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Abstract

Hussein, Ramadan, (Master of Art, Department of Speech, Language, eanohgH

Science).

Designing and Developing an Early Identification and Early IntereenBrogram for

children who are deaf and hard of hearing in the Gaza Strip.

Thesis directed by, Dr. Brenda Schick.

The Gaza Strip is one of the most poor and highly populated ardeswotld. It
also has one of the highest numbers of disabilities, including deaf ashaihhearing.
The services that are provided to the DHH population in Gazasdreeted to identifying
the hearing loss and the fitting of hearing aids. Young children who arfietd as
DHH will not receive any other services until they are 4yedd, at this age they will be
enrolled in the kindergarten and school programs. As a result, thefigstablishing
and early intervention program in the Gaza Strip will be vetgfhleto the DHH and
their families, especially with the developments of théyadentification techniques that
are taking place in Gaza nowadays. The early intervention prdagedrwill be serving
the DHH children and their families will be a leading programwhktoe modeled by all
the DHH habilitation/rehabilitation organizations in Gaza. ilt e the model that fits
Gaza following some of the infrastructure details of the eatérvention programs in 7
states in the United States of America. Mainly the Gaza anogvill follow the lead of

the Colorado Home Intervention Program. Some changes are mdue mogram to fit
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the needs of the DHH in the Gaza Strip, those changes are venyango increase the

effectiveness and functionality of the Gaza Program.



Acknowledgements

| would like to extend my deep gratefulness to my committee membentideast and
Atfaluna Society for deaf children for the help and support they provmedake the

success of this work possible.



Vi

CONTENTS

CHAPTER

.  INTRODUCTION
PUIPOSE Of the STUAY ..cceveiiiiiiee e 1
SCOPE OF thE STUAY ... e e e e e e e e e e b as 1
Data lIMITALION ... 2

II. LITERATURE REVIEW
Early IdentifiCation.........oouuieiii e 2
=T 0153 = 11 o o SR 3
Importance of early identifiCation ............cccoovii i 4
The effect of early identification on families.............ccccvvviiiiiiii e, 13
Early identification in the Gaza StriP.........ooeeiiiiiiiii e 15
Early INTEIVENTION ... .o e e e e e e e e e e e e e e s 16
Importance of early INtEIVENTION ..........ooiiiiiiii e 17
BeSt PractiCeS/Gaza S ....oooveeeiiiiiiei ettt e e 24
Early intervention in the Gaza StrP ........ccovviieiiiiiiie e 28

BACKGROUND INFORMATION ABOUT GAZA

(CT=T0 o | =1 0] 0 )Y/ SRPPPPPPP 32
DEeMOGIaPRICS ...uueiii i 33
o700 (0] 0 1 V2P 33
[ (T2 1o R PP P PP PPPPPPPPPPPPPPPP 35

DiSADIIILY IN GAZA .. ...cceeiiiiiiiie et e e e 37



Vii

IV. DESIGN PRINCIPLES FOR AN EDHI PROGRAM IN GAZA

V. DATA COLLECTION AND PROGRAM IMPLEMENTATION

1Y T=] i ToTe (o] (o]0 Y APPSR 56
SOUICES Of AAEAL .. ettt ettt s st e s e s s e e s eesennee e 57
Analysis of programs and design prinCiples ............ceiiiiiieiiiiiiie e 60
Program PersSONNEL ..o 68
g o] =T 0 aT=T o] = 1o ] o PP 70
EVAIUALION ... 71
RECOMMENTALIONS ...ttt e e e e e e eeee s 72
CONCIUSION .. 73
TABLES
1- Analysis of Programs and Design PrinCiples ........cccovviiiiiiiiiiiiiiiineeeeeeeeiiiins 60
FIGURES

1- Map and DHH schools location in the Gaza Strip.........ccccovveeeiiiiiiiiiiiiiiieeeee, 41



Chapter |

I ntroduction
Purpose of the Study

The Gaza Strip is one of the highly populated and poor areas in the duerlto
the political disputes that have been taking place there for centuridee dense
population and the poor life have resulted in a noticeable increage afumber of
disabled people. This is true for people with hearing loss, as thieenwhchildren who
are born with hearing loss exceeds 1 for every 100 newborn. This makesethéor
services for the Deaf and Hard of Hearing (DHH) people vemyortant since they
represent a big number in the community. As a result, projeearlyf identification of
hearing loss are taking place in the Gaza Strip now; howevdy, idantified children
with hearing loss don’t receive any services except for the facagibn. They and their
families have to wait tell the child is 4 years old to be eadoih the school system for
DHH children. This makes it difficult for those children and forrtie@milies to catch up
with the language that is needed for the school and for communicatigeneral.
Therefore, the aim of this study is to design an early intanreprogram for the Gaza

Strip that will provide services to the DHH children and their families.

Scope of the Study
Since early identification and early intervention is being latgsl in the USA and

they are functional at almost all the states, through this studyisigoing to be collected
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about the early intervention programs in the United States. The dasngiples and
experiences should be inspired from the collected data to be useding pagether the
pieces that are needed to design a suitable function program fQattee Strip. The
information that will be collected is going to be manipulated amshgéd in a way to fit
the situation in the Gaza Strip, and finally an early interventiogram will be designed
to be implemented in Gaza to serve the DHH children and their families.

Data Limitation:

The data that is going to be collected is going to be in English. ré&bisres
translation it into Arabic to be suitable for the situatiortha Gaza Strip. In addition,
information is going to be restricted to the situation in the W&¥ch is totally different
than the situation in the Gaza Strip. As a result thismalke the need for change some

of the fundamental aspects of some programs very necessary.

Chapter I1.

Early Identification:

The Implementation of early identification of hearing loss iaditg improving.
It has accelerated approximately over the last 10 years (G&w=e, Bradley, Cacace,
Campbell, Dazell, Decristofaro, Greenber, Gross, Orlando, PmhBRiegan, Spirak,
Stevens, & Preive, 2000). Until recently, the average age of fiylagtihearing loss in
children remained about at 30 months (Harrison & Roush, 1996; JCIH, 200@e@

with a less severe hearing loss were identified at the agi& gears old and those with a
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unilateral or a high frequency hearing loss were identified abgfgeof 5-6 years old
(Elssmann, Matkin& Sabo, 1987). Late identification is also common for otherriesunt
For example, Bamford and Davis (1998) reported that 24% of childitenpermanent
hearing loss in the UK were not identified until they are 3.5 yelar$3.5 or 3 years 6
months?). There have been some attempts to develop techniques of eafigatientto
make it possible to detect hearing loss with children who asethes the previously
mentioned ages, however, they had not shown much change until the eadywvh@®0
significant progress was made in reducing the average age at wiechhanent hearing
loss is identified (Mauk & White, 1995). This was due to the latkadvanced
technology and systematic hearing screening programs. With thepeszlt of more
rapid and accurate means of screening, the average age of ideatifis reduced and
the outcomes are resulting in a much younger population that needstahigon of
hearing loss habilitation professionals.

Newborn hearing screening programs are being mandated in 39 stdtedUSA
and many other states have pending legislation (Rabbitt-Park, 20GR).it A spreading
in other countries and been used as a powerful tool in associatloeraxiy intervention

in deaf and hard of hearing habilitation (Yoshinaga-ltano, 2002).

Legidation of early Identification:

Many studies have focused on the importance of the early idatbin of hearing loss

on the development of the early identified child and examined thevgositfects on
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language and speech (Bubbico, Di Castelbinco, Tangucci, Salvinell(2007), V,adir, et
(2008), Yoshinaga-ltano, et. al. (1996) and Yoshinaga-ltano, Sedey, Coulte, and
Mehl(1998). In light of the fast development of the UNHS programstladesults of

the implementation of those programs, in addition to the advanced technologypeyeryb
rushed to support the UNHS, as newborn hearing screening initiabynieea focus of

state legislation beginning in the 1970s, with legislation targetb@jhatrisk populations

(e.g. children in the neonatal intensive care unit). More recenidye degislation
requiring the hearing screening of all babies, also known as univershbmetearing
screening. The concept of UNHS was formally endorsed by thierdatinstitutes of
Health Consensus Development Conference Statement in 1993 and hjoithe
Committee on Infant Hearing (JCIH) in a 1994 Position Staténtdawaii and Rhode
Island were the first states to pass UNHS legislatiohenetarly 1990s. By 2005, a total

of 37 states had passed UNHS legislation either requiring or stramglguraging
hearing screening of newborn infants. In addition, even those states webisldtion

have programs in place to coordinate and promote UNHS and relatesebDenise et

al. (2007).

Importance of Early Identification:

Early identification of hearing loss is considered to be the dtegt in detecting a
hearing problem. The factors that make early identification ofrigeéoss an important

and needed step in deaf and hard of hearing habilitation is that thiegheas occurs
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more than any other birth defect. Northern and Downs, (2000) indithédthe
prevalence of newborn and infant hearing loss was estimated &t @.per 1000 live
births in the USA. Mehl and Thomson (1998) compared the prevalencevbbmeand
infant diseases to hearing loss and they found that the hearing leakepce is higher,
as other diseases occur at any rate between 0.3 to 50 in 100,000thiseMbile hearing
loss occurs in 260 live births per 100,000. If conductive and unilaterah@péasses are
included, the number would rise considerably. On the other hand, | headahg losses
will show at birth, such as progressive hearing losses and hearseg ldise to childhood
diseases, such as meningitis, that accounts for further hearges lasiong infants and
young children (Fortnum, Sumerfield, Marshall, Davis, & Bamford, 200&¢llowing
the previously mentioned data, the prevalence of hearing loss is freguemgh to
justify launching universal Newborn Hearing Screening Thompson, e2@01), White
K. (1997).

Yet, there is more data supporting the need for early idenitficat the literature
apart from the high incidence of hearing loss. Late detected hdassidhas serious
developmental consequences. Hearing loss causes more difficuitig® individual,
both socially, and economically and for the family and sociefyroductivity and social
life (Mauk& White, 1995; Carney & Moeller, 1998.). The Gallaudeivdrsity annual
survey (2010) showed that children with severe to profound bilaterakldsseonstrate
substantial deficits in reading comprehension. When these childee® gears of age,

they are already almost 1-1/2 years behind their peers.gépatontinues to widen over
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time, with the average deaf and hard of hearing (DHH) child othyoewer exceeding a
grade equivalent of 4 years, in spite of the fact that mogh&in are enrolled in
educational programs specifically designed for DHH students. Of ¢aursst of these
children did not have the benefit of very early identification (8cbih & Karchmer,
1986).Although virtually everyone agrees that severe to profound bil&iesaing loss
has substantial negative consequences for all aspects of acadeformaece, the
consequences of mild bilateral or unilateral hearing loss aseMel known. There are,
however, a number of studies demonstrate that even mild or unilagrsbrineural
hearing loss has substantial negative consequences.

It is also clear that early childhood hearing loss causexk@nd language delays
in development of early receptive and expressive vocabulary ungyahildren with
hearing loss, in a study of 168 children by (Mayne, Yoshinaga-ltanede\s 2000)
They used maternal report measure MacArthur-Bates CommueicBXevelopment
Inventory to examine vocabulary size at 8 to 22 months of age. Compatted
normative data of normal hearing children, the study showed thateshildro are at the
50" percentilefor hearing loss (average performers) are significantly delayeabih
receptive and expressive vocabulary in comparison with normal he&ildgen. Those
children showed acceleration of expressive vocabulary learning2&fteronths of age
which is approximately 7 months later than their normal hearing peers.

Through the previously mentioned studies, the relationship between hearing

impairment at an early age and delayed speech and languagesskifl established.
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However, research also shows that early identification of hedosgy helps reduce
speech and language delays in children with hearing loss (Robidgedy, (Y oshinaga-
Itano, Sedey, (2001), Yoshinaga-Iltano, Sedey, Apuzzo, Carey, D@guker, (1996).
For example, Robinshaw(1994) studied 5 young children with severe to profanmghe
loss who were identified with hearing loss between 3 to 5 months dlcf #them were
fitted with hearing aids by the age of 6 months. This group of enildias compared to
a 5 normally hearing control children and to previous data on 12 childrerseviere and
profound hearing loss, whose hearing loss was confirmed on an averageZageao$
and 3 moths. She found out that the early identified children acquwioedl
communication and language skills at approximately the samdoatee 5 normally
hearing control children and before the deaf children who were datgified. The
author did not report scores or define approximate. The study suggesteeatlya
identification followed by amplification leads to a better largguaacquisition and
development.

Similarly, Yoshinaga-Itano, Sedey, Coulte, and Mehl(1998), cordp&zedeaf or
hard of hearing children whose hearing loss was identified beforg¢hef& months to
78 children whose hearing loss was identified after the age oftitsmbwas found that
children whose their hearing losses were identified by the agenobnths showed a
clearly better language scores than children whose their heagsgsl were identified
after the age of 6 months. Language Quotients (LQs) were usexgatoine the

participants’ language abilities. Children with hearing lossesifahby 6 months of
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age had significantly higher, receptive, expressive and total landu@g@ than those
whose hearing losses were identified after 6 months of age. Tiedeatified children
had adjusted mean LQs of 79.6 (SD=25.8) for receptive language and 78Z5(&er
expressive language and 79.0 (SD=25.6) for total language. Lateietentifldren had
adjusted mean LQs for receptive language of 64.6 (SD=20.9) and for explasgjuage
of 63.1(SD=19.8) and for total language of 63.8 (SD=19.3). For the children who had
normal cognitive abilities, the language advantage that was found stuthewas found
across all test ages, communication modes, degrees of heasp@ihal socioeconomic
strata. It also was not affected by the minority status, gearakethe presence or absence
of additional disabilities. Studies continue to support the edéntification of hearing
loss as, Yoshinaga-ltano. (1996) compared language abilities ofndnémpaired
children identified before 6 months of age (n = 46) with similar ollddentified after 6
months of age (n = 63). All children had bilateral hearing tasging from mild to
profound and normally-hearing parents. Language abilities measyrpdrént report
using the Minnesota Child Development Inventory (expressive and chemsien
scales) and the MacArthur Communicative Developmental Investdxiecabulary).
Cross-sectional assessment with children categorized in 4ediffage groups. The
results showed a difference in the comprehension and receptivatgngbilities and the
vocabulary size of the children Identified before 6 months of age.abbary size and
expressive language did not differ in the 13-18 months old children in bothsgrine

difference started to be clear after 2 years of age.
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Even children with unilateral hearing loss demonstrate developnuatégls. In a
study comparing 5 children with a unilateral hearing loss to chileith normal hearing,
the results showed that the children with unilateral hearing &ms$e¢hind the children
with normal hearing in their performance in math, language analdocictioning in
approximately 1-1/2 years for a 10 years old child (White,1997). Iniaddieele, Klein,
Chase, Menyuk, Rosner, and the Greater Boston Otitis media Grodypy(1990) found
out in their study of 207 children who were selected randomly frasohart of 498
followed respectively from birth until the age of 7 years, thaldie ear disease in the
first three years of life is associated with significantiwer scores in mathematics and
reading. Similar differences were found for articulation and useogphologic markers.
The Wechsler Intelligence Scale for Children — Revised test administered. After
considering time spent with Middle Ear Effusion (MEE) during firet 3 years of life,
time spent with MEE after age 3 years was not a signifjgaadictor of scores on WISC-
R 1Q test, the Goldman-Firstoe and the Goldman-Firitoe, Waadtests, the “WUG”
(Berko-Gleason) test, and the Peabody Picture Vocabularfotesgpeech and language
abilities.

