns and total action system. Hs
singles out specific details or familiar
features without losing an awareness of
the total entity.



ADAPTIVE;

MSNTAL

Lamtmos

5 yr. Can count ten pennies. His mental life
is natter of fact and realistic. He

is so occupied with the organization
of an inner world of concrete percep-

tions that he seems somewhat imperson-

al. Hs takes up one thing at a time

and does not go beyond his depth. He
thinks before he speaks and acts. His

mental world centers around hil home

and his mother is the center of that

home. He usually knows the nano of

the street on which he lives and 'the

house nuMber. He picks out capital

letters and nutbers; he identifies
letters out of a book and in slore
ims,

Speaks without infantile articulation.
Asks WHY. His endings are definite and
clear-cut. "that's all I can do." As he

listens, he singles out special woids
in a spoken sentence and asks their
meaning.



SOCIAL - !MOTIONAL

5 yr. A happy age; likes to help about the house; is pkotebil:Weribitird weaker or

younger children. Has self-confidence
combined with trust in others; sore

balanced esotionally.
tie is not stricken with fear as often and seriously as

formerly, orals may happen again whim ho is six. The teacher may compete

seriously with the parents for the child's confidence. Dresses without

assistance. Atka
meanings of words.

.11
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