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This document is a supplement to the year 2007 position 
statement of the Joint Committee on Infant Hearing and pro-
vides comprehensive guidelines for establishing strong early 
intervention (EI) systems with appropriate expertise to meet 
the needs of children who are deaf or hard of hearing (D/
HH). Optimal outcomes can only be achieved when there 
is high quality to the universal newborn hearing screening 
programs, the audiologic diagnostic process of confirmation 
that a child is D/HH and fitting of amplification, and the 
provision of appropriate, individualized, targeted, and high-
quality EI services. There are 12 best practice guidelines for 
EI programs that include the provision of timely referral to 
EI services with providers who have knowledge and skills in 
early childhood deafness and hearing loss, infusion within the 
system of partnerships with parents as well as professionals 
who are D/HH, longitudinal developmental assessments for 
monitoring the child’s development, data management sys-
tems that include developmental outcomes, a process to mon-
itor the fidelity of the intervention, and appropriate services 
for children with additional disabilities, those from non-Eng-
lish speaking families, and those from special populations, 
including unilateral hearing loss and auditory neuropathy/
dyssynchrony.

Preface

This document is a supplement to the recommenda-
tions in the year 2007 position statement of the Joint 
Committee on Infant Hearing (JCIH; see Appendix A)1 
and provides comprehensive guidelines for early hear-
ing detection and intervention (EHDI) programs on 
establishing strong early intervention (EI) systems with 

appropriate expertise to meet the needs of children who 
are deaf or hard of hearing (D/HH).

EI services represent the purpose and goal of the 
entire EHDI process. Screening and confirmation 
that a child is D/HH are largely meaningless without 
appropriate, individualized, targeted, and high-quality 
intervention. For the infant or young child who is D/
HH to reach his or her full potential, carefully designed 
individualized intervention must be implemented 
promptly, utilizing service providers with optimal 
knowledge and skill levels and providing services on the 
basis of research, best practices, and proven models.

The delivery of EI services is complex and requires 
individualization to meet the identified needs of the 
child and family. Because of the diverse needs of the 
population of children who are D/HH and their fami-
lies, well-controlled intervention studies are challeng-
ing. At this time, few comparative effectiveness studies 
have been conducted. Randomized controlled trials are 
particularly difficult for ethical reasons, making it chal-
lenging to establish causal links between interventions 
and outcomes. EI systems must partner with colleagues 
in research to document what works for children and 
families and to strengthen the evidence base support-
ing practices.

Despite limitations and gaps in the evidence, the 
literature does contain research studies in which all 
children who were D/HH had access to the same 
well-defined EI service. These studies indicate that 
positive outcomes are possible, and they provide guid-
ance about key program components that appear to 
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promote these outcomes. This EI services document, 
drafted by teams of professionals with extensive 
expertise in EI programs for children who are D/HH 
and their families, relied on literature searches, exist-
ing systematic reviews, and recent professional con-
sensus statements in developing this set of guidelines 
(e.g., refs 2 and 3; H.  M. Schachter, T.  J. Clifford, 
E.  Fitzpatrick, S.  Eatmon, M.  Morag, A.  Showler, 
J. C. Johnston, M. Sampson, and D. Moher, unpub-
lished data, 2002).

Terminology presented a challenge throughout 
document development. The committee noted that 
many of the frequently occurring terms necessary 
within the supplement may not reflect the most con-
temporary understanding and/or could convey inaccu-
rate meaning. Rather than add to the lack of clarity or 
consensus and to avoid introducing new terminology 
to stakeholders, the committee opted to use currently 
recognized terms consistently herein and will monitor 
the emergence and/or development of new descriptors 
before the next JCIH consensus statement.

For purposes of this supplement:
Language refers to all spoken and signed languages.
EI, according to Part C of the Individuals with 

Disabilities Education Improvement Act (IDEA) of 
2004,4 is the process of providing services, education, 
and support to young children who are deemed to have 
an established condition, those who are evaluated and 
deemed to have a diagnosed physical or mental condi-
tion (with a high probability of resulting in a devel-
opmental delay), those who have an existing delay, or 
those who are at risk of developing a delay or special 
need that may affect their development or impede their 
education.5

Communication is used in lieu of terms such as 
communication options, methods, opportunities, 
approaches, and so forth.

D/HH is intended to be inclusive of all children 
with congenital and acquired hearing loss, unilateral 
and bilateral hearing loss, all degrees of hearing loss 
from minimal to profound, and all types of hearing loss 
(sensorineural, auditory neuropathy spectrum disor-
der,6 permanent conductive, and mixed).

Core knowledge and skills is used to describe the 
expertise needed to provide appropriate EI that will 
optimize the development and well-being of infants/

children and their families. Core knowledge and skills 
will differ according to the roles of individuals within 
the EI system (e.g., service coordinator or EI provider).

This supplement to JCIH 2007 focuses on the prac-
tices of EI providers outside of the primary medical care 
and specialty medical care realms, rather than includ-
ing the full spectrum of necessary medical, audiologic, 
and educational interventions. For more information 
about the recommendations for medical follow-up, pri-
mary care surveillance for related medical conditions, 
and specialty medical care and monitoring, the reader 
is encouraged to reference the year 2007 position state-
ment of the JCIH1 as well as any subsequent revision. 
When an infant is confirmed to be D/HH, the impor-
tance of ongoing medical and audiologic management 
and surveillance both in the medical home and with the 
hearing health professionals, the otolaryngologist and 
the audiologist, cannot be overstated. A comprehensive 
discussion of those services is beyond the scope of this 
document.

Since the first universal newborn hearing screen-
ing programs were established in the early 1990s, sig-
nificant progress has occurred in the development and 
implementation of protocols for screening, audiologic 
evaluation, fitting of amplification, medical manage-
ment of children who are D/HH, and support services 
for families. Despite this progress, provision of the 
highest quality EI for infants/children who are D/HH 
and their families remains an urgent priority.

The Centers for Disease Control and Prevention 
(CDC) reported that over 96.9% of all newborns 
were screened in 2008.7 In the United States, there 
is evidence that earlier identification of children who 
are D/HH, accompanied by timely and appropriate 
interventions, can result in language, communication, 
cognitive, and social-emotional skills that are consist-
ent with children’s cognitive abilities and chronologi-
cal age.8–10 The ultimate goal of EHDI is to optimize 
language, social, and literacy development for children 
who are D/HH.

Although the first EHDI programs in the United 
States were established more than 20 years ago, most 
states/territories are not yet able to provide documen-
tation of outcomes resulting from EI services. Lacking 
such documentation, it is unclear whether state/terri-
tory systems are accomplishing the goal of preventing 
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or minimizing communicative delays typically observed 
in late-identified children who are D/HH. EHDI pro-
grams are complex systems requiring a high degree 
of collaboration at local, state/territory, and national 
levels among families, birthing hospitals, audiologists, 
physicians, educational personnel, speech-language 
pathologists, state health and educational agencies, 
private service providers, leaders who are D/HH, and 
support networks. Personnel constraints, financial lim-
itations, and the lack of existing systems have hindered 
attainment of some of the EHDI goals.11

This supplement is designed to provide support 
for the development of accountable and appropriate 
EI follow-through systems. All goals stated within 
this document should begin with a baseline measure 
specific to each state/territory. The goal should be for 
the program to show annual improvements that lead 
to 90% attainment of the goal at the end of a 5-year 
period.

An optimal EI service team centers around the 
family and includes professionals with pediatric expe-
rience. The specific professionals on each team should 
be individualized on the basis of family needs. This list 
of professionals may include, but is not limited to, an 
audiologist, teacher of the D/HH, speech-language 
pathologist, service coordinator, individuals who are 
D/HH, and representatives of family-to-family sup-
port networks. Depending on the needs of the child, 
it also could include physical therapists, occupational 
therapists, psychologists, and educators with expertise 
in deaf/blind, developmental delay, and/or emotional/
behavioral issues.

Best Practice Guidelines

This best practice document for the implementation 
of EI services (habilitative, rehabilitative, or educa-
tional) is intended to assist the state/territory EHDI 
systems in optimizing the development and well-being 
of infants/children and their families. Another goal of 
this document is to facilitate the development of sys-
tems that are capable of continuously evaluating and 
improving the quality of care for infants/children who 
are D/HH and their families. Finally, this document 
outlines best practices to promote quality assurance of 
EI programs for children from birth to age 3 years and 
their families.

Goal 1: All Children Who Are D/HH and 
Their Families Have Access to Timely 
and Coordinated Entry Into EI Programs 
Supported by a Data Management System 
Capable of Tracking Families and Children 
From Confirmation of Hearing Loss to 
Enrollment Into EI Services

Rationale

Screening hearing in newborns creates an opportu-
nity but does not guarantee optimal outcomes. Timely 
access to quality EI providers is a critical component 
of a successful system. The Colorado EHDI program 
is an example of a program that has been able to collect 
comprehensive outcome data due to the implementa-
tion of EI and a consistent EI program (e.g., criteria 
for selection of EI providers, professional development 
through in-service training and mentoring, a standard 
protocol of developmental assessments at regular inter-
vals). The Colorado EHDI system was established in 
1992 and focused on timely and coordinated access to 
EI with statewide data management to ensure follow-
through. Beginning in 1995 and continuing to the pre-
sent, a series of articles on the Colorado system was 
published. These studies had over 500 different infant 
participants who were D/HH, who had no additional 
disabilities, and who had hearing parents. The stud-
ies included longitudinal data on 146 children from 
infancy through 7 years of age. Almost all were early 
identified and had timely access to an appropriate and 
consistent EI system.12 On average, these children 
achieved age-appropriate developmental outcomes not 
only in the first 3  years of life10,13–16 but through age 
79,17,18 (Pipp-Siegel, Sedey, & Yoshinaga-Itano, 2001). 
Other studies provided support for these findings,19,20 
but only the Moeller study,8 published before establish-
ing universal newborn hearing screening, studied chil-
dren from a consistent EI services program.

Part C of the IDEA requires that infants and tod-
dlers with disabilities receive EI services from birth to 
age 3 years.5 These services are provided according to 
an individualized family service plan (IFSP). A  bar-
rier to the development of comprehensive systems 
for children who are D/HH is the lack of coordina-
tion between local and state Part C programs, state 
EHDI programs, and existing systems for children 
who are D/HH. To accomplish goals for monitoring 
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and tracking partnership with Part C will be necessary 
at the national, state/territory, and local levels. At the 
current time, tracking systems from universal screen-
ing to confirmation that a child is D/HH, to enroll-
ment in EI, and to developmental outcomes are being 
developed in many states/territories, but there are cur-
rently only a few coordinated systems.7

Loss to documentation and loss to follow-up rates 
are threats to the effectiveness of EHDI systems. 
Reduction in these losses is a high priority to strengthen 
the development of EHDI systems. Continuously 
updated data reported to the CDC indicate that a sig-
nificant number of referrals lack documentation of con-
firmatory audiologic evaluations and/or enrollment in 
EI. It is estimated that currently only one in four chil-
dren who are D/HH are successfully tracked to an EI 
system.7 Loss to documentation and ineligibility for ser-
vices (e.g., infants with unilateral hearing loss in some 
states) also may contribute to loss to follow-up rates.

Recommendations

1.	 Share a baseline analysis of EHDI follow-up 
statistics with Part C to establish collaboration 
and to identify system gaps or needs regarding 
statistics to be reviewed, such as (a) confirma-
tion/identification of children who are D/HH 
and (b) their enrollment in EI services.

•• Identify the referral process operating within 
the state/territory. Establish a timely, coordi-
nated system of entry into EI services. Ensure 
that providers have the core knowledge and skills 
necessary to optimize the overall development 
and well-being of children and their families. 
Identify methods to report and track individual 
children from audiologic confirmation to devel-
opmental outcomes. These identified methods 
often involve coordination between Part C at the 
state or local levels and existing systems of EI for 
children who are D/HH. Delineate clear and 
agreed upon responsibilities for all participating 
agencies, including the development of specific 
timelines and designation of specific positions 
for communication and reporting responsi-
bilities. Schedule feedback mechanisms mini-
mally on a quarterly basis (e.g., the frequency 

with which participating agencies will report 
to the state database regarding enrollment into 
EI). Develop a flowchart for dissemination of 
information/data.

•• Collect, regularly analyze, and report data on 
compliance with the requirement for timely 
access to an EI system. Timely access is defined 
by this document as referral to Part C within 
2  days of audiologic confirmation and imple-
mentation of services within 45 days of referral. 
To accomplish this goal, first EI contact with the 
family should occur within a week of referral. 
This schedule allows for time to complete the 
mandated developmental assessment and IFSP 
within the 45-day timeline. Part C regulations 
established in 2011 provide for referring a child 
as soon as possible, but in no case more than 
7 days, after the child has been identified with 
deafness/hearing loss.

2.	 Develop a mechanism that ensures family access 
to all available resources and information that 
is accurate, well balanced, comprehensive, and 
conveyed in an unbiased manner.

•• Determine which entity will take responsibility 
for the development and update of a state/terri-
tory family resource manual.

•• Monitor the development or adaptation of a 
family resource manual, available in differ-
ent languages and diverse formats (e.g., writ-
ten, captioned video/DVD/Web, video blog, 
or three-ring binders), with regular annual 
updates and revisions that include the following: 
(a) description of all EI programs and provid-
ers, (b) identified Web sites related to deafness 
and hearing loss, (c) national organizations/
resources for families, (d) terms and definitions 
related to deafness/hearing loss, (e) infrastruc-
ture of state resources for families, (f) services 
available through Part C, and (g) communica-
tion choices, definitions, and factors to consider.

•• Develop a mechanism that ensures that the 
information contained in the family resource 
manual provides parents/families with unbi-
ased and accurate information through review 
by the state/territory EHDI committee or other 
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designated body (e.g., parent organization, pro-
fessional committee). Implement an ongoing 
quality assurance mechanism (including evalua-
tion) related to the family resource manual.

•• Implement a mechanism of dissemination that 
ensures that all families with newly identi-
fied children who are D/HH receive the fam-
ily resource manual and that the information is 
reviewed with the family and explained by the 
service coordinator or EI provider in a timely 
manner. Family-to-family support (discussed 
below in Goal 9)  is an effective mechanism for 
dissemination of information.21 Ask families of 
newly identified infants/children who are D/
HH annually whether they received the fam-
ily resource manual and if a service coordinator 
or EI provider reviewed the information with 
them.

