
>> I want to introduce everybody to Dr. Bryan Miller.  He has a Bachelor of Arts and Psychology from 
Stetson University, and a Master of Science and Education from Bucknell University.  He completed 
Temple University's NASP-approved and APA-accredited PhD School Psychology program in 2000, and 
he completed Temple University's supervisory certificate program in School Psychology.  He has over 25 
years of experience as a school psychologist working with West Shore School District in Harrisburg, 
Lancaster, Lebanon Intermediate Unit 13, and Baltimore County Public Schools in Baltimore, Maryland.  
Dr. Miller also has experience as an acting supervisor of special education with Lancaster Lebanon 
Intermediate Unit 13, and as an instructor at Stetson University.  Dr. Miller has been a professor of 
psychology at Gallaudet University in Washington, D.C. for the past 14 years, where he teaches School 
Psychology and develops programs for research.  So we would like to thank Dr. Miller for being here 
with us today, and we look forward to hearing about assessment.  Thank you. 
 
>> Thank you, Michelle, and welcome, everyone.  Let's get started.  We're going to start here just 
looking at some of the goals for the presentation.  Basically, there's two bullet points under Goals that 
we'll be trying to cover some of that information.  We want to look at how to accurately report and 
interpret assessment results that are from assessments that are valid for deaf and hard of hearing 
learners, and how to avoid common errors in assessment.  Then we will also kind of switch towards 
looking at how to maybe guide assessment results to look at good instructional decisions, based on that 
assessment.  Those are the two main areas that we'll be focusing on. 
 
So let's get started.  I'm hoping that everybody can see -- my screen is a little cut off here, but I'm going 
to try to move -- well, okay.  But there's a little bit of the -- my screen is a little cut off on the right side.  
I'm hoping everybody can see everything that's on my PowerPoint.  If not, just let us know. 
 
General assessment considerations -- and this might not be new to some or most of you, but there's 
really few standardized tests that include specific norms for comparisons with people who are deaf or 
hard of hearing.  And there are also some standardized tests that do provide guidelines for 
administration of test items to people who are deaf of hard of hearing.  We're going to be covering a lot 
of those today.  Because of some of the lack of the deaf norms for standardized assessments -- go back 
to that slide -- because of the lack of deaf norms for standardized assessments and sometimes limited 
validity studies with deaf and hard of hearing students, that it can be important also to do a broad 
assessment that's also going to be including informal assessments.  There's informal assessments; what I 
mean by that is interviews and observations and more examples that can provide a lot of additional 
information on a student's skills and their strengths and their needs.  The reasons for, including a lot of 
informal assessments and a comprehensive evaluation package, is that with standardized assessments, 
it can be very complicated doing word-for-word transliteration of English items in a standard 
administration that may not adequately convey those test instructions, or may not be adequately 
understood by students who are signers, who are trying to receive that information in sign.  Some of the 
tests, they just don't easily translate from English to sign language.  And they weren't developed that 
way.  They were developed for English administration, and not for sign language administration.  So 
we're going to get into a lot of that, and the validity studies that have been done across different types 
of domains of assessments, cognitive and behavioral, and emotional and social, too. 
 
First of all, the big, big area, the cognitive and intelligence test area.  Just like I said before, verbal tests 
tend to measure the language deficiency caused by the hearing loss, rather than intellectual ability of 
the student.  That's important to just know up front, as we're looking at just general assessment 
considerations.  With the cognitive ability tests in the past, they've really focused on verbal skills, and 
really measuring verbal English skills.  And that has really been to the detriment of deaf and hard of 



hearing learners, because there may be verbal language delays, and the results of those tests may 
inaccurately portray a deaf or hard of hearing learner with lower ability, lower cognitive ability.  But 
really, it's just because they're focusing much more on that verbal English, or more of a narrow 
assessment looking at verbal English, rather than a wide variety of cognitive abilities. 
 
In general, the nonverbal type of a cognitive measure, or a performance type which you may have seen 
on previous assessments like Performance IQ, Nonverbal IQ -- those need to be emphasized, when 
you're looking at cognitive ability.  Also, selecting tests that can be adapted without impacting the 
reliability and validity -- that's also going to be important.  And we're going to go over validity studies 
that have been done on some of the more common cognitive test, to be able to show, oh, we know this 
can be used for deaf and hard of hearing learners; we've been able to show that at least maybe 
nonverbal parts of the test have been tried out on deaf and hard of hearing learners, and can be 
considered valid for them to assess cognitive ability. 
 
Achievement testing -- a lot of different things to consider when you're looking at standardized norm-
referenced achievement tests for students with hearing loss, and look at the communication modality, 
difficulty translating different questions in the sign language, the lack of validity studies of such 
techniques.  Again, if there's not a study showing that the test can be valid with deaf and hard of hearing 
learners, or parts of the tests, like different subtests, if there are not validity studies showing that that 
could be good for deaf and hard of hearing learners, then it may be troublesome to administer that 
measure.  Again, those difficulty translating questions into sign language -- same thing as we discussed 
with cognitive tests.  There are some tests that have more complicated language instructions as 
compared to others that may have less language instructions.  Then for deaf and hard of hearing 
learners, usually there should be now guides in the manual saying which subtests would be more 
appropriate.  But if there's not that, then maybe you need to find a measure that does have that kind of 
guidance.  Like for example, with the Woodcock-Johnson tests of achievement, a really commonly used 
achievement, there are guidelines based on which test is maybe more easy for administration with deaf 
and hard of hearing learners.  Even though there may not have been an actual validity study showing 
that the test is appropriate for deaf and hard of hearing learners, they may have guidelines, basically 
saying that tests that have a lot of emphasis on them in the administration and the scoring and 
interpretation may not be as appropriate. 
 
More into the achievement testing -- obviously, it's important.  I mean, we want to establish baseline 
levels of educational performance, and also to monitor academic progress over time.  So if standardized 
achievement tests -- if you're not finding one that may be appropriate for administration, or you don't 
think it's going to really get a good, valid assessment of the student's performance, and may be looking 
at curriculum-based assessments or curriculum-based measurements or criterion reference tests could 
be a better option in order to monitor that progress over time.  This one is really looking more at the 
student's performance compared to his or her own baseline, rather than comparing it to other hearing 
peers their age.  There has been some research looking at the validity of curriculum-based assessment 
and curriculum-based measurement for deaf and hard of hearing learners.  One of the things I meant to 
say at the beginning is, I don't have citations at the end of this presentation, but I can definitely make a 
list of that, if anyone is interested in that.  I also have a couple of different -- my last two slides are from 
research that I've conducted with colleagues that go more into depth, beyond this PowerPoint.  I'll be 
glad to share that information with those that are interested, too.  With curriculum-based assessment 
and curriculum-based assessment for deaf and hard of hearing learners, right now I have an article that's 
in revisions right now for publication, looking at using CBA to predict standardized reading scores with 
deaf and hard of hearing learners.  I'll keep everyone posted on that, and that will be published soon in 



the future.  In the past, there have been some other studies showing the appropriateness of using Mays, 
or a closed procedure for measuring comprehension with deaf and hard of hearing learners.  There's 
been a previous study at looking at CBM for writing, showing that that's appropriate.  It doesn't have to 
be adapted a lot for deaf and hard of hearing learners.  So there are a few studies showing that CBA and 
CBM could be appropriate for deaf and hard of hearing learners.  We need more of that; we need more 
of some of the type of research showing that that's appropriate. 
 
The next area, it's kind of a subset of the social, emotional and behavioral assessment.  It's adaptive 
behavior scale, so again, this relates to social and emotional behavioral assessment.  But this kind of 
subset area is important to consider, because anytime that there's cognitive or intellectual delay or 
disability that's suspected, the adaptive behavioral measures should be used.  There aren't specific deaf 
norms with these types of scales; however, it's not as much of a problem because there are some good 
validity studies on some of the more popular adaptive behavioral measures.  And we'll be going over 
that in a little bit.  One of the more popular adaptive behavioral measures, the Vineland Adaptive 
Behavioral Scales, they did have deaf norms, small clinical group deaf norms available for their first test, 
the Vineland I.  But they switched to more of a small group validity study with Vineland II and the 
Vineland III, that I'll be going over, meaning that they're not separate norms, but that they administered 
it to a smaller group of students to make sure that all the different parts were appropriate.  So we'll be 
covering a lot of that later. 
 