However, a study on middle ear status was done on 65 healthy newinocin
children showed fewer effects Zumach, Gerrits, Chenault, Anteygi310).The
children’s clinical reports were reviewed every 3 months dfterfirst 2 years of age;
language comprehension and production were evaluated at 27 months endtaga

years. Children at the age of 2 years who went through middle eatiomf episodes
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showed delay in language comprehension and production. Those results colokd not
established at school age. This study indicates that the effetitis media hearing loss
on language comprehension and development in clear at the earlyoldéaggbirth to

2), however, the effect starts fading away when the child grows up.

To connect early identification to better outcomes in earlyrvaetgion, Vohr,
Jodoin-Krauzyk, Tucker, Johnson, Topol & Ahlgren,( 2008), conducted a longitudinal
study of the outcomes of a cohort of 30 infants identified in the Ristaled universal
newborn hearing screening program and 96 hearing control subjects. Eligililiestam
with children with all degrees of congenital hearing loss wereedvio enroll. Child
language skills were assessed by using the MacArthur-BatesmQuoative
Development Inventory, Words and Gestures, at 12 to 16 months. They fountdghat
important for children with hearing loss to be identified as ealyassible, as very early
enrollment (</=3 months) in early intervention had beneficialcedfen early language
for children with hearing loss. Using the CDI test, children withring loss who started
early intervention services by 3 months of age showed more-adivaeceptive and
expressive language development as early as 12 to 16 months. Sepaiyses
demonstrated differential effects of early intervention fordhmé&ren with mild/minimal
hearing loss (later gestures, total gestures and a trendriprgeatures) and those with
moderate/profound hearing loss (words produced and early gestures).

In examining within group effects of early intervention enrolimens @f interest

that words produced (either signed or spoken) and early prelinguisticwatoative
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gestures were affected by early intervention more in the ratmprofound hearing loss
group. These infants participated more frequently in early inteoreand, because of
their degree of hearing loss, might have derived greater benefitdanly intervention
focused on establishing effective referential communication, ssiskaching for items,
pointing to pictures, looking to speakers with the use of suitable aapbh. Children
in the mild/minimal hearing loss group had greater benefit ityp#s of gestures. Later
gestures include more symbolic play activity, including pretend gutalyimitating, which
may be associated with more-advanced language skills.

In a study that was completed in Italy by Bubbico, Di Castethi Tangucci,
Salvinell, (2007) , 70 children with congenital prelingual deafness digrged into 2
groups based on their age at the start of the intervention program:ldrérctanrolled
between 0-12 months of age, and 53 children enrolled after the age of 12 months. The age
of intervention is defined as the identification and confirmation afihg loss, hearing
aids fitting, and enrollment in the early intervention program. Assests were carried
out at 5 years of age. Receptive language abilities were radassing the Peabody
Picture Vocabulary Test (PPVT), while the cognitive abilittesre assessed using the
Raven Standard Progressive Matrices test. The language and cogniteveesto(PPVT)
of samples of children with hearing loss was compared with n@staatardized scores
of hearing peers at 5 years of age. A progressive decline mdhr PPVT score with
increasing ages of enrollment was found. The mean receptive langoage of the

children enrolled within the first 12 months was significantly wettanpared to those
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over 13 months. The nonverbal 1Q, showed no statistically signifdifietences in 1Q
scores between children with early and late age of enrolimesiia Bevealed that
language abilities are significantly affected by the degrdeeafing loss .Children with
severe hearing loss, had lower language abilities than childibnmaderate hearing
loss.

The early identification of prelingual hearing loss at birth throtigh neonatal
screening must therefore be considered an essential firstnseemuality intervention
program. The results of the previously discussed studies indicatethihaearly
identification of hearing loss is an important step towards improtimy language
abilities of the DHH children. In most cases (DHH) childseicceed to catch up with
their speech and language within the normal level. However, edghtification is
important; but it has to be followed by suitable amplificatiod anrollment in an early
intervention program. Children who fail to be enrolled in an earlyvatgion program
will not gain the benefit of the early identification and wibntinue facing challenges in
their life and school development. As a result, early ideatiba, amplification and
early intervention should be dealt with as one unit; none of them could succiselfby
The effect of early identification on families

Little attention was paid to the effect of early identificatof hearing loss on
parents of the deaf and hard of hearing early identified children. Yauwhd attersal
(2007) performed a study on 45 parents/caregivers (representing 2iesamihose

infants were correctly identified as deaf or hard of headungng the first phase of the
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implementation of the national universal Newborn Hearing Screening anogr the
U.K. The average age of the children when parents were intervievged5mwaeeks. The
results showed unlimited support of the parents for the eanyifidation program as 21
parents out of the 27 indicated that it was good to know that theair@hihad a hearing
problem early and it is a good thing to start working with the prolalgemarly as possible
regardless the shock they went through for the first couple of vedkshe results were
confirmed.. However they also reported the psychological contigleXiy recognizing
both the grief and reassurance that early knowledge brings. Themrsappde some
risks of early knowledge-inducing timetables of expectations that atesttess when not
met speedily. Parents knew the developmental advantages yfidErtification are
underpinned by notions of normal speech and the possibility of theiremito be like
hearing children. Some parents indicated that they could not émgoparent child
relationship and the early development of their child as mucpaesnts of normal
hearing children when they found out that the child had a hearing prollegically,
the first several months of the child’s life are importanttfer parents, especially new
parents to enjoy having a new baby and the joy associated witRaitents of a late
identified child might be expecting that their child has a probletar afoticing the
behaviors and the development of their child. The effect of knowinghthiatchild has a
hearing problem might be less severe because they suspeateteir child was not
developing typically.. On the other hand, the parents of the edehtified DHH

children, especially if the identification takes place atfite# couple of months of the



14
child’s age, might experience a psychological impact, because theypdexpect it and
they did not have any signs to make them ready for the news.

Parents who suspect that their children has a hearing problem, ahi@grmed
through the screening, could accept it more and their children conéditbffom the
early identification and early language input, (Thompson, MacPhiligsis, Homer &
Helfand, 2001). Following the previously mentioned studies, it is myrstag@ling that
parents who suspected a problem and it was not confirmed byrdenisig and then it
would be confirmed later, will have more stress and their childi#mot benefit from
the early identification and intervention as been reported by Quithexandra, Steck,
Julie, Thompson, Rouiller, Rebecca, (1991).In addition, Meadow-Orlans)($88#led
20 mothers and 16 fathers whose infants' hearing losses were diagmysearlye(mean
age = 2.8 months) and comparable parents whose infants are heanagting stress of
mothers and fathers whose infants were deaf was no greatethtdtanf parents of
normal hearing infants and comparable to norms for the Parentiegs Strdex. Social
support was associated with lower levels of parenting streskeming mothers and
fathers of deaf infants, but not for parents who had a hearing lbese Tesults help to
confirm the importance of early diagnosis and intervention for passnigell as for their
children.

As a result, it is important to work fast and effectivelith the parents of the
newly detected children, and enroll them in an early intervention garogvhere they

receive the needed support and their child receives the neede@nititen and therapy.
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The results of the early identification and intervention and thgaanhon the child and
the family will be the best support to the parents.
Early identification in the Gaza Strip:

Following the previously mentioned data, it is important to stattNHS in the
Gaza Strip to indentify the deaf and hard of hearing childreiarfg & possible, for the
early intervention program to be effective and to start workiitly thie children as early
as possible for better results in the Gaza Strip. Histtrjdhlere have been attempts to
start a UNHS but the program was not supported by the governmehtaaritken the
responsibility of the Non-Governmental Organizations (NGOs), wiraduired lots of
effort and financial resources that they don’'t have. The Atfalungtgdor the Deaf

Children (2010),Atfaluna newsvivw.atfaluna.néthas received funds to start a newborn

hearing screening program at the Primary Health Care Uniteedfnited Nations Work
and Relief Agency (UNRWA)in the refugee camps. The progrdor i3 years and it is
aiming to screen the hearing of all the newborns before 6 months ottis [frogram

shows reliable results, it is going to produce a large numbshilofen with hearing loss
due to different reasons, mainly conductive hearing loss due to neddldysfunction
(Atfaluna, 2010). This will require all the efforts towards buildargearly intervention
program and a follow up system that guarantees the enrollmentidémtified children

in a follow up and early intervention program.



16

Early intervention:

Early Intervention is a coordinated and comprehensive system of psggram
services, and resources that are designed to meet the phiydmlctual, language,
speech, social and emotional needs of children from birth to threg wba have been
identified as having a developmental delay or who are at risééefegloping a delay. In
the USA the Early Intervention system of services is providedenu Part C of the
Individuals with Disabilities Education Act (IDEA). This fedetalv requires states to
develop coordinated programs of Early Intervention services for chidtkrdisabilities
from birth to age three years and to ensure that the childi@nha&ir parents have the
same legal right to a free and appropriate public education (Fad&)ildren that do not
have disabilities.

Early Intervention services provide families with the infooraeand support they
need to maximize their child’s overall development. Early Interganservices from
gualified, experienced professionals can help parents of DHH chiloréerstand their
child’s hearing loss. The program will help parents also to learn &heut child’'s
strengths and needs and ways to help the child to develop. Through the piogy awil
discover that they and their family play an important rolehm ¢hild’s development.
Parents are their children’s teachers. The early inteorentrograms usually trust
parents’ decisions and give them the right to choose what is besteiorchildren.
Parents are the experts in making decisions for the benefit of theirechildis a result, it

is important to find a program to follow up the children who aré/ edentified. Such a
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program is crucial for the child and the parents since it provites with the needed
tools to overcome the hearing loss, partially if not complet&gcent research supports
the fact that any early identification program should be followedrbgarly intervention
program. Children who are identified with a hearing impairmeny eéartheir life and
are not enrolled in an early intervention program will not have thaceht catch up
with their hearing pears.

I mportance of early intervention:

Results of recent studies provide strong evidence of the benefiesarbf
identification and intervention (prior to 12 months) on the developmemingihge and
communication skills (Apuzzo and Yoshinaga-ltano, 1995; Calderon & NaidaB8);19
Moeller, 1998; Robinshaw, 1995; strong, Clark, Johnson, et al., 1994; Yoshiaaga-I
and Apuzzo, 1998a, 1998b; Yoshinaga-ltano, Sedey, Coulter, and Mehl, 1998pf Out
those studies the study of Yoshinaga Itano et al. (1998) conducted| s&uelias
comparing groups of children identified and provided intervention between @z2and
months with those identified and provided intervention at latgyrs.a Findings have
generally been consistent in demonstrating that those children iel@rdaifid provided
intervention by 6 to 12 months obtained significantly better langseges than children
identified after 12 months, as measures by Minnesota Child @@weint Inventory
(MCDI) Irenton and Thwiing, 1974). On average, the earlier identitthddren
demonstrated near normal rates of language skills. Apparentlygup gf the DHH

showed scores at the lower 25% of normal language skills, throughoasshesment
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period, whereas the late identified children with hearing loss deratet the typical
delay of deaf and hard of hearing (assessment age ranged from 13 dath6)nl meant
in this paragraph to show that Early ldentification should be followgdEarly
Intervention or otherwise it will be meaningless.

One popular early intervention program in the USA is the SKI{HO years, a
historical perspective (2010) http://www.aahbei.org/files/forms/Teh.phfstudy of this
program was conducted on 2768 children from the SKI*HI early intaoreptroject at
the age of 36 months at the time of post testing. Using preapdgiredicted test scores
for early language development (SKI*HI Language Development S8alehg, Clark,
Johnson, et al. (1994) found that, on average, the children progressed in |askijismage
the rate of one month for every month enrolled in intervention. Thbbidren who
enrolled at a very early age actually gained the most.

Calderon and Naidu (1998) studied the effect of early interventidhe speech and
language of 80 children (43 female, 37 male). Age of interventioncoiéepsed into
three groups with an age range of 12 months in each group. 9 children exatdyed
intervention before 12.5 months of age ( group 1), 39 entered between 122é.and
months (group 2), and 32 were 24.6 or older when entering (group 3). Rested
that the expressive and receptive language skills of the childhen emtered early
intervention at young ages (group one) had made more progress at thegdi$aima the

early intervention program than the skills of (group 2 and 3).
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Ramkalawan, and Davis, (1992) found significant correlations between the
language measures and age of intervention of a group of children betwe®n80
months old who had a sensorineural hearing loss ranging from 32 dBdB #8the
better ear. In addition, Musselman, Wilson,, and Lindsay, P. (1988) founith¢hage of
intervention is effective in increasing the receptive langukije ef the deaf and hard of
hearing children in their longitudinal study of 118 children betweendghe ato 5 years
old. The results were significant at the first year of agehmitcorrelation between the
age of intervention and the oral language skills faded after the/diastof intervention.
Musselman, in this study attributed the reduction in the effeitteoarly intervention on
the oral language skills of their sample to the age of childrerey Téported that the
effect might be clearer if the sample was younger. Greenbergl., (1984), reported
findings on an independent evaluation of an early intervention program foelyeared
profoundly deaf children located in Vancouver, British Columbia, tbi®prehensive
program served families with children under age 3. Their findings shthaéadhildren
who were enrolled in an intervention program showed significantlyrltemunication
skills than children who were not enrolled in any program.

Researchers always try to find solutions for the limitatiblas &re caused by any
disability. Since hearing loss is considered to be a disabilithe hearing community,
researchers have tried to find ways and techniques to help dediaad of hearing
children to overcome the delays they are facing due to their ldigabne important

element in helping those children to develop is to provide them witlitabke mode of
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communication that can be doable and functional in their commumtgddition to the
early identification of hearing loss and the new technology of Gldigital hearing aids
and the large assortment of assistive listening devices, magigs were done to try to
improve the fact that early intervention is as crucial ady ementification and
amplification fitting.

Moeller, (2000) studied the effect of early intervention on laggudevelopment
on DHH children. She found out that there is a significant and sgitedecline in the
mean vocabulary standard score with increasing ages of enrollmAnnegative
correlation was found between the vocabulary size and the age dinemtobf 5 years
old, however, there has been a strong correlation between thergailgnent in an early
intervention program and the vocabulary size. Yoshinaga-ltano (2068hatized the
developmental outcomes of Colorado children with significant hearisg &msme of the
research compares children born in hospitals that have implememiezisal newborn
hearing screening programs for newborns. Other research contpardevelopmental
outcomes of children who have been early-identified with heaftoss. Early-
identification is defined as identification of hearing loss within the firstreaxths of life.
Late identification in the Colorado studies is defined as agdeuitification of hearing
loss after the age of six months. In a few of the studies,tagéiation of intervention
was used. Within the Colorado system, age of identification camtéxpreted as almost
synonymous with age of intervention, as the vast majority of childrgéer intervention

services with two months after the identification of the heaisg.|Children who were
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early-identified and had early initiation of intervention servigehin the first year of
life) had significantly better vocabulary, general language aslispeech intelligibility
and phoneme repertoires, syntax as measured by mean length oficettesacial-
emotional development, parental bonding, and parental grief resolution. otlver
studies (Nebraska and Washington state) of early- versusrdtation of intervention
services report findings similar to the Colorado studies. Direntparisons with the
historical literature are not possible because the developnuetagis of what would now
be termed “later-identified” were too great to report. As tmdEIH children were
identified way later than 6 months of age. As a result, rois correct to compare
nowadays results with the old results of older children.