Goal 2: All Children Who Are D/HH and 
Their Families Experience Timely Access to 
Service Coordinators Who Have Specialized 
Knowledge and Skills Related to Working With 
Individuals Who Are D/HH

Rationale

The service coordinator is the person responsible for 
overseeing the implementation of the IFSP and coordi-
nating with agencies and service providers. This person 
is generally the first point of contact for families. The 
service coordinator assists families in gaining access to 
services; facilitates the child and family in receiving 
information about their rights, procedural safeguards, 
and services available within their state; coordinates 
assessments; facilitates and participates in the develop-
ment of the IFSP; and coordinates and monitors the 
delivery of services.

Optimally, the first contact with the family should 
occur within days of the audiologic confirmation, and 
the goal should be no later than a week after confirma-
tory testing. The individual with first contact needs 
specialized knowledge and experience that include 
infancy/early childhood, educational strategies for 
infants/toddlers who are D/HH and their fami-
lies, parent counseling (especially adjustment coun-
seling specific to families with children who are D/

HH), development of signed and spoken language, 
and auditory, speech, cognitive, and social-emotional 
development.

Individuals who make first contact must be able 
to answer parents’ questions about deafness and 
hearing loss and provide support in understanding 
technical concepts including the following: screen-
ing technologies; audiologic diagnostic evaluations; 
amplification choices; communication choices; com-
munication development from infancy through early 
childhood, including language, auditory, speech, sign-
ing, and social-emotional domains; resources relevant 
to working with infants/toddlers who are D/HH; 
medical details such as likelihood of progression of or 
improvement in hearing levels; and auditory/visual 
technology (e.g., frequency modulation systems or 
“FM” systems, light systems, doorbells, or captions).

When parents/caregivers/families receive sup-
port from professionals who are knowledgeable about 
infants/children who are D/HH and their families, 
emotional bonding between parents and infants may be 
facilitated. Parental stress similar to that in hearing par-
ents is possible and parental acceptance is more likely 
(Pipp-Siegel, Sedey, & Yoshinaga-Itano, 2001).22–26 
Service coordinators in the Colorado EI program were 
specialists in EI services for families who have chil-
dren who are D/HH. Studies examining outcomes of 
the Colorado EI program were descriptive studies and 
could not examine whether a causal relationship exists 
between provider expertise and these social-emotional 
characteristics. However, the studies did reveal that a 
program with specialized service coordinators and EI 
service providers is related to positive family and child 
social-emotional outcomes. In addition, there is evi-
dence in the literature that some parents experience 
negative emotions when service coordination is pro-
vided by individuals without the core knowledge and 
skills for working with children who are D/HH.27

Recommendations

1.	 Develop or adapt qualifications for service coor-
dinators who contact families after confirmation 
that their in a manner that includes the expertise 
of the state EHDI team or an EHDI task force 
and EI specialists with expertise in supporting 
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children who are D/HH. These state/territory 
guidelines should identify the professional qual-
ifications (educational and experiential back-
ground) of service coordinators for children 
who are D/HH and their families.

2.	 Identify the core knowledge and skills for ser-
vice coordinators on the basis of evidence-based 
practices and the recommendations of profes-
sional organizations and national policy initia-
tives. Implement strategies to identify current 
skills of service coordinators and gaps in their 
knowledge and skills related to serving fami-
lies with children who are D/HH. Establish 
and implement professional development pro-
grams that include training in dissemination 
of information without bias. Provide resources 
and other supports to assist service coordinators 
in the acquisition of core knowledge and skills 
needed to promote successful outcomes for the 
children and their families.

3.	 Identify the number and percentage of families 
who had timely access to a service coordinator 
with skills and expertise related to children who 
are D/HH and their families.

Goal 3: All Children Who Are D/HH From 
Birth to 3 Years of Age and Their Families 
Have EI Providers Who Have the Professional 
Qualifications and Core Knowledge and Skills 
to Optimize the Child’s Development and 
Child/Family Well-Being

Rationale

States/territories need to ensure that EI providers 
meet at least minimum criteria for experience and 
skills necessary to serve infants who are D/HH and 
their families. Because of the shortage of qualified pro-
fessionals, it is important that a system for building 
capacity exists at the preservice, in-service, and men-
toring levels. A primary goal of the EI program is to 
promote children’s development of strong language 
skills, regardless of the route or routes taken by the 
family (e.g., spoken language, American Sign Language 
[ASL], visually supported spoken language). This goal 
is critical because it is widely recognized that well-
developed language skills serve as a foundation for 

communication and literacy attainment.28 Goal 3 (and 
Appendix B) promotes reliance on qualified providers 
and recommends processes for ensuring that families 
access them. Goals 3a and 3b are not intended to be 
mutually exclusive; rather, they describe key quality 
elements when providers are using spoken or visual 
languages. Systems that manually code or cue spoken 
language are not included in Goals 3a or 3b because 
they are not distinct languages. However, when these 
approaches are implemented by families, the same 
competencies described below apply. The purpose of 
Goal 3 is to ensure that families and children have 
qualified providers, regardless of the approach taken 
to develop communication. The purpose of these rec-
ommendations is to assist states and territories in the 
provision of high-quality EI through

•• identification of the core knowledge and skills 
for direct EI services providers (e.g., those who 
provide developmental, educational, and com-
munication/language [including spoken and/or 
sign language] services; see Appendix B);

•• development of guidelines for the delivery and 
evaluation of a system of ongoing professional 
development for direct EI service providers.

Recent research suggests that outcomes for young 
children and their families are better when provid-
ers have specialized training specific to working with 
infants and toddlers who are D/HH and their families, 
although more evidence is needed.8,9,19,29–31 Professional 
consensus statements acknowledge the need for service 
providers with specific training in serving children who 
are D/HH.32,33 A survey of specialists from 17 organi-
zations with interests in the area of EI for children 
strongly supported the need to identify a set of core 
competencies for EI specialists working with children 
who are D/HH (M. Sass-Lehrer, A. Stredler-Brown, 
M.P.M., unpublished data, 2008).

EI providers have a wide range of disciplinary 
backgrounds34 and may not have sufficient preser-
vice course work and/or practicum experiences that 
address the needs of children who are D/HH from 
birth to age 3 years and their families. As a result, they 
may lack core knowledge and skills to work with this 
population effectively (M. V. Compton, J. A. Niemeyer, 
E.  Shroyer, unpublished data, 2001; M.  Sass-Lehrer, 
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A.  Stredler-Brown, N.  Hutchinson, K.  Tarasenko, 
M.P.M., K. Clark, unpublished data, 2010).35–38

Approximately one-third of all states in the United 
States have a professional certification or credential 
that includes children who are D/HH from birth to age 
3 (M. Sass-Lehrer, A. Stredler-Brown, N. Hutchinson, 
K.  Tarasenko, M.P.M., K.  Clark, unpublished data, 
2010). However, the standards vary widely and may not 
specifically include course work and field experiences 
that address the needs of infants and toddlers who are 
D/HH and their families.

At most institutions specific to children who are 
D/HH, the wide range of disciplinary backgrounds 
and limited preservice training opportunities create 
a need for systematic capacity building. For the vari-
ous disciplines working with children who are D/HH, 
appropriate professional development guidelines that 
support theory and evidence-based practice must be 
established. Evaluation of training and training out-
comes is essential, because the quality of the profes-
sional training is ultimately reflected in the impact on 
child and family outcomes. Wide variations in the skills 
of the providers and the developmental outcomes of 
children who are D/HH exist throughout the United 
States and its territories.

Personnel development guidelines need to be in 
accordance with the existing legal requirements of Part 
C of the IDEA4 and with the requirements in each 
state or territory (e.g., credentials or qualifications for 
EI specialists).

Recommendations

1.	 Adopt and implement guidelines that address 
the professional qualifications required for pro-
viding family-centered EI to families and chil-
dren who are D/HH from birth to age 3. These 
guidelines will address educational background 
and core knowledge and skills for providers of 
EI services in areas, including developmental, 
educational, and communication/language.

2.	 Ensure that stakeholders participate in the adop-
tion and implementation of these guidelines. 
Stakeholder categories will include, at mini-
mum, the state EHDI and Part C programs, EI 
direct service providers with core knowledge 

and skills serving children who are D/HH from 
birth to age 3, parents/caregivers with children 
who are D/HH, and adults who are D/HH with 
a background in a related area.

3.	 Provide the resources needed for professionals 
to obtain the core knowledge and skills to serve 
children who are D/HH from birth to age 3 and 
their families.

4.	 Following the approved guidelines, identify the 
number and percentage of EI providers who 
have the appropriate core knowledge and skills 
and who are currently providing services to 
families with infants/children who are D/HH. 
Consider recruiting experienced professionals 
to mentor others (e.g., via distance technology 
or onsite visits).

5.	 Identify the number and percentage of EI 
providers who do not meet the qualifications 
required but participate in professional develop-
ment activities specific to EI services and chil-
dren who are D/HH each year.

6.	 Regularly monitor progress toward this goal by 
annually identifying the number of families who 
are receiving EI services from professionals with 
core knowledge and skills as determined by the 
state-developed qualification system.

Goal 3a: Intervention Services to Teach ASL 
Will Be Provided by Professionals Who Have 
Native or Fluent Skills and Are Trained to 
Teach Parents/Families and Young Children

Rationale

A system of highly qualified EI service providers must 
be available for all families across the spectrum of com-
munication choices. An area that has been particularly 
deficient for families who choose ASL is access to an 
EI provider who is a fluent/native ASL signer.1

’
39,40 

Families with children who are D/HH in the process 
of learning ASL require access to competent and fluent 
language models. In EI systems, competency and flu-
ency are not ensured among EI providers. To establish 
the basic grammatical foundations of visual language 
learning for a newborn infant who is D/HH, access 
to competent and fluent language models is vital.41,42 
However, although fluency of the language model is 
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necessary, it is not sufficient to make a professional 
qualified to provide EI services.

Families with children who are newly identified also 
need information and resources from EI professionals 
on how to provide an enriched language environment 
that supports their child’s early language learning. As an 
example, the SKI-HI Institute Deaf Mentor program 
is a model that can provide resources and training for 
people who are D/HH to support a family’s learning of 
ASL. The families can be given resources and support in 
acquiring ASL through collaboration with professionals 
who are D/HH and who communicate in ASL. In SKI-
HI’s Deaf Mentor program, adults who are D/HH are 
role models for the young child and family members. 
The child and the family learn ASL and are introduced 
to various deaf culture events. The SKI-HI Institute 
conducted a 3-year study entitled “The Deaf Mentor 
Experimental Project for Young Children Who Are Deaf 
and Their Families,” and found that children of hear-
ing parents who are exposed to a bilingual and culturally 
competent environment through Deaf Mentor services 
have positive outcomes. Not only did the children have a 
beginning knowledge and use of ASL but they were also 
developing English skills at a faster rate than children 
who did not receive Deaf Mentor services and received 
services solely from a SKI-HI parent advisor.40

Recommendations

1.	 Ensure that families have complete and accurate 
information about ASL.

2.	 Identify collaborative partners who can assist in 
the development of statewide systems capable of 
providing competent sign language instruction 
to families and their infants/children. Partners 
may include EHDI systems, EI professionals 
with skills in teaching families with infants/tod-
dlers who are D/HH, and individuals who are 
D/HH with fluent/native ASL skills and expe-
rience in teaching families/parents of infants. 
Agencies that can support development of a 
statewide system may include schools for the 
deaf, local education agencies, state coordina-
tors of services for students who are D/HH, the 
Registry of Interpreters for the Deaf, the ASL 
Teachers Association, the American Society 

for Deaf Children, the State Association of the 
Deaf, the National Association of the Deaf, and 
the Diagnostic Center at Boys Town National 
Research Hospital for use and implementation 
of the Educational Interpreter Performance 
Assessment.43

3.	 Establish a representative committee that devel-
ops guidelines related to the qualifications of 
sign language instructors. Committees should 
include specialists in EI strategies for parent/
family education and individuals who are D/
HH with fluent/native skills and experience in 
teaching families/parents of infants.

4.	 Conduct a needs assessment to determine (a) 
the number of available sign language instruc-
tors with the qualifications in sign language and 
family/infant education and (b) available fund-
ing sources.

5.	 Develop systems that ensure that neither geo-
graphic location nor socioeconomic status limits 
access to competent and skilled sign language 
instructors. State systems should consider utili-
zation of all technology, including computer and 
videophones, to support teaching families.

6.	 Establish and conduct training for ASL instruc-
tors that includes strategies and techniques for 
teaching sign language to families of infants and 
toddlers.

7.	 Establish a quality assurance program for ASL 
instructors of parents/families. The program 
should (a) assess their fluency in and knowl-
edge of ASL (existing models for such assess-
ment include the ASL Teachers Association, the 
Registry of Interpreters for the Deaf, and the 
ASL Proficiency Interview) and (b) determine 
their ability to tailor the instruction so that fam-
ilies are prepared to communicate with infants 
and very young children.

8.	 Conduct a needs assessment to determine the 
number of professionals (compensated or volun-
teer) with the qualifications and skills required 
to serve as an ASL instructor for families/par-
ents of infants.

9.	 Ensure that ASL instructors can accept, with-
out judgment, a family’s use of their sign lan-
guage skills with or without spoken language.
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Goal 3b: Intervention Services to Develop 
Listening and Spoken Language Will 
Be Provided by Professionals Who Have 
Specialized Skills and Knowledge

Rationale

The development of listening and spoken language 
skills is now attainable for the vast majority of infants/
children who are D/HH (without severe additional 
disabilities) when they are identified early and are pro-
vided with early and appropriate EI services beginning 
with fitting of amplification that ensures audibility 
across the speech spectrum of the native spoken lan-
guage.44 The consensus of professionals who special-
ize in intervention for listening and spoken language 
for children who are D/HH is that these skills are 
frequently not mastered in typical preservice training 
programs of educators of the deaf, speech-language 
pathologists, or audiologists.32

Competent service delivery systems have a series of 
checks and balances, as well as cross-check processes, 
to ensure fidelity of intervention. For example, an EI 
provider should be able to share information regard-
ing the child’s behavior and response to sound across 
the speech frequencies with the child’s audiologist. 
This information can assist the audiologist in fitting, 
optimizing, and verifying the child’s hearing aids. This 
system should ensure that maximal audibility has been 
provided to the child, thus offering the child optimal 
access to spoken language. In addition, the EI provider 
should be alert for changes in the infant/child’s hear-
ing capabilities, which can occur due to permanent 
or medically treatable causes. These changes are most 
likely to be a progression of the hearing loss, although 
improvement and fluctuation in hearing sensitivity can 
also occur. EI specialists need to be able to individu-
alize services to the child’s current auditory capabili-
ties with their technology. In addition, the EI provider 
needs expertise regarding listening and spoken lan-
guage developmental hierarchies and the ability to use 
diagnostic teaching to ensure that the auditory linguis-
tic strategies being used are the most effective.