The social, emotional, behavioral assessment -- this is, obviously, adaptive behavioral skills are part of 
this, but this kind of refers to the more global looking at behavior emotional, social problems.  And 
looking at this in terms of rating scales, and some other informal measures -- those could provide a 
more accurate assessment for a student who's deaf or hard of hearing, compared to the use of 
personality tests that don't have as good psychometrics, not as good statistics backing up the reliability 
and the validity of the scores that you get.  And again, there's a wide range of assessment tools 
available, but there's very few of those rating skills that have deaf norms, or norms or small group 
special studies, like validity studies, including people who are deaf or hard of hearing.  We'll go over a 
couple of the ones that do have that.  In addition, if some of the tests don't have a small special group 
study on deaf and hard of hearing students that's conducted when they develop the tests, then other 
tests, maybe they have research that occurs after the test is published by different psychologists who 
work with deaf and hard of hearing that may do a separate research study to show the appropriateness 
about assessment. 
 
As I said before, the social, emotional, behavioral assessments, what we're really talking about, a lot of 
uses is the rating scales.  But it can also mean structured behavioral observations, structured interview 
format, across in formats.  And that's important.  As we keep talking about appropriate assessment for 
deaf and hard of hearing learners, some of the things we're going to be discussing is just appropriate 
assessment just generally, for all students.  That means assessments across settings, across informants, 
in order to get a broad, comprehensive picture of the student.  Again, assessment student behavior 
across the different settings -- that's going to be really important for program planning, and we'll get 
into that a little bit later too, whenever we're looking at these assessment results, and seeing how we're 
going to use that to guide what interventions the kids need that we need to know where, where the 
problems are happening, how severe, with whom.  Again, assessing behavior across different 
environments are going to be really important.  Related to that, you may be thinking about, that's 
related to functional behavioral assessment.  So problem behaviors that are interfering with learning or 
relationships with others or daily living, with those types of behaviors, then a functional behavioral 
assessment should be conducted.  And that's again a detailed analysis looking at what happens before, 



during, after, in what settings, with whom when behavior problems are occurring.  That can really add a 
lot of rich data to the assessment and really lead to good, to different programming strategies, which 
could be for prevention strategies or intervention strategies, and also ways to reinforce appropriate 
skills, and to teach alternative skills, too. 
 
Okay, now let's shift gears here to theories for cognitive abilities.  And right at this point, I would ask are 
there any questions out there thus far? 
 
>> This is Jane.  The questions I'm fielding right now are all about getting on the captioning and how to 
get the PowerPoint, so no content questions at this point. 
 
>> Okay, so I guess, can everybody see the PowerPoint?  Because I don't know whether I should click out 
of the -- I don't want to click out of this on my right side here, but it's kind of -- some of the -- 
 
>> No.  There was a response in the question box saying that they could see the entire slide. 
 
>> Excellent, okay.  So it's just me, and I'm fine, I know what's on the slide. [LAUGHS] 
 
>> That's good. 
 
>> Okay, great.  All right, now let's delve into this theory.  I don't want to bore you too much with 
intelligence theory, however, this is important because if we're looking at a good way to 
comprehensively measure deaf and hard of hearing learners' intelligence, then we need to look at, 
what's the current knowledge out there on what is intelligence, and use that and apply that to deaf and 
hard of hearing assessments.  This is really the most widely-used contemporary intellectual theory that's 
out there.  And it is really -- it's kind of guided the development of a lot of the new cognitive tests that 
are out there, Cattell-Horn-Carroll theory.  And when you look at those different broad cognitive abilities 
that it measures, the importance there is, that wide variety -- what we think of as intelligence now is not 
just that verbal intelligence or verbal and performance intelligence.  It's a wide variety of these types of 
abilities, as you can see in that bullet.  We're talking about the comprehension knowledge -- that's more 
like the language intelligence that we're used to, and that's often lower with deaf and hard of hearing 
learners, because of verbal English language delays. 
 
But look at those other areas that need to be assessed, to get a rich picture of cognitive abilities of deaf 
and hard of hearing kids.  Fluid reasoning -- that means problem solving.  Auditory processing, obviously 
that's another area that would be maybe not appropriate to be assessed with the deaf and hard of 
hearing learners.  But their short-term memory, visual-spatial thinking, processing speed, long-term 
storage and retrieval.  Okay?  Then under those broad cognitive abilities, there are 70 narrative cognitive 
abilities that are also listed.  And this is from extensive research that I won't get into all of the research 
studies that have shown the evidence of this, but some large-scale, meta-analysis studies that have 
shown that intelligence is these six or seven abilities, not just one or two abilities.  The importance is if 
we know that intelligence is really made up of these multiple areas, then we need to assess that.  And 
we're also -- it's my recommendation that deaf and hard of hearing learners can get more of a fair 
assessment, too, if we're assessing these areas that are separate from this comprehensive knowledge or 
the crystalized intelligence, which I'll get into a little bit more in the next slide or two. 
 
So about 15 years ago, that's when really the CHC revolution really started.  And a lot of the cognitive 
tests that were published after that were revisions of them.  Used CHC theory to make sure that they 



were covering enough broad abilities whenever students are having their intelligence tested.  And 
there's been guideline books, the McGrew and Flanagan and Ortiz books that are listed there in the 
bullets -- some really detailed guides to show how you can do that.  You don't need to just use one 
measure, but you can use multiple measures to make sure that you're getting enough of a picture of 
broad abilities, to make sure that you've got a good picture of strengths and weaknesses with the child.  
And that's really hit close to home with school psychologists working with deaf and hard of hearing, 
because for many, many years, school psychologists were really doing that, the ones that worked with 
deaf and hard of hearing, because of some subtests not being valid, or some subtests not being 
appropriate for administration, school psychologists have had to supplement and use multiple batteries 
in order to get a full picture of intelligence.  It was exciting for me when CHC theory really came to the 
forefront as the biggest contemporary intellectual theory, and then guiding development of tests.  I 
immediately started thinking about how this can be applied to deaf and hard of hearing assessments.  So 
that's important. 
 
Let's move on, a little bit more about CHC theory -- it's a synthesis of Cattell-Horn Gf-Gc theory, and 
Carroll three-stratum theory of cognitive abilities.  I won't get too detailed in that, but basically, the 
Cattell version of Gf-Gc theory was back when we were looking at verbal and performance, you know, 
those two types, or verbal and nonverbal types of abilities.  Then Horn expanded that through his 
studies, basically doing factor analysis, what is intelligence, looking at a wide variety of previous studies, 
and was able to show that there were a lot more abilities out there.  Separate factors of abilities that 
needed to be measured.  Then Carroll three-stratum theory kind of just added to that, and it has, 
obviously, the three-stratum, the general intelligence, and the broad cognitive abilities, and then 
narrow, multiple narrow cognitive abilities underneath each of those broad abilities. 
 
I touched on this a little bit before.  When we're doing evaluations, whether it's CHC theory-based 
evaluations, we need to be very careful about when we're diagnosing learning disabilities, to look 
beyond just crystalized intelligence because there's a strong relationship.  That one cognitive ability, the 
Gc, crystalized intelligence, which again, it measures a lot of environmental exposure to different 
learning and background knowledge, measures language and vocabulary development.  So obviously, 
there was a strong correlation between that and English language reading and writing skill development.  
With many of our kids, deaf and hard of hearing learners, that may have that English language delay, it 
may not be surprising that that crystalized intelligence is going to be weaker.  And it's going to need to 
be assessed in very creative ways, because a lot of times we're not able to appropriately use the 
cognitive measures that are out there, to get at language development, because maybe a student has a 
weakness in the verbal English, but yet has strengths in sign language development.  So we have to use 
other measures in order to get at that, to see whether there's a true language weakness or whether 
there's a verbal English language weakness, then maybe a stronger area in the sign language realm. 
 
