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Background

* Hearing loss prevents full access to
communication and delays the normal
development of speech and language abillities

- Early intervention services assist parents and
caregivers in

- developing an awareness of the communication
access barrier that hearing loss poses

- facilitating their development of effective parent-
child communication strategies

- supporting their use of effective communication
practices in the natural environments of the child

* Hearing Specialists have the expertise to help
families and caregivers help their children access
communication and learn language



Why do we monitor
communication development?

The developmental goal for early intervention of
young children with hearing loss is one month of
language development for every one month of
effective communication via early intervention.

The first three years of life (especially the first 6
months) are pivotal to the development of a typical
foundation of linguistic skills.

It IS Important to monitor the communication
development of children with hearing loss as a
means to gauge the effectiveness of their early
Intervention program.



Purposes of CDM

* The primary purpose of communication
development monitoring is to inform the parents of
their child’s language and auditory skill
development progress over time and provide them
with the opportunity to consider if any changes are
needed to the child’s current level of
communication access.

« Secondly, aggregate data on language and
auditory skill development of children with hearing
loss who have participated in the SHINE
component of local early intervention programs will
identify possible changes that may be needed in
how or what SHINE services are provided to
families on a regional or state level.




What information 1s collected?

http://www.cms-kids.com/SHINE/shineCommunicationDev.htm

Demographic, hearing loss, and service related
Information

SHINE Vocabulary Checklist — only vocabulary
production collected

SKI-HI Language Development Scale receptive
and expressive language levels

Auditory Skills Checklist: acquired, inconsistent,
and emerging skills

Parent Interview Progress Report — not at baseline

Communication Plan summary— only once, after
Communication Plan is completed



SHINE Vocabulary Checklist

early steps

SHINE Vocabulary Checklist: Level I (Infant Form)*

Copyright 1993 Al Bighes Reserved

Child's Mame: {Clild's Birrhdate:

PART ONE: VOCABULARY CHECKLIST

Childrer understand mavy more words than they wse. We are particnlarly futerastad in the words your chuld SAYS, CUES ar
SIGNS. Flease mark the words you have bheard or seen your child use. If vour child nses a different prommciztion of a word (or baby
s1gns or cuss), mark It smyway
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Parent Interview Progress Report

BATIV STaps

Children's Madlral Fervioss

Farent Interview Progress Report

Child: Date:
araas to conglder that can affect the rats that Alrzat Sum Fatls
communlcation skllla dB'Il'Eil{}Fl: Akaur [=, [T Lirrsa FersprHE

AUDITORY COMMUNICATION

1. Fihe child has ampification, are the hearing alds (or cochiear
mplant} warn all waking hours?

2. Are the hearng akls checked & least once every day o be surs
ihat they ane working [propery’?

3. Does he chid recaive a Nearing Svanation very 36 monts
[n=anng ahilty can changs!)?

4, Are the all aouits I e chid's Ie @ware of the slzs of the
cnild s [istening bubble (hearing range) In deferant lIs22ning
envinonments (guist, noise, ciose, 13r) and L&k In this dslance?

VIS UAL COMMUNICATION

5. It the child |5 signing (aith or wiinout meaningful audiary Input)
ara the parents and carsglvers leaming enough words in sign o
ES2p up with ine chil's 3236 of Insnest?

5. Are signs baing used whenever the child £ In the room® (much
lAnguage |5 picked up Inddenially, or when communication Is
ooCuming around a child)

7. Do brofhers, slBters, and playmabes sign with the chiid and 2ach
ohher wihen the child |6 present™

8. Dioes the Tamily ged iogeiner with other familes who sign wkh
ihedr cnllidren, or da they regulary Interact wiin Deal adulis?

COMMUNICATION STRATEGIES

3. Do the parents and &l carsglvers communicans efactively (sign
andor spaechidisizning) during ALL of the child's typical evanyday
routines and achivitles (olapening. choosing food, eic)?