Research indicates that there are sensitive periods for 
the development of auditory skills and spoken language; 
specifically, the first 5 years of a child’s life are critical 
for development in these areas.10,45,46 To optimize this 

short time period in a child’s life, families and infants/
children who are D/HH require the highest level of pro-
vider skills at the very beginning of the child’s life.

Unfortunately, most EI systems currently provide 
limited access to professionals with expertise in listen-
ing and spoken language and do not collect system-wide 
outcome data on children’s development of listening 
and spoken language skills.47 Such data are essential to 
ensure that families and children have received high-
quality intervention with targeted outcomes. Many EI 
systems do not offer professional development oppor-
tunities to ensure continuous improvement for the EI 
providers, nor do they offer consultation/mentorship 
and/or direct observation to guarantee fidelity of the 
intervention implementation. These are critical areas 
of need if best practices in listening and spoken lan-
guage are to be established.

Recommendations

1.	 Ensure that families have complete and accurate 
information about listening and spoken lan-
guage development.

2.	 Identify collaborative partners who can assist in 
the development of statewide systems capable of 
providing competent listening and spoken lan-
guage instruction to families and their infants/
children.

3.	 Establish qualifications of EI service providers 
with the core knowledge and skills to develop 
listening and spoken language (Appendix C).48

4.	 Conduct a needs assessment to determine the 
number of available EI providers with the quali-
fications and skills required for developing lis-
tening and spoken language with infants who are 
D/HH.

5.	 Develop systems and ensure that neither geo-
graphic location nor socioeconomic status limits 
access to competent EI providers with knowl-
edge and skills in developing listening and spo-
ken language. State systems should consider 
utilization of all technology, including computer 
and videophones, to support teaching families.

6.	 Establish and conduct training for EI providers 
to increase their skills in providing listening and 
spoken language development.
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7.	 Establish an evaluation of the skills and knowl-
edge of EI providers in their delivery services 
for listening and spoken language.

8.	 Ensure that the EI providers have been observed 
sufficiently, have been provided with feedback, 
and have demonstrated skills in the provision of 
listening and spoken language interventions for 
families with infants/children who are D/HH.

9.	 Ensure that EI providers can accept, without 
judgment, the family’s use of the listening and 
spoken language skills they have learned with 
or without the use of sign language or any other 
visual communication system.

Goal 4: All Children Who Are D/HH With 
Additional Disabilities and Their Families 
Have Access to Specialists Who Have the 
Professional Qualifications and Specialized 
Knowledge and Skills to Support and Promote 
Optimal Developmental Outcomes

Rationale

It is estimated from previous studies that 35–40% of 
all children who are D/HH have disabilities in addi-
tion to deafness.10,49 These additional disabilities often 
affect the child’s ability to access and use language. 
Very little empirical information is available about 
development in the first 6  years of life for children 
who are D/HH with additional disabilities. However, 
appropriate EI services should result in similar advan-
tages for children who are D/HH with additional 
disabilities as for children who are D/HH only.10,13,50 
Children who are D/HH, were identified before 
6 months of age, and had cognitive skills ranging from 
quotients of 20–80, demonstrated significantly bet-
ter language scores than did later-identified children 
with multiple disabilities in the first 3–5 years of life 
when they were early-identified and received timely 
EI services.10,50

For some children who are D/HH and have addi-
tional disabilities, it may be determined that hearing 
loss is not the primary disability. Regardless of the pri-
mary disability, however, it is critical to recognize the 
primacy of communication for learning and the impact 
of communicative delays on other developmental 
domains. Therefore, the team of professionals serving 

the child must include specialized expertise in meeting 
the communication access needs of the child.

EI specialists serving children who are D/HH with 
additional disabilities should be able to

•• monitor developmental needs and outcomes 
across domains with appropriate assessments;

•• recognize developmental concerns and involve a 
team of evaluators before attempting to design 
an intervention program;

•• work as an effective and integrated member of 
a transdisciplinary team, in a manner that opti-
mizes child and family learning;

•• modify developmental strategies to accommo-
date the child’s special needs;

•• advocate for and facilitate the parent/fam-
ily understanding of medical, developmental, 
pediatric, and other specialty reports and their 
implications for the child’s learning;

•• collaborate with the managing audiologist to 
adapt assessment and amplification approaches 
to accommodate the child’s special needs;

•• recognize the child’s needs and make referrals 
for specialty evaluations (e.g., feeding and swal-
lowing, oral motor, etc);

•• assist families in prioritizing needs to optimize 
the level of service delivery at various ages;

•• adapt EI strategies to appropriately accommo-
date disabilities in other developmental domains 
and to reinforce goals of other specialty provid-
ers on the team;

•• use augmentative communication devices and 
strategies, including individualized evaluation 
and implementation;

•• manage mobilization devices and other support-
ive equipment needed by the child.

Recommendations

1.	 Develop and implement a data management 
system capable of reporting the number and 
percentage of children who are D/HH with 
additional diagnosed disabilities, including the 
following: visual, intellectual, or emotional/
behavioral disability; fine and gross motor 
delays with or without cerebral palsy; autism 
spectrum disorder; sensory processing disorder; 
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and craniofacial or neurodegenerative disorders 
or brain malformations.

2.	 Develop a system with the ability to track chil-
dren who are D/HH with additional disabilities 
regardless of the primary disability of the child, 
identifying the individual or agency that can 
and will assume responsibility for tracking these 
children (e.g., EHDI or Part C, public school 
programs, or schools for the deaf).

3.	 Ensure that the developmental monitoring pro-
tocol is adaptive and sensitive to any restrictions 
in performance that are due to the additional 
disability and that would significantly underes-
timate the abilities and skills of the child.

4.	 Implement models of transdisciplinary services, 
making certain that families who have children 
with multiple disabilities have access to EI ser-
vices that meet the needs of the child and family 
in all developmental domains.

Goal 5: All Children Who Are D/HH and 
Their Families From Culturally Diverse 
Backgrounds and/or From Non–English-
Speaking Homes Have Access to Culturally 
Competent Services With Provision of the 
Same Quality and Quantity of Information 
Given to Families From the Majority Culture

Rationale

The number of culturally and linguistically diverse 
children who are D/HH in the United States and its 
territories is continually rising. In some major urban 
areas, and in some states, the number of culturally 
diverse occupants is now the majority. There is a rapid 
and growing population of children who are D/HH 
living in homes in which the primary language is not 
English. Families who use ASL as the language of com-
munication within the home are also a culturally and 
linguistically diverse population. An additional aspect 
of diversity is the significant portion of families who 
have limited levels of literacy, parental education, and/
or family income. These families are at high risk of fail-
ure to access and benefit from traditional educational 
services. However, research within the United States 
has revealed that it is possible to deliver EI services that 
result in appropriate development of children of fami-
lies from culturally diverse backgrounds.10,17,50

It is important that the information provided to 
families is of the same quality and quantity provided 
to native English speakers and that it is delivered in a 
manner that is accessible to the families. Even when 
culturally diverse families are able to communicate 
successfully in spoken English or ASL, they may have 
values and beliefs that affect their understanding and 
acceptance of information conveyed in EI. These val-
ues and beliefs may also affect their ability or willing-
ness to follow through on recommendations. Therefore, 
it is essential that the manner in which information is 
delivered is respectful of the beliefs and values of the 
families and their countries of origin.51,52

Spoken languages throughout the world have dif-
ferences in phonology, semantics, syntax/grammar, 
and pragmatics. For a child to successfully develop spo-
ken language skills in any language, he or she must have 
access to high-quality instruction in that language.53–55 
Thus, EI providers need to learn to adapt auditory 
skill development strategies for the teaching of spoken 
English, to the acoustic characteristics of the family’s 
native language if the family chooses a spoken language 
approach.

Like spoken languages, visual language systems are 
unique and differ around the world. However, unlike 
spoken language, many families are not knowledge-
able about their native signed languages, and therefore, 
introduction of ASL or other visual systems used in the 
United States is often appropriate when chosen by the 
family.

Recommendations

1.	 Identify the number of families who speak or 
sign a language other than English in the home 
and the percentage of families using non-Eng-
lish languages by native language.

2.	 Identify the number of families who speak 
English and are culturally diverse, including the 
areas of cultural diversity (African American, 
Hispanic/Latino, Asian American or South 
Pacific Islander, or American Indian/Native 
American).

3.	 Develop a plan for ensuring access to infor-
mation for families whose native language is 
not English that is comparable to information 
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provided to native English-speaking families by 
providing resources in the family’s home lan-
guage or languages. Steps should include the 
following:

•• Identify the number of EI providers capable 
of providing EI services directly in a language 
other than English.

•• Identify the number of families receiving ser-
vices that include regular and trained inter-
preters (knowledgeable about the parent–infant 
curriculum).

•• Develop materials that are available in the home 
language or languages of the child or that can be 
adapted (not just translated from one language 
to another) to the particular culture and lan-
guage of the family.

4.	 Ensure that families from diverse cultures par-
ticipate in and feel comfortable giving feedback 
about services received, by providing diverse 
communication mechanisms including face-to-
face feedback or surveys in the home language 
or languages), “buddy systems” and peer men-
tors from culturally diverse groups, community 
leaders who can serve as cultural brokers and 
advisers, and consistent interpreters who are 
trained in the EI curricula specific to families 
with children who are D/HH.

5.	 Develop professional in-service training that 
includes information about providing services to 
families who do not speak English. This train-
ing should include such topics as cultural dif-
ferences in attitudes and beliefs about disability, 
behaviors that may be considered offensive by 
other cultures, avoidance of cultural stereotypes, 
and different cultural expectations of medical, 
allied health, and educational professionals. 
Training should also include beliefs about being 
D/HH not as a disability but as a cultural and 
linguistic difference.

6.	 Monitor the developmental progress of chil-
dren who are acquiring languages other than 
spoken English. For some of the more com-
mon languages, such as Spanish, there are a few 
developmental instruments that can be used. As 
developmental assessments become available in 

other languages, they should be incorporated 
into EI programs to assist families in monitoring 
their child’s progress and determining whether 
the choices made are facilitating success in com-
munication for their child who is D/HH (see 
www.sci.sdsu.edu/cdi/adaptations_ol.htm 
for the MacArthur-Bates Communicative 
Development Inventories in other languages).

Goal 6: All Children Who Are D/HH Should 
Have Their Progress Monitored Every 6 
Months From Birth to 36 Months of Age, 
Through a Protocol That Includes the 
Use of Standardized, Norm-Referenced 
Developmental Evaluations, for Language 
(Spoken and/or Signed), the Modality of 
Communication (Auditory, Visual, and/or 
Augmentative), Social-Emotional, Cognitive, 
and Fine and Gross Motor Skills

Rationale

The current IDEA Part C developmental assessment 
of children with disabilities is designed to demon-
strate that EI services remediate developmental delay 
for infants/toddlers and children with disabilities. 
In contrast, EHDI systems have been established for 
the prevention or amelioration of the developmental 
delays often associated with children who are D/HH. 
Thus, developmental assessment for this population 
is designed to ensure that the children are mastering 
the developmental skills appropriate for their age and 
cognitive functioning. Earlier identification of children 
who are D/HH has been established with the goal of 
prevention of delay, not remediation of delay.

The urgency of providing appropriate EI services 
is supported by evidence of reduced and limited suc-
cess of EI strategies that are initiated after the sensitive 
period for language and auditory development.8,10 The 
goal of EI services for infants/children who are D/HH 
is to provide sufficient support to ensure that the child 
makes appropriate progress toward expected develop-
mental objectives. The best opportunity to accomplish 
this goal is the prevention of developmental disability. 
Therefore, progress monitoring should be done with 
instruments that are norm-referenced. Assessment 
tools should be appropriate for the language and com-
munication system used by the child.
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Monitoring of developmental progress provides 
parents/families and EI providers objective data about 
the individual rate of their child’s development and can 
guide their decision making. In addition, systematic 
monitoring of developmental progress has the potential 
to provide states/territories, local educational agencies, 
and individual early childhood programs with infor-
mation that can guide system change and continuous 
improvement by identifying strengths and weaknesses 
within their system.

Recommendations

1.	 Monitor the developmental progress of all infants 
identified through universal newborn hearing 
screening (UNHS) on a consistent schedule, 
every 6  months through 36  months and annu-
ally thereafter, to ensure that children are making 
appropriate progress in the following areas:

•• language and social-emotional development 
commensurate with or within 1 SD of their 
chronological age or cognitive development;

•• auditory, listening, vocal, and speech develop-
ment leading to intelligible and age-appropriate 
spoken language, if chosen by the family;

•• signing, both expressivity and receptivity, lead-
ing to appropriate language development, if 
chosen by the family;

•• fine and gross motor development, visual and 
auditory perception, and measures of adaptive 
behavior;

•• analysis of developmental growth over time:  
(a) development over time can only be analyzed 
if the child is assessed with at least some instru-
ments that can be repeated throughout the tar-
get age range; (b) if the child’s progress in the 
above domains does not meet expectations, or if 
critical variables have changed over the course of 
the time of monitoring, appropriate adaptations 
to EI services should be made;

•• analysis of the quality of the system using 
progress monitoring: (a) progress monitoring 
should also be used to assess the quality of the 
system; (b) states and territories should develop 
guidelines for determining whether the quality, 

frequency, and intensity of service is sufficient 
for adequate progress for an individual child on 
the basis of his or her progress monitoring.

2.	 Develop a statewide standard assessment pro-
tocol used with all children who are D/HH to 
provide the state/territory with an opportu-
nity to do quality assurance of components of 
their EI system. States could develop a standard 
assessment battery in collaboration with experts 
in their state and either directly implement the 
battery or ensure that it is implemented (e.g., in 
collaboration with a university, research entity, 
or other program capable of collecting and ana-
lyzing statewide assessment data for children 
who are D/HH). This information can then be 
used to improve the skills of the providers and 
the characteristics of intervention.

3.	 Develop a collaborative sharing network capable 
of collecting developmental data for progress 
monitoring at regular intervals including data 
reporting to the EHDI database.

