DEVELOPMENT OF A CASE-HISTORY FORM FOR CHILDREN
WITH HEARING LOSS

Reg. No. 7

An I ndependent Project Work Submtted as Part ful fil ment
for First Year M Sc, (Speech and Hearing) to the
University of Mysore

ALL I NDI A | NSTI TUTE OF SPEECH AND HEARI NG
MYSCRE - 570 006



TO

DEAREST

APPA & AMMA



CERTI FI CATE

This is to certify that the independent project

entitl ed:

"DEVELOPMENT OF A CASE-HISTORY FORM
FOR CHILDREN WITH HEARING LOSS"

is the bonafide work/ done in part fulfilment
for First Year M,Sc., Speech and Hearing, of

the student with Register Number: 7

W Gl

Director:
ALL INDIA INSTITUTE OF SFSHECH AND HEARING
Mysore - 570006



CERTIHCATE

This is to certify that the independent project
entitled:

"DEVELOPMENT OF A CASE-HISTORY FORM
FOR CHILDREN WI TH HEARING LOSS"

has been prepared under ny gui dance and supervi si on.

(QU DB



DECLARATI ON

Thi s i ndependent project entitled

"DEVELCPMENT CF A CASE-H STCRY FORM
FCR CH LDREN W TH HEARI NG LCSS'

Is the result of ny work undertaken under the gui dance

of M. Jesudas Dayal an Sanuel, Lecturer in Audi ol ogy,

Al IndialInstitute of Speech and Hearing, Msore-570 006,
and has not been submtted at any University for any

ot her D pl ona and Degr ee.

MYSCRE

DATED: Regi ster No. 7



ACKNON_EDCGEMENTS

| amvery grateful to M. Jesudas Dayal an Sanuel ,
Lecturer in Audiology, Al India Institute of Speech &
Hearing, Mysore, for his inval uabl e gui dance at each and

every stage of this project.

My sincere thanks are due to Dr. N. Rathna, D rector,
Al India Institute of Speech & Hearing and Dr. S. N kam
Head of the Departnent of Audiol ogy, AllISH for eval uating
the tentative case history formand giving val uabl e

suggesti ons.

| amextrenely thankful to :

Charl es V. Ander son R W Keith

S. Joseph Barry
Dani el S. Beasl ey
Fred H Bess

T.E. Borton
Marion P. Downs
Thomas J. Fria
Robert T. Fulton
Sanford E. Cerber
D.P. (oldstein

Camlle S. Klein
Lynne Marshal |

Loui se M1l er
Judith A Rassi
Henry A Raynond

M chael F. Seidenan
lrving Silvernman

A. Tepper

who were of great hel p by replying and sending the case-

hi story sanpl es, on ny request.

Speci al thanks are due to nenbers of teaching staff

and post —graduate students of AlISH for sparing their



valuable tine to evaluate the tentative case history form

| thank M ss. Pushpa for typing this project neatly.

Finally I thank ny friends for their help and

suggesti ons.

kkkkkkk*k*%



CONTENTS

Chapt er Title

1. \What isaCase History?

2. lnportance of Case History in
Audi ol ogi cal Di agnosis and counseling

3. Wy a Case History for children?

4. Adults'Case History formVs. Children's
Case History form

5. Construction of a Case History for
Children with Hearing | oss.

6. Justification of the contents of the
present Case History.

7. Summary

Ref er ences.

Appendi x.

Page

2-2.3

5-5.31

7 - 7.3

A- A4



Chapter - 1
VWHAT | S A CASE H STCRY?

"Inits nost general terns,diagnosis as an aspect of
the clinical nethod is ained at acquiring know edge about
nature and origin of patient's difficulties. The essenti al
el ements of diagnosis include (1) Securing all rel evant
i nformation fromavail abl e sources (2)anal yzing these data
and (3) planning for the future"(Watson, 1963). Thus

case history forns the first el enment of diagnosis.

Lazarus and Shaffer(1952) define case history of an
i ndividual as "a story about his life presented in the

nost conpl ete and obj ective manner possi bl e".

Case history is being inuse in the nmedical-field
for a long time. Psychol ogists have found the case
hi story technique a val uabl e source of data for applied
and t heoretical purposes. Even the other disciplines

have found this to be useful in clinical diagnosis.

Case history forns an essential part of clinical
exam nation. "Hstory fortells the examnation's findings;
the exam nation adds insight to historical information.
Each acts to illumnate the other”(Fuller,1970). Case
history gives a full picture of (i) Onset (ii)Devel opnent

and (iii) Present status of the problem



Chapter - 2

"I MPORTANCE OF CASEHI STORY | N AUDI OLOG CAL
DI AGNCSI S & COUNSELI NG

A case history gives the present portrait of the
probl emin question agai nst adequate background information.
Rosenber g(1978) descri bes casehistory as 'the first test'.
Fol | owi ng poi nts enphasi ze the inportance of this first

test in audiplogical diagnosis and counseling.

1. First of all case history taking enables the
audi ol ogi st to build rapport with the case. This is

essential for further testing.

2. Case's parents get actively involved in the eval uati on,
whi | e audi ol ogi st takes casehistory. This involvenent
makes it easier for the audiologist to explain the test
findings and gi ve recommendations to parents during

counsel i ng.

3. Fromcase history, audiologist gets information
regardi ng case's age and present condition of the problem
This information hel ps the audiologist to nodify testing
procedure to suit the needs. For exanple, a three year
old child with no speech can be tested in a soundfield

situation,for hearing.

4. Synptons of the hearingloss recorded in a case history
many times point to the type of hearing | oss. For exanple,

H story of earpain, eardischarge point to m ddle ear problem
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5. Case history to sone extent, enables the audiologist to
choose appropriate test for differential diagnosis. Exanple-
While taking history, if the audiologist finds out that the
case is claimng a pension certificate for hearing |oss,
is maki ng exaggerated attenpts to understand speech and
gi ving vague descriptions of his hearing difficulty, then
t he audi ol ogi st may suspect possibility of a functional
hearing | oss. Then he may choose an appropriate test to

confirmor reject his suspicion.

6. Case history, to sone extent, indicates severity of

t he probl em

7. Information available in the case history gives an
i dea about possi bl e possible causative factor of the
problem Exanple: "Mther had Rubella in 2nd nont h of
her pregnancy”. This information indicates that the
hearing loss the child is having m ght have been caused

by Rubel | a.

Thus case history provides information which may

ei ther support or challenge the test results. (Rosenberg, 1978).