10. &re the paremts salisfed with hosw the child |5 Sewedoping
communication sklls compared b skilis of chldren the ssme age?

Inquires about practices
related to providing
communication access.

If a child is not progressing
at the desired rate it may
be due to family skills or
consistency in providing
access to language and/or
sound.

Relates to information on the
Communication Plan

Each item recorded on the
CDM report



SKI-HI Language Development Scale

Uni¢ 1

Receptive Expressive

2
3. Shows anticipatory exciteman: (shows

excitement wher anticpating feeding, etc.) 3

4. NMesponds by smilirg or maxing sounds

(vocalizing) when parent or ca‘egiver comes 4

close to child 5

Unit 2

1. Quets when picked up 1
. Inspects surcundirgs 2

Cries with both a strong and a weak voice
Makes non-crying noises [such as gruris,
hiccups, thrcaty sounds, suc<ing sounds)
Makes open mouth sounds (suzh as ah, ah.
o0, oh) in a musical, coo-ike way

Cries for hunger, pain, and disconmfort

. Makes happy noises: gurgles, chuckles

Receptive Expressive
_ 1. Watches speaker's face or signer's 1. Makes a sustaned coo (such as 0-0-0-0)
face anc hands ___ 2. Produces two different syllables
2 Knows will be led o lifled by the sighls {such as afgon, slill seurds coo-ike)
andior sounds o° someone coming towards 3. Attempts a faw guttural sounds
him/her (such as &, g, ng)
3. Recognizes parentor caregiver by hisher 4, Vocalizes to socid sémuli (scmeone iting,
nosse and appearance holding, talking to chikd)
4. Aware of many sights and/or sounds in the 5 Smiles when amiad st
environment _
R 6. Laughsaloud
— 5. Aware of strange situations
' ) 7. Makes some loud and soft sounds other
— 6. Upsat by angry faces or voices than crying {gurgling sounds. stcking
___ 7. Stops crying most of the time whan sounds, etc.)
someonz communicates to himher using 8. Babales by i fing series of same
words o signs = by repeating series of sam

sounds {€.0.. ga, ga. g



Auditory Skills Checklist

early steps
AUDITORY SKILLS CHECKLIST

Child’s Hame Birth Date: Person Reviewing Skills:

Dates Auditory Skills Reviewed:

Directions: Skills should be checked-off only if the child responds or has responded wsing auditory-only clues, without any viswal information
available. Although these skills are listed in a relatively typical order of development, it is common for children to increase in the depth of their
develapment in previcusly acquired skills while lzarning skills at more advanced levels. Work on skills from one or two levels at a fime. A child's rate
of progression can depend on cognitive ability, the ability to attend for periods of time, vocabulary size, abkility io point, efcetera. Every time you
rignitor auditory skill development, check off changes in the child's ability to respond or pedorm each skill that is being worked on. Estimates of
percent of the time the chid is s=en to respond are approximations only based on the observation of the parents and others wha regularly interact
with the child. In subsequent reviews of the child's auditory skill development check off progress made (e.g. add check tz E column if child is seen to

begin to respond or demonstrats skill).

HOT PRESENT {0-10%:) E = EMERGING [11 — 35%) | = INCONSISTENT {36-79%) A =ACQUIRED {80-100%)

E|lII| A APPROX
. . , DATE
o AUDITORY SKILL EXAMPLE ACQUIRED

LEVEL ONE

Child weears hearing aids or implant all waking hours Hearing aids wom at all times except for naps and

oathing.

FAwareness 1o sound: Chid nenverbally or verbally indizates the presence Child's eyes widen when she hears her mother's

or absence of sound woice,

Attention 1o sound: Child listens to what he hears for at least a few Child pauses to listen o father's woice.

seconds or longer

Searching for the source of sound: Child looks arocund. but does not Child glances or moves in search of the sound

necessanly fmd sound sourze

FAuwdiory loca'ization: Child tums to the source of scund Child turns to Mom when she calls her

LEVEL TWOD

Awdiory fesdback: Child uses what he hears of his own woice to modify his | Parent says ee-oh-ee and child imitates. Parent says
speech, so that it more closely matches a speech model woof-woof and child mitaies

T I [ I G -




Why has a set CDM protocol
been defined?