Goal 7: All Children Who Are Identified 
With Hearing Loss of Any Degree, Including 
Those With Unilateral or Slight Hearing 
Loss, Those With Auditory Neural Hearing 
Loss (Auditory Neuropathy), and Those 
With Progressive or Fluctuating Hearing 
Loss, Receive Appropriate Monitoring and 
Immediate Follow-up Intervention Services 
Where Appropriate

Rationale

Children with hearing loss are at risk of academic fail-
ure (math and reading), delayed language development, 
progression (worsening) of hearing loss, and/or psy-
chosocial delays. This finding has been revealed in a 
number of studies over the past 35 years, in populations 
having all types and degrees of hearing loss.56–65 Children 
who are diagnosed as having unilateral hearing loss 
may experience onset and progression of hearing loss 
in the formerly normal hearing ear.62,66 Children with 
relatively lesser degrees of hearing loss may experience 
fluctuation/progression into the more severe ranges 
(Yoshinaga-Itano C, unpublished data, 2011). Children 
with auditory neural hearing loss (auditory neuropathy 
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spectrum disorder) have been found to have significant 
delays in communication, speech, spoken and visual 
language, psychosocial skills, and literacy development. 
In general, their developmental profiles are similar to 
children with sensory deafness.67–69

Very little is known about the developmental out-
comes of children with permanent sensorineural hear-
ing loss who experience fluctuation due to conductive 
hearing losses. Children with hearing loss are at an 
increased risk of increased hearing loss in the presence 
of otitis media as compared with children with normal 
hearing because of the number of children with hearing 
loss and craniofacial anomalies or syndromes such as 
Down syndrome. Appropriate amplification fitting and 
audiologic monitoring are required for these children 
to maintain optimal developmental progress.

Consistent and frequent audiologic monitoring is 
important for all children who are D/HH, with any 
type of hearing loss. However, the audiologic and medi-
cal follow-up of the children in the audiologic catego-
ries covered in Goal 7 are frequently initiated by the EI 
service provider who, in conjunction with the parent or 
parents/family, notices changes in the child’s auditory 
behavior and speech/spoken language development. It 
is hoped that more frequent audiologic monitoring of 
these children will result in an earlier identification of 
issues such as progression, improvement, or fluctuation. 
EI providers need to establish close collaboration with 
audiologists to effectively manage these children. This 
need for collaboration is especially the case when the EI 
providers do not have specialized knowledge about the 
auditory skills and spoken language development of chil-
dren with all types and degrees of hearing loss.

Recommendations for Monitoring

1.	 Refer all children with unilateral or bilateral 
hearing loss to EI for evaluation and considera-
tion of enrollment. If the child does not qualify 
for state EI services, ensure that families are pro-
vided with access to information and counseling 
regarding their child’s hearing loss and the 
potential impact of hearing loss on the child’s 
daily life and communication development.

2.	 Develop follow-up mechanisms for ongoing 
monitoring of hearing, speech/language, and 

communication for all children with hearing lev-
els that fall outside the range of normal in one or 
both ears, regardless of the etiology of the hear-
ing loss. This monitoring should include fol-
low-up mechanisms for children with chronic, 
nonpermanent conductive hearing losses.

3.	 Monitor communication development (recep-
tive and expressive language, speech, and 
auditory skills) through appropriate develop-
mental screening protocols every 6  months in 
the infant/toddler period and every 12 months 
thereafter.

4.	 Identify the agency or professional responsible 
for surveillance and make sure that surveillance 
occurs (e.g., either through the medical home or 
managing physician, the audiologist, Part C, or 
a referral back to the EHDI system).

5.	 Determine and designate a provider or system 
(e.g., Part C, EHDI, primary care physician, 
parent/family) that ensures that developmental 
screening of communication, audiologic moni-
toring, tracking, and surveillance occurs, espe-
cially if the child has been deemed ineligible for 
EI services through the state Part C system.

6.	 Develop and disseminate information about the 
use of amplification for children with hearing 
loss prepared by consulting audiologists with 
expertise with infants/children.

7.	 Provide families with an opportunity for access 
to visual communication, which may include 
sign language systems, in addition to listening 
and spoken language, particularly in light of the 
possibility/probability of progressive hearing 
loss.

8.	 Ensure that a child with a conductive hearing 
loss that has persisted in the first few months of 
life and remains for 6 months will be referred to 
EI services and otologic specialty care to make 
sure that adequate auditory access is available to 
the child.

9.	 Consider amplification, if the hearing loss has 
remained for 6 months even if it is temporary, 
to accomplish this auditory access. This group 
also includes children with cleft palate or Down 
syndrome, who are at very high risk for chronic 
fluctuating middle ear effusion.70–72
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10.	 Surveillance should include parent/family 
counseling and evaluation by a speech-language 
pathologist to monitor progress in speech and 
language acquisition.

11.	 Limited research suggests that children with 
minimal/mild bilateral hearing loss may not 
wear hearing aids either because (a) the chil-
dren reject the amplification, (b) the parents/
family are unable to promote consistent ampli-
fication usage, or (c) the parents/family are 
themselves not convinced of the benefit of 
amplification.63

12.	 Provide educational information to parents/
family covering the following topics:

•• impact of hearing loss on the daily life of the 
child including communication challenges in 
noisy environments, the difficulty of incidental 
learning, and the possibility of language/com-
munication delays;

•• importance of hearing protection;
•• impact of chronic otitis media on residual hear-

ing, and the importance of audiologic and oto-
logic monitoring of hearing status every 3 to 
6 months;

•• importance of monitoring the communication 
and social-emotional development of the child;

•• availability of EI services (to prevent delay 
instead of habilitation after delay is identified);

•• pros and cons of all amplification options 
including cochlear implants;

•• language options including visual and spoken 
languages, benefits of multisensory input of lan-
guage, and the need for ongoing comprehensive 
evaluation of communication;

•• possibility of progression or fluctuation of hear-
ing loss and importance of surveillance by audi-
ology and the medical home;

•• importance of medical, genetic, ophthalmologic, 
and cardiac (electrocardiography) evaluations 
on children with any type and degree of hear-
ing loss;

•• importance of reassessment of treatment/
intervention plans regularly to consider pro-
gress in language and communication acqui-
sition, changes in hearing status, changes in 

amplification choices, and/or changes in com-
munication modes/methods.

13.	 Encourage primary care physicians to recog-
nize the need for ongoing audiologic surveil-
lance in all children, particularly those with risk 
factors for delayed-onset/progressive hearing 
loss, or those children whose hearing loss is 
already being treated with hearing aid amplifi-
cation. This surveillance should include devel-
opmental checks consistent with the American 
Academy of Pediatrics Periodicity Schedule, or 
more frequently if concerns are raised regard-
ing hearing or development.

Goal 8: Families Will Be Active Participants 
in the Development and Implementation of 
EHDI Systems at the State/Territory and 
Local Levels

Rationale

Equitable partnerships between families and EI pro-
grams and systems are critical to the success of EHDI 
programs and the achievement of optimal outcomes for 
children. Family leadership and involvement are criti-
cal when developing policies and programs to ensure 
that the systems of care support a genuine reflection 
of the day-to-day challenges and opportunities facing 
families.1

•• Qualified parent/family leaders are appropri-
ately trained on such topics as advocacy, systems 
building, parent/family/professional partner-
ships, theories of adult learning styles, and fam-
ily-to-family support.

•• Parent/family leaders contribute to the EHDI 
system by exhibiting the elements of collabo-
ration, that is, mutual respect for skills and 
knowledge, honest and clear communication, 
understanding and empathy, mutually agreed-
upon goals, shared planning and decision mak-
ing, open sharing of information, accessibility 
and responsiveness, negotiation and conflict res-
olution skills, and joint evaluation of progress.

•• Parent/family leaders have the capacity to look 
beyond their own personal experiences/beliefs 
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to represent and support a broad community of 
families.

Recommendations

1.	 Develop or revise policies and legislation related 
to EHDI programs that require the meaningful 
inclusion of qualified families as active partici-
pants in the development and implementation 
of EHDI systems.

2.	 Report the number of professional family posi-
tions (i.e., compensated rather than volunteer) 
and demonstrate how parents and families are 
involved in recruitment processes.

3.	 Provide resources (professional development 
training and mentorship) for families to obtain 
the necessary knowledge and skills to participate 
in systems and policy development and demon-
strate that training is provided.

Goal 9: All Families Will Have Access to 
Other Families Who Have Children Who Are 
D/HH and Who Are Appropriately Trained 
to Provide Culturally and Linguistically 
Sensitive Support, Mentorship, and Guidance

Rationale

Given the low incidence of children who are D/HH, 
families often feel isolated and do not typically have 
support opportunities in their established communi-
ties. Being D/HH impacts the child as well as the par-
ents, siblings, extended family, and community. No one 
understands this as well as other families with children 
who are D/HH. Families report that there is some-
thing unique and important in receiving support from 
other parents and families who have children who are 
D/HH and who have “been there.” There is a sense of 
an equitable relationship between the experienced par-
ent and the referred parent that cannot be duplicated 
through other dynamics.73

Opportunities for families to communicate with 
one another, chat online, and attend support groups 
or other activities designed for communicating with 
other parents and families are a valuable component 
of the circle of support. National organizations such 
as the Alexander Graham Bell Association for the Deaf 
and Hard of Hearing, the American Society for Deaf 

Children, Family Voices, and Hands & Voices (and 
the Hands & Voices “Guide by Your Side” program) 
have models for providing family-to-family support. 
Support models range from formalized programs in 
which trained parents/families provide systematic, 
knowledgeable support to the informal matching of 
families in a given community by professionals who 
know other families with a similar story.

Families rank family-to-family support as one of 
the most helpful forms of support for the family.27,74 
Parents/families reporting participation in social net-
works with other parents/families of D/HH children 
had less isolation, greater acceptance of their child, and 
improved interactional responsivity.75

Recommendations

1.	 Develop and implement guidelines that address 
family-to-family support. These guidelines 
should outline the background and training nec-
essary for family support providers to interact 
with families of infants/children newly iden-
tified as D/HH, including the importance of 
objective, unbiased information.

2.	 Provide the necessary training for families/par-
ents who participate in family-to-family support 
sessions and activities.

3.	 Identify collaborative channels to create sustain-
able and compensated family-to-family support 
services.

4.	 Report the number and percentage of families 
who have had access to appropriate family-to-
family supports.

Goal 10: Individuals Who Are D/HH Will Be 
Active Participants in the Development and 
Implementation of EHDI Systems at the 
National, State/Territory, and Local Levels; 
Their Participation Will Be an Expected and 
Integral Component of the EHDI Systems

Rationale

Adults who are D/HH comprise a heterogeneous 
group of individuals with a wide range of communi-
cation experiences, careers, life perspectives, and edu-
cational backgrounds. Barriers to their inclusion in 
EHDI systems can be overcome when professionals 
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acknowledge, understand, and value the importance of 
providing children who are D/HH and their families 
the opportunity to meet with adults who can share their 
experiences being D/HH.

The goal is to have individuals who are D/HH 
woven into the fabric of EHDI systems at every level. 
Individuals who are D/HH know what works to meet 
their language and communication needs in a way that 
people who are hearing cannot. Because the support of 
language and communication of infants is intended to 
be the heart of EHDI systems, it is critical to include 
D/HH adults in these systems.

Currently, few EHDI systems include D/HH 
adults in a meaningful way. The system should have 
diverse representation at many levels. D/HH persons 
with appropriate qualifications should be included, 
for example, as EHDI directors, EHDI advisory panel 
chairs and members, administrators, Part C service 
coordinators, audiologists, speech-language patholo-
gists, pediatricians, counselors, mentors, ASL teach-
ers, EI service providers, and educators of the deaf and 
in other roles. To achieve these goals, EHDI systems 
should partner with national, state, and local organiza-
tions that support D/HH persons.

Recommendations

1.	 Develop or revise policies and legislation related 
to EHDI programs to require inclusion of indi-
viduals who are D/HH and who represent a 
diverse range of communication, educational, 
amplification technology, and life experiences 
as active participants in the development and 
implementation of EHDI systems (e.g., involve-
ment of such individuals in systems will be evi-
dent in recruitment processes and in the number 
of compensated, rather than volunteer, positions 
filled by individuals who are D/HH).

2.	 Implement professional development train-
ing and mentoring systems and provide the 
resources needed for individuals who are D/HH 
to obtain the necessary knowledge and skills to 
participate in systems and policy development.

3.	 Report the number of professional positions (e.g., 
compensated and volunteer) filled by individuals 
who are D/HH at all levels of the EHDI system.

Goal 11: All Children Who Are D/HH and 
Their Families Have Access to Support, 
Mentorship, and Guidance From Individuals 
Who Are D/HH

Rationale

Research has revealed the benefits of providing chil-
dren who are D/HH and their families connections to 
members of the D/HH community. Families who have 
many contacts with adults who are D/HH exhibit a 
strong sense of competence with regard to raising their 
child who is D/HH.75 When there are no other D/HH 
members in the family, parents identify deaf individu-
als as one of the most important sources of support 
in addition to teachers, therapists, other parents, and 
spouses.76 Community members who are deaf are able 
to provide children who are D/HH with unique per-
spectives that parents who are hearing cannot.77

The more interactions that families have with 
adults who are D/HH, the better they may envision 
their own child’s future, including developing goals 
and dreams that are not limited by misunderstandings 
about the lives of people who are D/HH. The goal of 
the system is to value infants/children who are D/HH 
for who they are.

Starting at the time the language and communica-
tion decision-making process begins, programs such 
as D/HH Connections in Colorado2 involve deaf indi-
viduals in guiding, supporting, serving as role models, 
and interacting with the child who is D/HH and his or 
her family. These individuals may share personal expe-
riences or information about being D/HH, educational 
and communication opportunities, using hearing tech-
nology, or about the deaf community and deaf culture. 
They are available to go into the home, ideally work-
ing in close coordination with other EI service provid-
ers. They may assist families in meeting IFSP goals. 
Providing families who are hearing with opportunities 
to learn more about being D/HH reduces family stress 
and promotes family support of the child.78,79

Recommendations

1.	 Establish an advisory group composed of a 
critical mass of members who are D/HH, espe-
cially those with experience with EI services 

Statement of Endorsement  159

D
ow

nloaded from
 https://academ

ic.oup.com
/jdsde/article-abstract/19/2/143/376680 by guest on 29 April 2020



and programs, along with representatives from 
the state EHDI system and EI providers with 
expertise and skill in providing services to fami-
lies of infants and toddlers who are D/HH who 
will

•• collaboratively identify potential funding mech-
anisms for sustainable support services to fami-
lies from individuals who are D/HH;

•• develop and implement guidelines that address 
providing families with access to D/HH indi-
viduals who can provide family support (these 
guidelines should outline the background and 
training necessary for support personnel/role 
models who are themselves D/HH to interact 
with families of infants/children newly identi-
fied as D/HH; these systems should guarantee 
that families have access to the services regard-
less of audiologic status (hearing levels or type) 
and the geographic location of the family);

•• develop a leadership training protocol/cur-
riculum for role models and provide leadership 
training for identified role models;

•• develop and implement a mentoring and moni-
toring system for role models.