There is difference of opinion anong audi ol ogi sts
regarding the inportance of case history in audi ol ogi cal

di agnosi s.

Cole and Mary Lovely wood (1978) feel that taking

case history is an inportant conponent of differential
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di agnosis. According to Swaeitzer an audi ol ogi st can use
the case history information for assessing the validity
of his test results. Wile Rosenberg(1978) called

case history the first test, Mklebust (1954) felt that
case history taking is the first step in diagnosis Katz
and Struckmann (1972) and Hannah and Sheel ey(1975) opi ne
that case history helps to plan the test procedure

appropriately.

But there are others who question the w sdomof case-

hi st ory.

Nort hern and Downs(1974) feel that (i) case history
taking before testing induces a bias in the audiol ogi st.
This nmay affect his observations and m sl ead hi mand
(i1) an audiol ogi st need not take case history because

historical information is collected by other specialists.

But streamand Strean(1978) object to this view
According to them an audi ol ogi st need not be always a
part of multidiciplinary team In such a case, it is
essential that the audiol ogi st take case history. This

hel ps himin diagnosis and counsel i ng.
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Fulton believes nore in behavioral orientation than
in etiological identification from case history. N’arshall2
feels that the audiol ogi st nmust not spend unnecessary tine
with patient either in taking a case history or doing an

eval uati on.

Based on personal correspondence between Dr. Robert
T. Ful ton, professor, Depatnent of Hearing and Speech,
Uni versity of Kansas Medical Center, Kansascity and the
i nvesti gator.

Based on personal correspondence between Dr.Lynne
Marshal |, Assistant Professor and Cinical Co-ordinator
of Audi ol ogy of University of Nebraska Medical Center,
Omaha and the investigator.



Chapter - 3
VHY A CASE H STCRY FCR CH LDREN?

"Achildis very special. He has special charm
speci al needs, special skills and special problens. W
who serve himnust find special ways to do so and we
must do it inthe time hewll allow (Ehrlich, 1978). So
it is obvious that children are special and need speci al

care.

Thi s hol ds good for both the cases- a normal child
and a child with a problem In the case of the latter
the needs are actually nore. A J.Snedl ey(1978) feels
that- "The child who is nornmal; and easy to teach, wll
need and deserve our care. But the child with a problem
has further to reach, And should get a nore bountifu

share".

Case history is the prinmary diagnostic tool in a
clinical evaluation. "Special care" nentioned above
I ncludes a case history too. Children differ fromadults
I n many ways behavi or, needs, problens etc. Hence a
case history being used for the adults will not fit in
to the needs of children. A seperate, special one

woul d serve the purpose.



Chapter - 4

"ADULTS CASE H STORY FRM VS CH LDREN S
CASE H STCRY FCRM

A child is individualistic in his own way. He is not
just a mniature formof an adult. The case history needed
for a child has special features and differs fromthat
needed for an adult. The differences between the two can

be traced along the follow ng Iines.

1. ldentifying information for an adult includes his
address, education, occupation, inconeetc. Achildis
identified by the address, occupation, education and

i nconme of parents for obvious reasons.

2. For a child, the informant may be his parents, famly
menbers or his guardian. Mst of the tines, an adult

hi nsel f can report about his problem

3. Statenment of the problemw || be in the words of the

i nformant which differs froman adult to child.

4. Vertigo and tinnitus forminportant synptons to be
recorded if the patient is an adult. This is because
they indicate adul thood hearing problens |ike neniere's
di sease and otosclerosis. A child cannot report these

synpt ons.

5. Prenatal history forns an inportant part in the case
history for a child. It is shown by evidence that factors

whi ch affected the nother during pregnancy will have an
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effect on the devel opi ng enbryo. By prenatal history, nost
of the times it is possible to identify possible causative
factor of congenital problem This information is not

needed for an adul t.

6. Same difference between adult and child case histories
hol ds good for natal, neonatal and devel opnental histories.
Natal history includes information |ike place and type of
delivery duration of labor etc. These things determne
whether a child is born normal or with brai n damage or
congenital ananoly. Under neonatal history, came di seases
affecting the new born, exanpl e- neonatal jaundi ce causing
hearing | oss and brai ndamage i n the chil d/ devel opnent al

hi story assesses whether child is normal or delayed in

devel oprent .

7. Dosage of drugs causing ototoxicity varies froman
adult to a child | esser amount of drugs can cause otoioxicity

i n children.

8. Auditory behavior of a child throws |ight on presence or
absence of hearing loss. It is not relevant in the adult

case history.

9. Speech and | anguage behavi or formessential part of a
child s case history. This depends upon child' s auditory

awareness. An adults case history does not require this.
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10. In social history sone itens |ike habit of bedwetti ng,
t hunb- sucki ng, hyperactivity and pl ay behavi or indicate
child s enotional and social status. It is irrelevant

for an adult's case history.

11. An adult case with hearing |loss shoul d be asked about
his difficulty in hearing at hone, his occupational set

up etc. A child cannot express these things usually.

0-0-0-0-0-0-0-0



Chapter - 5
"OONSTRUCTI ON OF A CASEH STORY FCR CH LDREN
WTH HEAR NG LCsS!

The need for a special casehistory for children has
already been justified in the previous chapters. So far,
a common case-history for both adults and children is
being used in our set up. This led the investigator to

devel op a case-history for children with hearing | oss.

To beginwith, the conpiler wanted to collect the
case-history sanples used for children in western
countries, as nost of themuse a separate one for
children. For this purpose follow ng nenbers of' Anerican

Audi tory Society' were contact ed.

1. AndersonC.V. 13. Fulton R T.

2. Barry S J. 14. Cerber S E

3. BateHL. 15. oldstein D. P.
4. BeasleyD.S. 16. Keith RW

5. Berger KW 17. KleinC.S

6. Bess F.H 18. Krebs D

7. Bluestone CD. 19. Lynn G E

8. Borton T. E 20. Marshal |l L.

9. Brunt M 21. Mattingly S C
10. Conway F. S. 22. Rassi J. A
11. Downs M 23. Raynond H A
12. FErnest EC 24. Seideman M F.

25. Silverman |.



They were informed about the purpose of this project
and were requested to send the casehistory formwhich they

use for children with hearing | oss.

Menbers who sent children's case history forns were-

1. Anderson C W 8. oldstein D.p

2. Barry S.J. 9. Keith RW

3. Beasley D. S 10. Ken CS

4. Bess F.H 11. Mller L. for
Mattingly S C

5. Borton T.E. 12. Rassi J.A

6. Fria T.J. for 13. Seidman MF

Bl uestone CD.
7. GCerber S. E 14. Silverman 1|.