It is crucial to mention the benefit of the use of sign languadeyweiing children
who are identified with hearing loss as early as possible. &myuage could be used at
anytime, especially at the transitional time between ifieation and enrollment in the
early intervention program. Studies show that learning sign languagiea positive
effect on young deaf children’s spoken language skills (Preisleng3tadt, & Ahlstrom,
2002; Schlesinger & Meadow, 1972; Yoshinaga-ltano & Sedey, 2000). One of these
studies evaluates childhood cochlear implants. Over a two-yemdpé&reisler et al.
(2002) studied the patterns of communication of 22 pre-school childrehacdheceived
cochlear implants between the ages of two and five. This reseaiciplace in Sweden,
where parents are required to establish some sign language caatonnvith their

child in order for the child to be considered for a cochlear img@wedish National
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Board of Health & Welfare, 2000). Preisler et al. concluded tha children who
developed the most spoken language also had well-developed signed language skill
Although signed language by itself did not guarantee the development ofnspoke
language, those children who had insufficient, or discontinued, signed language
development also had very little, or no, spoken language abilitievas also observed
that when children with little signed language improved their sigaegulage abilities,
their spoken language also increased (Preisler et al., 2002).

Preisler and Ahlstrom (1997) found that the use of signed language/glgsi
affects language development and social and emotional development praesanool
hard of hearing children. The children in their study were bilinguapoken Swedish
and Swedish sign language, and they exhibited flexibility in their uséheftwo
languages. These children used patterned and purposeful code switchiatchotime
requirements of their communication partners. In addition, the comcative context of
this study is mirrored in other studies of young bilingual hearintdrem who show
differential and appropriate use of their developing languages (e.g., @ehgsaadis,
& Paradis, 1995; Comeau, Genesee & Lapaquette, 2003 Proficiency ina8Stell as
positively influencing spoken language development, has been shown eltypioca
support English literacy in deaf students (Hoffmeister, 2000; Pafldeamsey, 1998,
2000; Singleton et al., 1998; Strong & Prinz, 1997, 2000). This body of resadnich,
shows a positive correlation between high levels of ASL profigiemzl English literacy

skills, is also supported by earlier literature that demamestihat native ASL users have
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somewhat higher English literacy abilities than deaf childrka igarn ASL later in life
(Israelite & Ewoldt, 1992).

Since the early use of sing language could help in improving the spokengdangua
abilities and skills, any successful early intervention proghould use sign language as
one of their main elements throughout the program and should for slu@eirgctraining
pattern for the parents to gain the needed knowledge of sign languagebie be use it
with their children.

Yoshinaga-ltano and Sedey (2000) investigated the relationship besweeoh
development and various demographic and developmental factors, igcimdide of
communication, in children aged 14 to 60 months. The researchers founxpitesise/e
signed and spoken language ability was a significant predictor offsdegelopment in
young deaf and hard-of-hearing children. While access to a sigrpehlgmis thought to
increase overall linguistic ability in deaf children, it hasrbekearly shown to increase
vocabulary levels (Anderson, 2006; Watkins, Pittman & Walden, 1998).

In a review of some studies to investigate the relationship betlaeguage
competence and speech perception abilities in DHH children BlI&é20©3) in his study
made a link between high-level linguistic competence and speecippercability in
DHH children with hearing aids and cochlear implants. He revietuglies that compare
the speech perception ability of deafened adults with those of dedfaathabf-hearing
children; the scores are lower for children than for deafened aduéis,among children

who have more residual hearing (e.g., Blamey et al., 2001). In orddedbrand hard-
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of-hearing children who have hearing aids and cochlear implants to eloemor spoken
language input, an advanced knowledge of phonology, syntax, and semangesiasl
(Blamey, 2003).

Best practicesfor the Gaza Strip

The situation in the Gaza Strip requires a very attentivertefd establish a
sustainable early intervention program. The program should be servinBHhe
children and their families under the social rules that govéenirli the strip. Such a
program should guarantee the best services in addition to the nesdediity support.
Since it is recommended through most of the studies reviewed prgvibaslit is better
that all infants be screened for hearing loss within the fisstrgnths of their lives,
receive diagnostic audiological assessment, and be enrolledyrirgarVention services
immediately after complete diagnoses. The best practidewtitiafit the Gaza strip
should be a joint early identification and intervention program. aAesult of the
conflicts that are present now, no legislation could mandate avsy rlegarding early
identification and intervention of disability in the Gaza Strip. réfme, Awareness
should be the way of launching an early identification program of ngedoss. Once
such a program is launched, identified infants should need an earlyemtten program
to be enrolled into. The program should guarantee the following:

Early Intervention (EI) for children with hearing loss should be family focused:
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Families have access to El services provided by spé@akgth specific training

in working with birth-to-three year olds with hearing loss, in addito other specialists

that may be needed (e.g., physical therapists, speech/language pathologists).

Families may access these specialized services via etywaifi supports including
outreach by specialized program staff and outreach by other families.

Services are provided and resources are available in the farallgsen method of
communication and educational approach. Since the advances technohsgyiong
devices such as cochlear implants and digital hearing aids hvatharious assistive
listening devices such as FM systems is not available, cotamunication will be
recommended all the time for children with hearing loss graasr moderately
severe (50-70 dBHL).

During the early period of information gathering and decision makimgiliés are
assisted by a person who can present and discuss unbiased inforatzdian
communication options, respects family choices, and allows patentmake an
informed final decision.

Care focuses on family strengths and follows the family’s vision and proritie
Services include all members of the family and their eioflsupport, as requested by
the family.

Care is developmentally appropriate for the child.
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e Families, El providers, and the child’s medical home collaboratg@davide the child
with hearing loss complete access to communication with the iamopeople in
their lives (“relationship-focused EI”).

e Families choose where to meet with EI providers.

e Brothers and sisters of children with hearing loss have acoeaget appropriate
information, support and instruction.

e Children with hearing loss and their hearing siblings have opportunitiegeract
socially with other siblings of deaf and hard of hearing (DHH) childngoung
children, youth, and adults who are DHH.

El providers and other professionals working with this population have specialized

expertise and training:

e Family resource specialist with initial contact to fasslihave specialized training in
effective practices for infants/toddlers who are DHH aridted family issues. They
provide support and information in an unbiased manner.

e Early intervention providers working with DHH children and their ifeas receive
initial and ongoing training in DHH education, child development, earlydicbdd
education, and technology.

e EI specialists who are trained to work with children who arelHD/including
consultants who are deaf) participate in outreach to, and consultatiother El

providers and medical professionals.
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Families with DHH children enrolled in El receive appropriate information,
evaluation, services, and support. Componentsinclude:

e Information about family networking and support services, including support i
dealing with the emotional impact of diagnosis (i.e. parent support griogipsdual
and family counseling).

e Information regarding communication options for DHH individuals, D&afture,
and available specialized services and assistive technology.

e Support and careful assistance in exploring and selecting a cooatianiapproach,
recognizing that this choice may change over time.

e Variety of support models for children/families in learning the mmmication
approach of their choice.

¢ Ongoing audiological services and monitoring of hearing aids/cochlear ispfan
requested by parents.

e Assistance in helping the child learn to effectively waagl/or use assistive devices,
and to develop his/her residual hearing if requested by parents.

e Opportunities to gain support and information from a variety of individwails are
DHH, and other parents of children with hearing loss (e.g., paremtonre
program).

Family specialists M eetings and Ongoing Evaluation of Child:
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e Participants in the meetings will include, but are not be limisedaimily members,
El provider specializing in DHH, audiologist, and any other healtfszmace
provider requested by the family.
e The EI team administers and coordinates regular assessapendgriate for children
with hearing loss to document progress of child toward developnraikéstones and
meetings outcomes.

Early intervention in the Gaza Strip

In 1990, the Sunday Care Center in the Gaza Strip startearlgrirgervention program
funded by the USAID using the SKI*HI program that was translatexArabic with no
changes to the normative data. The program was a very goodigtesbme changes to
some of the protocols, especially the word lists and sign langteags. This program
served almost 105 deaf and hard of hearing; age 3-7 at their horoestswvorked with
the earliest identified children with hearing loss. Early ideation of hearing loss was
not effective at that time due to lack of resources. The progrsted for 5 years then it
stopped due to lack of funds. That was the only real early int@agmogram that took
place in the Gaza Strip.

In the recent years there have been several attemptstta stanprehensive early
intervention program with the advanced early identification equipmedhtexpertise.
Children with hearing loss are being identified as early awnth old and the number of
cases with hearing loss who are less than three years oldcrisasing with no

intervention plans. The available programs are actually a sttathpt to serve those
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children but it is not exceeding 20 families all over the Gazp.Strhere are more than
250 families who need a comprehensive intervention program.

The only work that is done comprehensively with young children is #szipool
program at the three schools for the deaf in Jabalya (JabalydiRRatian Society)
which covers the northern area of the Strip, (Atfaluna Societipéaf Children) which
covers the middle area and (Al Amal Society) which coversdbthern part of the Strip.
The preschool programs at those three schools work with childsen 3-5 years old.
Children come to the school 5 days a week for 6 hours and they lgararsguage with
some total communication. Their teachers are mostly ddhf avhearing supervisor
working with each group. Those programs help in setting some basiefohildren to
get ready for school, however, the programs don’'t work directly thig families. Sign
language courses are available for the families but they are optional.

A big issue faces the workers at the preschool programs asitince the families
to learn sign language. Parents usually have high expectations forchildren to
develop spoken Arabic and will start putting pressure on the teachsigptsigning to
their children. On very rare occasions, such as when the fansilgreaious incidences
of hearing loss and have experienced the use of different option otheighdanguage
but it didn’t work, parents will agree to learn sign language and thibyeti use it at
home. It also gets complicated when it comes to educatediparko have access to the

internet and other resources. They become so obsessed witichheldgy and will
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sometimes stop sending their children to school hoping to find a donar dochlear
implant or a digital hearing aid with an FM system.

People who can afford to pay for the advanced hearing devices wik goaind
then will start sending their children to regular schools. Deaflard of hearing
children at regular schools will not perform well, especiaidith the crowded classrooms
that are not acoustically suitable for children with hearing aldsaddition, teachers at
the regular classrooms are not qualified to deal with childném hearing loss and the
ministry of education doesn’t have any audiologists or speech therapists system.
Moreover, the problem of lack of resources and expertise that could witirkthe
advanced hearing devices is really essential. Gaza has beerclosdee and siege for
the last 5 years. This closure resulted in difficulties iwveltang for education and
training, in addition to not allowing the specialized organizationdénfield of DHH
habilitation and rehabilitation to import technology from abroad. terivational
organizations such as UNRWA, USAID, International Welfare, Qaernational, help
in keeping the basic supplies like hearing aids batteries, analdgcheats and hearing
testing equipment available and reachable. The lack of resouacss the DHH
rehabilitation organizations to work with the basic available uess and keep the
services at the limitation level. As a result, sign languageery important for DHH
children and their families to be the basic communication tool.

An early intervention program in the Gaza Strip is a dire neadgber, there is a

great need for an awareness campaign to go along with it to gain theuodgnsupport.
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It is impossible for it to succeed if it doesn’t gain the comayunust. In addition, there
is a need to start raising funds for advanced hearing technologieassddajital hearing
aids, cochlear implants and assistive listening devices.
Goals for this project

Since the Gaza Strip is one of the most populated and poor areaswortd, the
number of children born with disabilities is one of the highest amdhgsthird world
countries. Children who are born with a hearing problem receive ncesumtil they
are age 3-5 years old. Lately, in 2005 some organizations wehwaking with deaf
people started to have the technology and the expertise to perfarimghevaluations on
new born children. The number of detected children under the age anthamis
increasing, they will receive amplification systems (manelgular analog hearing aids)
and then they will stay at home tell they are 3 years oldae. An early intervention
program is badly needed in the Gaza Strip, as a result the goals of this primgect i

1- Establish a realistic and functional early intervention programwork with the

deaf and hard of hearing children and their families.

N
1

Establish functional means to increase awareness and communitytdoppbe

early identification and intervention program.

w
1

Start a university training program to train early intervention providers.

SN
1

Training professionals on new hearing technologies such as CI andl loegitang

aids, and advanced assistive listening devices.
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5- Increase the opportunities of the families and specialisiistéoact more for the
benefit of the child.
6- Build a reference website for the families and the professcmla resource of
information.
7- Establish cooperation channels with other early intervention progranikei

region.

Chapter I11.
Background Information about the Gaza Strip:
Geography:

The Gaza Strip is located in the Middle East. It has a 51 kilers (32 mi) border
with Israel, and an 11 km border with Egypt, near the city ohlRathe southernmost
city. Khan Younis located 7 kilometers (4 mi) northeast of Ratand several towns
around Dair Al Balah are located along the coast between it and Gity. Beit Lahia
and Beit Hanoun are located to the north and northeast of Gazad&Spgctively. Those
cities, camps and villages used to be spread out and there usedvast agricultural
areas between them. Nowadays, due to the rapid increase in thatipop cities, camps
and villages are overpopulated, which led to building residences on the agricultural lands

Gaza strip has a temperate climate, with mild winters, amtidjthot summers
subject to drought. The terrain is flat or rolling, with dunes rikar coast. Natural
resources include arable land (about a third of the strip igaiedl), and recently

discovered natural gas. Environmental issues include desenificatcreased salinity of
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fresh water, sewage treatment, water-borne diseasesggoddaition, and depletion and
contamination of underground water resources.

Demographics

In 2007 approximately 1.4 million Palestinians lived in the Gaza Stripshaim
almost 1.0 million are UN-registered refugees. The majoritythef Palestinians are
descendants of refugees who were driven from or left their homiegy dioe Arab Israeli
War of 1948. The Strip's population has continued to increase sindarbaone of the
main reasons being a total fertility rate of more than 5.19childee woman (Wikipedia,
2008). In a ranking by total fertility rate, this places Gaza 802R2 regions and above
all non-African countries except Afghanistan and Yemen. The vast itgagdr the
population is Sunni Muslims, with an estimated 2,000 to 3,000 ChristialesijR&n
Central Bureau of Statistics, 2007).

In 2009, 45,000 newborns were born in the Gaza Strip, which is casittebe
one of the highest birth rates since the 70s (United Nations for Work and Religf, 2008
Economy:

The economy of the Gaza Strip is severely limited by high ptapnolalensity,
limited land access, strict internal and external security alsntthe effects of Israeli
military destruction of capital, and restrictions on labor and tracksess across the
border. Per Capita income was estimated at US$ 3,100 in 2003itiarpof 164th in the
world Wikipedia (2008), 80% of the population is below the poverty linerdarg to a

2007 estimation Palestinian Central Bureau of Statistics,(2007aza Strip industries



34
are generally small family businesses that produce textibeg, ©live wood carvings,
and mother of pearl souvenirs. The Israelis have established scallessaie modern
industries in an industrial center. Israel supplies the Gagavith electricity. The main
agricultural products are olives, citrus, vegetables, halal beeflaarydproducts. Primary
exports are citrus and cut flowers, while primary imports aoel,f consumer goods, and
construction materials. The main trade partners of the Gaipadse Israel, Egypt, and
the West Bank.