2.	 Make sure that the individuals who are D/HH 
represent the diversity of the EHDI population 
(e.g., deaf culture, hard of hearing, cochlear 
implant and hearing aid users, unilateral hear-
ing loss, auditory neural hearing loss, cultural 
diversity).

Goal 12: As Best Practices Are Increasingly 
Identified and Implemented, All Children 
Who Are D/HH and Their Families Will Be 
Ensured of Fidelity in the Implementation of 
the Intervention They Receive

Rationale

Fidelity of intervention refers to assurance that the 
intervention provided to the family and child is suffi-
cient to (a) promote a good quality of life for the family 
and the child; (b) provide strategies for the develop-
ment of spoken, signed/visual, or multimodal language 
that are appropriate to the family’s choices and the 
cognitive ability and age of the child; and (c) provide 

strategies that optimize auditory skill development 
with the family’s chosen technology.

High fidelity of the implementation of interven-
tion requires (a) knowledge of intervention theory 
and methods, (b) well-defined interventions based on 
theory and methods, (c) demonstration of interven-
tion procedures, (d) supervised practice, (e) feedback 
on performance, and (f) data to demonstrate that the 
intervention strategies result in the desired goals.

Ensuring fidelity of implementation includes the 
following characteristics: (a) linking interventions 
to improved outcomes (credibility); (b) definitively 
describing operations, techniques, and components; (c) 
clearly defining responsibilities of specific persons; (d) 
creating a data system for measuring operations, tech-
niques, and components; (e) creating a system for feed-
back and decision making (formative); and (f) creating 
accountability measures for noncompliance.80

Historically, EI providers have not developed sys-
tems and programs that document the fidelity of the 
intervention provided to families and children. A qual-
ity EI program should have a process for continuous 
improvement. Therefore, it is important to establish a 
means of assessing and monitoring the fidelity of inter-
vention services. This information is key to establishing 
an empirical evidence base for EI. Without documenta-
tion of fidelity, it is difficult to link effective interven-
tions with successful outcomes.

EI for families and infants/children who are D/
HH involves a complex interaction of many child, fam-
ily, background, and intervention factors. This com-
plexity presents formidable challenges for developing 
well-defined interventions, training professionals in 
the intervention techniques, and measuring the fidel-
ity of these interventions. In essence, little progress 
has been made. Clear delineation of successful inter-
ventions is necessary to ensure replicability. However, 
acknowledging that we are in the infant stages of defin-
ing and measuring fidelity of intervention, it is critical 
that the first steps be taken.

No literature currently exists that links the fidel-
ity of the implementation of intervention for children 
who are D/HH with successful outcomes. However, 
the extant literature reveals that assurance of the fidel-
ity of the implementation of interventions is the key to 
successful outcomes for children in special education 
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and for medical interventions for both children and 
adults.80–85 In these studies, positive student outcomes 
were attributed to three related factors: fidelity of 
implementation of the process, degree to which the 
selected interventions were empirically supported, 
and the fidelity of intervention implementation (at the 
teacher level).

Recommendations

1.	 Develop and advance mechanisms and systems 
to assess and monitor the fidelity of the EI ser-
vices received by families who have infants/
children who are D/HH. Having developed, 
approved, and implemented standards for the 
knowledge and skills needed by providers of EI 
services to families and children who are D/HH 
(see Appendix B) is necessary. Similarly, mecha-
nisms to measure the application of these skills 
in intervention are required. The most effective 
means of monitoring the fidelity of interven-
tion is through direct observation and ongoing 
mentorship.

2.	 Identify a critical core group of experts. Trainer-
of-trainer and peer mentoring models can pro-
vide a system for EI providers to receive support 
from professionals with the greatest experience, 
knowledge, and skills.

3.	 Monitor the fidelity of intervention through 
direct observation by a highly qualified, expe-
rienced EI provider/supervisor. A  program of 
mentorship should be developed with an expert 
through consultation with individual EI pro-
viders. Tele-education/health technology can 
be used for this purpose. Laptop computers 
with voice and video communication technol-
ogy (e.g., distance technology) can also provide 
expert observation and real-time mentoring.

4.	 Provide mentorship through input on lesson 
goals and planning.

5.	 Encourage and support professional develop-
ment of EI providers.

6.	 Conduct self-assessments of EI providers to 
identify their perceptions of strengths and 
weaknesses related to the guidelines established 
in Goal 3 (see Appendices C and D). The goal 

of these self-evaluation instruments of EI pro-
viders is to identify perceived programmatic 
strengths and weaknesses and provide profes-
sional development in the areas of perceived 
weakness.

7.	 Measure the progress of EI providers on their 
knowledge and skills at regular intervals.86 Refer 
to Gresham et al.80 for information about how to 
monitor the quality of interventions.

8.	 Obtain families’ input about the skills that they 
have learned through EI services and their per-
ceptions about the effectiveness of these skills 
in promoting successful outcomes for their chil-
dren. Questions should not be about families’ 
satisfaction but about information they have 
learned through EI services.87

Guidelines and Benchmarks

We recommend collecting data on each of the follow-
ing recommended guidelines. Our benchmark for all of 
these is ≥90% of the children/families in each state/
territory.

1.	 All state/territories will have a coordinated 
system of access to EI services. The system 
provides timely access to EI professionals who 
have the knowledge and skills necessary for pro-
moting successful developmental outcomes for 
children who are D/HH and the capability of 
tracking individual children from confirmation 
to developmental outcomes in EI services.

•• Children/families are referred to EI services 
within 48 hours of confirmation that a child is 
D/HH.

•• IFSPs are completed within 45 days of referral 
from confirmation that the child is D/HH.

•• All states/territories indicate that they have an 
annually updated resource manual that is made 
available and disseminated to all families with 
newly identified infants/children who are D/
HH. States/territories regularly evaluate the 
comprehensiveness and quality of the informa-
tion provided in the resource manual.

2.	 Children/families have timely access to service 
coordinators who have the core knowledge and 
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skills to fulfill the legal requirements of Part 
C (helping families obtain services, coordinat-
ing services, facilitating the timely delivery of 
services, and continuously seeking appropriate 
services) and the requisite knowledge and skills 
unique to working with children, from birth to 
3 years of age, who are D/HH and their families.

3.	 All children who are D/HH from birth to 
3  years of age and their families have EI pro-
viders who have the professional qualifications 
and core knowledge and skills to optimize their 
development and well-being.

•• Each state and territory has a statement of pro-
fessional qualifications for providers within 
2 years of the publication of this document.

•• All providers meet the stated professional 
qualifications.

•• States and territories have a statement of the 
systematic professional development program 
for EI professionals working with families who 
have infants/children who are D/HH within 
5 years of the publication of this document.

4.	 Three areas have been identified as needing spe-
cialized skills in addition to the general knowl-
edge and skills required by providers.

•• Listening and spoken language. States and terri-
tories will adopt a mechanism for ensuring that 
the professionals providing listening and spoken 
language services have the knowledge and skills 
that will facilitate the development of these skills 
for families who choose these objectives.

•• Sign language instructors. States and territo-
ries will report the percentage of families and 
children who are able to access ASL learning 
opportunities from a skilled, fluent ASL user. 
All families who chose ASL will have access to 
trained and skilled ASL instructors who use 
effective ASL learning programs for families 
with young children who are D/HH. Families 
who elect to use sign systems or cued speech 
also have access to users with fluency.

•• Other specialized methods. States and terri-
tories will develop a mechanism that ensures 

intervention providers have the knowledge and 
skills to teach integrated systems of visual com-
munication and listening/spoken language.

5.	 States report that they have developed a system 
ensuring family participation in the develop-
ment and implementation of EHDI policies 
and procedures.

•• All families report that they have access to ongo-
ing family-to-family support.

6.	 States report that they have developed and 
implemented a system ensuring participation of 
individuals who are D/HH with relevant skills 
and knowledge in the development and imple-
mentation of EHDI policies and procedures.

•• All families report that they have access to pro-
fessionals/individuals in a variety of different 
roles who are themselves D/HH.

7.	 States/territories develop fidelity monitoring 
systems and set the goal to begin implementa-
tion within 5 years from the publication of this 
document.

•• Intervention services for families and children 
who are D/HH are monitored for fidelity of 
implementation.

8.	 Children who are D/HH have their develop-
ment monitored annually, allowing the state to 
determine progress toward meeting the devel-
opmental outcome goals of EHDI.

9.	 States/territories have a system for determining 
whether EI professionals working with children 
who are D/HH with additional disabilities have 
the skills and knowledge necessary to promote 
successful or optimal/appropriate developmen-
tal outcomes for these children and their fami-
lies. Professionals will receive ongoing in-service 
education on developmental disabilities (e.g., 
motor, vision, autism, and cognition) and have 
access to specialists/team members who are 
qualified to address the specialty areas needed 
by the child. IFSPs and individualized educa-
tion programs include the interdisciplinary ser-
vices necessary to address the broad spectrum 
of needs presented by children who are D/HH 
and have additional disabilities.
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10.	 States/territories will be able to report the 
number and percentage of families who have 
children who are D/HH in nonnative English-
speaking homes and identify the home lan-
guage or languages.

11.	 States and territories have developed protocols 
of care for families who do not speak English 
and/or are culturally diverse, as well as a data 
management system for monitoring, with a 
goal of implementation within 5  years of the 
publication of this document.

Conclusion

This best practice statement has advocated for the 
implementation of coordinated statewide systems with 
the expertise to provide individualized, high-fidelity 
EI programs for children who are D/HH and their 
families. Consistent monitoring of child and family 
outcomes is an essential step toward ensuring opti-
mal outcomes for the majority of children. There is a 
great need to strengthen the evidence base supporting 
specific EI approaches. The establishment of practice 
standards, implementation of developmentally appro-
priate protocols for monitoring of outcomes, and com-
mitment to research collaborations are critical steps 
toward this goal.
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Notes

	 1.  Similarly, for families who choose cued speech or a 
manual code of English, professionals should be fluent models of 
those systems and skilled in enhancing both auditory and visual 
communication.
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	 2.  Although the writers are aware of other states involving 
deaf community members in similar ways, it is not clear if they 
are integrated in a formal way in EI and EHDI systems. For this 
reason, the Colorado program is described.
	 3.  Visual checks include picking the child up so he/she has 
a better view of what’s “up there” (i.e., counter at McDonald’s 
to order food from a cashier), carrying the infant facing forward 
so that the infant can see what the caregiver is doing and talking 
about, making sure that the child is positioned so he/she has “the 
best eye view of the world,” and ensuring that the caregiver has 
a large rearview mirror in the car so that the parent and child can 
see each other better and thus the caregiver can “communicate” 
with the infant or child.
	 4.  Did I  foster skill growth to the next level using visual 
aids, manipulative, concrete examples, and situations? For exam-
ple, asking a child “which” question occurs before the next ques-
tioning level, such as who, what, or where?

References

1. American Academy of Pediatrics, Joint Committee on Infant 
Hearing. Year 2007 position statement: principles and guide-
lines for early hearing detection and intervention programs. 
Pediatrics, . 2007;120(4):898–921

2. CAHE Review Team. A systematic review of the literature 
on EI for children with a permanent hearing loss. 2007. 
Available at: www.health.qld.gov.au/healthyhearing/pages/
publications.asp. Accessed August 17, 2012

3. Department of Education and Skills. Developing early inter-
vention/support services for deaf children and their fami-
lies: executive summary. 2007. Publication LEA/0068/2003. 
Available at: www.ndcs.org.uk/document.rm?id=3746. 
Accessed August 17, 2012

4. Individuals with Disabilities Education Improvement Act of 
2004, Pub L No. 108–446, 118 Stat 2647 (2004)

5. Wrightslaw. Early intervention: part C of IDEA. Available at: 
www.wrightslaw.com/info/ei.index.htm. Accessed August 
17, 2012

6. Hayes D, Sininger Y, Starr A. Guidelines for identification and 
management of infants with auditory neuropathy spectrum 
disorder. 2008. Bill Daniels Center for Children’s Hearing, 
Aurora, CO. Available at: www.thechildrenshospital.org/
conditions/speech/danielscenter/ANSD- Guidelines.
aspx. Accessed August 17, 2012

7. Centers for Disease Control and Prevention. Summary of 
2008 national CDC EHDI data. Available at: www.cdc.
gov/ncbddd/hearingloss/2008-data/2008_EHDI_HSFS_
Summary.pdf. Accessed August 17, 2012

8. Moeller MP. Early intervention and language development in 
children who are deaf and hard of hearing. 2000. Pediatrics. 
2003;106. Available at: www.pediatrics.org/cgi/content/
full/106/e43. Accessed August 17, 2012

9. Yoshinaga-Itano C, Baca RL, Sedey AL. Describing the 
trajectory of language development in the presence of 
severe-to-profound hearing loss: a closer look at children 
with cochlear implants versus hearing aids. Otol Neurotol. 
2010;31(8):1268–1274

10. Yoshinaga-Itano C, Sedey AL, Coulter DK, Mehl AL. 
Language of early- and later-identified children with hear-
ing loss. Pediatrics. 1998;102(5):1161–1171

11. Roush J, ed. A strategic analysis of state early hearing detection 
and intervention programs. Volta Rev. 2011;111(2):81–288

12. US Department of Health and Human Services. Healthy People 
2010. Washington, DC: US Public Health Service; 2000

13. Apuzzo M, Yoshinaga-Itano C. Early identification of infants 
with significant hearing loss and the Minnesota Child 
Development Inventory. Semin Hear. 1995;16:124–139

14. Yoshinaga-Itano C, Apuzzo ML. Identification of hearing 
loss after age 18 months is not early enough. Am Ann Deaf. 
1998;143(5):380–387

15. Yoshinaga-Itano C, Coulter D, Thomson V. The Colorado 
Newborn Hearing Screening Project: effects on speech 
and language development for children with hearing loss. J 
Perinatol. 2000;20(8 pt 2 suppl 8):S132–S137