Sorre nmenbers infornmed that they were not using a
separate casehistory formfor children. However they
sent the casehistory forns they are using for adults.
They are Raynond and Tepper who feel that a special

casehi story for children needs to be devel oped.

Downs, Fulton and Marshall expressed their opinion
that case history does not forman inportant el enent in

audi ol ogi cal di agnosi s.

Apart fromthese casehistory sanpl es, sone appearing
i n the books -

1. Hand book of clinical Audiology - Katz.

2. D agnostic nmethods in speech pat hol ogy-
Spri estersbach & Darl ey.
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3. Hearing loss in children - Jaffe
4. Paediatric Audiology - Martin
5. Auditory disorders in children-Mklebust were al so

t aken*

Combining the different itens appearing in these
casehi story sanples, a rough format was devel oped. It goes

as follows -

| DENTI FYI NG | NFORVATI ON

Dat e:
Child's nane: Date of birth: Age:
Sex: Birth pl ace:
Addr ess: Phone:

Ref erred by:

Fat her's nane: Age:
Qccupation : Educat i on:
Mot her' s name: Age:
Qccupati on : Educati on:

Marital status of parents: Married - Wdowed - Separated-Di vorced-

Unmarri ed
Si bl i ngs:
@ ade in| Peech and
Nane Age Sex Hearing or
g school | hedica

pr obl ens
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Child is living with: Natural parents- One parent al one-
Adopti ve parents- Foster parents-
Parent and step parent- O her

Child or famly Doctor's nane:

Addr ess:

| nt er vi ewer : | nf or mant :

O hers living in child s hone:
Nationality of parents ; Fam |ly's religion:
Languages spoken in home

Statenent of the probl em

Description of nature of the problem

VWhen hearing |loss was first suspected:

By whom Duration of |oss: Right-Left-Both

What are the synptons of the |oss

Has the child received nedical attention for the | 0ss?

Dat e: Nane & Address Fi ndi ngs

Hearing loss - Fluctuates - Progressive - Constant

What do the parents believe the speech and hearing centre
can do for their child?
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Prenatal History

Mot her's health during pregnancy (put _ mark for the
appropriate state)

Excel | ent Good Fair Poor Very poor

Whet her the nother had any of the follow ng problens during

Pregnancy:

Excessive vomtting Toxem a Thyroi d probl em

Bl eedi ng Ger man neasl es Ki dney di sease

Swel |'i ng Anem a X-rays exposure

H gh B. P. Di abet es Di et

Hi gh fever Heart problem Anest hesi a during pregnanc
convul si ons Ast hama Rh inconpatibility

| f yes, during which nonth:
WAs hospitalization necessary:

Any acci dent s: Type of injury:
Whet her hospitalised:

Previ ous pregnanci es:
M scarri ages: Fal se al arns:
Length of pregnancy:

M di cati on: Name & dosage of drug: Dur ati on:

Natal history

Del i very: (i) At hone

(ii) At hospital Dur ati on of stay:
Type of delivery: Normal Caesar ean: Breech
Dry Hi gh forceps
O her
Duration of |abor Birth wei ght

Wet her anest hesi a was used Whet her premature
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Prol onged stay in incubator Birth cry

Bl ood transfusions

Whet her the newborn had any of the follow ng problens:

Fever Convul si ons/ Sei zur es
Excessive vomtting Jaundi ce (yell ow baby)

Al | ergies Birth defects

Bl eedi ng Sucking or feeding difficulty
Colic

Excessive crying

6 nont hs 1 year At present

Wi ght of | nfant

Hei ght of I nfant

Whet her child was given any injectable antibiotics:

Fam |y History

| nf or mati on Yes No Uncertain Relation to Audiologis
child conmment s

Consangui nous narri age
Fam |y Hi story of:
i) Hearing |oss
i) Ki dney di sease

iii) Speech & | anguage:
pr obl ens

iv) Learning disabilities
v) Progressive blindness

vi) Previous still births
or m scarriages
vii) Seizures

viii) Mental retardation
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i Xx) Congenital ananvolies
x) Diabetes

Xxi) Tubercul osis

Devel opnental History

The age at which the child:

(a) could hold the head erect (1)

(b) followed objects with eyes (i)

(c) was aware of [ight

Sat unsupported
Craw ed
(k) Stood al one

(d) Rolled over fromback to
st omach (m
(e) Played with hands

(1) Wwal ked al ong
Dressed hinsel f
(n) ride tricycle

(f) reached for objects

(o) achieved toilet

traini ng
(g) creep
Day Ni ght
(h) fed self
Coordi nation & Bal ance
Hand preference Dr ool i ng A

Unusual eating habits:

Medi cal history

Whet her the child had any of

Encephalitis

Whoopi ng caugh Ri ckets

Al |l ergies Rheumatic fever
Munps Polio

Scarl et fever Ear aches

Measl es Chroni c col ds

Chi cken pox Typhoi d

Meningitis

the foll ow ng di seases:

Chor ea
Tuber cul osi s

Convul si ons

(i) with fever
(i1) wthout fever

Runni ng ears
Infantyl e paral ysis

Tonsillitis
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Pneunoni a Mastoiditis Cer man neasl es
D pht heri a Pl eur acy Bronchitis
QO oup | nfl uenza
Snusitis Headache
If yes, at what age and show severe was it
erations : .
R Age Whet her hospitalized How 1 ong
Tonsi | | ect ony
Adenoi dect ony
Mast oi dect ony
Pal ate repair
O hers
?%E;de?hgrk facci dent Age Y?izgégfhfsgjta_ ﬁaytﬁgagge
i nvol ved head i nj Ury) duration & whe- Chl | d fOI | ow
t her had | ost ing accident
consci ousness
Amount of Reason for pre- | Duration of

Kﬁ9iHFBb§”have
been prescri bed

dosage

scription

dosage
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Audi tory behavi or

Wet her the child responds to:

oo

10.
11.