Israel's use of comprehensive closures decreased during the hpetvigebn (1987
to 1997) and, in 1998, Israel implemented new policies to redudenffaet of closures
and other security procedures on the movement of Palestinian goodb@nidta Israel.
These changes fueled an almost three-year-long economic recoviliyy Gaza Strip.
Recovery ended with the outbreak of the al-Agsa Intifada in theuaster of 2000 that
lasted until 2004(American Public University,2010). The al-Agsaddaftriggered tight
Israeli Defense Forces closures of the border with Israelyadl as frequent curbs on
traffic in Palestinian self-rule areas, severely disruptiagdrand labor movements. In
2001, and even more severely in early 2002, internal turmoil andli Isndgary
measures in Palestinian Authority areas resulted in the déstrued capital plant and
administrative structure, widespread business closures, and a styaip GDP. During
the Intifada, a lot of infrastructure had been destroyed byllsaeh as the Palestine
airport. Another major factor has been the decline of income earne deéuction in

the number of Gazans permitted entry to work in Israel. Aftelsitaeli withdrawal from
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Gaza, the flow of a limited number of workers into Israel agasamed, although Israel
reduced or ended such permits due to the victory of Hamas in the 2006inaney
elections. Before the second Palestinian uprising broke out in Sept@M00, around
25,000 workers from the Gaza Strip (about 2% of the population) used tansriael
every day.

Israel, the United States, Canada, and the European Union have fidaedsato
the Palestinian government after the formation of a Hamas-dedtrgbvernment after
its victory in the 2006 Palestinian Legislative Elections. Thewviee group as a
terrorist organization, and have pressured Hamas to recognizk iereince violence,
and agree to past agreements. Since Israel's withdrawalsasubgequent blockade, the
gross domestic product of the Gaza Strip has been crippled. Thprisetemd industry
of the former Jewish industrial villages has been impaired, anatéveusly established
work relationships between Israel and the Gaza Strip have beamptdds Job
opportunities in Israel for Gaza Palestinians have been largely Risor to
disengagement, 120,000 Palestinians from Gaza were employedaéh dsrin joint
projects. Only about 20,000 have been able to keep these jobs.

After the 2006 elections, fighting broke out between Fatah and Hamiash
Hamas won in the Gaza Strip on 14 June 2007. After that, all contaedrethe outside
world and the Strip has been severed by Israel. The only gooddtpdrmto the Strip

through the land crossings are goods of a humanitarian nature.

Health:
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A study carried out by Johns Hopkins University (U.S.) and Al-Qudsddsity
(in Abu Dis) for CARE International in late 2002 (Care Internati@@®2) revealed very
high levels of dietary deficiency among the Palestinian populalioa.study found that
17.5% of children aged 6-59 months suffered from chronic malnutrition.c63%men
of reproductive age and 44% of children were found to be anemic (as opp@&&8%
of Israeli woman and 30% of Israeli babies). In the aftdmroéthe Israeli withdrawal of
August and September 2005, the health care system in Gaza continaes gevere
challenges. After the Hamas takeover of the Gaza Strip andutieecuent Israeli
declaration of Gaza Strip as a "hostile entity”, the health dondiin Gaza Strip faces
new challenges exacerbated by the intensified Israeli closuréd Wealth Organization
WHO,(2010) expressed its concerns about the consequences of thmiRal@sernal
political fragmentation; the socioeconomic decline; militagtions; and the physical,
psychological and economic isolation on the health of the population in Gaza.

Gazans who desire medical care in Israeli hospitals must &pplg medical
permit. Permits are not easy to obtain and many sick people giEinfiermissions and
they will be deprived of the medical treatment they need.

The health system in the Gaza Strip is facing lots of agdle due to the closures
and siege that causes the hospitals and health centers to fatageshan staff,
equipment, and electricity. This leads hospitals to refeemqatto hospitals outside Gaza.
In the Gaza Strip there are 17 hospitals, 2 of them are childrenai®spne is mental

health and one is eye hospital. The other hospitals are smallearcestablished during
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Al-Agsa Intifada, the main hospitals in the Gaza Strip ar&iifa and the European,
which include all the specialties and the Ors.

In order to establish a connection between the needs of the @igza Ferms of
early intervention, | felt there has been a need to have a tbageat the situation in the
Gaza Strip and collect as much data as | could of what seaneesvailable for the deaf
and hard of hearing children. The result of my study of the gituat the Gaza Strip
showed that there are no formal studies or database to deriveéaitmeation from. This
made my search for data difficult and led me to look for informsburces. Due to the
political, social and economical status in the Strip, deaf retetwh and habilitation are
considered to be an accessory. Simply put, the governmental eggbage many other
heavy responsibilities. This has led the government to layrésponsibilities of
rehabilitation and habilitation of deaf and other disabilities on tba Sovernmental
Organization (NGOs). Currently most work related to childweth hearing loss is

conducted by NGOs in conjunction with professionals and citizens of Gaza.

Disability in Gaza:

Out of the total population of the Gaza Strip, 4% are disabled,sali#®000
people have a type of disability (NCCR, 2008). The largest numbetisabled
individuals is the deaf and hard-of-hearing population with estisnas high as 25,000

deaf and hard of hearing people of all ages, representing almost 36&otofal number



38
of disabilities. This also represents almost 1.5% of the total @o@ulof Gaza (Atfaluna
2009).

The disabled people in the Gaza Strip receive their relsiaiht services mostly
through specialized NGOs. The government leaves services foredisabINGOs.
Those NGOs receive their funds through international donations and theydd&p0%
on those donations. When any NGO lacks the funds through the interndboasbns,
they will stop its services which results in a reduction dotal cut of some of the
services.

The only organization that has the ability to perform hearing evaluaiiogsung
children is the biggest organization that is called Atfaluna Soda@t Deaf Children
(www.atfaluna.net). This organization has a well equipped audiology clithcaniABR
unit and portable and diagnostic otoacoustic emission units. All yciltyenn who are
less than 3 years old are referred to the Atfaluna clinic for early fidation.

At the three audiology clinics, deaf and hard of hearing people gatHihearing
aids. The most common hearing aids that are used with the deaf randf lreearing
people are the conventional analog hearing aids. Digital and programmeabileg aids,
FM systems, and cochlear implants are not common at all. Theenwh people who
are using this advanced technology is very small and it im&®d that it does not
exceed 50 people all over the Gaza Strip (Atfaluna& Al Amal, 2009).

The NGOs are my resource of data as they are the only bodtearéhdealing

with disability in the Strip. As a result | thought it is im@mt to give an idea about
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those NGOs and their services. In the Gaza Strip thereN@O5 that are working with
deaf people, geographically distributed to serve all parts of tha Gagp. One NGO
(Jabalya Rehabilitation Society) is in the north that coversdinghern part of the Gaza
Strip. It has a school for the deaf that serves about 150 studeaitsagés starting at 5
years old to 18 years old, in addition to an audiology clinic. dloteéer organizations
(Atfaluna, National Center for Community Rehabilitation and theifeuSociety for Deaf
Adults) are located in Gaza City, which is considered the bigutgsbf the strip and the
most populated. Those two organizations serve deaf people fraaa Gidy and
neighboring camps and villages. The biggest and most advanced organizathe of
the two that are located in Gaza City (Atfaluna) that hasheol for the deaf which
serves more than 300 deaf and hard of hearing children, starting ats3iteto 18. In
addition, it is the only organization that has the staff and equiprfe early
identification, and the most advanced audiology clinic in the Gaga 3t also provides
vocational training and job opportunities for the deaf adults and deaf studéiot
graduate from its school. The second organization (Future Sdortyeaf Adults)
which is located in Gaza City is specialized in providing sesvicedeaf adults. It is
more of psychosocial service organization. In the middle area @dha Strip there are
two organizations for the deaf that are serving the one city and 4 camps toabtted In
the middle of the Strip (Nusirat Rehabilitation Society and BaiBalah Rehabilitation
Society). Those two organizations provide educational serviasafochildren and they

are mainly schools for the deaf that serve 300 children altogetmartifie age of 5 years
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old to 18. In the southern part of the Gaza Strip there are tgamiaations; one is
located in Khanunis (Palestinian Red Crescent), which is tlenddargest city in the
Gaza strip. This organization is not specialized in servictsetdeaf children, it is more
of a rehabilitation center for all disabilities including deafnasd hard of hearing. It
provides miscellaneous services to the deaf people including eduaationocational
training. The last deaf rehabilitation organization in the Gazp @t Amal Society) is
located on the third biggest city in Gaza which is called Rafdis organization serves
deaf and hard of hearing children from all the southern cities, camipgileges. It has
an audiology clinic and a deaf school that serves almost 150 dedfaeshebf hearing
children ages 5 to 18.

Those are the organizations that provide services to the deaf andf Hegaring
children; altogether they serve about 1200 children. The informatioth ¢batd collect
from the records of those organizations indicated that therenslarsnumber or maybe
more of deaf and hard of hearing children who receive no services aroareven
detected yet. The dilemma that those organizations are facitimgti there is not any
national newborn hearing screening program. Most of the deaf children who ar
identified as deaf or hard of hearing are more than 2 to 3 yearsToleke aren’'t any
rules for newborn hearing screening; it only depends on the familyvaltises or some
referral from private ENT clinics.

Children, who are identified as deaf or hard of hearing in the Gagg even if

they were detected very early, are fit with amplificatiand sent home with no
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None of the previously mentioned schools for the dea# Ispecialized

early intervention program, however, there has been some driedldw the SKI*HI

program. However, it did not continue or did not show great succeds the nature of

the program that has been developed and established for a difidtarg and nature of

service delivery.

Map of the Gaza Strip and DHH schools location:
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Chapter IV
Design Principlesfor an EDHI Program in Gaza:
Principles and characteristics:

The Gaza Strip is over populated, conservative society that ractiiazed by
large families and extended social relationships. In addition tooteeof the extended
families and the tight traditions that rule the life in the G&##, there are the Islamic
rules that meet with the traditions in many ways. Peoplgectgheir traditions and the
beliefs of their elderly. Relationships at all social Ievagle ruled by those traditions and
anyone overcomes those rules would be odd and could cause himtadepeaf
difficulty to be accepted in the social system.

Extended families are always ruled by the elderly, usub#yaldest man in the
family. This man usually plays an important role in all thesdeos that should be made
by the family and is the one who keeps the family’s relatignsaliih other families in a
certain shape. It is important that every single person in thidyfahould respect this
old man and should listen to what he says even though sometimes @daatmwith
what others believe. It is considered rude if somebody oppbsedecisions that are
made by the leader of the family and this could lead to ekgelperson of the family
meetings and gatherings. As everybody in the family should remacteader who is
usually the oldest, this system applies to all the other yam&@mbers; everybody should
respect the one who is older than him/her. Older brothers antssasé to be respected

by youngsters. However boys consider being the inheritances @intilg &nd are led to
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play important roles in all family activities, girls ars@lto be respected by their younger
brothers and sisters. Girls in the families are the futurdhen®tand are going to be
leading the families inside the house. Usually the fathersigoresible for the family
needs and position outside the house and the mother is responsibleféonitirenside
the house. Mothers set up the rules inside the house to be followeerggree. The
mothers make sure that everyone completes his/her role. lioaddibthers inside the
houses take care of all conflicts and try to solve them. Motherseay respected by
everyone at all levels.

Boys are allowed to play outside the house and girls should tstdgarn
household work. Girls suppose to know how to take care of the hotigs esnsidered
to be shameful if a girl gets married while she doesn’t know howdk and to take care
of her own house. In addition to the importance of learning the househdtd gints
should also learn that they should respect the family of their hdspbaspecially their in
laws.

To complete picturing the social life in the Gaza Strip, weeha bear in mind
that Islam is the dominant religion in there. More that 98% ofpdaple in the Gaza
Strip are Sunni Muslims. Islamic rules in the Strip arestradtly followed as the social
traditions are; however, people started getting acquainted withléneidsules and they
started following some of them. Such as the traditions of hownl$teks to the
disability as a test from God or sometimes as a blessingppl® believe that their

disabled child is given to them as a blessing that tests theenpatand respect to God’s
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choice. Complaining is considered to be a blasphemy, and objection tovadd’As a
result, people view disability in a different way than in other rataniic countries; as a
Muslim, you have to always to thank God for the good and bad, it'dlootea that you
thank God for the good and not accept the bad.

Since Islam doesn’'t contradict with science, genetic counselipgrmitted and
people can do it if they have the resources and the ability. Considering thidtdifé in
Gaza, people do not have the needed resources to go through genetic counseling;
however, people who are able to do it get it done abroad. None of theclsldes
prohibits genetic counseling, however, social rules might. As rgarigaa bigger issue
that the small family, it is considered to be a strong bond leetvieamilies. It is a big
complicated problem if engaged couple go through genetic counseling andatimey c
get married because of positive results. As a result, people avogligto this issue to
keep families relationships within the social structure. In addition, couples qgnmb
any testing before they are engaged, and engagement is like matsiagmounced and
everybody in the surrounding community will know about it. Thereforajliiss would
feel a shame if this engagement broke due to any reason antaxlyeryill blame the
girl and it would be a stigma that might cause her not to get married again.

However, the situation looks complicated; science education ssxfeshe
awareness of the families regarding having disabled childremili€s now refuse to
marry their daughters to their cousins, especially if thalyamad pervious incidences of

disabilities. Female education and women awareness helpegirapdine overall point



45

of view about consequent marriages, adding to it the instruction®phé& Mohammed
who said marrying a stranger would result in healthier children.

Another problem is still in the Gazan community, which issigma that follows
the families of disabled children. People will not agree to mieyr daughters to the
brother of the disabled child and others will not marry theisst the disabled child. It
Is due to the fear that this disability might be dominant and thghtreventually have
disabled children. Because deafness is considered to be a disabgiincluded in the
overall reaction to disability in the Gaza Strip, work is being doneduce the severity
of reacting against families of deaf children. 8 cases of daafied to each other was
accomplished last year. Families would refuse to marry tvab pleople to each other.
Atfaluna Society for Deaf Children has established a specialtoirsupport the deaf
young couples to get married. Three social workers conduct horteteishe families
and discuss the matter with them, the success was not gredtishincreasing rapidly.
In addition, the increased number of schools and centers of rehatilitatid the
awareness campaigns that are taking place since 2002 are comgrtbuncreasing the
community awareness about the deafness and hearing impairment apdothan
disabilities.