16. Yoshinaga-Itano C, Coulter D, Thomson V. Developmental 
outcomes of children born in Colorado hospitals with 
UNHS programs. Semin Neonatol. 2001;6:521–529

17. Baca R. A Longitudinal Study of Language Growth of Young 
Children With Hearing Impairment [doctoral thesis]. 
Boulder, CO: University of Colorado; 2009

18. Pipp-Siegel S, Sedey AL, Yoshinaga-Itano C. Predictors of 
parental stress in mothers of young children with hearing 
loss. J Deaf Stud Deaf Educ. 2002;7(1):1–17

19. Kennedy CR, McCann DC, Campbell MJ, Kimm L, 
Thornton R. Universal newborn screening for permanent 
childhood hearing impairment: an 8-year follow-up of a con-
trolled trial. Lancet. 2005;366(9486):660–662

20. Kennedy CR, McCann DC, Campbell MJ, et al. Language 
ability after early detection of permanent childhood hearing 
impairment. N Engl J Med. 2006;354(20):2131–2141

21. Singer GHS, Marquis J, Powers LK, Blanchard L, DiVenere 
N, Santelli B. A multi-site evaluation of parent to parent 
programs for parents of children with disabilities. J Early 
Intervention.1999;22(3):217–229

22. Lederberg A, Goldbach T. Parenting stress and social sup-
port in hearing mothers: pragmatic and dialogic characteris-
tics. J Deaf Stud Deaf Educ. 2002;7(4):330–345

23. Pressman L, Pipp-Siegel S, Yoshinaga-Itano C, Deas AM. 
Maternal sensitivity predicts language gain in preschool 
children who are deaf and hard of hearing. J Deaf Stud Deaf 
Educ. 1999;4(4):294–304

24. Pressman L, Pipp-Siegel S, Yoshinaga-Itano C, Kubicek L, 
Emde R. A comparison of the link between emotional avail-
ability and language gain in young children with and without 
hearing loss. Volta Rev. 2000;100(5):251–277

25. Yoshinaga-Itano C. The social-emotional ramifications of 
universal newborn hearing screening, early identification 
and intervention of children who are D/HH. In: Seewald 
RC, Gravel JS, eds. A Sound Foundation Through Early 
Amplification 2001: Proceedings of the Second International 
Pediatric Audiology Amplification Conference. Bury St 
Edmunds, England: St Edmundsbury Press; 2002:221–232

26. Yoshinaga-Itano C, Abdala de Uzcategui C. Early identifica-
tion and social-emotional factors of children with hearing loss 
and children screened for hearing loss. In: Kurtzer-White E, 

164  Journal of Deaf Studies and Deaf Education 19:2 April 2014

D
ow

nloaded from
 https://academ

ic.oup.com
/jdsde/article-abstract/19/2/143/376680 by guest on 29 April 2020

http://www.health.qld.gov.au/healthyhearing/pages/publications.asp
http://www.health.qld.gov.au/healthyhearing/pages/publications.asp
http://www.ndcs.org.uk/document.rm?id=3746
http://www.wrightslaw.com/info/ei.index.htm
http://www.thechildrenshospital.org/conditions/speech/danielscenter/ANSD- Guidelines.aspx
http://www.thechildrenshospital.org/conditions/speech/danielscenter/ANSD- Guidelines.aspx
http://www.thechildrenshospital.org/conditions/speech/danielscenter/ANSD- Guidelines.aspx
http://www.cdc.gov/ncbddd/hearingloss/2008-data/2008_EHDI_HSFS_Summary.pdf
http://www.cdc.gov/ncbddd/hearingloss/2008-data/2008_EHDI_HSFS_Summary.pdf
http://www.cdc.gov/ncbddd/hearingloss/2008-data/2008_EHDI_HSFS_Summary.pdf
http://www.pediatrics.org/cgi/content/full/106/e43
http://www.pediatrics.org/cgi/content/full/106/e43


Luterman D, eds. Early Childhood Deafness. Baltimore, MD: 
York Press; 2001:13–28

27. Jackson CW. Family involvement in early intervention for 
children who are deaf or hard of hearing. Early Childhood 
Services. 2009;3(1):77–97

28. DesJardin JL, Ambrose SE, Eisenberg LS. Literacy skills 
in children with cochlear implants: the importance of early 
oral language and joint storybook reading. J Deaf Stud Deaf 
Educ. 2009;14(1):22–43

29. Calderon R. Parental involvement in deaf children’s educa-
tion programs as a predictor of child’s language, early read-
ing, and social-emotional development. J Deaf Stud Deaf 
Educ. 2000;5(2):140–155

30. Nittrouer S, Burton L. The role of early language experi-
ence in the development of speech perception and language 
processing abilities in children with hearing loss. Volta Rev. 
2001;103(1):5–37

31. Yoshinaga-Itano C. From screening to early identification and 
intervention: discovering predictors to successful outcomes 
for children with significant hearing loss. J Deaf Stud Deaf 
Educ. 2003;8(1):11–30

32. Marge DK, Marge M. Beyond newborn hearing screening: 
meeting the educational and health care needs of infants 
and young children with hearing loss in America. Report 
and recommendations of the 2004 National Consensus 
Conference on Effective Educational and Health Care 
Interventions for Infants and Young Children With Hearing 
Loss. Syracuse, NY: State University of New York, Upstate 
Medical University; 2005. Available at: www.upstate.edu/
pmr/research/beyond_newborn.pdf. Accessed August 17, 
2012

33. Russ SA, Dougherty D, Jagadish P. Accelerating evidence 
into practice for the benefit of children with early hearing 
loss. Pediatrics. 2010;126(suppl 1):S7–S18

34. Stredler-Brown A, Arehart K. Universal newborn hearing 
screening: impact on early intervention services. Volta Rev. 
2000;100(5):85–117

35. Harrison M. Assessing communication development in 
infants and toddlers: Collaborating with families. In: 
Seewald R, Bamford J, eds. A Sound Foundation Through 
Early Amplification. Bury St Edmunds, England: St 
Edmundsbury Press; 2004:107–208

36. Jones TW, Ewing KM. An analysis of teacher preparation 
in deaf education: programs approved by the Council on 
Education of the Deaf. Am Ann Deaf. 2002;147(5):71–78

37. Lenihan S, Rice GB Early intervention in auditory/oral deaf 
education: parent and professional perspectives. Volta Rev. 
2005;105(1):73–96

38. Proctor R, Niemeyer JA, Compton MV. Training needs 
of early intervention personnel working with infants 
and toddlers who are deaf or hard of hearing. Volta Rev. 
2005;105(2):113–128

39. Napier J, Leigh G, Nann S. Teaching sign language to hear-
ing parents of deaf children: an action research process. 
Deafness Educ Int. 2007;9(2):83–100

40. Watkins S, Pittman P, Walden B. The Deaf Mentor 
Experimental Project for young children who are deaf and 
their families. Am Ann Deaf. 1998;143(1):29–34

41. Mayberry R. The importance of childhood to language 
acquisition: evidence from American Sign Language. In: 
Goodman J, Nusbaum H, eds. The Development of Speech 
Perception: The Transition From Speech Sounds to Spoken 
Words. Cambridge, MA: MIT Press; 1994:57–90

42. Morford J, Mayberry R. A reexamination of “early expo-
sure” and its implications for language acquisition by eye. 
In: Chamberlain C, Morford J, Mayberry R, eds. Language 
Acquisition by Eye. Mahwah, NJ: Erlbaum; 2000:111–127

43. Schick B, Williams K, Bolster L. Skill levels of educational 
interpreters working in public schools. J Deaf Stud Deaf 
Educ. 1999;4(2):144–155

44. Yoshinaga-Itano C, Sedey AL. Early speech development in 
children who are deaf or hard of hearing: interrelationships 
with language and hearing. Volta Rev. 2000;100(5):181–211

45. Sharma A, Dorman MF. Central auditory development in 
children with cochlear implants: clinical implications. Adv 
Otorhinolaryngol. 2006;64:66–88

46. Sharma A, Dorman MF, Spahr AJ. A sensitive period for the 
development of the central auditory system in children with 
cochlear implants: implications for age of implantation. Ear 
Hear. 2002;23(6):532–539

47. Roush J, Harrison M, Palsha S, Davidson D. A national sur-
vey of educational preparation programs for early interven-
tion specialists. Am Ann Deaf. 1992;137(5):425–430

48. AG Bell Academy for Listening and Spoken Language 
[Web page]. Available at: http://nc.agbell.org//Page.
aspx?pid=1244. Accessed August 17, 2012

49. Gallaudet Research Institute. Regional and national summary 
report from the 2007–2008 annual survey of deaf and hard 
of hearing children and youth. Available at: http://research.
gallaudet.edu/Demographics/2008_National_Summary.
pdf

50. Pipp-Siegel S, Sedey AL, VanLeeuwen AM, Yoshinaga-
Itano C. Mastery motivation and expressive language in 
young children with hearing loss. J Deaf Stud Deaf Educ. 
2003;8(2):133–145

51. Steinberg A, Bain L, Li Y, Delgado G, Ruperto V. Decisions 
Hispanic families make after the identification of deafness. J 
Deaf Stud Deaf Educ. 2003;8(3):291–314

52. American Speech-Language-Hearing Association. Cultural 
competence [issues in ethics]. 2005. Available at: www.asha.
org/docs/html/PI2011-00326.html. Accessed August 17, 2012

53. McConkey Robbins A, Green JE, Waltzman SB. Bilingual 
oral language proficiency in children with cochlear implants. 
Arch Otolaryngol Head Neck Surg. 2004;13:644–647

54. Waltzman SB, Robbins AM, Green JE, Cohen NL. Second 
oral language capabilities in children with cochlear implants. 
Otol Neurotol. 2003;24(5):757–763

55. Yoshinaga-Itano C. Early identification, communication 
modality and the development of speech and spoken lan-
guage skills: patterns and considerations. In: Marschark 
M, Spencer PE, eds. Advances in the Spoken Language of 
Deaf and Hard-of-Hearing Children. New York, NY: Oxford 
University Press; 2006:298–327

56. Bess FH, Tharpe AM, Gibler AM. Auditory performance 
of children with unilateral sensorineural hearing loss. Ear 
Hear. 1986;7(1):20–26

Statement of Endorsement  165

D
ow

nloaded from
 https://academ

ic.oup.com
/jdsde/article-abstract/19/2/143/376680 by guest on 29 April 2020

http://www.upstate.edu/pmr/research/beyond_newborn.pdf
http://www.upstate.edu/pmr/research/beyond_newborn.pdf
http://nc.agbell.org//Page.aspx?pid=1244
http://nc.agbell.org//Page.aspx?pid=1244
http://research.gallaudet.edu/Demographics/2008_National_Summary.pdf
http://research.gallaudet.edu/Demographics/2008_National_Summary.pdf
http://research.gallaudet.edu/Demographics/2008_National_Summary.pdf
http://www.asha.org/docs/html/PI2011-00326.html
http://www.asha.org/docs/html/PI2011-00326.html


57. Bess FH, Dodd-Murphy J, Parker RA. Children with minimal 
sensorineural hearing loss: prevalence, educational perfor-
mance, and functional status. Ear Hear. 1998;19(5):339–354

58. Brookhouser PE, Worthington DW, Kelly WJ. Unilateral 
hearing loss in children. Laryngoscope. 1991;101(12 pt 
1):1264–1272

59. Culbertson JL, Gilbert LE. Children with unilateral sensori-
neural hearing loss: cognitive, academic, and social develop-
ment. Ear Hear. 1986;7(1):38–42

60. Klee TM, Davis-Dansky E. A comparison of unilaterally 
hearing-impaired children and normal-hearing children 
on a battery of standardized language tests. Ear Hear. 
1986;7(1):27–37

61. Kiese-Himmel C. Unilateral sensorineural hearing impair-
ment in childhood: analysis of 31 consecutive cases. Int J 
Audiol. 2002;41(1):57–63

62. Lieu JE, Tye-Murray N, Karzon RK, Piccirillo JF. Unilateral 
hearing loss is associated with worse speech-language scores 
in children. Pediatrics. 2010;125(6):e1348–e1355

63. McKay S, Gravel JS, Tharpe AM. Amplification considera-
tions for children with minimal or mild bilateral hearing loss 
and unilateral hearing loss. Trends Amplif. 2008;12(1):43–54

64. Ross DS, Visser S, Holstrum J, Kenneson A. Minimal hear-
ing loss and cognitive performance in children: brief update. 
In: Elliott J, Eichwald J, eds, National Workshop on Mild 
and Unilateral Hearing Loss: Workshop Proceedings. Atlanta, 
GA: Centers for Disease Control and Prevention; 2005: 
22–23. Available at: www.cdc.gov/ncbddd/hearingloss/
documents/unilateral/Mild_Uni_2005%20Workshop_
Proceedings.pdf. Accessed August 17, 2012

65. Yoshinaga-Itano C, Johnson C, Carpenter K, Brown A. 
Outcomes of children with mild and unilateral hearing loss. 
Semin Hear. 2008;29:196–211

66. Neault M. Progression from unilateral to bilateral loss. In: 
National Workshop on Mild and Unilateral Hearing Loss: 
Workshop Proceedings. Atlanta, GA: Centers for Disease 
Control and Prevention; 2005:30–32. Available at: www.
cdc.gov/ncbddd/hearingloss/documents/unilateral/
Mild_Uni_2005%20Workshop_Proceedings.pdf. Accessed 
August 17, 2012

67. Cardon G, Sharma A. Cortical auditory evoked potentials 
in auditory neuropathy spectrum disorder: clinical impli-
cations. Perspectives on Hearing and Hearing Disorders in 
Childhood. 2011;21(1):31–37

68. Rance G, Barker EJ. Speech and language outcomes in chil-
dren with auditory neuropathy/dyssynchrony managed 
with either cochlear implants or hearing aids. Int J Audiol. 
2009;48(6):313–320

69. Rance G, Beer DE, Cone-Wesson B, et al. Clinical findings 
for a group of infants and young children with auditory neu-
ropathy. Ear Hear. 1999;20(3):238–252

70. Gould JH. Hearing loss and cleft palate: the perspective of 
time. Cleft Palate Craniofac J. 1990;27(1):36–39

71. Roizen N, Wolters C, Nicol T, Blondis T. Hearing loss in 
children with Down syndrome. J Pediatr. 1993;123(1):9–12

72. Shott SR, Joseph A, Heithaus D. Hearing loss in children 
with Down syndrome. Int J Pediatr Otorhinolaryngol. 
2001;61(3):199–205