So whenever CHC began, a lot of school psychologists and researchers started -- including myself -- 
started to say, you need to be careful, especially with cultural linguistically diverse populations like deaf 
and hard of hearing learners.  Not only that, but also English language learners in general, we need to be 
careful in diagnosing learning disabilities, just looking at the Gc, or crystalized intelligence.  We need to 
be able to look at other broad, cognitive abilities, like memory or problem solving, or visual processing 
that may be causing difficulties in acquiring academic skills.  Hopefully that makes sense.  Gc again -- 
important, we need to know what the levels are.  But when diagnosing learning disabilities, we need to 
have a good, stronger, broad picture of strengths and weaknesses. 
 



So there it is, that's the definition of what crystalized intelligence would be.  Knowing of culture, abilities 
developed through investment of abilities into learning and through education and experience, 
information and knowledge, ability to communicate, and abilities that reflect the role of learning and 
acculturation.  So think about that.  Think about with our deaf and hard of hearing learners, with that 
large amount of incidental learning that it's missed, if there's late access to language.  That's exactly 
what we're talking about here, with crystalized intelligence being delayed also, and being a weaker area.  
It's many times caused by that late access to language and the lack of incidental learning. 
 
So in line with that, as we discussed a little bit before, it doesn't mean we need to neglect Gc as part of 
comprehensive evaluations.  Now, I start abbreviating; I'm talking about that crystalized intelligence, 
one of the broad abilities under CHC theory.  We still need to assess that, and like I said, in creative ways 
sometimes, looking at history taking and interviews and observation and language measures, formal and 
informal, that can really get at not only verbal English, but also sign language.  And in case of cultural 
linguistically diverse students who speak other languages, looking at their strengths and weaknesses in 
Spanish or many other verbal languages that they may have been exposed to.  Then also, classroom-
based measures that more relates to some of the academic measures that can show response to 
different interventions over time.  So Gc needs to be assessed, but many times in different ways beyond 
the standardized assessments. 
 
The cognitive abilities of deaf and hard of hearing children -- Vernon's -- that's a real seminal study back 
in 1969, was really strong and very important that stated -- that was the first one that looked at a lot of 
different cognitive ability studies, and was able to provide the evidence that deaf and hard of hearing 
people have the same levels of intelligence similar to the general hearing population, that the significant 
part here is what we are calling intelligence.  If we're not biasing a measure, and over-emphasizing 
verbal English that then, the general cognitive abilities for deaf and hard of hearing students are similar 
to the hearing population.  Then also, the Gallaudet Office of Demographics Statistics in Washington, 
where I work at Gallaudet, also showed similar results with regard to nonverbal intelligence, deaf 
children with no additional disabilities.  That's important, too, that students that have specific disabilities 
above and beyond being deaf and hard of hearing, that may be causing a language delay, then that's 
when the intelligence level and learning strengths and weaknesses may be more complicated, and there 
may be more delays in different broad areas, if there are additional disabilities, either physical, 
developmental.  However this study showed if they're deaf students with valid additional disabilities, 
showed those average nonverbal intelligence -- again, using nonverbal measures to be able to measure 
cognitive ability.  That's important.  Then finally, there's Braden's 1994 study, a big study, meta-analysis 
of a lot of studies looking at IQ and deafness.  It was found that that distribution of IQ in deaf people is 
identical, or nearly identical to the distribution of normal hearing people. 
 
The Stanford Binet Intelligence Scales Fifth Edition -- let me stop here too and just -- are there any other, 
are there any questions right now? 
 
>> Oh, I'm so glad you stopped.  I was trying to figure out a way to flag you. 
 
>> Okay. 
 
>> Actually, I have three. 
 
>> Okay. 
 



>> One is the statement early on, so this is prior to your discussion about crystalized intelligence, but 
just stating, when you use term "assessments," does he mean in place of schoolwide progress 
assessments, PSSA and-or evaluation reports? 
 
>> Oh, when I'm saying that, I mean the assessments includes those things.  I'm focusing a lot more 
today on evaluation reports that we would do, evaluations and re-evaluations that we would do, like as 
part of special education.  But assessment is a pretty broad term, and that can also include -- obviously, 
the students are going to be receiving statewide testing, and that's also another kind of assessment.  I'm 
focusing more on those comprehensive evaluations that occurred during evaluations and re-evaluations 
as part of the special education programming.  Progress monitoring also -- I mean, I'm talking about that 
being part of these types of assessments, and an important part.  So whenever I talked about 
curriculum-based assessments and measurements, I was referring more to, again, progress monitoring 
that needs to occur between IEP meetings.  So more about -- I'm focusing more on the progress 
monitoring, and the evaluation reports, re-evaluation reports, those types of things.  But those 
statewide assessments, they're also data points, obviously, that we use to look to see what the kids are 
making progress. 
 
>> Okay.  Another question is, would a CDI, Certified Deaf Interpreter, be helpful for a school 
psychologist giving evaluations? 
 
>> Yes, good question.  That's another document that I'll definitely give to PaTTAN to be able to upload, 
because everyone should be able to see that.  We developed it.  I'm part of a National Association of 
School Psychologists interest group on deaf and hard of hearing children and their families, and several 
years ago, we published a position statement.  There's lots of position statements with my national 
association.  So school psychologists that have been involved working with deaf and hard of hearing 
students wanted to publish a position statement.  In that position statement, we talk about what best 
practice with assessments of deaf and hard of hearing learners.  Obviously, we say what the first option 
is, it's great if the school psychologist can sign, can be able to have a good communication match with 
the student that they're testing, and have that direct assessment, to be able to directly assess those 
students.  However, if that's not available, then yes, the use of interpreters would be that next step of 
best practice that needs to occur, a Certified Deaf Interpreter, to work with the school psychologist.  The 
school psychologist would then still be in charge of only administering the tests that have been 
considered to be appropriate for that student.  So it may be that school psychologist will be 
administering more nonverbal tests and not need the interpreter as much, if there's not as much 
language that's needed, like as part of instructions.  But yes, definitely.  First, the first preference is that 
direct assessment.  But yes, a Certified Deaf Interpreter is integral in many areas, of this state and 
around the country.  I'll make sure to get that position statement to Jane and Michelle to upload, for you 
guys to see that kind of what we -- what came from the interest group, like the school psychologist who 
specialized with deaf and hard of hearing, what we've recommended for assessment intervention. 
 
>> Okay.  I have three more questions, so do you want me to keep going?  Or do you want to keep 
going? 
 
>> Keep going.  I'll let you know if I think we need to kind of move on here. 
 
>> Okay.  The next one is, what is your definition of Deafness?  That was "deafness" with a capital "D" -- 
how do you address this question with unilateral or minimal hearing loss? 
 



>> Well, Deafness with capital "D" -- it's a complicated question.  Deafness with a capital "D" means 
students that have been -- that have American Sign Language as their L1 or home language, and are 
strong in deaf culture.  When I'm talking about deaf and hard of hearing students, I'm not really talking 
about deaf with that -- it may or may not be the deaf with the capital "D."  I'm talking more in terms of 
just the educational category, deaf and hard of hearing.  And obviously, when we're looking at unilateral 
hearing loss, that could be part of the hard of hearing group.  So definitely hard of hearing, I'm referring 
to it here more as the educational disability group.  And hard of hearing is a wide range, again, from that 
unilateral loss to more significant losses. Hopefully that answers your question. 
 
>> Okay.  The next one, so would nonverbal intelligence assessments give more appropriate data 
compared to a verbal intelligence assessment for deaf and hard of hearing students? 
 
>> Yes.  Definitely, yes.  That was an easy one. 
 
>> That was an easy one.  Okay, one last one, I think this is an easy one, too.  In the Gf-Gc theories, what 
does Gf stand for?  You explained Gc equals crystalized intelligence. 
 
>> Yes, good question.  Yes.  And really the Gf-Gc theory was kind of an older version of the theory.  
Now it's really called the CHC theory, Cattell-Horn-Carroll theory, but it's got a lot of different G's within 
it.  So general "G," that just means intelligence.   What the Gf, Gc, Gs -- all those different factors of G -- 
what that means is, it's just showing that there are important broad abilities above and beyond general 
"G."  So "G" means intelligence, and so Gc is the crystalized intelligence, Gf means "problem solving."  It 
means fluid reasoning, but that's a fancy way of saying, like, problem solving.  Really, actually that's the 
screen that's popped up here right now.  It kind of talks about what's being measured on this first test 
that we were going to go over. 
 