The presence of all the societies and nongovernmental organizaabiserve the
deaf people is a good sign of the increased awareness ancttiimattowards the needs
of the deaf people. A problem is usually rises when startpr@gram of deaf and hard

of hearing habilitation and rehabilitation which is lack of resourddse number of deaf
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educators, speech therapists and audiologists is very small. IlAdhexe are only 2
audiologist, 2 deaf educators and 6 speech therapists working with thie dea Gaza
Strip. Almost all of them are holders of non-related degreebd®irt trained outside for
varying periods. All of the people who work as deaf educators acbetesaof normal
children who only received sign language training to be able to teaaeaf and hard of
hearing children. Most of them don’t know much about the deafnesshanuketring
problems and they need to be educated every once in a while taebé& acontinue
serving the children. Speech therapists are also non-speech aing seeence degree
holders; they all graduated from different fields and receivedesiaining on speech
therapy and they work according to their limitations. This might givedea about the
habilitation and rehabilitation system in the Gaza Strip, howeler|slamic university
has started a speech therapy 2 years diploma program 5 gearsThe graduates are
speech therapist assistants and they only can work under the sopeofigjualified
personnel. The biggest problem is that there isn’'t enough speecpighévasupervise
the big number of graduated assistants. The field of Audiologilliadttackled yet as
there is not enough teachers and instructors to teach in this fieldyé&where are plans
to start a degree in audiology soon in the Gaza Strip.
Another issue is rising in the Gazan community which is thielrelm who are fit
with cochlear implants and advanced digital hearing aids and esgigvices find no
follow up at the established NGOs. Neither the NGOs nor the goeatahinstitutions

have the abilities or the expertise to follow up implanted childredo trained
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audiologists or speech therapists are available to follow up the esptiand the child
needs. Most children were implanted or fitted with the hearidg abroad, and the
children who were implanted in the Gaza Strip 6 months ago are using devias nioat
have any programming hard or software. In addition, is anything happetieir
implant their families have to send it to the country where is waplanted or
manufactured. 72 children are using cochlear implants in the Gtiga now; the
manufacturing companies for those 72 implanted devices are 4 and no thheeGaza
Strip has received any training on either one of them. As a,rasylearly intervention
program should be able to deal with those children and their faraili@gprovide them
with all the needed services.

Following the previously mentioned information, any early intefmeenprogram
should consider the role of the elderly in the families. Grahdfatand grandmothers
are very important in decision making concerning the child. Young gatannot take
any decision regarding their child unless they consult the grandpanéfitsn a family
has a deaf child everybody will try to take care of the chigheeially grandparents.
They will start giving advices and interfere with all the hé#dtilon steps that will
eventually be taken.

The early intervention program that should be functional in the &&pashould
take into consideration all the facts associated with the tapoe of the extended family

at all levels of habilitation and rehabilitation. A succesghadgram should use those
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facts to make family members’ role in rehabilitation imporemd give family members
who are in a close contact with the child tasks in the habilitation and rehgtilitat

The early intervention program also should consider the cultudalstamic roles
in the society and its effect on the families. People usbaligve that having a disabled
child is a decision by God to test their patience. So the idelywention program should
respect this fact in addition to that, A woman cannot work withaa alone and a man
cannot work with a woman alone. Usually, home visiting programbenGaza Strip
take two people to do it, male and female. If the house has anvonhg the female
parent advisor will enter the house alone, otherwise both male aatefandevisors go
together.

Starting an early intervention program in the Gaza strip wouldfteetive but
needs lots of work. Taking into consideration the facts previously omecti A
successful program should include training, and awareness. Findingesaior the
program would not be easy; trainees should be ready to go throughviataaming
starting from scratch. They should be trained on audiology, speechpyheleaf
education and some psychology. They should know for sure that thesrnob going to
be easy dealing with families of deaf and hard of hearing childvBo might have high
expectation starting from the first visit. Any early interii@m program needs funds to
get started; this will be another issue. Raising fund for a negrgm in the Gaza Strip,
with all the shortages in the basic needs will be a challeroges\ter, deaf rehabilitation

NGOs might be willing to support such a program as an advantage of leadership.
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Finally, since there are not many deaf and hard of hearing chidne are fitted
with Cl and digital hearing aids, and due to the lack of resources imtutile use of
assistive listening devices, the options of modes of communicagaméwide. Schools
for the deaf depend 95% on the sign language with some use of spokemgyéawgtahe
moderately severe cases. Total communication is alwaysaitmenant mode; however
it's not followed precisely due to the lack of expertise.

For an early intervention program to be successful in the Gaga &hd be
applicable to the situation there, the following points should be taken into consideration:
Design:

1- A comprehensive training program for at least 10 special education
graduates as a start.
Special education graduates in the Gaza Strip receive géraénalg in all
habilitation and rehabilitation fields of almost all disabilitié&heir training
in deaf education and habilitation is not sufficient enough to be hased
early interventionists. As a result, 10 graduates will be chosen their
school performance and then should be enrolled in a training program that
gives them all the needed information about hearing and hearing loss, in
addition to DHH habilitation and rehabilitation. They will also kaened
on the home visiting techniques and philosophies to be able to dedhwit
DHH children and their parents. After receiving the appropriaiaihg a

group of 5 out of the total number will be chosen to work for the program
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for the first year. The other 5 will continue attending the tmgse and
receive the continuous training with the other team members to dhefora
the expansion of the program services.

A protocol to be followed by the trainees when they start their work.

It is very important to set up a working protocol for everybodthe team

to follow throughout the work. Everybody in the team should be very
careful with the steps taken in the habilitation or rehabilitatioycess.
This protocol is important that everybody will be following the sateps
and criteria for that all DHH and their families are goingeoeiving the
same services with the feeling that the early intervengamtis speaking
with one mouth which will increase the families trust of tis@m and will

as a result should increase community trust and support to thearogr
This protocol should clearly address the structure of the home thsit,
activities that will be done during the home visit, the relatigns¥ith the
DHH child and the caregivers, in addition to the filing and reporting.
Having this protocol will make it easy for everybody to be on taes
track and will make it easy to follow up the workers and evelua
them.(appendix 2)

At least one introductory workshop in each city for the familie®dH

children to introduce the program and discuss their expectations.
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Because it is going to be a home visiting program, people should know
what is the nature of this program prior to seeing the earlywer@onists
in the field. In addition, families of the DHH should also exprissr
expectation and discuss them in an open discussion. Thereforgeryis
functional to hold meetings and workshops in each city in the Gaga S
for the families of the DHH children, other deaf schools regrdives and
local community leaders. During those workshops, the program manager
and Atfaluna public relation officer should introduce the program to the
attendees, making clear what are the activities, goals and wbgdien
open the discussion for the attendees to express their concerns and
expectations. Those workshops will help in establishing a common
understanding of the expectations and outcomes of the program and will
lead to initial support for the team that is going to be workmthe field.
(Appendix 2)
A written instruction booklet including all information about hearing,
hearing loss, habilitation and rehabilitation of DHH children, aratihg
aids troubleshooting.
A parent manual is one of the important tools that will be disteid to the
parents of DHH children. This manual should include all the needed
information about hearing loss, habilitation, hearing aids troubleshooting

and speech/language acquisition. Each family should have access to thi
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manual and should be able to discuss any unclear points with tlye earl
interventionist. This manual is very curtail for the caregieehdve as a
guidance of information on how to deal with their DHH child in addito
how to tackle the problems that might happen when the early
interventionist is not there. (Appendix 4)

A website connected to the program to provide immediate information and
answer questions about new data.

Internet has become a very important tool of communication and data
collection. Almost every house in the Gaza Strip now has intecnesa at
home. As a result, the early intervention program should userthartant
means to facilitate families’ access to information. Pphagram will have

its own website that will be addressing early interventionldéwels, and

will provide the families of the DHH children of a reliable datarce. In
addition, the website will have a forum where anyone who is loolang f
information in the field of DHH habilitation and rehabilitation casenat

this forum and discuss their concerns, ideas, suggestions, andrtaarn

others’ experiences.
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The website and the forum will be administered and followed up by
the public relation officer of Atfaluna and the manager of thdyear
intervention program. The information that is going to be posted on the
website will be reviewed and discussed both of them. The webgjténig
to be dynamic with new information concerning DHH habilitation,
rehabilitation and new technologies. The forum will be a good chance for
the families of the DHH children who are not receiving eantgrivention
services and for the DHH adults to ask questions and discuss \déh
professionals, they can post their questions and suggestions and a
specialized professional will answer the question depending on the natur
of the question or the idea.
Families should understand their role in the program and what theydave
expect from it.
The family’s role in the early intervention program is verypamant.
Since the program is going to be family centered, this means héat t
families of the DHH children are the key factor in providing thidcwith
effective services. The families of the DHH children are dleeision
makers for their children in many fields. As a result, feasishould
understand their rule and be ready to take the responsibility fdutine
steps that are going to be taken with their child. Therefore, rihgrgm

team members should meet with the families before startiagattual
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services and discuss with them their role, and their expacsatFamilies
should be aware that the services will not be successful ahidenstopped

if they don’t provide the early interventionist with the needed su@puaitt
trust. In addition, it will be their job to follow up the instructioasd
continue with the needed activities at home during the weekdaysir The
interaction with their child and their work at home is very imgtrtto
reach the ultimate goal they set with their early interventionist.

Social and Islamic rules should be considered in the design of the program.
The Gaza community is governed by very restricted by soethteligious
rules. Since more than 98% of the people in the Gaza Strip araridusl
Islam is playing a very important role in all life aspectsfuActional and
successful early intervention program should take this fact into
consideration when being implemented. Any contradictions or oppositions
to those rules might lead to hostility towards the program whiclsuioe

will destroy it. (appendix 2)

Since the technology of new hearing aids and cochlear implants 1gery
common in the Gaza Strip, the program would not be able to provide the
families with many modes of communication. The only successbalem
that is taking place now is the total communication (use of signdd a

spoken language together).
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Families of DHH children will usually be looking for oral spoken
language as the mode of communication of their children, no matter what
degree of hearing loss they are experiencing. It is so hard to cotivame
with the fact that it is hard to achieve this goal with the thtion in
resources that the Gaza Strip is experiencing. As a regsalimportant to
make it clear for them that the use of auditory/oral technigugsing to be
difficult, especially with profound hearing loss, and provide them with all
the explanations and data that clarify this fact. Sign languagey avith
auditory/oral techniques will be used will all the targetedHDehildren
who suffer a moderately sever to profound hearing loss.  Auditory/oral
only with no sign language will be used with children who have nmttl a
unilateral hearing loss, with normal mental abilities. (appendix 2)

9- The program should be dynamic and able to change with the developments.
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Chapter V
Data Collection and program implementation
M ethodology:

The method of design for an early intervention program that fits thah Gtrip
and eventually other parts of the Arab world depends on collectiagatbaut existing
programs in the United States. Programs that are functiongdraddcing good results,
that is satisfactory for the parents and the child. Sincddbgn principles of the Gaza
program have been mentioned in the previous section, it was very inmtportiaok for
details that will fit all the limitations and constrainket are associated with the overall
situation of the Gaza Strip. As a result, a questionnaire of 28angewas formulated to
collect information about the designs of each early intervention states (Missouri,
Idaho, California, New York, Wisconsin, Vermont, and Colorado). Thetigneswere
set up in a way to help tackling each item in the early intelseprogram of each state.

(Appendix 1)



57

Sour ces of Data:

A wide net of information gathering was used to collect the datawha used to
formulate the early intervention program for the Gaza Strip. endling the EDHI
international conference in Chicago February, 2010, and meeting with tiomaha
American leaders in the field of early intervention has helpedileating data from
many reliable resources. In addition to attending some of the work#taipsere talking
about the experiences of some states and the production of new andliesults. All
together helped in clearing up the view of the future early intervemtiogram for the
Gaza Strip. Meeting with Dr. White, and Dr. Yoshinaga-Itano, aseles in the field of
early detection and intervention, in addition to attending a lectur&tfedler Brown,
was a great opportunity to be informed about many of the newapewehts in both
early identification and early intervention of DHH children. In &ddi to being
introduced to some of the EDHI programs in the USA such as ldIfElm California,
Terry Kegan from Vermont, Christy Cronheim from Idaho, Sherry Knbéll from
Wisconsin, Marilyn Curley from New York and Betsy Brooks froms&éuri. This
opportunity in the Chicago EDHI increased the possibility to havesadoea variety of
EDHI programs in different states. Establishing a network withesBmDHI programs
was the goal to inspire the foundation of the Gaza EDHI progtaah will be

implemented eventually.



58

In addition to networking with some of the EDHI programs in severesstat
attending some home visits in Colorado, helped in increasing the tamting of the
nature of the services that are provided to the DHH children anddhelies. It helped
in giving a clear overview of the formulation of the home visit'svateds and structure.
In addition, it was very helpful to observe the family and child readb the parent

advisor and to the information that are given to the child and the caregivers.
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Questionnaire answered by seven EDHI programs in seven diffeaes.st In
addition, each program has its website and guiding informative nisteriaooking
deeply into the programs and the services that they provide gave me a clear idéaeabout
design principles and rules. All programs agreed on the point of usargily tentered
program, where the family is the key factor in the succedsegbriogram and the type of
service the program is going to provide to the child and his parents diyent8ance
EDHI and ED programs are mandatory in most of the states, tdehhas its own way
to set up the program and use whatever material to support the progththe seven
states that replied to my questionnaire use their own way ofgseft the goals and plan

of action to work with the DHH children and their parents.
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Analysis of Programs and Design Principles:

Table 1
Program Missouri Colorado New York| California Vermont| Idaho Wisconsin
location
No. Of | 27 350 14 50 19 1916 No
enrolled records
children
Number of| 50 Changeable,| 35 100 40 2000 40
served not been
children for reported
the last 2
years
Type of | Family Family Family Family centered Family | Family centered Family
program centered | Centered centered centered centered
No. of | 7 100 5 28 11 120 6
employees
Qualificatio | MA in | MA in deaf| ASHA California MA in | Different degrees T least a
ns required | either TOD| education, | certified teaching ED. Ref. Idaho InfantBA in a
or SLP SLP, master credentials, Audiology | Toddler Program deafness
Audiology degree experience inor Deafl eManual. related
and  proper deaf early childhood ED. field.
training  in| educators | development, | Should
working with | or speech SLP, sign| participate
young DHH | therapists | language skills.| in training
Referral Through Typically No special From pediatrig Referrals | Referral from A formal
system diagnosing | from referral audiologists, from diagnosing  reliable referral
hospitals | audiologists, | system regional centefr Audiologi | partners across thdrom a
could come workers and st and part state diagnosin
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D