* Federal interest in Improved outcomes
for young children with hearing loss

* To allow systematic data driven
decision making for what activities are
needed for a child to become a
successful communicator, as typical as
age peers as possible

« Consistency across state to address
federal and state accountability needs



Federal Pressure to Improve Outcomes of
Children with Hearing Loss

The Government Performance and Results Act (GPRA) of
1993 (Public Law 103-62) requires that Federal programs
establish measurable goals approved by the US Office of
Management and Budget (OMB). The GPRA Measures for
the EHDI program are the number of infants:

— screened prior to discharge
— with confirmed hearing loss by 3 months of age
enrolled in an El program by 6 months

— with confirmed or suspected hearing loss referred to an
ongoing source of comprehensive healthcare (i.e.
medical home)

— The number of children with non-syndromic hearing loss

who have developmentally appropriate language and
communication skills at school entry



JCIH (Joint Committee on Infant Hearing
2007) Quality Indicators: setting the stage

Quality Indicators for Early Intervention

“For infants with confirmed hearing loss who qualify for Part
C, the percentage for whom parents have signed an
IFSP before 6 months of age (for children with acquired
or later identified hearing loss, the percentage for whom
parents have signed an IFSP within 45 days of the
diagnosis). Recommended benchmark is 90%.”

Baseline 2006 Florida EHDI data:

* Referrals prior to 5 months = 54%

* Referrals prior to 3 months = 43%

» Referrals prior to 6 months = 60% (includes 0-3 months)
« Referrals prior to 12 months = 75%

* Referrals age 1-2 years = 14.5%

« Referrals age 2-3 years = 8.5%



Quality Indicators (JCIH 2007)

Quality Indicators for Early Intervention

“Percent of infants with confirmed hearing loss
who receive the first developmental
assessment using standardized assessment
protocols (not criterion reference checklists) for

language, speech and non-verbal cognitive
development by 12 months of age

(Recommended benchmark is 90%)”

 Unknown.

Communication Development Monitoring must be
submitted routinely for children in Early Steps

with known hearing loss to evaluate this quality
Indicator statewide.



More from JCIH 2007

“Spoken and/or sign language development
should be commensurate with the child’s age
and cognitive abilities and should include
acquisition of phonologic (for spoken
language), visual/spatial/motor (for signed
language), morphologic, semantic, syntactic,
and pragmatic skills.”

This Is a primary reason for performing CDM at
6 month intervals



More from JCIH 2007

“Early-intervention programs must assess the
language, cognitive skills, auditory skills,
speech, and social-emotional development of all
children with hearing loss at 6 month intervals
during the first 3 years of life, using assessment
tools standardized on children with normal
hearing.”

The foundation for choosing the norm referenced
SHINE Vocabulary Checklist based on the
MacArthur Communication Developmental
Inventories as part of the CDM protocol



Final information from JCIH 2007

“While criterion referenced checklists may
provide valuable information for
establishing intervention strategies and
goals, these assessment tools alone are
not sufficient for parents and intervention
providers to determine whether a child’s
developmental progress is comparable to
hearing peers.”

This Is why the Language Development
Scale and Auditory Skills Checklist if used
alone are not sufficient for communication
development monitoring



Other background information
to “set the stage” for meeting intervention needs

* Recent hearing aids and cochlear implants do a
better job of providing access to the speech signal
than ever before

« Approximately 70% or more of families begin early
Intervention with a firm mindset towards speech
and listening

* In Colorado where parents can choose any single
or combination of communication methods 50%
change methodology at least once before age 3

 Increasing numbers of deaf children are receiving
cochlear implant(s)



CDM Reporting

* The report form Is designed so that only
a minimal amount of information is
repeated at each periodic review

* If you do not know all of the information
at baseline leave it blank. The following
slides will indicate CRITICAL fields to
complete at baseline

At periodic review most sections allow
you to check if there has been no
change



Using the CDM tool

The following slides include information
and screen shots of the Communication
Development Monitoring Report form to
assist Hearing Specialists in
understanding how to complete the
CDM report form appropriately.