>> Okay.  That's it for now.  Thank you, Bryan. 
 
>> Okay, thanks.  Let's start covering these cognitive ability tests.  Again, follow my train of thought 
here, I hope you can, where again, CHC theory comes into -- it really starts to emerge as the primary 
theory, which should guide the development of intelligence tests. 
 
So here's the first one for 2003 from the Stanford Binet Intelligence Scales that did really try to look at 
five broad ability areas; again, the Gf, problem solving and knowledge and quantitative reasoning, 
working memory and visual-spatial processing.  So that last one is Gv, the working memory is Gsm, like a 
short-term memory.  Knowledge, again, is the Gc.  So it doesn't have the G's in front of it, but it tried to 
cover five of those broad abilities.  So it tried to cover CHC theory; however, you're still going to need 
additional measures in order to get a broad picture of the student's strengths and weaknesses and 
abilities.  So this test was published, and then also, this was first time, really, from a CHC-based test that 
there was also, in the manual, the use of the SB5, or Stanford Binet, with deaf and hard of hearing 
individuals.  What it did was, it had a graph in the back of the manual, which shows the degree to which 
it would be appropriate to administer certain subtests versus other subtests.  And it separated four 
different communication groups.  The different groups were, a sign language group, a simultaneous 
communication group, or a signed English group, cued speech and auditory, verbal or oral.  Then what 
happened was, the test was, right when it was getting published, it was administered to 36 deaf and 
hard of hearing students, and they were students represented above those four different groups.  And 
from that, there is a chart in the manual that says which subtest could be easily administered -- which 
means don't have a lot of complicated verbal English instructions or complicated language instructions, 



and then which subtests would be more difficult to administer, where you'd need to change the 
instructions a lot, and it may be very difficult to translate from English into sign language. 
 
And so in the manual basically, it breaks down pretty clearly on a lot of the nonverbal subtests you're 
able to administer to deaf and hard of hearing kids, but the verbal subtests were more difficult.   And 
that makes sense.  So this was one of the first charts that shows recommendations based on just experts 
in the field administering this test to a group of deaf and hard of hearing students. 
 
The manual has ratings, developed by Steven Hardy-Braz, who's a colleague of mine who developed this, 
basically from a one to six standpoint, they've been able to look at if the number was one, that 
administration would not be recommended, and six, administration possible with not a lot of 
modifications.  And in between there, it's like more modifications are needed, interpretation may be 
more difficult as you go down from six to one.  So again, a lot of the nonverbal subtests have four, five 
and six, and a lot of the verbal subtests have one, two and three, where administration is not 
recommended. 
 
So next, let's look at the Kauffman Assessment Battery for Children.  This went further, it was published 
the next year, and it measured, again, a lot of broad abilities that are present, again, it was a CHC-based 
test.  Actually, you could use a neuropsych processing, neuropsychological processing model to guide 
your assessment with this test, but you can also use a CHC model.  And this test looked again at that Gv, 
the visual-spatial processing, the Gsm, the short-term memory, the fluid reasoning, which is the Gf.  
Long-term retrieval, the Glr, and crystalized intelligence, the Gc.  So it covered a wide variety of ability 
areas. 
 
This also had a small, again, the small, special group studies, or validity studies that we talked about at 
the beginning of this webinar.  They're not a large group, small "N," or small number, but 18 school-aged 
deaf or hard of hearing students.  It gave some information about what those students looked like; 
hereditary hearing loss, moderate to severe range, no additional disabilities, one parent who could 
communicate in American Sign Language.  That small group was given the test, again, to be able to see 
which subtest would be more appropriate.  And what they found -- and more information about the 
subgroup; they were assessed by examiners who were fluent in either ASL or English-based signs, 
trained in evaluating deaf children.  School psychologists like myself that have experience working with 
deaf and hard of hearing kids.  What they were able to find is, they assessed them on subtests looking at 
three, or actually four broad ability areas. 
 
So follow me on this, keeping in mind IQ tests that have an average score of 100; that's what that 
means, a standard deviation means.  So average scorers would be in that 90 to 100.  The long-term 
retrieval was a 104 for the deaf students, the fluid reasoning was a 103, the visual-spatial processing a 
98.  So think about that.  Those three broad areas of CHC theory that we were able to pull out of this 
test, so we're not just saying, here's a verbal score and a performance score.  We're able to look at those 
broad abilities and be able to say, wow, if tests are developed in a way where not a lot of modifications 
are needed in administering these subtests, and not a lot of complicated instructions need to be 
translated from English to ASL, then these students can perform well, equal to the hearing students.  So 
that was good.  So three of those broad ability areas were in the average range.  The areas that were a 
little weaker were the crystalized intelligence -- again, more of the language loaded measures, and the 
short-term memory, which also tends to be loaded with auditory short-term memory or sequential 
short-term memory, which historically the research has been an area of more weakness, with deaf and 



hard of hearing students.  So those two areas were weaker, and then three areas were considered 
stronger. 
 
The next test, the Differential Ability Scale Second Edition in 2007 -- this even went further.  Again, it 
measured a lot of the same broad ability areas; looked at crystalized intelligence and fluid reasoning, 
visual-spatial processing, short-term memory processing, speed -- so a lot of those broad ability areas 
that we talked about, again, a CHC-based test.  And this also -- remember the SB5, the Stanford Binet, 
had the grid on recommendations for administration or not.  Then the Kauffman test had the small 
group validity study.  This had both, and even more than that.  It had administration guidelines by 
communication modality, similar to what I showed you with the Stanford Binet, separating deaf and 
hard of hearing students into groups.  So more subtests may be able to be administered if the student is 
auditory verbal or auditory oral, versus students that are using simultaneous communication, or sign 
language.  And less subtests may be able to be appropriately administered.  So it kind of followed the 
same four groups like the Stanford Binet did.  And this one also had a standardized -- a sign language CD, 
which it didn't have every item shown in sign language, but it had sample items from each subtest area 
of the test showing how what would be an accepted way to sign the items in American Sign Language.  
And then also, the clinical sample for deaf and hard of hearing students, which I think it's on the next 
page -- yes, it was 353 deaf and hard of hearing students that were administered the test.  And there 
was a lot of information about these students again.  That's nice to know who is taking the test, and 
what those deaf and hard of hearing students look like.  You can see all that information was collected 
on these students; on family hearing status, age of onset, etiology, level of functional hearing, assistive 
listening, instructional setting, support services and signing family members in the home.  So a lot of 
information on that group of 35, and all of these children have ASL as their primary language.  English 
was the written or spoken language used in the home. 
 
And then the next slide, this has the data, similar to what I showed you with that Kauffman assessment 
battery, we were able to get two average scores on fluid reasoning -- again, the Gv, which is the problem 
solving, and the visual-spatial processing -- or first the fluid reasoning ability is the Gf, and then the Gv is 
the visual-spatial ability.  Both of those had scores of, respectively, 98 and 101.  So again, showing those 
areas, those broad ability areas.  Now we have long-term retrieval, we have visual processing, we have 
problem solving -- those areas that can be adequately and appropriately assessed with deaf and hard of 
hearing learners, and to get a broader picture of their abilities. 
 
I put down really the newest measure here, that also looks at Gv, visual processing, and Gf, problem 
solving.  It also gives more of like a general, nonverbal intelligence, like a general G for nonverbal 
intelligence.  That's a Universal Nonverbal Intelligence Test Second Edition, which some of you may have 
more familiarity with.  The first unit, again, the first unit was developed for culturally and linguistically 
diverse populations, and had a small special group study with deaf and hard of hearing students when 
that one was developed.  Now this one, the Unit 2, is brand new, 2016.  Again, this is where the 
examiner doesn't use any sign language.  It's all gesture, in order to have the students understand what 
they're supposed to do, and then the student responds nonverbally, too.  Just like the Unit 1, the Unit 2 
has shown to be appropriate for cultural and linguistically diverse students, including deaf and hard of 
hearing students.  And with this one, a sample of 32 deaf and hard of hearing examinees were 
administered, and they were right in the average range at 90 to 93 with their standard scores, or their IQ 
scores.  Again, it showed it was a good measure of general intelligence with deaf and hard of hearing 
individuals, and then also in those -- I don't have the specific breakdown for the Gf and the Gv, but those 
were also in the average range, too. 
 