from doctors community. C office g instituts
too. with a
final
diagnosis.
Enrollment | Hearing Any degree Hearing Suspected  orDiagnosed Developmentally 0-3 having
Criteria loss of  hearing| loss of| confirmed or delayed. a
loss age birth 50dB  or| hearing loss suspected document
to 3. more (any degree) hearing ed hearing
ages 0-5 loss. loss,
children
with
multiple
disabilitie
S with
suspected
hearing
loss  will
be
accepted
in the
program
Multi- Work in | Psychologi| Teachers of Occupatio| Yes ED.
Disciplinary coordination | st, deaf, SLP/| nal audiologis
team with the| behavior | Occupational | Therapist, t, SLP,
multidiscipli | specialist, | therapists, physical deaf ED.,
nary team of nurse, consulting therapist, psycholog
Intervention | educational pediatrician, from the ist,  sign
Colorado and evaluator, | audiologists, part C language
Centered counselor, | childcare program. consultant
Board TOD, specialists and and deaf-
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speech social workers. blind
therapist. consultant
Home I 1-4 Upto5 1-2 1 Following the IFSRConsultan
visits/week visits/month, plan. t program
as decided with home
during  the visits
IFSP upon the
meeting. need anc
request
from the
El
program.
Ongoing Related tg Training via| SKI*HI Ongoing Must Program eManual. State
training for| El topics | workshops, |and monthly  staff| complete laws,
staff statewide creative development, |the legislation
conferences, | curriculum | monthly brown| SKI*HI s. |IDEA
webinars, training bag lunch, training. laws, and
and one or monthly Vermont meeting
one consultation has 2 consultant
mentoring. with mental| certified S areas o
health and SKI*HI need.
monthly consult trainers.
with
neurodevelopm
ental
pediatrician.
Training No Chip parent SKI*HI No. Have anNo Special eManual NO
manual manual. and regular employee
meetings | manual. Heathandwelfare.idah
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with 0.gov
director.
Mode of| Verbal, no| Signs are Use of| Total Use of| According to family| Use of
communicat| sign used if the ASL, communication,| sign need, yes. sing
ion used language | family bilingual | signing exact language language
chooses it asphilosophy| English and of families if needed
a : voicing at the who ask
communicati same time. for it.
on option. Assigned
deaf
mentor
will  train
them.
Age of| 0-3 Anytime the Birth Birth for home| As early| 0-3 0-21 years
illegible child 5 Visits, 12-16| as old
enrollment identified months for| possible
with hearing center based,
loss at the first with parent
age from 0-3 and then 18
months in the
toddler class
Program Individuali | Family- Skilled Expert and Skilled Family centered Team
Strengths | zed Centered, staff, committed staff| staff work| program dedicated todiversity.
programmi| outcome  — families Comprehensive| in a small| providing EIl services
ng for both| based, datasupport, services, highstate andto children and their
child and| driven with a| focusing | standards angdthe families.
family, rich  history| on creative relationshi
center of outcome| language | curriculum. p that
based data on the developme have
toddler children and nt and evolved
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class, family. natural among
weekly Highly environme audiologis
group skilled nts to ts, other
informatio | providers, support service
nal skilled overall providers.
meetings, | mentors. growth of
support the child.
group,
parent
coaching
and
audiology
services.
Needed More Staff | Not Offering Free hearing Get Full time jobs for| Solid
developmen answered evening tests, better parents | contracted specialists.foundatio
ts and payments  for together n for
weekend | teachers. on a regional
home regular teams in
Visits, basis. A the state
unlimited library for with
supplies of each expertise
dvds, cds office. in EI for
and books DHH
to leave children.
with  the
families
for them to
keep.
Amplificati | Onsite Clinical Audiologis | Teachers  angdAudiologi | Onsite  audiologists Audiologi
on working audiologist |t that is| parents performst who| who are responsiblest
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troubleshoot audiologist responsible regular testing deals with| for amplification| responsibl
ing responsible for the| on the| the follow up. e for
for fixing amplificati | amplification problems consultati
amplificati ons of the system and if of on and
on children there is & amplificat solving
problems and the problem it will|ion and the
support for| be referred to solves amplificat
the team. | the Audiologist.| them. ion
problems.
Special My  baby| CHIP parent SKI*HI Creative SKI*HI SKI*HI No
curriculum | and mel manual  as curriculum, talkj and Deaf specific
book. well as around the Mentor curriculu
SKI*HI. clock and m
AuSplan.
Deaf adults None Access theMentoring | Teachers andAs No Deaf
role deaf role| program | supporting staff, Mentors mentors
model for  deaf to teach and staff
program adults to families members.
administered | contact and ASL or
by the| support other
Colorado hearing signed
school for the parents. systems.
deaf and
blind. Also

there are dea
professionals

employed as

regional
coordinators

and CHIP
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parent
facilitators.
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Comparing the surveyed programs in the previous table it is Veay that all
programs are family centered, they all use continuing educationprove the skills of
their employees and all of them are using a specific curntul®ix out of the seven
programs are using sign language and 5 are using total communicatoigues. All of
the programs have a referral system and will work with childriem ave either diagnosed
with hearing loss or are waiting to be diagnosed. The enrollmensdgam 0-3 years
old, and 6 programs out of the 7 don’t work with more than 50 children a y&ar
multidisciplinary approach is used by all the programs, includingeaded disciplines to
work with the DHH and their families. In most of the prograhesrequired certificates
for the working team shouldn’t be less than MA in one of the deaf taioh and
rehabilitation fields.

Since the analyzed programs in the table are similar in shlnadl the
characteristics, and all of them are successful and functiondl| ie good to combine
the good characteristics that will fit the situation in the Gaizg and put them together
in the early intervention program that will be implemented in Gawee big issue and
challenge that faces all the program is the fund. Most of thagggms don’t have the
needed fund to implement all the activities they plan to or washawve. This matter
should be taken into consideration when starting the implementatiomeoiGaza
program. Sufficient funds should be guaranteed by the donors anchphlemienting
organization to insure the correct and strong start of the programe, Sihe

implementing organization is going to be Atfaluna, it is guaranteedhbgirogram will
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be funded through the European Union (EU) commission office in Gaza anudtike
east. Atfaluna has applied for fund for an early detection ang iegetvention program
to be implemented in the Gaza Strip, for three years. Thefysars of the project will
be devoted to the early detection of DHH newborns, and then the ifutitis last year
are going to be for the early intervention program to work with thecteteDHH
children and their families. While the early intervention progrmastarted, application
for continuity fund will be placed. All funding organizations will belintg to support
the program upon the outcomes and the reports of the beneficiAsesresult, the first
year of program implementation will be very important to providediwneors and the
local community with a convincing outcome that will guarantee its continuity.
Program Per sonnel:

The employees of the program will be working under the manageuatigie of
the program itself, which will be administered under the admatigé system of the
whole organization. Employees will be recruited following the progneed that was
determined through a series of meeting needs assistance, fioraddithe assigned
budget by the donor. The following team is the team that is going tteebmore of the
program as the start:

1- Program manager

The Director of the outpatient clinics will be the program manager.

2- Social workers
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Working for the ASDC as full time and will be working for the Ebgram
part time.
3- Psychologist
Working for the ASDC as full time and will be working for the Ebgmram
part time.
4- Five early interventionists
Will be chosen out of a group of speech therapists or audiologistsantsist
who have a diploma in the field of speech therapy or audiology.
5- Accountant
The accountant will be serving the project through his/her job at ASDC
Is the accountant responsibility to follow up the budget and financeasnef
the project and will also be responsible for all the needed filaegarts that
should be presented to the donor.
6- Secretary
The secretary of ASDC will be responsible for coordinating tbekwf the
El team through calling the families and receiving calls and niotes
families and other organizations.
7- Sign Language Instructor:
The sign language instructor is a position that is under the schodlstruc
Since ASDC holds ongoing sign language courses, the EI team will be

attending the courses upon their skills level.
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8- Deaf Mentors
Deaf mentors are going to be selected from the teacherstaasigroup at
ASDC school. They will be working with the EI team and the fi@sito
give opinions and consultations on the habilitation processes.

O- Drivers
The drivers who work a full time job for ASDC will also be working for the
El program as it is considered to be one of its programs. Théyavi
responsible to transport the teams to the locations of their asis
according to a set plan.

I mplementation:

The EDHI program for the Gaza Strip is going to be one of the progécts
Atfaluna Society for Deaf Children. It is one of the biggestf @eganizations in the
Gaza Strip. Since Atfaluna has started and early idenitfitatogram of hearing loss, it
is crucial to follow it by amplification and early interventiofherefore, the program is
going to start January, 2011 by the training and preparations. The lagto@lvisiting
activities will start 2 months after the initial start of the program.

The implementation of the early intervention program at the beginnitig wi
depend on the external funds to be functional and self sufficient tasdirg) program
that serves all DHH children and their families. As a tesitfaluna has already

received the funds for the EDHI program for one year.
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The program is going to be run under the administrative structufteeofvihole
organization. It will be run and supported by the personnel of Atfahmaever, it will
have its own crew. The working team is going to be technically refporisom the
program manager. The team itself will be standing by itseld agparate program,
financially and technically, however, it is going to run under the tubeh structure of
Atfaluna. The program will serve 40 children as a beginning; ead} iaterventionist
will work with 8 children weekly, visiting 4 children a day twice a week for one hour.
Evaluation:

The early intervention program as previously mentioned is going to be
implemented as a pilot project that is going to be funded by the Elthission in the
Gaza Strip. The funding agency will have its own evaluation requirisntieat will be
mentioned in the contract. However, the internal and external ¢ealsiaf the program
will be done by the program employees in addition to Atfalunaradtrative staff. The
team is going to meet every week to evaluate the weekhjitegiand set up the plans
for the next week. Meeting discussions and memo will be kept suinenarized in a
monthly report. A monthly report should include all the activiied accomplishments,
in addition to the challenges and problems the team has faced cwimgonth. The
report should be delivered to the general director of the organizattmnable to follow
up the program, in addition to a copy of the report that should becste tirector of

the project which will turn it to the donor.
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Every three months there should be an evaluation meeting that whiéldeat
Atfaluna. The evaluators will be from the families of the Dehildren, directors of other
deaf organizations and community leaders. A representative dbttwe agency will be
invited to attend the evaluation meeting. The evaluation commitiéeewiew the
reports, listen to the families and access some of the flRscommendations will be
written and sent to the general director of Atfaluna who wiitséto the manager of the
early intervention program for action. At the end of the programrniatienal and
national expert, in addition to the donor agency representatives wilbripe a
professional evaluation on all program components. This evaluatiomevilhe most
important one as the continuity of the program funds will depend on theneegcof this
evaluation.

Recommendations:

An early intervention program for the Gaza Strip is very impoff@ar the fact that
the number of newborn with hearing loss is very high. As a resultvithibe a good
chance to provide needed services to this group of people and théedawhich at the
end will hopefully result in a positive impact on the communithAs a result the
following recommendations will make it possible to start a funatignogram that will
eventually serve all the DHH children:

e Convincing the local community and families of DHH of the bendfitshe

program and gain their support.
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e Convincing the donors of the importance of the program and the huge outcomes

that will result from its implementation.

e Follow the infrastructure protocols and materials for the progmsucceed and
achieve its goals.

e Make the deaf community and deaf leaders’ participation iptbgram as active
as possible.

e The program should be implemented under the administrative structuse
working organization that is trustable by the community and thdiésnof the

DHH children.

Conclusions:

As a result of all the previous work of literature review aray@ms analysis, it
was concluded that it is important to establish an earlysaitéion program for the Gaza
Strip to serve the large number of the DHH children. Since early identficaithearing
loss is being functional in Gaza, the number of young children whizssd¢han 3 years
old who are identified with hearing loss is dramatically insirga  Those children and
their families will be the target for the early interventiongyram that will be associated
with this work. The early intervention program for the GazapSthould take some
aspects into consideration that includes family structure, islamies and social
traditions. A successful program should respect those aspeotgdndccording to the
structure of the Gazan community. Training and manuals that aeégded will be used

to insure the continuity of the program and that the services thpt@neled to the DHH
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children and their families are up to date. The success andwonof the program will
very much depend on the families and community support as well &g teaim work of

the program team.
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dix 1:
onnaire of the early intervention programs:

Name of the Programs:

. Name of the responding person:

. Position of the responding person:

Date of Completion:
The state/s where the program is functional:

Number of children the program is serving now:

. Number of children the program has served in the last 2 years. (Who is still in

service and who is out?)

8. Is the program family centered? Yes — No

9. How many workers:

10. What are the qualifications for a person to work for your EI?

11. Do you have a special referral system? How does it work?

12, What is the enrollment Criteria for the children in your program?

13. Do you have a multi — disciplinary team? Who serves in it?

14. How many home visits a week do you give the child who is in service?

15. What kind of training do you give your workers?

16. Do you have a special training manual for the workers? Can | get a copy of
it?

17. Do you use sign language? How does it work in you program?

18. At what age the child is eligible for the program?

19. What do you think the strengths of your program are?
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20. If you could, and have enough resources, what are the changes that you
would like to make to your program?

21. What are the responsibilities of the person who deals with the ampdficati
problems?
22, Do you use any curriculums such as SKI-HI?

23. How do you involve deaf adults in your program?



84
Appendix 2:

Infrastructure of the Early Intervention Program for the Gaza Strip:

I ntroduction:

This program is going to be used in the Gaza Strip (Palestinigongr with the deaf
and hard of hearing children (DHH) and their families. The progwmith be
implemented through a funded project by the European Union Commission in the
Palestinian Territories and the Middle East for one year. Tnesf will be used to
establish the infrastructure for an ongoing functional program thatsseéinee DHH
children all over the Gaza Strip. It will be administered &oibwed up by Atfaluna
Society for Deaf Children (ASDC), which is implementing an eddyection program
that is targeting the newborns at the Primary health cars. uiiithe Early Intervention
program will be serving the newborns that are detected with angearpairment. As a
result, both programs will be working in full cooperation and will lm®rdinated.
Children with all degrees of hearing loss once it is detectedcantirmed will be
enrolled in the program. Family support and use of educationlahitees will be
important for the newly detected children to set up a habilitgislan. Children with
mild to moderate hearing losses and children with unilateral heéossgs will be
included in the program for orientation and support. Once the childréittedevith the
suitable amplification systems, children with middle to modeeand unilateral hearing
losses will be discharged from the program and will be refeoea $peech/language

therapy program. Children with moderately sever to profound hearingslossl
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continue to receive the services even after they receiveatmalification. The use of
any mode of communication with those children will depend on the degrbenefit
they will receive from their hearing aids and the family supand cooperation with the

early intervention team.

It is important to mention the difference between DHH Miaibn and
rehabilitation, as habilitation or rehabilitation is the processamfessing the residual
hearing of a DHH person through the use of assistive devices and/araudiining
techniques. The term “habilitation” is usually used with children wate prelingually
deafened or DHH, and the term “rehabilitation” is used with@Hy of hearing person
who lost their hearing after acquiring speech and language. Heabiiigation seeks to
help the DHH child develops skills that are not present sucheaglility to use the
residual hearing and oral language or a signed language that makesililgpde
communicate. . In addition, the child who is born with a hearing lossdbeutrained
on using all means to access sound for the reason that hearing paemtsaoft their
DHH children to understand and produce speech sufficiently wellnonemicate in the
hearing world. They choose spoken Arabic as the child's intended priarayyage,
since it matches their own. Other parents envision sound as an adjsigm language
and/or speech reading; their chosen language may be sign or spoken 8t others,
particularly those whose children have profound hearing loss, are maerned about
the child's safety. They want the child to be able to hear wasniags, trucks backing

up, car horns, and fire alarms. Speech is not as important to thheséspao they usually
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choose sign language as the child's main form of communication. Witimethe
techniques in hand such as cochlear implants and digital hearing aids, prioézurimd)
loss is being partially solved and the young children who receivabsiiamplification
on time will be able to use their hearing to develop spoken languageevidr, those
new techniques are still not available and fully accessibiearGaza Strip. As a result,

depending on sing language will stay important for the time being.

For those who became DHH after learning spoken language, the pgoelrgf
rehabilitation is to restore a lost function. Individuals who expegiemearing loss in
adolescence or older usually do not have great difficulty witedp@roduction, since
they are familiar with the movements necessary and receive feedbadké&onuscles to
determine accuracy. Younger children, whose speech patterns are definasl, may
have more trouble producing intelligible speech (depending on the degtesarafig
loss). Also, they are still learning language, so they need exénatian in that area of

development. For both groups, speech perception is essential.