No ok wn e

H s nane

| oud sounds with a startle

Ver bal instructions

Verbal instructions wth gestures

Gestures al one

Mi brati ons

Oly | ow pitched sounds and never responds to high pitched
sounds such as bel |

Sounds inconsistently

Sounds with eye and/ or head novenent
Whi sper ed speech

Speech when vi sual clues are not given

Whet her the child beconmes confused with the direction of
sound

Wet her he favors one ear for |istening

I f yes, which ear

Wiether the childis inattentive to speech at hone or at
School

Wet her hearing eval uati on has been done
If yes, when wher e fi ndi ngs

Wiet her 'hearing seens to fluctuate
Any change in hearing within last 6 nonths
Alertness in other nodalities

Vi sion Touch Vi bration

If the child is/was wearing hearing aid

Make of hearing aid Model

Ear Recommended by

Age when aid was bought Hours of use per day
Child s reaction to aid Wiether Aid is

Sati sfactory
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Speech & | anguage behavi or

Dd or does the child show follow ng speech and | anguage
behavior. |If yes, what age

Qying Nor mal Little Geat deal
Babbl i ng Moder at e Little  None

Jargon speech Echol al i a First word
Two word phrases Sent ences

Had a nane for nost comon objects and faml ar peopl e

Whet her child acquired speech and then stopped tal king

If yes, when and why

Howwel | child' s speech can be understood: BY parents
By siblings By friends

By ot hers

Child s voice: Nornal | f unusual , descri be:
Mode of communi cation Eyes/ Faci al expression/

Gest ur e/ Ver bal

(i) & parents
(i) & child

Awar eness of his own speech

Descri be
Wiet her child attenpts to use speech I f yes,
How of t en does he use speech . Frequently - Qccasional ly

- Never

Does he imtate and/or repeat sounds or words: Yes / No
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Does he have difficulty in finding word(s) he wants to
say

Does he have difficulty pronouncing certain sounds

Does he understands speech unexpectedly

Wiet her there is any change in child s speech in |ast

6 nont hs

Any previous speech eval uati on and t her apy

If yes, when Wher e How | ong

Fi ndi ngs:

Educati onal history

Wiet her child attends regul ar school

If yes, nane and address of school

QG ade in which child is studying

Any failures

Dfficulty with any subject

Wiet her frequently absent from school

If yes, why

I ndi vidual tuition

Wiere is the child seated in the dass Room

Chil d's academ c performance

Child' s attitude about his school and teachers

Any special training given

If yes, therapist Speech readi ng Language

Auditory training Speech correction

Soci al history

Is the child: Hghly distractible Hyper acti ve
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(bl i vi ous Behavi oral | y consi st ent

W t hdr awn Ner vous

Primarily responsive to objects

Easily manageabl e at hone

Does the child show

1. Unique habits and manneri sns

If yes, specify

Unusual fears

Thunb sucki ng

Unusual sl eepi ng patterns

Bedwet t i ng

Concern when separated from parents

Retardation in social perception

© N o 0 & w N

Leader shi p/fol | ower tendencies in the group

Wiet her child plays al one/w th playnates

Age of play mates Favorits play activities

Wiet her child had any enotional traumatic

Experi ence |f yes, describe

Chil d uses (R Hand (L) Hand bot h hands

Type of discipline usedwith the child

Strict Leni ent | nconsi st ent

Child s attitude towards his probl em

Parent's attitude towards his probl em

Copies of this formwas given to post graduate students

and nmenbers of teaching faculty, Al India Institute of
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Speech and Hearing Mysore. They were given follow ng
instructions -

"Here is a casehistory formfor children with hearing | oss.
Wil e going through this (i) put '"0'" mark for that point
whi ch you feel is not relevant to Indian setup and give
reasons. (ii) Put 'M mark for that point which you fee
shoul d be nodified and what is the nodification you

suggest . (iii1) You may suggest any other point which you

feel needs to be added."

Copies of the form evaluated by themwere coll ected.
Om ssions(0O), Mdifications (M and additions (A) suggested

by them are gi ven bel ow.

1. Identifying Information

(a) A - case registration No.
(b) O - Marital status of parents
di vor ced- because divorce cases are rare here.
unmarried - as unmarried parent will not admtt
the childis illegitinmate.

(6) 0 - Child or famly doctor's nane - because nost of

children in our set up will not have a famly doctor.
(d) M- Childis livingwith : Natural parents , One parent
al one
Adoptive parents , Fost er
parents

parent & step parent , others
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Modi fication : Child is living in - Nuclear famly

- Joint famly
(specify menbers)

(e) A - Oher |anguages to which the child is exposed.
(f) O - Tel ephone No. as it applies to only urban areas.
(g) M- Siblings
Nanme
Modi fi cati on suggested
Si bl i ngs
No

2. Statenment of the problem

(a) 0 - what do parents believe the speech and hearing clinic
can do for their child - because nost of the parents here

will not be aware of speech and hearing services.

(b) A - Any evidence of hearing before.

3. Prenatal History

(a) 0 - Mother's health during pregnancy (put tickmark for

appropriate state)

Excel | ent good Fair Poor____ very poor
- Because this description is very subjective.

(b) A - Noise exposure during pregnancy - as this is shown
to cause hearing loss in the child.

(c) A - Psychiatric treatnment during pregnancy.

(d) A - attenpted / threatened abortion.
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Natal History

6 nont hs 1 year At present
(a) 0 - Weight of Infant

H ght of | nfant

- because nost of the children's hight and wei ght are not

nmeasured regularly here.

(b) A - Delivery-at home (whether professional assistance

was avai l abl e.

5. Famly History

(a) o - Learning disabilities - parents cannot report this.
(b) M- Previous still births or m scarriages.

Modi fi cati on suggested - should come under prenatal

hi story.

6. Devel opnental History

(a) O - ride tricycle -because nost Indian children will

not have an oppurtunity.

(b) O - followed objects with eyes and was aware of |ight.

As it is difficult for the parents to report the age at which

these m | estones were achieved by the child.

7. Medical H story

(a) O- Rheunmtic fever. Chorea, Pleuracy, Diphtheria
Scarlet fever - parents usually will not know all these
medi cal terms unless the doctor who attended to the
child told themabout diagnosis.

(b) A- Allergic rhinitis.

(c) M- arrange the itens and give synptons of diseases.



8. Auditory behavior

(a) O- VWiether child favors one ear for listening -because
in congenital unilateral loss child does not even realize

that the ot her ear does not work.

(b) O - Alertness in other nodalities

Vision ---- Touch Vi brati on.

because this is not relevant in auditory behavior.

(c) A - Type of cord of hearing aid.

(d) A - If hearing aid has been prescribed and not
bought why?

(e) A - Body level / Earlevel aid.