So that, I'll stop there.  That's not all of the different tests to be used for deaf and hard of hearing 
learners, but I just focused on the ones that were based on Cattell-Horn-Carroll, or CHC, theory, that 
prominent cognitive ability theory.  Yeah, that prominent theory that's used for developing the tests, 
and then it makes sense to be then assessing our deaf and hard of hearing students with tests that are 
developed from the contemporary intellectual theory, CHC theory.  Obviously there's other tests out 
there, like the Wechsler Scales and the Leiter, and other scales that use CHC, or that are good for more 
nonverbal measures for deaf and hard of hearing learners, but may not be based on CHC. 
 
One big one that I didn't include here was Woodcock-Johnson, because Woodcock-Johnson does have 
recommended subtests to be used, but it didn't have a specific small group, special group study for deaf 
and hard of hearing learners.  And so that was why that was left out, the Woodcock-Johnson 3, 
whenever it was developed, although that was also based on CHC theory.  So more tests that need to 
have those small group studies with deaf and hard of hearing learners to be able to show that they're 
appropriate, but I just wanted to kind of give a snapshot here of some that have that evidence of broad 
abilities being measured, and those abilities being shown to be accurately measured with deaf and hard 
of hearing students. 
 
Any questions before we move on to some of the behavioral emotional assessments? 
 
>> I actually have a question as well. 
 
>> Go ahead, Michelle.  Go ahead. 
 
>> Okay.  So you may have already alluded to this in your last answer, but we have a question here 
that's from a teacher for the deaf and hard of hearing, an [INAUDIBLE] teacher.  And she says that the 
school psychologist that she works with do not recommended cognitive testing for students with 
hearing loss or deafness.  And she is curious if she should recommend that they start to include 
cognitive testing for that population, especially within the [INAUDIBLE] evaluation. 
 
>> Yes, definitely.  Yeah, I would not agree with that.  And what may be going on there is, perhaps the 
school psychologist thinks of cognitive assessment as more language, verbal English-loaded measures 
from the past, and that they can't get an accurate assessment from those.  But now, with the different 
validity studies that are out there, and tests that are being developed with specific nonverbal 
composites and nonverbal measures, that you're able to appropriately administer to deaf and hard of 
hearing kids, yes.  It makes perfect sense to include cognitive assessment as part of a comprehensive -- 
especially in the initial evaluation.  Yeah, so I definitely -- I think I would recommend that, just having 
that discussion about looking at the some of the new measures that are out there, and ones that are 
following a more broad multiple intelligence perspective in order to say, yeah, we need to be getting a 
good range of cognitive skills with our deaf and hard of hearing students. 
 
>> Okay.  Another question is, are only licensed psychologists allowed to obtain and administer these 
tests? 
 
>> No.  And that's where some of the words get a little confusing, like, "licensed psychologist" -- that's 
referring to somebody who has a license from the Board of Psychology in specific states, like I'm not a 
licensed psychologist.  I'm a PhD level school psychologist, so I have certification in Pennsylvania, and 
then also national certification from my national association.  So certified school psychologists, you need 
to have that in order to administer these tests, yes.  But no, not a license in psychology.  That's governed 



by the Board of Psychology.  But if you were referring -- if that's what you meant, thinking certification, 
yeah.  Certified school psychologists, you need to have that certification in order to administer these 
cognitive measures. 
 
>> Okay.  One individual writes that she's a huge fan of the KABC, the Kauffman test you were referring 
to earlier.  What are your thoughts on age equivalence used to help explain a child's functioning when 
talking about results of teachers and parents? 
 
>> Age equivalence, I haven't emphasized those.  Unless you've got a student who's maybe very young, 
and say your standard scores that you get on the test aren't sensitive enough, and they don't really tell 
you enough about where that student is developmentally as a learner.  Like the Stanford Binet also has -
- they've got change-sensitive scores, ones that look a lot more like age equivalence.  They can be more 
sensitive.  I would use the IQ and the standard scores first, and the percentile ranks to be able to explain 
where kids are.  But if you need something to be able to look a little more sensitive at growth, then age 
equivalence could be used secondarily.  But only in that way, to just -- not in terms of diagnosis, or 
looking at specific levels of cognitive ability, but more to say where a student may be developmentally.  
More like qualitative assessment, using the age equivalence more for that.  But I agree with you, the 
KABC is a big favorite among school psychologists who work with deaf and hard of hearing students, 
because they've got that special nonverbal part that does not emphasize complex language in the 
instructions.  So that's a popular test with my colleagues, who work with deaf and hard of hearing kids. 
 
>> The same individual also asks, she says, we also use the KTEA-2 as a co-validity measure with the 
KABC-2.  Do you use this measure 
 
>> Yeah, I have used the KTEA, and the KTEA-3 also.  That's -- and that makes sense, that's co-validity 
measure if you're using the KABC.  There haven't been as many good validity studies on the academic 
tests, on some of those standardized achievement tests.  That's why you won't see a lot of those here. 
There are guidelines, like I said before, with the Woodcock-Johnson, on which subtests may be easier to 
administer, ones that have less complicated language instructions.  But there aren't as many small group 
validity studies for deaf and hard of hearing learners on the academic measures.  So yes, I would say 
what you've got to do there, just kind of like what you're doing using multiple measures when you're 
measuring cognitive ability -- yeah, you start with your KTEA, and you're going to use the subtest that 
can be easily administered, without a lot of complex language that may impact the validity assessment.  
Then supplement your KTEA with other curriculum-based measures and other types of informal 
classroom-based measures to get good pictures of reading, math and writing strengths and needs. 
 
>>  Okay.  Another question -- just tell me when to stop -- 
 
>> How many are there, more? 
 
>> I have three more. 
 
>> Okay. 
 
>> Okay.  The person who asked you about school psychologists administering the tests, she followed up 
with a follow-up question, so not speech pathologists or audiologists?  This would be administering the 
cognitive assessments. 
 



>> Yeah, not the cognitive assessments, yeah.  Not the cognitive assessments.  But I would hope that in 
a comprehensive evaluation, there would have to be a lot of collaboration between the team members, 
obviously with OTs and PTs looking at motor skills, speech and language therapists looking at language 
strengths and needs.  Not just verbal English, but also sign language, and maybe other languages spoken 
in the home.  Then school psychologists looking at the cognitive and the social, emotional, behavioral 
assessment.  What I think is an interesting thing here, there's been some recent presentations and 
publications on the importance of collaboration between school psychologists and speech and language 
therapists in assessing Gc, that crystalized intelligence, because speech and language therapists have 
many more tools and much expertise in really trying to get at strengths and needs across languages.  
And that's critical with deaf and hard of hearing learners, to be able to see, is language a weakness 
because of late access to language, like is English a delay because of that?  Or is it a true maybe a 
language-based learning disability that goes across verbal English and also sign language, if both are 
equally weak?  So yeah, the speech and language therapists aren't giving the cognitive test, but I think a 
good measure of crystalized intelligence.  Speech and language therapists are going to be an integral 
part of that assessment.  And that's also assessing that cognitive skill.  So that's kind of, again, the overall 
cognitive measures need to be done by the school psychologists.  But if you're not measuring the Gc, if 
you're not using that as your cognitive measure, then speech and language therapists are going to be 
the next -- they're going to be a very important asset to the evaluation, to measure that fully. 
 
>> And kind of along the lines of what you were just saying, this person writes, from experience, how 
can I convince psychologists that a learner can have a hearing loss and learning disability?  I've been told 
by psychologists they will not even test my student for a learning disability because of the hearing loss. 
 