SHINE Communication Development Monitoring (CDM) Results

Baseline Communication Development &) COM for Periodic Review or Annual Evaluation ()
hdonitaring
Persan filling jng,, Ferson filling out COM's |k 5ren_Andersoni@dah,
out COM: email Address: -
Date COM Completed: 921407 = mmdd diy
|Genem| Information About Child
Childs SHIME ID number: ggg Month ear of birth: |1 20 0
Early Steps Region: | Bay Area a County: Hillsborough |+
At what age did intervention services specific to hearing v manths

loss begin (j.e., SHIMNE):

Indicate Baseline or Review: a CDM needs to be
submitted a minimum of every 6 months.

*You MUST use a SHINE ID# to avoid sharing non-child
specific information in an unsecured manner. Obtain the
SHINE ID# from the Early Steps Coordinator of Hearing
Services.

*Specifying the age services began is CRITICAL



Information About Child’s Hearing Loss
YWas the child referred from newborn hearing & yves O Mo O Don't Know
screening
Age of hearing loss diagnosis |2 |s | maonths

The child's hearing loss has been checked @& 3 Months OB maonths O Longer than 6 months
for progression in the last (choose onel:

DEGREE OF HEARING LOSS Mo Changes Made: “or Periodic Review only [
(average hearing level for S00-2000 Hz) based on the child's most current evaluation on record

LEFT EAR: RIGHT EAR: .
O @158 _H_gzl _____ O(16-2548) [0 @6:40d8) ;O [-1508 _H_@:l___?___lzw_@@ﬂ_e_:l__ﬁ___lzziﬁ_ 40d5) |
|©1-5508) 1O E5_*§_7f'§'_'j_EE' _______ OF1-e0dE) B OM-85dE) @ (56 70d8)_ 1O (71-5008) |
O @0+d8) __iOtobe _d_et_er_mm@_d_____________"i O@o+d) Ot be deternined
|:| audltnrj,r dyssynchrnny |:| audltnry dyssynchrnny

*Ask the parents if they know about newborn screen referral
*Age of hearing loss diagnosis is a CRITICAL field

It is standard of care for children with hearing loss to have
hearing rechecked every 3 months under age 2 and then
every 6 months to age 5. Exception would be if a child has
no useable hearing. The child’s service coordinator should
have the audiology report or be able to obtain it quarterly.



AMPLIFICATION Mo Changes Made: =far Periodic Review only []

o amplification recommended: [ still within 30 days of audiology [
referralfamplification recommendation:
Amplification delay due to:  [Jmedical Clearance [Jaudialogy scheduling
[Idelays by parent chaice [Jather
Age of inttial amplification fitting: Age of cochlear implanation(s):
3 months ] unknown maonths [ unknown-RiA,

Arnplification: ]2 aide 1 aid D2 Cls 1 Cl [ Ibone conduction aid  []FM
Amplification/Clis used: O < Shours/day O35 hoursiday  @6-10 hoursiday - O 11+

LISTENING BUBELE: Mo Changes Made: *far Periodic Review only — []
Dioes the child respond to sound of typical loudness at different distances in quiet.