9. Speech & | anguage behavi or

(a) 0 - Mdde of communication Eyes facial expression
i) parents
ii)child

because it is very ambi guous.

(b) A - Anpunt of speech and |anguage stinulation

avai | abl e at hone.

10. Educational H story

(a) 0 - Child's attitude about his school and teacher - it
I's not relevant.

(b) A - Special school which the child may be attending.

11. Social H story

(a) 0 - Does the child show concern when separated from
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parents - because every child shows such concern and does

not indicate anything.
(b) O - retardation in social perception - this is a very
vague and abstract concept.

(c) 0 - Type of discipline used with the child strict

lenient I nconsistent

- This is very subjective.

(d) 0 - Child s and Parents attitude toward the problem
-because this is rather a direct question for which
answering will be difficult.

(e) A - Amount of donmestic help child can give.

These suggestions were taken in to consideration.
Apart fromthese, follow ng nodifications and additions
and em ssions were done in the process of devel oping the

final form—

(1) A both permanent and present addresses of the parents
wer e included because the parents might be working in a
transferrable job.

(2) 0 - False alarnms during pregnancy because not rel evant.

(2) M- Whether premature - prolonged stay in incubator.

Modified item- Wiether premature - (a) by birth weight

or (b) By period of
gestation
(3) A - anoxia (blue baby)

(4 A - Cdeft palate (nasal regurgitation) in nedical
hi story.
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(5 A - Synptons of Encephalitis |ike headache, vomting
and fever.
(6) A - palate/lip repair in operations.
(7) A - Bleeding through ear and / or nose under accidents.
(8 A - Auditory behavior itens were arranged in
devel opnent al sequence including nore itemns.
(99 A- If the hearing aid has been bought and is not
bei ng used, reasons for doing so -
(10) A - Conprehension | evel of the child..
(11) M- Itenms under Speech and | anguage behavi or are
arranged i n devel opnental sequence.
(12) A - Reading and witing |evel of child.
(13) A - Relation of child with

(i) Parents

(ii) Siblings

& (iii) OQher nmenmbers in famly (if any)

(14) A- dinician's coments (if any)
(15) M- Interviewer's name and signature in the end of

the forminstead of in the begining.

The resultant, final " case history formfor children

with hearing loss" is given in the next pages.
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CASE HI STORY FORM FOR CHI LDREN W TH HEARI NG LOSS

NOTE: Sonme of the itens in this formhave alternative
answers. Put a~ mark for the appropriate one.

1. | DENTI FYlI NG | NFORVATI ON

NO. Dat e:
Child' s Name : Sex:
Age : Date of Birth:
Present Address: Per manent Address;

Fat her/ Guardi an' s Nane:

Age: Educat i on:

Qccupati on: | ncome:

Mot her's Nane:

Age: Educat i on:
Occupati on: I ncone :
Nationality; Rel i gi on;

Whet her the parents are consangui nhously married -
i) NO ii) YES (Specify relation)
Child is living in -

i) Nuclear famly ii) Joint famly (Specify the menbers)

Mot her tongue:

O her | anguages to which child is exposed -
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o . Any speech,
Si bl i ngs Age Sex |dass in School Hearing or Medi -
cal probl ens
1
2
3
| nf or mant : Ref erred by:

2. STATEMENT OF THE PROBLEM

When hearing problemwas first suspected:

By whom
Why (Descri be):

Duration of the problem
Whet her the probleminvol ves -

i) Both the ears ii) One ear - Right /Left

Is it i) Progressive ii) Constant.
If the child has received Medical attention for the

probl em then,

Nanme and addr ess . :
Dat e of the Doctor or dinic Fi ndi ngs
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Any earlier evidence of hearing:

3. PRENATAL HI STORY:

VWhet her not her had any of

during pregnancy -

the follow ng problens

Pr obl em

Mont h

Any

conplications

Rh incompatibility
1) Excessive Vomtting
iii) Bleeding
I V) Anenia

V) Toxenia -
a) H gh Bl ood pressure
b) Convul si ons

c)Swelling of face &
i nbs

Vi) Rubella
vii) Hi gh fever

Viii) Tuberculosis

I X) Syphilis
X) Heart problem
Xi) Renal problem
Xii) Thyroid condition
Xiii) Diabetis
Xi v) Ast hama
XV) Anest heti zed

Xvi) Attenpted or
Thr eat ened aborti on
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Pr obl em Month | Any conplications

Xvii) Psychiatric
t r eat ment

XViii) Noise exposure

xi X) Malnutrition

Previ ous Pregnancies :

1) Normnal ii) Mscarriages iii) Still births

Accidents the nother | Type of Injury A li cati
had during pregnancy | & which nonth ny conplications

Dd the nother take any drugs during pregnancy -
i) NO ii) YES

4. NATAL H STCRY:

Delivery :-

i) At hone i) At Hospital
(Wet her prof essional assistance was avail abl e)
Type of Delivery -

i) Nornal i) Breech ii1) Ceasarean

I v) Forceps v) Precipitate vi) Qher
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Duration of |abour:
Wiet her not her was anesthetized during delivery -
Any bl ood transfusion for the baby:

Whet her baby is prenmature -

1) By birth weight 2) By period of Gestation

Any Congeni tal anonali es:

5. NEONATAL H STCRY:

D d the new born have any of the follow ng problens -
1) Gonvul sions :
1) Jaundice (Yellow baby):
(on whi ch day)
1i1) Anoxia (Bl ue baby);
Iv) Syphilis ;
v) H gh Fever;
vi) Excessive Vomtting;

vii) Feeding problem;

Wiet her child was given any injectable antibiotics -

6. DEVELCPMENTAL H STCRY:

M| est ones of Nor mat i ve Age at which
Mot or Devel opnent dat a the child achi eved

i) Head held errect 3-4 nont hs
ii) Roll over 6 nonths

iii) Sit without support 6-8 nonths
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M | estones of Nor mati ve Age at which
Mot or Devel opnent dat a the child achieved
I v) Creep 8-9 nont hs
V) Grasp objects 9 nont hs
vi) Stand without 10 nont hs
support
vii) Wal k with support 12 nont hs
viii) Wal k al one 14-16 nont hs
I X) Toilet control
est abl i shed 3 years
X) Button his dress
hi msel 1 33 years
Xi) Laterality establi-

shed.