>> Well, and that's a good question, and that's exactly why we're kind of having this, one of the big 
reasons why we're having this webinar, is to look at that.  Like, yes it can be diagnosed.  But it needs to 
be carefully diagnosed.  And it can be complicated.  But the first step is, using a theory of intelligence 
saying, what is intelligence?  And it's not just a language, and it's not just crystalized intelligence that's 
bound to experience in language.  It's also all those other abilities that we were going over.  And those 
areas can be assessed in a valid way.  And just like hearing students, deaf and hard of hearing students 
have strengths and weaknesses across those broad abilities.  And they can have memory weaknesses.  
We need to be able to assess those students fully, just like hearing students, to be able to assess if 
there's learning disabilities.  Yes, learning disabilities can be assessed.  But I would just say that we need 
to do a better job of maybe having some good resources available, like the position statement I talked to 
you about, different resources and research that has occurred already on how to accurately assess 
learning disabilities in deaf and hard of hearing kids. 
 
>> Okay, last one.  I don't know whether you're going to be able to answer this.  Are there psychologists 
who own these tests and who will administer tests for deaf and hard of hearing students in Pennsylvania 
on a consultative level?  My district probably won't pay for these tests for a handful of students. 
 
>> Hmm.  Yes, there are school psychologists in the state, like me being one, and other school 
psychologists may work with deaf and hard of hearing programs in intermediate units.  I know I've got 
former students that work in the state with different intermediate units.  And the residential schools for 
the deaf, they've got school psychologists that I know work primarily at their schools, but may also be 
able to do outreach, for evaluations that need to occur in different parts of the state.  I know I've done 
that, whenever districts have needed an evaluation and there isn't somebody available, I've reached out 
whenever I could.  So yes, there are psychologists that can do that.  At the national interest group, what 
we try to do is, we try to look at who's the closest to you that can provide that?  Ethically, we have to do 



that.  Who can provide that service?  Is there a school psychologist in your district or in your IU that 
could provide the assessment?  Or then you go a little further out.  How close are you to the residential 
schools, and could it occur there?  And then there are specialists with deaf and hard of hearing in every 
state, and sometimes depending on where you are in the country, you may need to go a little further 
out in order to find that specialist that can help you.  And like you said, even if that psychologist, even if 
they can't come do a direct assessment, perhaps they can provide consultation on how to do a 
nonverbal assessment with an interpreter there, you know, and give consultation to how to do an 
appropriate assessment for that psychologist, who's either in your district, or close to you. 
 
>> Okay, thank you, Bryan. 
 
>> All right.  All right, let's move on with some of the measures that have had validity studies, that have 
been shown to be appropriate for deaf and hard of hearing students in that social, emotional, behavioral 
realm.  The first one was an old one, it's not used so much anymore; the Scales of Independent 
Behavior, in 1996.  And on this one, there's a group of 26 students, of deaf children, were given this 
measure and shown to have comparable performance in motor skills, personal living skills and 
community living skills, compared to comparable performance to the hearing children.  Now this, we're 
totally shifting gears here now.  This is not the direct assessment, looking at adaptive behavior skills.  It's 
more of like either an interview or a checklist form that's completed by parents or teachers, or like a 
self-report form by some students.  That's what this measure is.  Again, like we said earlier in the 
webinar, adaptive behavior, in the past it's been very -- it's required if you're looking at possible 
intellectual disability.  But it's used a lot more broadly with the deaf and hard of hearing population, and 
basically with any kids with social, emotional, behavioral needs, because you get a lot of rich data across 
different developmental domains on where kids have strengths and needs.  The important thing here in 
this one, since this was the first study, it showed, again, appropriate levels with motor, personal, living 
and community living skills.  But the area that was lower was social interaction and communication 
skills.  Now, one problem here is, with this early measure, it did separate social interaction and 
communication.  Later adaptive behavior measures did separate those, and that needed to happen.  
And then the validity studies in the future, then, were able to show more average social interaction, but 
the communication area may have been weaker.  But in this one, it was integrated.  That may have been 
a reason why that overall score was lower. 
 
But the important thing here from this study was, it was the first time where it actually tried to explain 
why it's hard going beyond a cognitive measure, but even for a rating scale or a checklist or an interview 
form, why that's also difficult.  You need to really approach it with care when you're assessing a deaf and 
hard of hearing student.  The language of the scale -- this is true for also rating scales that maybe, when 
you're talking about communicating, you're talking about one item might say, "The student talks," 
versus, "The student communicates this way."  And we've done a lot of work, those of us who work with 
deaf and hard of hearing students, we've tried to talk to test publishers, and test publishers are willing 
to listen, about trying to make items more fair when it comes to language, especially, yeah, especially 
rating scales that are looking at communication or language to make them more fair items that go 
across language, not only verbal language, but also would be appropriate for sign languages.  So they're 
improving in that respect, where they're having much more fair communication items that aren't biased 
towards verbal communication, but can also be used to measure just broad communication and sign 
language, too. 
 
Just recently, we have our School Psychology conference last week, and I sat down in a focus group with 
one of the big test publishers.  My colleagues that work with deaf and hard of hearing children do the 



same thing, where we talk to them about what we need to see with future rating scales, the fact that we 
need to have a few measurings.  If you're saying you're measuring communication, then measure 
communication.  Don't just measure verbal English.  Or even have separate things looking at verbal skills 
versus overall general language.  But that was a big recommendation of ours to this publisher, and to 
have, A, the small special group studies looking at when you administer this for a deaf and hard of 
hearing kid, is it appropriate?  Then also, having that language of the scale being fair, that can go across 
different languages. 
 
So again, the language of the scale, that may have been why this one area was lower.  Communication 
mode of examiner-examinee -- what that means is, with this specific scale, and also on the Vineland 
Scale, which we'll talk about in a second, there are interview forms.  If the examiner is communicating in 
a certain mode, either sign and supported speech, or signed English or ASL, and the examinee is 
answering questions about him or herself, or if it's a parent answering questions about the child, what's 
their communication mode?  A lot of different things that can kind of get in the way and make the 
interpretation of the results complicated.  Hopefully that makes sense; that you're sitting down with a 
parent or a client and you have to look at your communication mode and their mode, and hopefully you 
can have a communication match so the client is understanding the school psychologist and vice versa. 
 
Then also, the last thing there, maybe those true skills of the children were lower.  Maybe the 
communication areas were delayed.  It's just something, whenever you see low scores in that 
communication on a communication area of an adaptive behavior scale, or another rating scale, you 
need to first question it.  Look at the items.  Look at the communication load of the tester and the 
testee.  Then also they'll look at, oh, well, maybe it is just the actual -- maybe you'll determine that it's 
the true skills in that communication area that are lower. 
 
The other thing that I was referring to with the Vineland Scales -- okay, now this is brand new.  The 
Vineland II, like I said earlier in the webinar, that the Vineland I had a clinical group of deaf norms that 
you could compare it to.  Then this, the Vineland II and the Vineland III had more of like a small group 
study, basically that group of 67 children were given this.  This is the comprehensive teacher form.  And 
the Vinelands who also had separate validity studies for the teacher form and the parent form, which 
makes it a good instrument, for using for deaf and hard of hearing.  The sample of deaf and hard of 
hearing children had a 92.9 -- that was again with 100 being the average.  That was right in the average 
range, compared to the hearing children.  They also have a maladaptive behavioral section on there, and 
they were all in the average range.  So that was a good thing too, to show that the maladaptive 
behavioral subscales weren't using the language on them, because you're trying to get at problem 
behavior in youth.  You need to be careful in the language you're using in those subscales to make sure 
that you're accurately measuring problem behavior, and that you're not measuring something else 
related to the hearing loss. 
 
The next one, the Comprehensive Parent Rating Form, they also had a group of 52 children, and their 
score was a 97.4, similar to the average range with hearing students.  Again, maladaptive subscales were 
in the average range.  Then there was a group of 78 children on the comprehensive interview form, and 
again, their score was a 98.8, right in the average range.  Again, these validity studies show that this is a 
good adaptive behavioral measure for deaf and hard of hearing students.  Again, this from the Vineland, 
it's got two different studies with the parent form, because the first form is more of a checklist, where 
the parent completes it and then sends it back.  The second one is the interview form, where you sit 
down with the parent.   Both of those were shown a good validity for deaf and hard of hearing. 
 