Without Amplification: With amplification or cochlear implant:
Yes . No ... e Yes ... Mo .
® 'O =26 in  (®) : =k in
SEREEEEEEEEEE EESEEEEEEEEES FRPRREEEEEEEEEEE | EESEEEEEEEEES EEREEEEEEEEEES RRREEEEEEEEEE
@ O 3t : (& O 3 ft

® O & ft E O 6 ft .
r----=-==-7=7=°=°7=°7-° 1 r----=-=-=7=7=7=°7=°7=°7-° | |
@ O 10 . : O () 0 . '
e = mmmmmmm e === mmmmmmmeeama - I e L e e R L I
:I-l.:l-xl ||i ] :;11+ﬂ: E Eli ] i) :;11+ﬁ: 1

Indicate reason if child has not received amplification within 30
days of hearing loss diagnosis

«Age of initial amplification fitting is a CRITICAL field

*Refer to the ELF for information on the listening bubble at:
http://www.cms-kids.com/SHINE/ELF_Questionnaire.pdf



Language Usage Information:

|5 a Deaf ar Hard of Hearing
person in the home?

What i the primary language used in the home

with the child?
Primary

English ®

spanish d

ASL=sign

Cither

(specify)

Etioloqy:

Congenital Causes of
Hearing Loss:
[ Cytomegalovirus (Chiv)

[]Hereditary

[ Prematurity
[ Maternal Rubella
[ Rh Incompatibility
[]Connexin 26

Senetic evaluation been
obtained by the family?:

Mo Changes Made: *or Periodic Review only [
If yes, does that person use sign Dives (O Mo
language?

Wwhat i the primary mode of communication used
in the home with the child?

(O Yes (Mo

Secondary Primary Secondary
spoken language &)
cued speech O
gesture O
spoken & signed O ®

signed only O

Mo Changes Made: *or Periodic Review only [

Acquired Causes of Syndromes with Hearing Loss:
Hearing Loss:
[] Infection [ Dowen

[[] Measlesifumps [] Goldenhar
[[] Ototoxicity [] Treacher Collins

[ Other (specify)

[] High Fever [ Ushers
[] Meningitis [v]Waardenburg
[] Trauma [ Unknown

Ophthalmalogy evaluation
been obtained by family:

®Yes  OMo ®ves Mo

*Primary and secondary communication modes are CRITICAL
*Genetic and ophthalmologic evals are highly recommended for
this population by the American Academy of Pediatrics



lﬂ\DDITIl}HﬂL DISABILITIES:

Flease check any identified or suspected
dizabilities:

[] “isual Impairment

[] Cognitive Delay

[] Meurological Impairment

[] Physical Impairment

[] Other suspected conditions (specify)

Mo Changes Made: *for Periodic Review anly — [] |

Your estimation of the effect of the additional
disability(ies) on developmental progress:

(" none or minimal

() somewhat

(" significant

(" wery significant

Do not complete this section if the child only has a hearing

loss

oIt Is Important to indicate if there are known disabillities in
addition to hearing loss. This does not include communication
delay that is likely associated with the hearing loss.

oIt is CRITICAL to indicate other disabilities and YOUR
estimation of the impact on developmental progress. It is
understood that your estimation may change over time.



| SERVICE PROVISION INFORMATION: Mo Changes Made: *for Periodic Review only [ |

Type of serices currently provided Fregquency of services
[] Initial SHIME information services

(Communication Plan not completed) T [¥] times per | Month b
Ei;n?i,zé?;lgﬁﬂﬁgram for children with hearing 4 (wl times er Morth =
] ?;;T:li Eé:elli[]prgﬂjgram for general developmental =707 o[ Mot —

Home based services provided by

CIstP OlawT O o1 OIPT 1 ¥ | times per | Month v

Clinic bazed services provided by

Cste #avT O oT OPT 2 ™| times per|Month v
[ Ezgﬁf;{]nrg:chunl program for children with T T%] times per | Morth —
L1 Dther [specify) 1 || times per| Month -

FPrimary Service Provider: -

Farent/caregiver attendance iz (Home based services):

® (95% of days) O [<75%-95%) O (50-75%) O [=50%)

oIt is CRITICAL to enter the number of services in each

setting that are provided (this # should be consistent with what is on
Form G of the IFSP