73. Ainbinder JG, Blanchard LW, Singer GH, et al. A qualita-
tive study of parent to parent support for parents of children 

with special needs. Consortium to Evaluate Parent to Parent. 
J Pediatr Psychol. 1998;23(2):99–109

74. Jackson CW, Wegner JR, Turnbull AP. Family quality of life 
following early identification of deafness. Lang Speech Hear 
Serv Sch. 2010;41(2):194–205

75. Hintermair M. Hearing impairment, social networks, and 
coping: the need for families with hearing-impaired children 
to relate to other parents and to hearing-impaired adults. Am 
Ann Deaf. 2000;145:41–53

76. Meadow-Orlans K, Mertens DM, Sass-Lehrer M. Parents 
and Their Deaf Children: The Early Years. Washington, DC: 
Gallaudet University Press; 2003

77. Chute PM, Nevins ME. A Parent’s Guide to the Process 
of Cochlear Implantation. Washington, DC: Gallaudet 
University Press; 2002

78. Calderon R, Greenberg M. Social and emotional develop-
ment of deaf children: family, school, and program effects. 
In: Marschark M, Spencer P, eds. Oxford Handbook of Deaf 
Studies, Language, and Education. New York, NY: Oxford 
University Press; 2003:177–189

79. Hill P. The need for deaf adult role models in early interven-
tion programs for deaf children. Journal of the Association 
of Canadian Educators of the Hearing Impaired (ACEHI/
ACEDA). 1993;19:14–20

80. Gresham FM, MacMillan DL, Beebe-Frankenberger ME, 
Bocian KM. Treatment integrity in learning disabilities 
intervention research: do we really know how treatments are 
implemented? Learn Disabil Res Pract. 2000;15(4):198–205

81. Dumas JE, Lynch AM, Laughlin JE, Phillips Smith E, Prinz 
RJ. Promoting intervention fidelity. Conceptual issues, meth-
ods, and preliminary results from the EARLY ALLIANCE 
prevention trial. Am J Prev Med. 2001;20(1 suppl):38–47

82. Horner S, Rew L, Torres R. Enhancing intervention fidelity: 
a means of strengthening study impact. J Spec Pediatr Nurs. 
2006;11(2):80–89

83. Kovaleski JF, Gickling EE, Marrow H. High versus low 
implementation of instructional support teams: a case 
for maintaining program fidelity. Remedial Spec Educ. 
1999;20:170–183

84. Rowan B, Camburn E, Correnti R. Using teacher logs to 
measure the enacted curriculum in large-scale surveys: a 
study of literacy teaching in 3rd grade classrooms. Elem Sch 
J. 2004;105:75–101

85. Santacroce SJ, Maccarelli LM, Grey M. Intervention fidelity. 
Nurs Res. 2004;53(1):63–66

86. Sexton JD, Snyder P, Lobman M, Kimbrough P, Matthews 
K. A team-based model to improve early intervention pro-
grams: linking preservice and inservice. In: Winton PJ, 
McCollum J, Catlett C, eds. Reforming Personnel Preparation 
in Early Intervention: Issues, Models, and Practical Strategies. 
Baltimore, MD: Brookes; 1997:495–526

87. Young A. Parental satisfaction, service quality and outcomes. 
In: Seewald RC, Bamford JM, eds. A Sound Foundation 
Through Early Amplification: Proceedings of the 2010 
International Conference. Stafa, Switzerland: Phonak AG, 
2010

88. AG Bell Academy for Listening and Spoken Language. Core 
competencies/content areas/test domains for the LSLS. 
2007. Available at: http://agbell.org/NetCommunity/doc-
ument.doc?id=19

166  Journal of Deaf Studies and Deaf Education 19:2 April 2014

D
ow

nloaded from
 https://academ

ic.oup.com
/jdsde/article-abstract/19/2/143/376680 by guest on 29 April 2020

http://www.cdc.gov/ncbddd/hearingloss/documents/unilateral/Mild_Uni_2005%20Workshop_Proceedings.pdf
http://www.cdc.gov/ncbddd/hearingloss/documents/unilateral/Mild_Uni_2005%20Workshop_Proceedings.pdf
http://www.cdc.gov/ncbddd/hearingloss/documents/unilateral/Mild_Uni_2005%20Workshop_Proceedings.pdf
http://www.cdc.gov/ncbddd/hearingloss/documents/unilateral/Mild_Uni_2005%20Workshop_Proceedings.pdf
http://www.cdc.gov/ncbddd/hearingloss/documents/unilateral/Mild_Uni_2005%20Workshop_Proceedings.pdf
http://www.cdc.gov/ncbddd/hearingloss/documents/unilateral/Mild_Uni_2005%20Workshop_Proceedings.pdf
http://agbell.org/NetCommunity/document.doc?id=19
http://agbell.org/NetCommunity/document.doc?id=19


89. American Speech-Language-Hearing Association. Service 
provision to children who are deaf and hard of hearing, birth 
to 36 months [technical report]. 2008. Available at: http://
www.asha.org/docs/html/TR2008-00301.html. Accessed 
August 17, 2012

90. American Speech-Language-Hearing Association. Roles and 
responsibilities of speech-language pathologists in early 
intervention: guidelines. 2008. Available at: http://www.
asha.org/docs/html/gl2008-00293.html. Accessed August 
17, 2012

91. Conference of Educational Administrators of Schools and 
Programs for the Deaf. CAESD position on early inter-
vention programs for children with hearing loss. Available 
at: http://www.ceasd.org/acrobat/CEASD_EHDI.pdf. 
Accessed August 17, 2012

92. National Association of the Deaf. Position statement on early 
intervention for infants and toddlers. 2010. Available at: 
http://www.nad.org/issues/early-intervention. Accessed 
August 17, 2012

93. Collaborative Early Intervention National Training 
e-Resource. Standards for professionals serving families 
with infants and toddlers who are deaf/hard of hearing. 
2002. Available at: http://center.uncg.edu/standards.pdf. 
Accessed August 17, 2012

94. McLaughlin L, Small A, Spink-Mitchell C, Cripps J. 
A Parent Guidebook: ASL and Early Literacy. Toronto, 
Canada: Ontario Society of the Deaf; 2004

95. Baker-Shenk C, Cokely D. American Sign Language: 
A  Teacher’s Resource Text on Grammar and Culture. 
Washington, DC: Clerc Books; 1980

Appendix A

Full membership of the Joint Committee on Infant 
Hearing: Carianne Muse, MPH, Judy Harrison, MA, 
Christine Yoshinaga-Itano, PhD, Alison Grimes, AuD, 
Patrick E.  Brookhouser, MD, Stephen Epstein, MD, 

Craig Buchman, MD, Albert Mehl, MD, Betty Vohr, 
MD, Mary Pat Moeller, PhD, Patti Martin, PhD, Beth 
S. Benedict, PhD, Bobbie Scoggins, EdD, Jodee Crace, 
MA, Michelle King, MS, Alice Sette, AuD, and Beth 
Martin, MA

Appendix B

Knowledge and Skills of EI Providers for 
Children Who Are D/HH and Their Families

This appendix includes a listing of broad competen-
cies (knowledge and skills) related to the provision of 
early development services for children who are D/
HH and their families. These competencies, compiled 
from 8 different best practice and position statement 
documents,1,32,88–93 are the core competencies recom-
mended for early development providers. The compi-
lation of these core competencies recognizes that early 
development providers come from diverse professions 
(e.g., audiology, early childhood special education, edu-
cators of the D/HH, and speech-language pathology). 
Although organized into sections by content area, the 
competencies are intended to be considered as an entire 
set of practices needed to work with this group of chil-
dren and families. For example, specific knowledge and 
skills having to do with cultural competency are incor-
porated throughout various sections in the document. 
Note: The Appendix Tables A1–A9 were developed/
compiled by A.  Stredler-Brown, M.  Sass-Lehrer, 
K. Clark, and M.P. Moeller.
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Table A1  Family-centered practice: family–professional partnerships, decision making, and family support

Providers have the knowledge and skills to Best practice documents (ref. no.)

1. Recognize the expertise and major impact of  
families on children’s growth and development

1, 32, 88, 90, 93

2. Understand family systems and family dynamics 32, 88, 90, 93
3. Establish respectful reciprocal relationships  

with families
32, 88, 90, 93

4. Demonstrate appropriate and effective listening  
strategies with families and others

32, 88, 90, 93

5. Facilitate families’ identification of concerns,  
priorities, and resources

32, 88, 90, 93

6. Implement strategies to promote infant-caregiver 
relationships and interactions

32, 88, 89, 90, 93

7. Promote and enlist help from family-to-family  
support networks

1, 32, 88–93

8. Support family health and emotional well-being 32, 88, 90, 93
9. Identify risks for abuse/neglect situations 32, 88, 90, 93
10. Provide support and recognize signs indicating  

the need to refer for counseling/therapy or other  
emotional support from specialists

32, 88, 90, 93

11. Encourage family skills for collaboration with the  
early intervention team

1, 32, 88, 89, 91, 93

12. Promote family involvement in all aspects  
of intervention

1, 32, 88, 89, 91, 93

13. Promote informed decision making through  
provision of accurate and comprehensible  
information, resources, and support

1, 32, 93

14. Implement strategies for guiding and  
supporting families’ decisions regarding  
communication approaches/opportunities

1, 32, 88–93

15. Encourage family advocacy skills 1, 32, 88, 89, 91, 93
16. Monitor family satisfaction with  

intervention services
1, 32

Table A2  Socially, culturally, and linguistically responsive practices, including D/HH cultures and communities: sensitivity 
to and respect for an individual family’s characteristics

Providers have the knowledge and skills to Best practice documents (ref. no.)

1. Understand the diversity of families, languages,  
cultures, communities

1, 32, 88–93

2. Understand the influence of family, culture, and  
environment on infant development

1, 32, 88, 90–93

3. Understand the implications of socioeconomic  
and cultural differences in child rearing

1, 32, 88, 90–93

4. Demonstrate sensitivity to cultural, religious,  
ethnic, disability, gender, socioeconomic, linguistic,  
and geographic influences on children and families

32, 88, 93

5. Demonstrate understanding of and respect for  
deaf culture and D/HH communities

32, 91–93

6. Understand the role and resources of the deaf  
community, sign language interpreters, and  
cultural brokers

1, 32, 89, 92, 93

7. Appreciate the roles and access the resources of  
interpreters and cultural brokers when working  
with non–English-speaking families

32, 90, 91
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Providers have the knowledge and skills to Best practice documents (ref. no.)
8. Promote family’s understanding and appreciation  

of “being deaf or hard of hearing”
None

9. Understand the role and include resources of  
D/HH adults to promote language and social  
development and use of technologies (auditory and visual)

1, 32, 89, 91, 92

10. Appreciate and respect cultural perspectives  
on selection and use of technology

32

11. Implement culturally sensitive approaches 1, 32, 88–93

Table A2  Continued

Table A3  Language acquisition and communication development: typical development, communication approaches available 
to children with hearing loss, and impact of hearing loss on access to communication

Providers have the knowledge and skills to Best practice documents (ref. no.)

1. Understand developmental sequences  
across developmental domains and their  
complex interactions with communication

1, 32, 88, 90, 93

2. Understand the influence of variables such as age of 
identification/intervention on language (English and 
other spoken languages, ASL) and speech acquisition

32, 88, 93

3. Understand the effects of multiple language exposure 
on children’s development (i.e., bilingualism in spoken 
languages and in ASL), drawing upon current theories 
of bilingualism

32, 88, 90, 93

4. Understand the impact of hearing loss on 
communication, language, and speech

1, 32, 88

5. Promote the important role of caregivers in 
development of communication skills through 
caregiver–child interaction

1, 32, 88–93

6. Understand typical development sequences in  
auditory and visual perception

1, 32, 88–90, 93

7. Understand the array of communication approaches 
(e.g., ASL, bilingual-bicultural, auditory/oral, 
auditory/verbal, cued speech, and simultaneous 
communication) and resources for observing and 
demonstrating them

1, 32, 88–90, 93

8. Understand augmentative communication approaches 
and circumstances in which they should be considered

90, 93

9. Understand the importance of involving  
D/HH adults in the promotion of children’s  
language and social development

1, 32, 89, 91, 92

10. Provide families and children with access to skilled 
and experienced professionals to facilitate language 
development using language and communication 
modalities selected by family and appropriate for the 
child

1, 32, 90

11. Coach families in the use of strategies that promote 
a language-rich learning environment to facilitate 
language, thought, and early literacy

1, 32, 88–93

12. Prepare families to be able to explain (or understand) 
the relationships among communication, language, and 
speech

1, 88, 93

13. Assess prelinguistic and early linguistic 
communication stages

1, 32, 88, 93
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Providers have the knowledge and skills to Best practice documents (ref. no.)
14. Understand communication and language assessment 

outcomes with reference to typical developmental 
sequences and stages of spoken language development

1, 32, 88–92

15. Interpret outcomes with reference to typical 
developmental sequences and stages of ASL for 
families using this approach

1, 32, 89, 91, 92

16. Promote development of phonology, morphology, 
syntax, semantics, and pragmatics of spoken  
language and/or ASL

88

17. Implement strategies to promote auditory  
learning in children who are D/HH

1, 32, 88–90, 93

18. Implement strategies to promote visual language 
learning in children who are D/HH

19. Embed goals within daily routines and integrate 
communication in a variety of social, linguistic,  
and cognitive/academic contexts

1, 32, 88–90, 93

20. Implement strategies that promote access to  
language using combined or multiple modalities

32, 88, 89, 91, 92

21. Implement current practices for promoting auditory 
development for children with cochlear implants

1, 88

22. Implement evidence-based communication practices 
with young children to facilitate child learning within 
developmentally appropriate daily activities

88, 90, 93

23. Monitor language development outcomes to guide 
intervention and promote age-appropriate abilities to 
the degree possible

32, 88–91

Table A4  Factors influencing infant and toddler development

Providers have the knowledge and skills to Best practice documents (ref. no.)