The last one here in the adaptive behavioral realm, the Adaptive Behavior Assessment system, this was 
the Second Edition.  The Third Edition is out now, it's brand new.  But unfortunately, they didn't do 
another validity study for the ABAS-III.  ABAS-II had a group of 19 children identified as deaf or hard of 
hearing, and they had a score of 93 -- again, it was average compared to other kids, or compared to the 
hearing kids.  It was unfortunate now, the same test publisher who published this was the one where I 
sat down with the focus group.  I talked to them about that, too, that that was disappointing that 
whenever they do a new measure, when they don’t have another sample of children, of deaf and hard 
of hearing children, to make sure that the newer, revised measure is still appropriate. 
 
Now, with this Adaptive Behavior Assessment system, the communication was the area that was the 
lowest area, compared to other, like the socialization area.  What this showed is, the deaf and hard of 
hearing students do not have major deficits in adaptive behavioral skills, but they may have specific 
weaknesses in certain areas of adaptive behavioral skills.  And with the areas that are usually weaker are 
ones that relate to communication or some of the academic skills that can be a little weaker, related to 
late access to language that can cause those lower communication skills.  When we know that -- and 
that's similar to the performance on the previous Vineland Scale, the Vineland II where the daily living 
skills and the socialization skills were stronger, but the communication area was a little bit weaker, and 
weaker for those different reasons that we went over before.  Maybe it's the language in the scale.  
Maybe it's that we couldn't access, or we couldn't appropriately assess sign language ability in the 
communication section.  Maybe it was the communication mode of the examiner or the examinee.  
Maybe it was true communication weaknesses, just like this is the one area, one of the adaptive 
behaviors that kind of crosses over into cognitive assessment, where remember, Gc is an area that 
you're not as surprised to see being lower with deaf and hard of hearing kids.  Well, same thing, when 
you're assessing adaptive behavior, communication -- you're not as surprised to see that area as lower, 
too.  Again, if that area is lower, then you need to look beyond that and look at a wide variety of 
measures to see, hmm, if it's just the verbal English that's bringing down that score, or are there overall 
language weaknesses that are also present in sign language that may be indicative of a learning 
problem. 
 
Now, early in the webinar, I talked about when the tests are developed, if they don't have special group 
studies that are part of that development, then maybe there will be separate researchers that will look 
at how appropriate it is for deaf and hard of hearing students later on. Here's two scales that are like 
that, the Conners Adult ADHD Rating Scale.  This is from a graduate student who was at RIT, previously, 
who was interested in looking at how appropriate the Conners would be for deaf and hard of hearing 
students, so looked at administering that to 40 deaf college students, and found that it was an 
appropriate measure.  That was in the adult rating scale.  Then also, in the same study, administered the 
BRIEF, and now there's the new BRIEF, the BRIEF-2 that's out.  But the Conners, previously, measures a 
lot of attention; obviously activity level, self-control, attention.  And the BRIEF measures executive 
functioning, which you hear more about these days, also relates to attention and self-control and also 
has measures on it that look at how attention and concentration connect with memory, sustained 
attention for remembering things.  Also from this Behavioral Rating Inventory of Executive Functioning, 
the BRIEF was also found to be appropriate for deaf and hard of hearing, too. 
 
The last big measure with the social, emotional, behavioral assessment, the BASC-3.  And those of you 
who work with school psychologists hear of this one.  This is a widely-used measure, and this measure 
did have clinical groups.  When they developed the new BASC-3 two years ago, they had clinical groups, 
students with different educational disabilities.  So they did have a deaf and hard of hearing group.  The 
unfortunate thing is, compared to the BASC-2 -- I don't have those statistics here -- but with the BASC-2, 



they had larger samples.  Now with the BASC-3 they had smaller samples of the deaf and hard of hearing 
students, but they still did have samples.  But it was a little disappointing to see less students involved in 
their clinical norms.  The good news from this, from the teacher rating scales, on this type of a scale, 
these are using what are called "T scores," so an average score of 50.  Then on this scale, you want skills 
to be higher towards that 50, and you also want problem behaviors to be lower, closer to 50.  So 
whenever you have scores, like skill scores that are down in the 30s, that's a weakness.  Then problem 
behavior scores that are up in the 60s and 70s, that's a weakness also.  But the good news is, the deaf 
and hard of hearing students were right in that average range, which should that it could be 
appropriately used for deaf and hard of hearing.  Now, the problem with BASC-3 and their study is that 
there's really not a lot of information about what these students look like.  We don't know the degree of 
the hearing loss.  We just don't know a lot about that.  That would be a big recommendation for the test 
publishers for next time, and it was given to them before too, to try to give -- but they didn't include 
more information for the BASC-3, compared to the BASC-2, really.  But we want more information about 
what these students look like. 
 
So briefly, that was the teacher rating scale.  Scores were in the average range.  The parent rating scales, 
also in the average range, from that special group sample of 30 deaf and hard of hearing students, 
similar to the general norm sample.  There's the self-report.  Scores were right from 45 to 55 on a group 
of 20 students -- again, similar to the general norm sample.  So what this is saying is that the BASC-3, it's 
not saying that, ooh, deaf and hard of hearing students have significant behavioral emotional social 
problems automatically -- no.  No, it has kind of a normal curve like the hearing population.  And if some 
deaf and hard of hearing students have higher difficulties in the behavioral emotional social realm and 
others do not, it kind of follows that same general pattern. 
 
I'll stop here as we move into looking at comprehensive evaluation.  Like, what's included in the 
evaluation and the report?  Any questions that have popped up? 
 
>> Sorry, it helps if I unmute myself.  No, there are no questions.  Michelle, do you have any questions? 
 
>> I did have one email that says, what is your opinion on using the -- is it L-E-I-T-E-R, the Leiter 
International Performance Test when evaluating deaf and hard of hearing students? 
 
>> Yes, the Leiter, yes.  Yes, that's a good measure.  I may have said that when I was covering the 
different cognitive assessments, that that's one that's used a lot with professionals in the field.  I didn't 
go into details on that because it wasn't one of the classic cognitive tests that were grounded in the CHC 
theory, like the ones that I mentioned here.  But yes, definitely.  The Leiter is used, and a very good 
measure for deaf and hard of hearing students to get at true cognitive abilities that's obviously separate 
from language ability.  Yes. 
 
>> Okay, I think that's it, Bryan. 
 
>> All right, okay, good.  Okay, so the next section, thinking in terms of now we've looked at this 
contemporary intellectual theory that has guided newer, intellectual assessments that broadly look at 
ability, and wide variety of multiple abilities, which can be a good application for deaf and hard of 
hearing learners, as opposed to more narrow evaluations in the past that just looked more at language 
loaded measures.  Then we looked at what measures have been able, either following the CHC theory, 
what measures have been able to show evidence of average scores and visual processing, and average 
scores and long-term retrieval, and problem solving.  And also, what social, emotional, behavioral 



measures that have been shown that can accurately show strengths and needs with deaf and hard of 
hearing students.  So now, thinking about all of that, using those valid measures, either cognitive or 
academic or social, emotional, behavioral -- putting that together in a comprehensive evaluation.  I 
thought it was important to just look at some of these things that should be part of, and I think it more 
in terms of the school psychologist's comprehensive evaluation which, again, is a bigger, important part 
of evaluation reports, or re-evaluation reports.  Obviously, the background information -- very 
important.  I always tell my students, I teach behavioral assessment and the cognitive assessment, it's 
very important in doing a detailed history in a wide variety of areas.  Most of you out there, you know 
that, so I'm not telling you anything new.  Looking at information on the hearing loss, review of 
audiological functioning, stability or change in the hearing capabilities, use of amplification, 
comprehensive medical history, additional disabilities and family social academic history -- all of those 
things are very important to be included in the background information. 
 