7. MEDI CAL HI STORY

Did the child have any of the follow ng deseases.

i)
i)
i)
i V)
v)
Vi)
vii)

viii)

Ear aches :

Ear di scharge :
Chroni c col ds:
Allergic Rhinitis:
Tonsillitis:
Adenoi ds :
Whoopi ng caugh:

Cleft palate :
(Nasa

Tuber cul osi s

regurgitation)
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X) Encephalitis:

(Headache, high fever,

xi) Polionyelitis:
Xii) Convul sions :
i) Wth high fever
xiii) Measles:
Xiv) Minps :
xv) Chi cken pox :
xvi) Typhoid :

xviii R ckets :

Vom tting)

ii1) without high fever

Dd the child undergo any of the foll ow ng operations

Oper ati ons Age

| mpr ovenent Conpl i cati on

Tonsi | | ect ony
Adenoi dect ony
Mast oi dect ony
Tynpanopl asty
Pal ate/lip repair

O her

Accidents Type of Bl eedi ng through Less of Any change
injury Ear and/or Nose consciousness in child

foll owi ng
acci dent
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Didthe child to take any drugs:
8. FAMLY H STCRY
. Rel ation| Treated or
Condi tion Yes to child untreated

i) Hearing |oss

ii) Speech & | anguage
probl ens

iii) Mental retardation
i v) Convul si ons
V) Congenital ananolies

vi) O her

9. AUD TCRY BEHAVI CR
0-4 mont hs

1) Does the child startle to |oud sounds

1i) WIIl the child stop crying if sonmebody speaks to

himout of his vision or if there is a sudden

| oud noi se.

1i1) Does the child attenpt to search for

and / or head novenent.

sound wi th eye
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4-9 nont hs

i) Does the child enjoy shaking a rattle - ringing a bell.
i) Does the child respond to famliar environnental sounds.

iii) Does the child turn toward sound even when they are
soft.

iv) Does the child respond differently to different sounds
exanpl e: Frowns when scol ded, babbles in response to

human voi ce etc.

9 - 12 nonths

i) Does the child look at famliar persons or objects
when asked to do so.
i) Does the child respond to his nane.
2 years
i) Does the child respond to sinple directions or
guestions wi thout visual clues exanple: Pointing to
pi ctures, pointing to his body parts, etc.
i) Does the child follow sinple commands told at whi spered
voi ce Level.
5 years
1) Is the child inattentive to speech at home or school .
i1i) Does the child m sunderstand directions while not
facing the speaker.

iii1) Is the child strained while listening to ot hers.
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Whet her hearing eval uation has been done before -

If Yes.

Name & Address
of clinic

Age

Fi ndi ngs

A

10. AMPLI FI CATI ON:

If the child is wearing Hearing aid,
Nane of conpany:

Model of the aid:

Monaur al or bi naural

Body | evel or Ear |eve

Age of the child when aid was bought:

Aid was recomended by:
Hours of use per day:

Child' s reaction to hearing aid:

Any inprovenent in child with the use of aid:

Type of Barnoul d being used:

Fitting of noul d:

If the hearing aid has been prescribed and not being

bought, reasons for doing so:
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Condition of Hearing aid at present:

11. SPEECH & LANGUAGE BEHAVI OR
At what age did the child show foll owi ng speech and

| anguage behavi or -

i) Making cooing sounds.
ii) Babbling - making 'ba ba' sounds and vocalizing for
pl easur e.
iii) Jargon speech consisting of conbination of syllables
wi t hout any particul ar meani ng.
iv) Echolalia or imtating other's speech.
v) Saying first neani ngful word.
vi) Using sinple words neaningfully.
vii) Speaking in sinple sentences.
Did the child acquire full speech and then stop tal king -
| f Yes, when:
Any reasons
If the child has not acquired speech, he conmunicate
t hr ough :

i) CGestures i) Facial expression iii) Both.
Does the child have difficulty in finding word(s) he

wants to say -

Does he have difficulty in pronouncing certain sounds -

| f yes, which sounds:
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How do the parents and / or other famly nenbers
communi cate with the child -
1) Speech ii) Cestures

Wth whomdoes the child relate to nost at hone:

How nuch does this person talk to the child:

Howis the child reinforced when the child attenpts to
speak:

Are the child s needs net by famly nenbers even if he
does not express them

Speech conprehension | evel of the child:

i) Does the child fall ow sinple comrands spoken to him

i) Does the child understand conpl ex conmands and

fol  ow t hem
Readi ng :
Witing :

| f speech eval uati on has been done earlier.

Name & Address

Dat e of clinic

Fi ndi ngs | Recommrendat i ons

12. EDUCATI ONAL HI STORY:

Does the child attend
i) Regul ar school

ii) Special School
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1i1) Individual tutoring

If special school , is it
1) Residential School
i) Day school
Nane and address of the School:

dass in which the child is studying :
Chil d's academ c perfornance :
Dfficulty in any subject

Any failures :

13. SO AL H STCORY:
Is the child

I ) Hyperactive:
1) Wthdrawn:
1ii) Behavi oral | y i nconsi stent:

I v) Aggressive;
V) Anxi ous:
Does the child have
1) habit of thunbsucking:
1) habit of bedwetting:

1i1) Unusual fears:
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Does the child play
i) alone
ii) Wth siblings
iii) Wth other <children (specify age)
Favorite play activities of the child:

D d he experience any enotional traumatic incidence:-

| f yes. Descri be:

How, it has affected the chil d:

Rel ation of child with
i) Parents
ii) Siblings
iii) Other nenbers in famly

How nmuch of donestic help the child renders:

Interviewer's comments (If any):

| ntervi ewer's nane
& Signature.

——0- 0- 0- C—9- 0- 0- 0—
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JUSTI FI CATI ON CF THE OONTENTS CF THE PRESENT

CASE H STCRY

1. ldentifying I nfornation:

This starts with the basic information about the child
| i ke nane, age, address, Socio-econom ¢ background of
parents with which the child is identified. Information
regardi ng presence or absence of consangui nous narriage in
parents is included because consanguinity increases the
probabi ity of bringing recessive defects to the surface.
Wiet her the childis living in nuclear or joint famly
indicate child' s social environnent and to some extent,
amount of |anguage stinulation the child is exposed t o*
Mot her tongue and ot her |anguages to which the child is
exposed to - this information is useful for selecting
| anguage for testing and therapy and for counseling about
bilinguilism Infornmation about presence or absence of
of Speech, Hearing or Medical problens in siblings enabl es
the clinician to know about type of inheritance and hence
aids in genetic counseling. The item 'referred by’
reflects public awareness about availability of Speech &

Heari ng servi ces.