*If there are multiple therapies (i.e., speech and OT) add the total
number of sessions together per category



FARENT INVOLVEMENT:

Update at each Communication Development Monitoring

FProviders's impression of the level of invalvement of caregivers early intervention and providing
communication access accommaodations to child:

*Uze the following key to evaluate the next six questions

1="ary limited |2 3 4=Nery proficient
Farent understanding of hearing loss O 1 O2 O3 |[@® 4
hWotivation to actively assist child development O o2 O3 [@ 4
Cluality of turn taking with child N o2 @3 [O4
Cluality of language models N O 2 @3 4

Frequency of visits/interactions with deaf'hard of hearing individuals: {including other
families)
O Once aweek O Once every two weaeks @ Once a manth
O Once per year (i.e. Symp) O Few times a year O Mone et
Child Care/Day Care Participation:
|5 the child in childcare for 20 hours or more perweek ©: () Yas & Mo
If yes, intervention services provided to the care gver(s) {lLe. sian () yYes & Mo
instruction, visual interaction strategies, etc):

Parent involvement is very important. Estimate the proficiency of
the people who spend the most time with the child — your
estimation can/will change over time

-Parent-to-parent support encounters are strongly recommended
Ildentify child care and services provided therein



[Communication Development Monitoring Protocol Results
SHINE Vocabulary Checklist

Gender: 3 Male Child's age in months: 12 [»
) Female & Age in Months O Developmental Age

=elect level of SHINE “acabulary Checklist conducted: MUST MATCH DEVELOPMEMNTAL AGE
® Level I: & to 13 maonths O Level | 14 to 18 months
O Level lI: 19 to 24 manths O Level Il 26 months ta 30 manths
O Level lll: 31 months to 38 months
Mumber of verbal waords: 2 Mumber of signed/cued wards: 1
Mumber of words both said |4 Total raw score for production: (all words expressed |2
and signedfcued; regardless of method):

This iz equivalent to | 45 percentile rank.

The S0th percentile rank for 14

. maonths
this score occurs at age

Language Development Scale (LDS)

Child has attained minimum of 50% of skills in unit:

Receptive Highest unit B Expressive Highest unit attained: g
attained:

L’-\uditmy Skills Checklist ‘
Total number of:

okills Acquired: 3 Skills Incansistent: |2 =kills Ermerging: 1

*The child’s age is CRITICAL and check whether it is the
chronological or developmental age

*If you do not enter the age you will NOT be able to submit
*The test Level must match the age you entered - CRITICAL
Enter all 4 boxes as appropriate re: # words said/signed
*Refer to website for information on administration of tests



Parent Interview Progress Report

Areas to consider that can affect the rate that

communication skills develop: [ nat required if baseling ar if child has made ane manth

communication progressione month senvice |
"Uze the following key to evaluate the next six questions

A=Almost Always C=Cften S=Sometimes F=Farely/Mever {4,
AUDITORY COMMUNICATION

1. [f the child has amplification, are the hearing aids {or
cachlear implant) warn all waking hours?

2. Are the hearing aids checked at least once every day to
be sure that they are working properly?

3. Does the child receive a hearing evaluation every 3-b O]
months (hearing ability can changel)? -
4. Are the all adults in the child's life aware of the size of the |5
child's listening bubble (hearing range) in different listening -
environments (quiet, naise, close, far) and talk in this
distance?

) A

= =] =] |=

ollol o] lo
L1
A

*This information is the result of your observations and
discussions with the parents/caregivers

oIt is NOT necessary nor recommended to complete the Parent
Interview Progress Report at baseline or if the child has made 1
month of progress per 1 month of intervention



VISUAL COMMUNICATION

9. [fthe child 15 signing {with or without meamingful auditory | a (O o |G s [OR [0 NA
input), are the parents and caregivers leaming enough wards — ' - - )
in sign to keep up with the child's areas of interest?

b. Are signs being used whenever the child is inthe room? [ a4 (O o (@2 [OR [ NA
(much language is picked up incidentally, or when - ' - - -
communication 1s occurring around a child)

7. Do brothers, sisters, and playmates signwiththe child - |y a (O o0 (O 5 |OR |5 NA
and each other when the child is present?
g. Does the family get together with other families who sign [ a4 (@ o [O 2 [OR [ NA
with their children, ar do they reqularly interact with Deaf - ' - - -
adults?