1. Differentiate the characteristics and stages of  
typical/atypical development

1, 32, 88–91

2. Appreciate the range of individual differences  
in development and factors that influence them

1, 32, 88–93

3. Recognize the effects of prenatal care, prematurity,  
health, and other biological conditions on development

90, 93

4. Be aware of the health needs of young children and  
collaborate with the medical community to address them

93

5. Understand contemporary infant development  
theories including research on brain development

32, 88, 89, 93

6. Demonstrate sensitivity to infant states/cues and understand  
how responses contribute to infant development in child rearing

32, 93

7. Understand bonding/attachment theories and  
implications for development

93

8. Monitor stages of cognitive development and  
recognize the impact of cognitive delays on learning

32, 88, 89

9. Recognize the impact of multiple disabilities on development and 
understand the interdependence of developmental domains

88–90, 93

10. Understand auditory, visual, and cross-modal  
perception and processing in relation to development

32, 88, 91–93

11. Recognize the role of play and daily routines in development 32, 88, 90, 93

Table A3  Continued
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Providers have the knowledge and skills to Best practice documents (ref. no.)
12. Locate current evidence and resources related to  

contemporary studies of infant development
32, 88, 89, 93

13. Facilitate infant/toddler engagement 88, 90
14. Develop and implement age-appropriate interventions 

supportive of development in all domains and reflective  
of individuals’ interests

32, 88–90, 93

Table A4  Continued

Table A5  Screening, evaluation, and assessment: interpretation of hearing screening and audiologic diagnostic information, 
ongoing developmental assessment, and use of developmental assessment tools to monitor progress

Providers have the knowledge and skills to Best practice documents (ref. no.)

1. Distinguish between screening, observation, 
evaluation, and assessment

90, 93

2. Understand and facilitate referral processes (from 
screening, evaluation, and referral for services)

32, 93

3. Understand implications of universal newborn 
hearing screening for families and early intervention 
services

1, 90, 93

4. Understand newborn hearing screening protocols, 
including instrumentation; appropriately interpret 
screening results

1, 88

5. Understand pediatric audiologic procedures, 
including screening, evaluation, and interventions 
and accurately interpret audiologic results

1, 88, 90, 93

6. Promote and provide input to appropriate audiologic 
and developmental evaluation procedures

32, 88, 93

7. Understand atypical development etiologies and 
diagnoses and refer for medical–genetic evaluation

1, 32, 88, 90, 93

8. Know how to gather information from families that 
identifies their priorities, concerns, and resources 
related to their child’s development

32, 88, 90

9. Know current cochlear implant candidacy criteria 1, 88
10. Recognize strengths and limitations of standardized 

instruments and adaptations for a child who is D/ 
HH

90, 93

11. Use assessment tools and strategies that are 
culturally, linguistically, and developmentally 
appropriate

32, 90, 93

12. Understand and participate in interdisciplinary, 
transdisciplinary, and multidisciplinary assessment 
procedures and processes

90, 93

13. Implement assessment strategies and support 
family participation and involvement

32, 88, 93

14. Implement principles/processes to appropriately 
assess the child in natural environments

88, 90, 93

15. Monitor child progress by using appropriate tools 
and procedures

1, 32, 88–90, 93

16. Convey assessment and evaluation results 
and recommendations in a manner that is 
understandable, accessible, culturally sensitive, and 
confidential

1, 32, 90, 92, 93
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Table A6  Technology: supporting development by using technology to access auditory, visual, and/or tactile information

Providers have the knowledge and skills to Best practice documents (ref. no.)

1. Recognize the importance of the use of technology to access auditory, 
visual, and/or tactile information

1, 88–93

2. Recognize benefits and challenges of technology use with infants across 
multiple settings and activities

32, 88, 90, 93

3. Be knowledgeable about current augmentative communication 
technologies and their application with infants with multiple special needs

88

4. Identify sources for obtaining assistive technology, information, funding, 
and support

1, 32, 93

5. Implement strategies to support families’ abilities to use and monitor 
effectiveness of technology

1, 32, 88, 90, 91, 93

6. Promote family skills in monitoring amplification and ensuring device 
retention and safety

1, 32, 88–90

7. Promote family learning and involvement using household, office, and 
community technology

32, 88, 93

Table A7  Planning and implementation of services: creating a lesson plan, conducting a home visit, developing the ifsp, and 
using appropriate curriculums, methods, and resources

Providers have the knowledge and skills to Best practice documents (ref. no.)

1. Implement best practices related to the process of developing  
IFSPs and Individual Education Plans

1, 32, 88–90, 93

2. Collaborate with families to develop and implement the IFSPs as  
working documents

1, 32, 89, 90, 93

3. Plan and implement assessment-based instruction 88, 90
4. Select and systematically implement intervention strategies appropriate 

to the communication, hearing, speech, language, and emerging literacy 
needs of the child

88, 90

5. Revise intervention approaches as needed in response to the  
child and the family

1, 32, 88–90, 93

6. Plan and implement effective parent–child sessions in natural 
environments

32, 88, 90

7. Plan and implement center-based session (e.g., play groups  
and peer groups) including developing effective lesson plans

32, 88

8. Participate in the planning and implementation of workshops/ 
meetings for families

None

Table A8  Collaboration and interdisciplinary models and practices

Providers have the knowledge and skills to Best practice documents (ref. no.)

1. Recognize roles and responsibilities of families and other individuals with 
expertise in deafness

1, 32, 89, 90, 93

2. Support consultation across disciplines and collaborate with families 1, 32, 88–90, 93
3. Recognize the roles and the importance of service coordination and medical 

homes
1, 32, 90, 93

4. Promote collaboration with community programs and resources to support 
families and children

1, 32, 90

5. Recognize intra/interpersonal variables that influence the development of 
collaborative relationships with parents and professionals

1, 32, 88–90, 93

6. Apply principles and strategies to support family members and professionals 1, 32, 88–90, 93
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Providers have the knowledge and skills to Best practice documents (ref. no.)
7. Implement collaborative strategies for communicating, decision making, and 

resolving conflict
32, 90, 93

8. Provide for a continuum of service delivery models to meet the needs of the 
individual child and family (e.g., direct service, collaborative consultation, 
playgroup based)

90

9. Assume a leadership roles affecting collaboration, including self-evaluating, 
mentoring, networking, and advocating for families and organizations

32, 88, 90, 93

Table A8  Continued

Table A9  Professional and ethical behavior: foundations of early intervention practice, legislation, policies, and research

Providers have the knowledge and skills to Best practice documents (ref. no.)

1. Understand history of deaf education, philosophy of  
early intervention, and child/family advocacy

88, 91, 92, 93

2. Understand EHDI programs and processes 32, 89, 90
3. Understand IDEA, federal legislation, and federal  

regulations related to infants/toddlers and their families
1, 32, 89, 90, 93

4. Recognize IDEA’s support for program evaluation and  
system change and the limitations of the law

32, 93

5. Support the rights, responsibilities, and confidentiality  
of children and their families

1, 32, 89, 91

6. Understand the role of Services Coordination and assist  
families in linking with this service

32, 90

7. Plan and implement seamless transitions to ensure  
continuity of services across educational and community  
placements

1, 32, 88–90, 93

8. Apply principles of evidence-based practice and be  
conversant about current research evidence related to  
early intervention

32, 88–90

9. Adhere to professional ethical standards in working with  
young children and families

32, 88, 89, 93

10. Take personal responsibility to demonstrate a positive  
attitude toward infants, toddlers, and families

93

11. Think critically and pursue life-long learning through  
ongoing professional development

1, 32, 88, 89, 93

APPENDIX C

Example of Fidelity of Intervention 
Monitoring

Listening and Language Self-Checklist for Colorado 
Home Intervention Program (CHIP) Facilitators 
(Developed by Nanette Thompson)

Auditory Skill Development

✓	Did I do a version of the Ling 6+ Sound Test? 
Did I  reemphasize the importance of consist-
ency of use of hearing aids/implants through-
out all waking hours? Did I do a listening check 
of amplification?

✓	Did I  incorporate music, nursery rhymes, or 
singing into the session?

✓	Did I  demonstrate high expectations for audi-
tory skill development in daily routines and nat-
ural environments? Did I encourage a variety of 
listening activities including recorded music or 
books on tape?

✓	Did I provide opportunities to listen in a variety 
of environments including with varying dis-
tances and in quiet and noisy environments?

✓	Did I encourage the family to organize the envi-
ronment to maximize the auditory potential of 
the child? (Decrease background noise, turn off 
the TV, close the doors to the laundry room, etc.)
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Language Development

✓	Did I use literature in the session or reference 
activities that encourage early literacy skill 
development?

✓	Did I  model expanding the child’s spontane-
ous language and discuss the importance of this 
strategy with the parent? Did I use the Plus 1 
rule of expanding the child’s utterance by 1 
additional word?

✓	Did I reward all attempts at communication?
✓	Did I  focus on the development of language 

through listening? Did I  remind the parent to 
talk to the child throughout daily activities? 
Speech Sound Production

✓	Did I  expect, encourage, and elicit verbal 
responses within all activities?

✓	Did I  use acoustic highlighting to facilitate 
speech sound production?

✓	Did I  note any speech errors and understand 
them to be developmental, phonological, motor-
related, or hearing-related in nature?

Techniques, Strategies, and Communication

✓	Did I  provide commentary for parents of my 
session objectives and my observations?

✓	Did I  demonstrate scaffolding a skill up and 
down to ensure the child’s success and discuss 
that important process with the parent?

✓	Did I provide enough pause time and encourage 
the parents to do so as well?

✓	Did I brainstorm with the parents ways to incor-
porate these strategies and objectives into their 
daily routines?

✓	Did I follow up with other professionals work-
ing with the child?

✓	Did I  leave the parent feeling empowered and 
motivated for the upcoming week?

APPENDIX D
Example of Fidelity of Intervention 
Monitoring for ASL for Use by Parents 
and Providers/Facilitators With Children 
Ages Birth to ≥4 Years (Developed by Beth 
S. Benedict, PhD, Jodee S. Crace, MA, and 
Petra Horn-Marsh, PhD)94,95

Visual Skill Development

•• Did I monitor the child’s progression through 
developmental stages of ASL? Do I know what 
behaviors are typically observed at the prever-
bal stage, single-word stage, two-word stage, 
and short-phrase stage in young ASL users? Do 
I  emphasize the importance of consistency of 
use of ASL by the family throughout the child’s 
waking hours? Do I do a visual3 check of natural 
and structured development opportunities and 
interactions that foster skill growth?

•• Did I model infant-directed sign (“motherese”), 
utilizing my facial expressions and hand touches 
on the baby?

•• Did I model the use of and support the family in 
ways to incorporate finger play, nursery rhymes, 
gestures, body language, or facial expressions 
into daily routines (active and passive activities)?

•• Did I demonstrate high expectations for visual 
skill development in daily routines and natural 
environments? Do I encourage a variety of vis-
ual activities including DVDs, print books, and 
storytelling that are interactive?

•• Did I provide opportunities for joint engagement, 
incorporating eye contact, eye gaze, and eye shift-
ing in a variety of environments, at varying dis-
tances, and in nondistracting visual environments? 
Do I know that the child is able to pay attention 
and is aware of the words being exchanged? Do 
I support the family in providing ample opportu-
nity for turn-taking to foster skill development?

•• Did I encourage the family and other people to 
organize the environment to maximize visual 
potential of the child (e.g., the room is well-lit, 
the background is not too graphic, the seating is 
in appropriate proximity, and there are plenty of 
meaningful conversational exchanges, appropri-
ate to the child’s developmental level)?
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•• Did I  respond appropriately to the child’s 
attempts to initiate and express self (e.g., do 
I show that I understand through my ASL and 
then build on to the child’s communicative 
attempt)? Do I  model these skills for families 
and promote their use?

Language Development

•• Did I  use children’s literature and other 
strategies to encourage early literacy skill 
development?

•• Did I  model expanding the child’s spontane-
ous language and discuss the importance of this 
strategy with others involved? Do I use a language 
development checklist or scale to ensure that the 
child is making language gains within age-appro-
priate intervals? Do I expose the child to other lan-
guage models (adults and peers) so that the child 
can acquire a variety of developmental styles?

•• Did I  motivate, encourage, and reinforce all 
attempts at communication, supporting seman-
tic, grammatical, social-pragmatic, and verbal 
reasoning skills?

•• Did I recognize the effects of the child’s learn-
ing style and temperament on language devel-
opment so that individual needs are consistently 
nurtured and supported?

•• Did I  expect ASL acquisition to follow the 
developmental milestones similar to those of 
spoken language?

•• Did I focus on monitoring the child’s develop-
ment of language through watching/observing/
attending and measuring outcomes? Do I recog-
nize that the child has initiated, maintained, and 
responded to conversation, including appropri-
ately answering basic questions?

•• Did I  coach the other parents/providers to 
communicate with the child in ASL throughout 
daily activities and routines, including inciden-
tal conversation, side conversations, and back-
ground noises?

ASL Production

•• Did I  expect, encourage, and elicit signed 
responses from the child within all activities?

•• Did I support the family in developing similar 
expectations for the child’s ASL production?

•• Did I  incorporate hand-shape, location, move-
ment, palm orientation, facial expression (non-
manual markers on eyes, face, and head), and 
body posture to facilitate ASL production?

•• Did I note any ASL grammatical errors made by 
the child and consider whether they are devel-
opmental, cognitive, motor, or visual in nature?

Techniques, Strategies, and Communication

•• Did I  suggest and encourage the family to use 
Videophone, Skype, iChat, ooVoo, or other vis-
ual technology for ongoing communication in 
ASL?

•• Did I provide commentary for parents and/or 
providers/facilitators on the language goals and 
observations of the child’s emerging skills and 
ongoing needs?

•• Did I  demonstrate ways to scaffold4 a child’s 
emerging skills to ensure the child’s success? Do 
I  support the family in developing methods for 
scaffolding the child’s development (e.g., assisting 
the child in making the appropriate hand-shape, 
beginning with the 6 basic hand-shapes [B, A, C, 
0, 5,  1], then increasing to more complex hand-
shapes [claw-5, claw-3]; supporting the caregiver in 
knowing that the child learning ASL typically has a 
vocabulary of x number of signs by age 2, etc)?

•• Did I provide enough pause time and encourage 
the parents and/or providers/facilitators to do 
so as well? Do I coach them on “give and take” 
strategies so that the child can develop inde-
pendent critical thinking skills?

•• Did I brainstorm with the parents and/or pro-
viders/facilitators on ways to incorporate these 
strategies and objectives into their daily routines?

•• Did I  collaborate with other providers/facili-
tators (e.g., occupational therapist, physical 
therapist, speech language pathologist) serving 
the child and family members, sharing input, 
and providing ongoing development as well as 
opportunities to increase their ASL skills?

•• Did I leave the parent and/or providers/facili-
tators feeling empowered and motivated to sup-
port the child’s ongoing ASL development?
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