2. Statenent of the Probl em

Thi s involves description of the problemin the words
of parents or informant. |Item 'Wen the hearing probl em
was first suspected? indicates parent's alertness or

age of onset of the problem Information regarding
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duration of the problem whether it is progressive or
constant indicates severity and prognosis of the hearing
problem It is essential to knowwhether both the ears
have been affected or only one and whet her child has
reci eved any nedical attention before. Any earlier

evi dence of hearing indicates whether the hearing |oss
I's acqui red and whether the child was exposed to speech

and | anguage bef ore.

3. Prenatal H story:

Here, condition of nother during pregnancy is explored.
As Ehrlich(1978) points out prenatal, natal and nedica
hi story provide information which '"trigger red flags' for
problens. |f the pregnant nother had any of the listed
problens, it affects the devel oping enbryo or fetus. Rh
I nconpatability in the nother causes hyperbil urubi naem a
inthe fetus resulting in brain damage. Second child w ||
get affected nore thanthe first. Toxema in the pregnant
not her causes nental retardation and convul sions in the
child being born. Maternal Rubella or German Measles if
encountered by the nother wthin first trimster of
pregnancy is definite to result in hearing | oss, Mntal
Retardati on, visual handicap and heart trouble in the
child. Tuberculosis in the pregnant not her can be
inherited by the child. Syphilis in the pregnant nother
maght result in mscarriage or deformty in the baby born.

Heart probl emand Renal problemcan be inherited by the
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child. Thyroid condition of the pregnant nother is
| nport ant because hypot hyroidismresults in M/xaedena.
Here because of reduced netabolic rate in the pregnant
not her, fetus gets affected. D abetes in the nother during
pregnancy causes circulatory and respiratory ananolies in
the child. Anesthesia given to nother m ght induce anoxi a
inthe fetus. |[If an abortion has been attenpted, although
fetus mght not die, it will devel op anoxia, deformties.
| f psychiatric treatnment was given to nother during
pregnancy has to be noted. Enotional state of the nother
Is directly linked wth autonom c nervous system The
endocri ne systemsecretes various harnones into bl ood
stream So prolonged enotional reactions will lead to
abnormal bl ood harnone | evel s whi ch may i nduce changes in
fetal systemcrossing the placental barrier. |f pregnant
not her is exposed to noi se, the baby bora m ght devel op
hearing loss.. |If maternal diet is deficient, then there
I s higher incidence of prematurity and nental retardation
in the child.

Acci dent the nother had during pregnancy mght injure
the fetus. Child born mght be crippled. Hstory of
mscarriages and still births indicate possibility of Rn
I nconpatibility or some abnormality in the reproductive
systemof the nother. Drugs taken by pregnant not her
may overl oad the bl oodstreamresulting in pernanent

brai n danage i n the baby.
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4. Natal H story:

Pl ace of delivery. Type of delivery and whet her any
prof essi onal assistance was available at the tine of
delivery are inportant because delivery is a process during
whi ch the child cones a long way fromprotected uterus to
new envi ronnent. Forceps & Ceasarean delivery can cause
brain danage. Precipitate and breech delivery may | ead
to anoxia. Prenmature babies are high risk babies who are
susceptible to infections. Prolonged |abour may lead to
anoxia. |If nother is anesthetized during delivery, it

m ght cause anoxi a and brai n damage in the child.

5. Neonatal H story:

First month of child s life is very inpor-tant because
the child is prone to infections in this stage. |If there
Is Rh inconpatability child mght devel op neonatal jaundice
on first day. |If the jaundice occurs on second day then
it is conventional. Anoxia, high fever, convulsions.
Syphilis may lead to brain danage, hearing | oss, deformties.
I njectable antibiotics given to the child mght lead to

ototoxicity.

6. Devel opmental H story:

The m | estones of notor devel opnent of the child
have to be explored in terns of the age at which they were
achieved. Delay in notor devel oprment indicates nental
retardation. So auditory behavior devel opnment and Speech

and Language devel opnent nay be del ayed.
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7. Medical Hstory:

Thi s expl ores the di seases, operations, accidents and
nmedi cation the child mght have been exposed to. The
di seases nay be those affecting Ear, Nose & Throat | eading
to hearing | oss. Exanple: Earaches, Tonsillitis, Alergic
Rhinitis. They may be those affecting central nervous
systemlike encephalitis, polionyelitis, convulsions
causi ng brai n damage, notor problem hearing | oss. Vital
Infections |ike nmunps, neasles can result in hearing | oss
inthe child. During accidents, the child mght have had
bl eedi ng through ear and/or nose because of skul
fractures and danage to the respective part. Wether the
chil d had undergone operations |ike Tonsillectony,
Mast oi dectony, etc and if there was inprovenent or
conplication is very inportant because it indicates
severity and prognosis of existing conductive problem
Drugs given mght cause ototoxicity. Medical history
hel ps the Audiologist to direct the child to other

specialists for the treatnent of nedi cal problens.

8. Famly H story:

This finds out whether any nenber related to the child
has hearing | oss, nental retardation or other heriditary
problens |isted. This hel ps the audiol ogi st to know

whet her child' s problemis because of inheritance.

9. Auditory Behavior:

Here auditory behavior shown by a normal child is

arranged i n devel opnental sequence. This part enables
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the audi ol ogist to know the level of auditory behavior
of the child in question which indicates severity of his
hearing loss. This can aid the audiologist in planning

testing procedure.

10. Anplification:

If a child is wearing a hearing aid or if he has
been prescribed one, then details about the hearing aid
are essential. If the aid is not satisfactory, then a
a new aid can be prescribed after hearing aid trial.

I nformation regarding hours of use of aid per day is
important. If the child is refusing to wear the aid,
parents should be counselled regarding 'conditioning the
child to use the hearing aid'. Even if the aid has been
prescribed, it mght not have been bought because of
financial & social problems. [If the earmold is not fitting
properly, new earnolds have to be got. If hearing aid is

not working properly, it has to be repaired.

11. Speech and Language Behavi or:

Here the devel opnmental sequence of speech and | anguage
behavior is included. It is essential to know how far the
child with hearing loss has progressed in speech acquisition
If it is adventitious hearing |oss, he m ght have
progressed till one stage and then noved no further, Child's
way of comunication is also inportant. Child with hearing
| oss tends to use gestures for comunication. Parents &

fam |y menmbers al so use same for communication with the child.
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Amount of stimulation available at hone can be tapped, to
sone extent, by finding out hownuch the person closest to
the child talks to himand how child is reinforced when he
attenpts to speak. Level of speech conprehension, reading

and witing help the Audiologist in testing & counseling.