The program will be funded through Atfaluna Society for Deaf ChildASDC).
It is a nongovernmental organization that works with DHH childrenthadt families.
Atfaluna has launched a newborn early identification program iG#za Strip targeting
the primary health care units of the United Nations for Relred &/ork Agency
(UNRWA). Following this program, the early intervention programi start working
with the children who are indentified with hearing loss. The pragsagoing to be

funded by the same funding agency (European Union office in the Middle East, EU).
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Program Development:

The program should take into consideration all the community anédpects in the
Gaza Strip that will be either limiting or supporting the staffl the deaf school to be
able to implement it. For example, it is important that thprBram should understand
and carefully deal with the family structure and include tderg decision makers in all
the decisions that will be made along the habilitation processddition, the program
should respect the social and religious traditions and rules véimg the actual home
visiting. Women EI should be properly dressed and covered and should respect the house
they visit, in addition, women cannot visit a house with the ordyfdéither there alone,
there should be a woman and a man in the team. The previous exgimples idea
about some of the community and life aspects El team shouldntakeonsideration, if
not the community will reject the program and will refuse td dath it and will deprive
the DHH from the service which will limit the success of firegram and lead to a

complete failure. The following characteristics should be taken into cosisoohe.

1- Community.

2- Families

Community:

The Community of the Gaza Strip is a closed restricted Muslim contynuimost 98%

of the people in the Gaza Strip are Sunni Muslims who follow tlaenls instructions
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and rules. In addition to the Islamic rules there are soaditivns that influenced the
families and the social relationships. Any family that dadisabled child believes that
this child is a gift from God to test their patience and acoeptaf God's will. As a
result, it is very important for the staff that will be warli for the EI program to
understand this concept and respect those beliefs. The program shoulchegain t
community support and be trusted by the community members sl sueceed and be
beneficial. If the program does not gain the community trust it will be impedsir it to

be functional. As a result the program should work on convincing the comyniani
support before it starts. It will be better to announce the progoathe community
before starting the actual work, because it would be awkward tdeestaff knocking

the doors and getting in the houses without being announced and known by the local

community. The following will support the program integration into community:

1- Atfalunareputation and respect in the community:

Since the program is going to be working under the supervision and sappdluna
Society for Deaf Children, which is a well known respectable ozg#on; this will be

the first step towards gaining the community trust and support.

3- Workshops:

In addition, there should be several workshops to announce the projeotdiscuss the
community needs. Workshops should be held in each area of the Gpzsefarately.

During those workshops, a supporting committee should be either eleatedsan by
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the attendance to work on supporting the project in the communitylow ft up. This

committee is going to be very important in order to provide solutma#l the challenges
the staff might face with the local community such as familefusing to cooperate with
the team due to certain religious or social beliefs and songhb@hood leaders who

might refuse to allow the team to visit houses.

4- Community representatives:

Through Atfaluna, the program should call for a meeting of communitgseptatives
such as legislative council members, Mosques imams and reptessnbf other NGO
that work with the DHH children. In this meeting, the program managerAtfaluna
administrative staff will discuss the program with this group rmopartant people to
convince them and gain their support. Gaining the support of this group of palbple w
lead to gaining the support of most of their followers and workers which misanst all

people who are concerned in developing the community and supporting disabled people.

5- Media:

Finally, media should be used too to announce the program and its bebetitd.radio
stations and televisions would be a good medium to reach every &odgalk openly

about the program, why it's needed and what are the expected outcomes.

Families:
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The program should be family centered. It is very important td with the
family issue in a way that pays close and careful attentidhd extended family. The
extended family is very important in the social structure of taeaGstrip. It is usually
about dealing with all the people at the house considering everybquhns@se for the
needs of the child. Usually the family of the DHH child liveshim a bigger family
structure. Older people in the family should be consulted about theatecihat will be
made. When having a DHH child in the family, not only the pareitb&vin charge of
making the decisions, the grandparents, uncles and aunts will lds® i decision
making and sometimes they might refuse some decisions thatbdemn made by the
child’s parents. As a result, the program should be designedke angood use of the

extended family’s role in the habilitation process.

Prior to starting the actual home visiting program, the stafhibees who will be
assigned to work with each families will perform an evadmaof the family structure
and identify the decision maker and the way decisions are megarding the DHH
child. The early interventionists have to be aware of the fastilycture and ask to
include the older people in the decisions that will be made Her dhild (more
explanations in pages 12-15). Ignoring other people who might be import@tision
making might lead to an ineffective relationship with the faraitg less or no benefit to
the child. Understanding the family structure and dealing with ity as unique will
help to provide the child with the best service, in addition to emi@rtiie number of

caregivers who will be willing to learn the techniques to help the child and leistpar
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Structure:

Administrative:

The program will follow the administrative structure of ASDC. DS has a
general manager, and a program manager for each of the programse thataoning in
the society. The EI program will follow the same administeacriteria of working
hours, salary chart, job requirements and financial issues; dinbdewhierarchically set
under the administrative structure of Atfaluna. Financially,Eh@rogram will get its
budget through the EU fund. The financial manager of Atfaluna will heonsible for
all the financial aspects of the program and will be in chargbeopayments and the

costs of each single item.

Employees:

The employees of the program will be working under the manageuatigie of
the program itself, which will be administered under the admatigé system of the
whole organization. Employees will be recruited following the progneed that was

determined through a series of meeting needs assistance, tioraddithe assigned
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budget by the donor. As the program will be a pilot project for e, yhe team will

be:

1- Program manager

The Director of the outpatient clinics will be the program manager.

10-Social workers
Working for the ASDC as full time and will be working for the Ebgram
part time.
11-Psychologist
Working for the ASDC as full time and will be working for the Ebgram
part time.
12-Five early interventionists
They Will be chosen out of a group of speech therapists or audiologists
assistants, who have a diploma in the field of speech therapy or audiology.

13-Accountant

The accountant will be serving the project through his/her job at ASD{S.
the accountant responsibility to follow up the budget and financialsnafethe
project and will also be responsible for all the needed finanguartse that

should be presented to the donor.

14-Secretary
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The secretary of ASDC will be responsible for coordinating tekwf the
El team through calling the families and receiving calls and niotes
families and other organizations.

15-Sign Language Instructor:
The sign language instructor is a position that is under the schodlstruc
Since ASDC holds ongoing sign language courses, the ElI team will be
attending the courses depending upon their skills level.

16-Deaf Mentors
Deaf mentors are going to be selected from the teacherstaagsigroup at
ASDC School. They will be working with the El team and the f@sito

give opinions and consultations on the habilitation processes.

17-Drivers

The drivers who work a full time job for ASDC will also be working for the
El program as it is considered to be one of its programs. THhéyevi

responsible to transport the teams to the locations of their hasiie

according to a set plan.

The manager, social worker and the psychologist will be workimngtipae and
the other 5 early interventionists will work full time. Theamager, will work 2 hours
daily for the program but the social workers and psychologists wiltdo&ing as full

time for the ASDC and will be called to support the team wiesded. Their working
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hours will be determined by the program manager and this will bielestk during the
weekly meetings with the team. They will be paid accordingdo tvorking hours. The
working hours of the program will be the same working hours as the W@ @, from 8

amto 3 pm.

Logistic and financial aspects for the working team will be naka&re of by the
financial manager and accountants of Atfaluna, each early intemisbtwill be
contracted for one year and the contract will be renewed foltptineir performance and
achievements. Early interventionists should be in a direct comitittheir manager to
meet their needs and try to provide them of all the items teateeded for their work.
They will be using special internal forms to order their expenditanel logistics such as
papers, pens, files, toys, workbooks, colors, educational toys, and cdiooikg, and

then hand it to their manger who will hand them to the purchasing department.

Areas of knowledge and competencies:

The employees of the El program should be knowledgeable in the fiettbabf
habilitation and rehabilitation. Everyone in the team shoulddweetd on the techniques
of early intervention and DHH children habilitation and familyeatation. It is very
important for the early interventionists to be trained on themifft ways of dealing with
families and their children and on the possible threats to thessuotehe habilitation
plan and what are the techniques required to overcome those thraatdy role is the

most important role in the process of rehabilitation, so every gddrventionist should
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know how to tackle this issue and deal with it for the benefit ancessaf the program

the team members and areas of knowledge and competencies are:

e Program Manager
e Psychologist
e Social worker
e Early interventionists
Every one of the team members should be knowledgeable and trained on the
following items, however, the manager, psychologist and social workdnave
enough experience at the basic information regarding sign language, amadmy
physiology, DHH habilitation and rehabilitation and family oridiota
Therefore, they shouldn’t attend the training in those fields but shdelodathe
training on other fields. The early interventionists howevdr,rsted to receive
comprehensive training in all following fields.
1- Hearing loss anatomy and physiology.
2- Palestinian sign language.
3- Deaf habilitation and rehabilitation techniques and processes.
a. Training in auditory perception. This includes activities to increase
awareness of sound, identify sounds, tell the difference between sounds
(sound discrimination), and attach meaning to sounds. Ultimately, this
training increases the child's ability to distinguish one word from another

using any remaining hearing. Auditory perception also includes developing
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skills in hearing with hearing aids and assistive listening devices and how
to handle easy and difficult listening situations.

. Using visual cues. This goes beyond distinguishing sounds and words on
the lips. It involves using all kinds of visual cues that give meaning to a
message such as the speaker's facial expression, body language, and the
context and environment in which the communication is taking place.

. Use of sign language: This will help the caregivers and the child to
establish a mean of communication as early as possible, especiallpprior
receiving the amplification.

. Improving speech. This involves skill development in production of speech
sounds (by themselves, in words, and in conversation), voice quality,
speaking rate, breath control, loudness, and speech rhythms.

. Developing language. This involves developing language understanding
(reception) and language usage (expression) according to developmental
expectations. It is a complex process involving concepts, vocabulary, word
knowledge, use in different social situations, narrative skills, expression
through writing, understanding rules of grammar, and so on.

Managing communication. This involves the child's understanding the
hearing loss, developing assertiveness skills to use in different listening
situations, handling communication breakdowns, and modifying situations

to make communication easier.
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g. Managing hearing aids and assistive listening devices. Because children are
fitted with hearing aids at young ages, early care and adjustment is done by
family members and/or caregivers. It is important for children to partecipa
in hearing aid care and management as much as possible. As they grow and
develop, the goal is for their own adjustment, cleaning, and troubleshooting
of the hearing aid and, ultimately, taking over responsibility for making

appointments with service providers.

SN
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Hearing aids troubleshooting.
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Modes of communication.

Each early interventionist will receive a training course ofcéhtims. The training
course will be held at Atfaluna training center and will be givearbgudiologist, speech
therapist, psychologist and social worker. Each trainee vadlive 100 training hours.
The initial group of trainees will be 7 to 10 people who have a 2 gegree of
audiologist assistant or speech/language therapist assistandf tBetrainees group and
depending on their performance in the training course 5 people wilhdeew to start

working for the El program as early interventionists. The 5 eargniantionists will
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start working for the program immediately after the training aguiclowing a list of

families that will be prepared by the Audiology outpatient clinic.

Each early interventionist will meet and work with specfamilies . Each early
interventionist will work with 10 families as a beginning, in terofshome visits,
meetings and sign language training courses. The first meetingithbé held will be
to introduce the families to the early interventionist who is gartgetworking with their
child and for the early interventionist to know the family, meetdhiédd and get the
chance to discuss the family structure and the logistics, tiamdgdecision making. It is
important to talk with the family about their expectations and sieed find a common
understanding towards a better service to the child. This mestingry important o
break the ice and establish an initial trust between the family and tiienéanventionist,
for that when he/she starts the home visits, the familieskwdw who and what to
expect. In this meeting families will meet with the audiolggise speech therapist, the
social worker and the psychologist. They will be introduced to the wbkala that is
going to be working with them and will also have the chance to méebttier families

and listen to their experiences.

Home vigits:

This program is going to be a good chance to train some of the schdwrtean
early intervention technigques in addition to increasing the numbethef early

interventionists for future expansion of the program. It will alsoabgood peer
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mentoring experience to increase the programs efficiency andiedfexds. This will
provide each early interventionist with a mentor who will point betrtweaknesses and
strengths and will discuss improvements of the plans and the agtions explanations

in page20).

After the training and the meeting with the families, eactyeigrventionist will
set up his/her own working schedule in cooperation with the program manager.
program manager will be responsible for providing the team witheisls and logistics.
The schedule will be full with a full load work as the teamnmbers will be full time
employed. Each early interventionist will work with 5 chéldra day starting at 9 am to
2:30 pm with half an hour lunch break in the field. The work day vatt @t 8 am. The
team will leave the center and go to the field at 8:30 am. Thesgivem a chance to
meet in the morning, prepare their files and get ready for theik. The early
interventionist will visit the same child twice a week. Tyl be two groups of 5
families, Sunday and Tuesday is one group and Monday and Wednesdayothethe
group. Thursday will be in the office day, for lectures, discussiopgrpeork and other

preparations for the next week.

The early interventionist team will leave the center instome care and will work
in the same area every day. Starting at the northern atka Glaza Strip (Beit Hanoun,
Beit Lahia, Jabalia and Sheikh Radwan), then Gaza City ( B€achp, Shegaiah,

Nasser, Zaytoon, Tal al Hawa and Remal), then the middle céiNyssirat, Burij,
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Maghazy and Deir al Balah). The south will be covered lategwiollg the success of

the program and the available fund.

Covering those areas will be difficult, so there will be a cades to decide
which areas should be covered first. Since the program willwoity with 50 children
at the beginning, the areas where the work will be conducted shoulddzetol each
other so that the whole team works in the same area which akk measy for the car to
be around them and pick them up and move them to the next house. Housesswher
only the mother in the house should be visited by a female eadyemnitionist and
houses where is only the father in the house should be visited witlal@ early
interventionist. It is for the team members and the program matagkecide which
houses will need to be visited by both male and female eadyventionists. It is
usually needed when there is only a male caregiver with the iohilte house. In this
situation, a female early interventionist cannot enter the hdose;aa male partner
should accompany her. When there is only a female caregivertivatichild in the
house, a male early interventionist cannot enter the house alone, hd $leow

companied with a female partner.

The first home visit will be devoted for collecting data and cotimgehe file and
discussing with the family all the organizational issues forfuhe&e work. Files should

be completed at the first home visit with the following data:

1- Name:
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2- DPOB and Age

3- Address

4- Phone/Cell number

5- Type and degree of hearing loss
6- Referring source/contact person
7- Mode of communication.

8- Previous services

9- Family type/ extended or core
10-Citizenship status

11-Family socioeconomic status/ rated from 1 to 5, as one is poor and 5 is rich.

This information is supposed to be collected in the initial intassien when the
early interventionist meets with the family. Data could be getad during the first
home visit. The file should be completed after the first homi with all the listed
information. Files will be reviewed by the program managenehuisits will be stopped
if the child’s file is not completed. It is the early intemtionists responsibility to fill the

information and complete the file.

Each home visit will last one hour, and before going to the house d)Hiie
child, the early interventionist should confirm it with the famillgamilies in the Gaza
Strip have consist of an average of 5 children and they usually live in a big house with the
uncles and the grandparents. Sometimes, there are things goihg bause that the

parents of the DHH child can help it and wouldn't be able to have thg ea
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interventionist visit them. Setting up the home visits schedule gtomidone in a full
cooperation and coordination with the family. Families should alscohsulted with

any changes to the schedule.

Each home visit will be set in a particular way as a padteach team member
will follow. First 10 minutes are to talk with the care giveoat the time between the
home visits, what happened, what are the problems and challengdadbe with their
child and if they have any questions or comments. 10 minutes of regi¢iae last
session, and 30 minutes working on two tasks. The last 10 minutes will beptamitae

session and answer any questions the caregiver has.