*This information correlates with reasons why a child may not
be making communication skill progress at a typical rate

*The results of the Parent Interview Progress Report can aid in
decision making about what is needed to increase the child’'s
language skills

*Each question has been correlated with impacting positive
outcomes for children



COMMUNICATION STRATEGIES

9. Do the parents and all caregivers communicate effectively |Gy A O o0 O s |[OR [ MA
(sign andfar speechilistening) during ALL of the child's
typical everyday routines and activities (diapering, choosing
food, etc.)

10. Are the parents satisfied with how the child is developing (& a4 (O o0 O s [OR [0 NA
communication skills compared to skills of children the same
age?

*These two summary guestions are critical to answer.
Number 9 is your estimation of the overall effectiveness of the
parent’s/caregiver’'s communication with the child, preferably
from discussion with them regarding their comfort and abllity
levels

Number 10 is an indication of parent satisfaction with the
child’s progress



What 1s the Communication Plan?
Why is It done?

 The Communication Plan is completed with the
parent at the point at which they have decided
which communication ‘path’ to start down.

The Communication Plan documents that:

« All communication options were presented

« Different communication option providers were presented

 Itis the parent making the choice

« The parents commitment to use amplification

 these decisions will be reconsidered at least twice a year in
conjunction with CDM



Communication Plan For:

Date:

EVERY CHILD WITH HEARING LOSS NEEDS FULL ACCESS TO
COMMUNICATION TO DEVELOP LANGUAGE OPTIMALLY



Step 1: With my Service Coordinator and
Family Support Team we discussed:

v YES NO

Language development
opportunities

Communication Features
and Modes

Intervention Program Options

Step 2: We have identified the communication
features we want to use with our child (circle):
Speech. maximal use of hearing. English. gestures
fingerspaling. speech reading. conceptual sigr (ASL),
cued speech, manuwal sign (le., Signed Exact  English),

vibrotactile, augmentative commurication

Step 4: Opportunities our child will have to
communicate with other children or adults

who are deaf or hard of hearing include
(i.e., other tamilies with children who have hearing
loss, deaf role models, adults or children that sign,
cue, wear hearing aids, or have cochlear implants):

Step 5: The natural environments, every-
day routines, activities, or places that our
child will be around others that use the
chosen communication features or mode
(and wear amplification if desired) include:

Momitor
Compumication
Development at
least every 6
months by
parent(s)
conapleting the
SHINE Vocabulary

Checklists

FProposed
Commopnication
Development
Revien Digbes

{month / pear)

I
2
3
4



Step 3: We discussed using amplification with
our SHINE provider, hearing specialist and our
audiologist . We realize that our child cannot
learn spoken language or speech to the best of
his/her ability unless as much speech as possi-
ble can be heard everyday by using amplifica-
tion for all waking hours:. Check all that apply.

Hearing aid(s)___ Cochlear Implant(s) ___
Used all waking hours ___ 6 hours perday ___
____hours per day (please complete)

We will use amplification because we want
our child to speak

Or we want our child to speak and sign __
No amplification, we want our child to sign _
Other comments:

Step 6: The trained professionals who will
support our child and family are:

PARENT SIGNATURE(S]):

L

Revien the
Comeouniontion
Flan at every
compsmication
development
monitoring and
consider changing
as needed I progress
in language
developrent is Jess

than expeceed

Adapted i 2003
from the Colorado
Commmumication
Plam for Deaf and
Hard of Hearmg
Studants



Summary of completed Communication Plan:

Mumber of times you met or spoke by telephone with the child's 1~

family to provide SHIME initial service infarmation, including the Fram: |1 |*| | 2007 s
day the Communication Plan was completed: Tor |1 sl 2007 v

Check all choices parent indicated below:
[] Speech [ use of hearing [ English [ gestures [ fingerspelling [ ASL
[] cued speech ] manually coded English [ vibrotactile  [[] augumentative communication

[ ] hearing aid(s) used hours per day or [ all waking hours

[ cochlear implant(s) used hours per day or [ all waking hours
[ ] we want our child to speak [ we want our child to speak and sign
[ ] we want our child to sign

*The summary of the completed Communication Plan is only
submitted ONE time.

oIt includes the length of time that SHINE initial information
services were provided

*This information verifies the starting point of parent
communication choice. Information on hearing aid use and
communication choices will subsequently be updated during
periodic CDM



The family will receive Hearing specialist services from (choose all that apply):
[ sarme person that provided SHINE initial information will continue ongoing services with farmily

L] & different Hearing Specialist will sere the family in the natural ervironment; the person who
provided SHIME initial services will continue to monitor the child's communication development via the
COM procedures

[ & different Hearing Specialist will sere the family in the natural environment and will also be
responsible for monitoring the child’s communication development wia the COM procedures

(1 aural habilitation and/or speech serdces outside af Early Steps (i.e. AWT):
Wha?

[ no Hearing Specialist serices will be provided because

*These last questions identify who will be responsible for
submitting CDM information for the child

*Other service providers will be identified

*If there are no Hearing Specialist services that will be
provided the reason why is collected (i.e., parent choice, lack

of provider, etc)



Add comments to inform the
service coordinator about child’s
progress and needs

Additional infarmation about the child's progress, status or needs:

Information relevant to the IFSP review
or annual IFSP can be entered here —

Do NOT include child-specific information
(i.e., name of child, parent, etc.)

Enter emall address of child's service coordinator here;

Insert other email addresses as appropriate, separated by a
semicaolon.

FSODE advisors also send to: strasselgi@fsdb k121l us

You MUST have parent permission to share this information.

Frint COM
Subimit COk




Enter email address of child's service coordinator here:

Insert other email addresses as appropriate, separated by a
semicolon.

F=DE advisors also send to: strasselg@fsdb k12 .flus

ou MUST have parent permission to share this information.

Print COM |
SubmitCOM |

*If you want a full copy of the CDM results you must print it
before you submit the CDM

It Is required that a summary of CDM results be sent to the
child’s service coordinator (parent permission NOT needed)
*If the Hearing Specialist who provides SHINE initial services
IS a parent advisor hired by FSDB it is required that the
results also be submitted to Gail Strassel at FSDB but
parents must have consented in writing

«Additional copies of the summary may be emailed (i.e., to
the AVT) but parent consent must be in the child’s file.



*The CDM
summary
report only
Includes basic
demographic
and test result
Information.

«All fields not

completed will
be filled In
with dollar

signs $

CDM Procedwre Data Submission by Joey

$% = no information entered for this field

General Information
Baseline or Review:
=ubmitted by:

Ermail:

Completion Date:
Child Unigue ID:

Birth Month:

Early Steps Hegion:

Hearing Loss checked for progression:

Degree of Hearing Loss - Left Ear:

Degree of Hearing Loss - Right Ear:

sender:

SHINE Vocabulary Checklist
Total raw scare for production:
Fercentile Rank:

A0th Percentile Rank occurs at age:

Language Development Scale
Highest Receptive Linit attained:
Highest Expressive Unit attained:
Auditory Skills Checklist

Tatal number of skills Acquired:

Total number of skills Inconsistent:

Tatal number of skills Emerging:

baseline
Joey
Karen_Anderson@@doh. state flLus
92107
5959

1006
Bay Area
3_months
41-55dB
AB-70dB
hale

2
44th
11

b
]

—