12. Educational H story:

This is very essential to plan the rehabilitation
programof the child. Information regarding hisschool,
whet her regul ar or special, class inwhich heis

studyi ng, his academc perfornmance are to be col | ected.

13. Social H story:

Last but not the least is the social & enotional
devel opnent of the child. A child with hearing |oss m ght
have associ ated enotional problens. He mght be
hyperacti ve because of associated brain damage. He mght
be w t hdrawn because parents are negligent. Because of
psychol ogi cal probl ens, he m ght have unusual fears,
playing habits. Information regarding these help the
audiologist to refer the case to treatnent. It is
necessary to know how nmuch donestic help the child can
give. This helps the audiol ogi st in devising support
pr ogr ans( Psychol ogi cal & soci o-econom cal) for

rehabilitation.
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SUMVARY
A case history fornms an essential part of clinica
exam nation. It gives the present portrait of the

probl emin question agai nst adequate background information.

Case history plays an inportant role in audiological
di agnosis and counseling. It enables the audiologist to
build rapport with the case and to plan appropriate test
procedure. To sone extent case history indicates etiol ogy,
type and severity of the problem Rosenberg (1978) calls

case history the first test.

Children are special and need special care,'case history'
cones under this special case. Case history formused for
an adult has different itens, different areas and a child
cannot fit into them A separate casehistory formis
needed for a child. This holds good for a child with a

probl em hearing | oss.

In Indian setup a conmon case history formis being
used for both adults and children. So an attenpt was nade
to develop a 'Casehistory formfor children with hearing

| oss'.

Procedure involved collecting sanples of children's
casehistory forns fromdifferent speech and hearing clinics
in US A Pooling the information gathered fromthese

sanples and with the aid of sonme children's casehistory
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forns given in textbooks, a tentative casehistory form

was construct ed.

This was given to nmenbers of teaching staff and post
graduate students in order to find out the itens of the
formthat can be of use in our set up. Their suggestions
regardi ng om ssions, nodifications and additions of itens
were considered with the addition of sone nore itens,
rearrangenent of certain itens and substitution of some
poi nts by rel evant ones, the final case history formfor

children with hearing |oss was construct ed.

Itens of this casehistory formcone under follow ng

categori es:
1. Identifying Infornation
2. Statenent of the problem
3. Prenatal Hstory
4. Natal Hstory
5. Neonatal H story
6. Devel opmental H story
7. Medical Hstory
8. Famly Hstory
9. Auditory Behavi or
10. Anplification
11. Speech and | anguage behavi or.
12. Educational Hstory and
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13. Social Hstory

An attenpt has been nmade to justify the contents of

the form

The conpiler sincerely hopes that this casehistory

will be of use.

—6—06—0- 0- 0- 0—6- 0—
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APPENDI X

Addresses of nmenbers of American Auditory Society'
who sent case history sanples which were being used in

their clinics.

1. Anderson.C. V.
Departnment of Speech pat hol ogy and Audi ol ogy,
Wendel | Johnson speech and hearing clinic.
Uni versity of | owa,

lowa city |A- 52242.

2. Barry.S. J.
Pr of essor, Audi ol ogy,
Departnment of Comrunication di sorders,
Speech and Hearing center,
Uni versity of GOkl ahoma Heal th Sci ences center,
P.O 26901.
Ckl ahoma city, OK, 73190.

3. Beasley.D. S
Departnent of Audi ol ogy and Speech Pat hol ogy,
Chairman and Director,
Menphi s Speech and Hearing Center,
807, Jefferson Avenue,

Menphi s, TN. 38015.



Al

Bess F. M

Drector's

Bi | L Wkerson Hearing and speech center,
1114, 19th Avenue sout h,

Nashvill e, Tennessee 37212.

Borton. T. E

Speech and Hearing dinic,
1139, Hal ey Center,
Auburn University,

Auburn, AL 36830.

Downs. M P.

Prof essor of ol aryngol ogy, ,

Audi ol ogy Di vi si on,

Uni versity of Col orado Medical center,
4200, East 9t h Avenue,

Denver,, Col orado 80262.

Fria. T.J.

Director, Assistant professor of Q ol aryngol ogy,
University of pittsburg school of Medicine,
Children's Hospital of pittsburg,

125 Desoto street,

Pittsburg, PA 15213.
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10.

11.

12.

Fulton.R T.

Pr of essor,

Department of Hearing and Speech,

The University of Kansas Medi cal center,
Kansas G ty,

Kansas 66103.

CGerber.s. E

Speech and Hearing Center,
University of California,

Sant a Bal bara, CA, 93106.

Gol dstei n. D. P.

Per due University,

Department of Audi ol ogy and Speech Sci ences,
Heavi | on Hal | ,

West Lafayette, |ndiana 47907,

Keith. R W

D vi sion of Audi ol ogy and Speech pat hol ogy.
Uni versity of G ncinnati Medical center,
234 Goodman street,

G ncinnati, Chio 45229. -

Klein.C S,

Children's Hearing and speech center,
Children's Hospital National Medical center,
Il Mchigan Avenue, N W

Washi ngton, D.c. 20010.



13.

14.

15.

16.

Marshal |, L.

Assi stant Prof essor,

The University of Nebraska Medi cal Center,
42 nd and Dewey Avenue,

Oraha, Nebraska 68105.

Mller.L.

Audi ol ogi st ,

The Montreal Children's Hospital,
2300, Tupper,

Montreal , Quebec, H3H 1PS.
Canada.

Rassi . J. A

Nort hwest ern University,
Hearing dinic,

3BE i cago Avenue,
Chi cago, 1260611.

Raynond. H A

Audi ol ogy and Speech pat hol ogy Depart nent,
Veterans Admni strati on Hospital,

1481 Vst 10th street,

| ndi anapol i s, | N46202.



17.

18.

19.

A4

Sei deman. M F.

Depart nment of Audi ol ogy and Speech pat hol ogy,
Loui siana state university Medical center,
School of Allied Health Professionals,

100 sout h Derbgny street,

New Or | eans, LA 70112.

Silverman.|.

Pedi atri cs Depart nent,

Uni versity of Louisville School of Medicine,
220 E (hestnut street,

Loui sville, KY 40202.

Tepper. A

Central Virginia Speech and Hearing center, |INC

Virginia Baptist Hospital,
Lynchburg, VA 245083.
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