Family Sign Language Training:

ASDC holds sign language courses for families of DHH immelyiafter the
identification of the hearing loss. Parents of children with moelgraever to profound
hearing loss usually sign up for the sign language training course.e 8iiscis an
education program that has been going on for almost all parents of dbiidien,
caregivers of the DHH child will be given a sign language traicmgyse prior to the
start of the home visits. They will be given a basic courgdfatluna, by sign language
experts and deaf leaders. The sign language course should makabtbetm use basic
signs and know at least the sign for each simple work they wilsby with their child.

This training course will also be funded through the EU funds and willolae month.
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Following, the program team will have to attend the sign language sothat are
conducted at ASDC for the staff. Those courses are categondddweeled. Each team
member will have to go through the evaluation and placed in hig¥el | This ongoing
training is required for all ASDC staff and will be a requiretrfer the early intervention
team. With this intensive comprehensive training, all team lmeesrwill be expected to

be able to communicate using sign language easily.

Deaf Mentors and assistance:

Atfaluna Society for Deaf Children (ASDC) is a leading orgaionain the field
of deaf habilitation and rehabilitation. ASDC has the biggest deaimunity in the
Gaza Strip who is working either at the handicrafts shops omebeeassistances. The
deaf people at ASDC act as an independent community with itdeagiers and rules.
They usually have good relationships with their hearing coworkers andsasign
language teachers. It is the deaf community goal to teachhiaimg coworkers sign
language and help them communicate. It will be one of the programtgoase the
assistance of the deaf community at ASDC to help train thyg ieggrventionists and El
program team members, in addition to the caregivers of the DHétaion the proper
use of sign language and introduce them to the deaf community. Tharassist the
deaf people will be crucial to help the families of the DHH dewn the use of sign
language and that their child will not be stigmatized becauseind sgn language.
Deaf role models are very important for the program to sdcaed will be helping the

early interventionists a lot in their communication with theifi@s In addition, deaf
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adults could be working as mentors for the early interventioarsishelp them improve

their techniques and performance.

M ode of Communication:

It is important for the each early interventionist to be kndgéable about the
total communication which is the use of any and all commupitaiethods necessary to
facilitate language acquisition. This system, which typicallysusign language, may
include: speech, finger spelling, manual signs, gestures, speech readihgpeeeh and
augmentation of residual hearing. Basically, this mode of comntionaaay utilize any
combination of the communication options depending upon the child andnhily.fa
Some children might not be able to use speech reading due to vision problemsués a re
each child is special and could use some of the means but nottladinef In addition,

they should be able to use all techniques associated with this mode of contimntnica

Using sign language should be in a full cooperation with the family and caregivers
and should depend on the child’s hearing status and use of amplification. In the Gaza
strip the use of sign language is very important since the advanced technology of the
digital hearing aids, cochlear implants and assistive listening devidesstice FM
systems are not available and so difficult to be afforded by families. Inaadditnors
will rarely fund such expensive devices as they will always ask for tlogieynto be
used with as much children as possible. As a result, the only way for antiplifisathe

use of analog hearing aids that are not very functional in providing the children who are
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suffering a severe to profound hearing loss with clear speech signals. Therefore, the us
of sign language is very important and is the only way in the mean time to provide the
children and their families with a suitable functional mode of commuaitati

The limitation of the options of modes of communication should be putclesay
for the families of the DHH children and should be discussedtivgin at all levels. In
light of the current situation of the Gaza Strip and the linaitatsf technical options,
families should understand that there are not many options to choosednd sign
language should be used with their children no matter what they reachanhthey think
of the new technology. Families of DHH children in the Gaza Strip wantdhigiren to
be able to communicate using speech and will usually refusesthef sign language
with their children. The use of sign language and hearing aidsarght to be a stigma.
Families will try anything for their children not to use signduage and will refuse any
attempts to convince them. This will be the most important stejpel whole program,
convincing the families of the DHH children to use sign languagettdin children and
for them to learn the sign language to be able to communicateheith tit is going to
be a multidisciplinary goal to convince the parents with the uségoflanguage and
there should be a representation of successful deaf mentorslantiadels. Working
with the families should depend on their readiness to cooperateheithl team and the
early interventionist who is going to be working with them. Childreth wnild to
moderate and unilateral hearing losses will be enrolled in thegmofpr one month, 8

sessions to give the needed support to the family and the child amdwitebe
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discharged for the early intervention program and referred to thehdja@guage therapy
program. Children with moderately severe to profound hearing lossembin in the

early intervention program tell they meet the preset goals.

Team meeting and ongoing training:

Team meeting is a very important aspect in the EI progrdime team will be
meeting every Thursday, first with each other, then with the mand#gerspeech
therapist, the social worker and the psychologist. In this ngeetiaryone should report
their achievements and discuss the problems they encountered durimgldreentation
of the plans. Brainstorming and discussions will take place to drymiprove
performance and find solutions for problems. This meeting wilféaigtvo hours, with a
clear agenda and time table. As during the week, all team mesi@ul list their
needs and the problems they need to discuss and hand it over to thenpmagrager
who is going to be responsible to set up the priorities and set upetttengragenda and
time table. It is possible to present some cases, discuss feomly child issues and
mention some needed training options during this meeting. After thangetraining
will be conducted on different fields. The training will usualbwer a subject of need
that will be pointed out by the team members. After thenitrgj there will be a case
presentation, every week one of the early intervention teanprelent a case for study
and discussion. This case presentation will help everybody in d@he te understand
what problems they might face from a large assortment and whathar possible

solutions and expected results.
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The ongoing training is very important for the team members taug@dgted with
the developments in the field of early intervention of DHH childr&ince this training
will be covering subjects of interest that are chosen by thedsh, it will be helping
them improving their performance. The trainers will be chosewordicgly by the
manager and ASDC administration. Those trainers might be ctatiriiom outside the
society and could be specialists in many fields such as Ear &hasd@hroat specialist,
Pediatrician, Neurologist, occupational therapist, physical therapise trainer will be
chosen depending on the subject of interest of the El team. OtigC ASrkers might
be invited to attend the lectures in addition to some of thdiésmvho are interested to
know about the subject that is going to be covered. A special itéme joroject budget
Is called ongoing training. The item will cover the training castuding the salaries of

the trainers in addition to the needed expenditures.

Mentoring:

Mentoring is a new strategy that is going to be used fornrtetime in any DHH
educational program. The early intervention program that is goisgatoin 2011 is
going to be a good opportunity to try to use the deaf mentoring technique talserve
DHH children, their families and the early interventionist. apilot project, 5 teacher
assistances that are deaf will be assigned to work as mentdrstive early
interventionists. Their role will be to provide the early imggtionist with the needed
support in sign language, educational techniques and psychological and mepbad sup

that is needed for the child and the family. The deaf menttirbevalso discussing the
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challenges and shortages of the abilities of the early intéomesttafter the home visit
with the early interventionist him/herself. Since this is gahg to be a mandatory part
of the early intervention program, the deaf personnel will not go théhteams in all
their home visits. They will be assigned to accompany the tmembers when is
decided in the weekly meeting every Thursday. The success dfighisvill make it
possible to apply for funds to start a full deaf mentoring programwbeks with all

ASDC programs.

Reporting and data filing:

Each early interventionist will be responsible for the fitdshis cases. It is
important to keep the data filed and easy to access at anyiBieC will provide the El
team with all needed materials for filing. In addition, weekly pgegmreports and follow
up papers should be filled by each early interventionist to keepl¢hepiilated. At the
end of each home visit the early interventionist is responsibldl tout the progress
report and the actions that been taken during the home visit in additioa actions and
goals for the future. At the office, the reports and forms shoailtully reviewed and
filled and properly filed. Reporting is very important to follow tlne progress and the

periodic evaluations.

Reports should be comprehensive including all the information @beutome
visits goals and plan of actions. Each early interventionisthaile all the forms needed

to fill out during and after the home visit. It is the responsibdityhe program manager
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to follow up the reporting and filing of data and that all the fileslkept updated. The
program manager should hold meetings with the early interventionistsduss their
reports and the progress of their cases, in addition to discussinchalienges and
obstacles they might be facing. Meeting outcome should alsoldek &nd minutes

should be electronically mailed to everyone.

The program manager is responsible to provide the ASDC adratiustiwith a
monthly progress report with all the details about the programgress, problems and
solutions. Manager’s report will be discussed in a meeting A&BC administration

and general manager.

Financial aspects:

Since the El program is going to be fully funded by the EU profee salaries
and transportation and office expenditures will be covered by thecprojFamilies
should contribute to the cost of the expenditures and forms that are gologg used
during the home visits. They have to contribute with a relativebllsamount of money,
just to feel that the service is important and that it is roiesp service because it is for
free. Families’ contribution with a small amount of money canttdease their attention
and care and will take the service seriously. The amount bffaagly contribution will
be decided by the social worker. ASDC has a chart that thel seorkers use to

evaluate the family socio-economical status, following thiarcthe families will be
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expected to contribute to the program financially. The payment shoulekoeed 100

NIS (25%$) and not less than 20 NIS (5%) a month.

The same reward scale that is used at Atfaluna for theogegd will be used
with the early interventionists. They will be rewarded upon tperformance and
achievements. Evaluations and surveys will be done to determine ribenjaace of
each early interventionist. Families of the DHH children wid surveyed and the
manager of the program will perform an evaluation on the workefsrp@nce. In
addition, the manager will conduct field visits to evaluate thly @aterventionists work
on place and see the reaction of the families on the work that’'sadgtimtheir child. The
team member who will meet the goals that are set for es#hand gain the best reports
by the manager and the families will be rewarded financi@lpwing the scale of
reward at ASDC. Those rewards are considered to be a verygobarcement for the

workers to work harder and achieve more.

Referrals and coordination:

The EI program office is going to be located at ASDC centersahdol for the
deaf. In the ASDC center there are all the services thateeded for the DHH and their
families. It is the El team responsibility to hook the fignaif the DHH child with the
different services available at the center, such as the audidiogy the speech therapy
clinic, the occupational therapist, and the physical therapistpegia referral form will

be used to refer the family to the previously mentioned servidescorrespondence
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system will also be used to follow up the services that areedetl to the child and the
family. The Audiology and the speech therapy clinics are ldcateASDC and they
provide services to all referred patients from many sourcesy Wil deal with the
referred patients from the El program like any other outpatientth® other hand, other
disciplines who don’'t work for ASDC will be supporting the program througgir t
NGOs in a cooperation and coordination with the El and ASDC. Chikndntheir
families will be referred to those disciplines following theeredl system that is used for

similar situations for the DHH school children at ASDC.

Since the psychologist and the social worker are going to be workipgratime
for the program, they will be following up the needs of the famiiigh the early
interventionist and with the program manager. Both of them will dayréo provide the
needed support to the early interventionist at the home settinndha affice. The social
worker will be providing support in terms of meeting the DHH child ardily needs,
like finding funding resources for the amplification system, hearidg lbatteries, other
family needs, especially if the family is large and poor. Jdwal worker duties will be
completed under required assistance for the early interventiomls¢ psychologist on
the other hand will be called to visit some families for mesigport and consultation.
It is important to have both the psychologist and social worker in dhm tto be
consultants and supportive when needed. The involvement of both the psyc¢laidgis
the social worker is a team made decision that will be taken discussing the family

need and the options that are available such as providing the eanhgmti@nist with the
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needed tools and information to help solve the raising issue or a hsitms wequired by

either the psychologist or the social worker. Families can usaaKkyfor help and

consultation through their assigned early interventionist and could chomgdace of

service. All services provided to the family should be documented and filed.

Employment requirements:

Program Manager:

1-

2-

MA degree in Audiology, speech therapy or deaf education.

5 years experience in working in the field of deaf habilitation or
rehabilitation.

3 years experience in working with DHH families.

2 years experience in working in the community and dealing witlalsoc
issues.

Good English writing, reading and speaking abilities.

3 years experience in human resource management.

Excellent reporting and filing abilities.

Excellent ability to use the computer.

Excellent sign language abilities.

Social Worker:

1-

2-

MA or equivalent degree in sociology.

3 years experience of working with deaf and hard of hearing people.
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w
1

Good reading, writing and speaking English.

N
1

Excellent abilities of using computer.

a1
1

Experience in reporting and filing.

(o3}
1

2 years experience in field work.

\I
1

Excellent sign language abilities.

Psychologist:

=
1

MA or equivalent degree in psychology.

N
1

5 years experience in working with DHH and their families.

w
1

Excellent sign language abilities.

N
1

Excellent computer abilities.

(€3]
1

Experience in reporting and filing.

(@)
1

2 years experience in field work.

\l
1

Good reading, writing and speaking English.

Early Interventionist:

o
1

2 Years or higher of education in speech therapy or deaf education.

N
1

Excellent sign language abilities.

w
1

1 year experience in working with DHH.

N
1

Flexible and able to work under pressure.

(62}
1

Good reading, writing and speaking English.

(@)
1

Excellent reporting and filing abilities.
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7- Able to use the computer.

The previously mentioned posts are the main posts for the program to be
functional. Other posts and positions that will be associated withrtiggam are already
existing and working for ASDC. Accountant, driver and secretary are going tovibegse

the project through their positions.
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Appendix 3:

Training manual outline

The training of the Early Interventionists will be comprehensive @ndensed. It

will range from basic information to detailed information.

1- Theimpact of hearing loss on the newborn population.
a. Anatomy and physiology of the hearing system.
I. Understanding parts & functions of each part of the hearing system
ii. Understanding impact of hearing loss on the anatomy and
physiology of the hearing system
lii. Knowing the difference between treatable and untreatable
dysfunctions
iv. Being able to explain it to the families in easy terms
b. Communication and language disorders.
I. Understand the relationship between speech/language disorders and
hearing loss.
ii. Understand the communication disorders associated with hearing
loss in the first year of life.
lii. Understand the language delays and/or disorders that are associated

with hearing loss.
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Knowing the different techniques of treatment of speech production

and articulation problems.

v. Knowing the techniques of language treatment.

c. Anatomy and physiology of the speech production system.

Understanding parts functions and dysfunctions of each part of the
speech production system.

Being able to explain it to the families in easy terms

Being able to understand the difference between treatable and
untreatable dysfunctions.

Speech therapy for DHH (Listening to speech production)

2- Skillsof early interventionist.

a. Palestinian Sign Language (PSL).

The ability to use the PSL
e- Introductory course
f- Intermediate course
g- Advanced course
Teaching PSL to the DHH children

Teaching PSL to the families.

b. Deaf habilitation and rehabilitation techniques and processes.

c. Managing hearing aids and assistive listening devices



117

I- Troubleshooting hearing aids and assistive listening
devices
d- Trainingin auditory auditory training and auditory lear ning.
e Improving speech
f- Managing communication
g- Developing language
h- Using visual cues.

I- Useof sign language.

j- Creating a partnership with families.
I. Psychosocial challenges
ii. Psychosocial support
lii. Family-centered techniques
iv. Family decisions
v. Organizing a home visit

vi. Meetings and evaluations

k- Assessment

1. Assessment of the child
a. ldentify specific areas to be assessed

b. Develop a plan based on assessment
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2- Assessment of the family

c. ldentify specific areas to be assessed
d. Develop a plan of family support based on

assessment

IReporting and evaluation.