Another important part of a comprehensive evaluation -- behavioral observations.  Remember from way 
back at the beginning, those standardized tests, depending on what measures you have, what may be 
appropriate for your student, you're going to need to supplement that with structured behavioral 
observations that can really, again, that use more of a functional behavioral approach.  Getting 
information across various settings with various teachers that can describe the student's skills, looking at 
their attention and eye contact.  Making sure that you're mentioning their communication mode.  And 
also, with observations, you're not just looking at observations in the classroom, looking at students' 
behavioral levels in the classroom, but you also need to include clinical observations about yourself, the 
psychologist, the school psychologist, your communication skills.  Whether you use an interpreter or 
not, how instructions were communicated.  Did you just use the nonverbal subtests?  Or were there a 
few of the verbal English subtests that you used in order to just get some results there?  How those test 
instructions were modified, or how standardization may have been changed.  How much training or 
medication was required to administer the subtest.  Like with our cognitive assessment course that's 
going on right now, we again follow what the recommendations are, what the test developers have said 
based on their validity studies on what are the appropriate subtests to really measure the deaf and hard 
of hearing kids' intelligence, and which subtests you should avoid, because it's going to be very hard to 
interpret the results if they require change from verbal English to administration in sign language, 
because the tests weren't set up that way.  If all subtests -- like say if you're administering a nonverbal 
battery, a test battery to a student to look at the cognitive ability, sometimes school psychologists will 
say, well, I also want to get a look at that Gc.  I want to get a look at their language abilities.  You can 
administer those two, depending on the measure and depending on the child.  But you always keep 
those scores separate from your overall nonverbal ability scores.  There's some guidelines to help you 
with that.  With some of the earlier slides that I talked about, separate Gc when you're looking at 
learning disabilities.  But with a deaf and hard of hearing child, always separate the Gc.  Separate that 
and say, that's not part of cognitive ability.  That's measuring verbal English language.  It's measuring 
that specific area, and not the overall cognitive ability. 
 
There are some good articles to talk about that.  One article -- I've covered some of the stuff that's in the 
article actually on these slides -- I'll show you, it's my last slide.  It's an article I did in 2008 in American 
Analysts for the Deaf.  There's also a really good chapter in "Deaf Cognition," a book by Marschark and 
Hauser, also in 2008 that has a chapter on the importance in measuring those verbal abilities.  Again, 
being careful what you call that, that they're the verbal abilities.  But they're not the overall cognitive 
ability of the students.  So there are some guiding texts and articles out there that could help with that. 
 



Anyway, the psychologist needs to -- there's a lot of different things to be aware of.  Again, the position 
statement that I talked about making available for you can also -- talks about the school psychologist's 
ethical responsibilities, to either consult with somebody who can directly consult with somebody, or find 
somebody who can directly assess or the use of an interpreter in order to get the accurate results.  The 
good news is that there are guidelines out there that school psychologists can go to and utilize. 
 
Now, the background information, behavioral observations, the next thing, integrating that assessment 
information.  There's step-by-step processes that are kind of widely accepted by some of the school 
psychologists who have written the assessment texts in the field.  One important step is finding all of 
those significant findings regarding the child.  There may be significant findings from the norm reference 
tests, which I'm talking about the standardized tests, like the cognitive tests and the rating scales.  
Maybe from a structured interview, leads to characteristics of a specific mental health diagnosis.  Maybe 
there's significant material from informal assessments, classroom-based assessments or curriculum-
based assessments that are showing significant strengths and needs. 
 
The cognitive and the behavioral measures, they vary a little bit on what those significant results are.  
There's not time to get into it a lot here.  I know I've talked about with Jane and Michelle that if there's 
another opportunity for a longer presentation, where I can really get down and look at a lot, and show 
you the different scores, which some of you are aware of.  Those who administer the standardized tests 
are aware of what the average score of 100 and significantly higher scores can be 115, and significantly 
low can be 85 and below.  Then with behavioral measures, again, like I showed on those other previous 
validity study slides, average scores are 50.  Significantly low skills would be 35, significantly high may be 
65 to 70.  That's when you're looking at those significant findings, you're using whatever the test says 
are average scores and what are significantly high scores, and significantly low scores in order to search 
for those significant findings.  Hopefully, what you're going to try to do is, the significant findings that 
you have on strengths and needs from the background, and then also maybe significant findings that 
you had on the behavioral observations, significant problems that you saw pop up a lot in the classroom 
-- hopefully that will also then match up with the things that you're seeing on your standardized tests, in 
order to have good integration of assessment information.  It doesn't always work that way, but it's 
great when it does, when the background and the behavioral observations really match what your 
standardized assessments are also saying about the child. 
 
The next step, looking for conversion findings, hopefully you're seeing similar things across the different 
measures, if you're using more than one ability measure or academic measure, or behavioral measure, 
and across informants.  You know, if you have teachers, parents and children all completing different 
rating scales, hopefully you're seeing similar findings on strengths and weaknesses across those 
different informants and instruments, and settings too.  That helps to provide a more strong evaluation 
report.  Take a closer look at assessment information, and don't just look at a score crossing some 
threshold.  That's important.  You want to look at full range of scores, problems and symptoms, and not 
just some magic score reaching a threshold.  So that's important to know.  The test publishers have 
those ranges, right, like I said.  Say a behavioral measure has a score of 50 as an average, and 65 means 
significantly high, and the score is a 64 -- then you can look at that and say, ooh, that was borderline 
being significantly high.  You don't just say, totally non-significant, forget about that.  If that score was 
close to being significantly high and it matches up to what your behavioral observations say, background 
says, and maybe what other measures say, then that can add to more convergent, significant findings.  
Hope that makes sense.  And that's best practice in School Psychology, where you look at that score and 
you look at the ranges, but you're looking at a bunch of different scores together, and not just -- don't 
be so black and white on whether a score crosses a significant line for elevated versus an average range. 



 
Explaining discrepancies, would be the next step.  If there were some strengths on some measures and 
weaknesses on other measures, how can you explain them?  Were they caused by different demands in 
the various settings, like in one classroom versus another classroom.  Could they be explained by the 
different measuring techniques themselves?  Were some better or more sensitive with deaf and hard of 
hearing learners than other ones?  Maybe that could explain the discrepancies.  Or maybe even the 
characteristics of the informant; sometimes if a parent wants to over-report concerns, they can 
definitely do that.  They can fill out a rating scale and report scores very high.  Maybe those aren't the 
most valid results.  The same way, maybe there's a teacher that may not see as many concerns, because 
of maybe not knowing what to look for in a specific type of a behavior problem.  Can the discrepancies 
be explained by different knowledge of the child across informants?  You have to look at that, to see 
which informants maybe know the child better, and which informants maybe don't know them as well.  
Maybe that explains some of the differing results.  Look for the significant findings again, and review 
step one.  Then look for the convergence across different informants and settings and measures as step 
two.  Then try to figure out why, if there are just discrepancies and differences, why those did occur. 
 
Step four, developing a big profile, hierarchy of strengths and weaknesses.  Then try to prioritize the 
different areas of concern.  Even at this stage, in that comprehensive assessment, it would be important 
to look at what may be the primary problematic areas, and then which areas are more secondary.  Like if 
anxiety is that primary problematic areas, that's where you want to then target your interventions.  
Then maybe attention or something else, maybe more the secondary area.  You need to look at the 
degree of impairment, how significant are the needs?  Which ones appeared first?  That may be a good 
indication for saying, what may be the primary thing to tackle, versus what's more secondary?  
Interventions -- hopefully you have interventions that could look at primary versus secondary. 
 
The next step, step five, looking at the critical information to put in that report.  Again, we talked about 
finding those significant findings, the convergence of the significant findings.  Here also, maybe use 
some filtering.  Not all scores will have the same importance or meaning.  Some of that information, 
some of the scores that were not significant are not going to have as much bearing on the final case 
conceptualization, so maybe less emphasis on them.  That's, again, an important step.  We're looking at 
what's the important information to include in that summary, that are going to lead to 
recommendations, and what information may be able to be omitted. 
 
The common problems in report writing, we're going to go over just a few of these.  I think we'll have 
just enough time, but I'll get through some of the rest of these slides a little more quickly.  Some 
common mistakes in School Psychology report writing, vocabulary problems and length.  Sometimes 
school psychologists use really long reports that have a lot of complex, meaningless language that can 
only be understood by the psychologist who wrote the report -- I'm guilty of this.  I think a lot of 
psychologists are.  I think the important thing is now to just be cognizant of that, understand that and 
try to be conscious about who your reader is going to be.  Psychologist reports not written enough in lay 
language, language that parents and sometimes just educators can understand.  Actual behavior being 
under-emphasized, that's another common problem.  What I try to do, and especially I work with Early 
Intervention kids, and standard scores don' tell you.  They don't have enough functional information.  I 
may have a section that will say a kid qualifies for a developmental delay, perhaps using standard scores.  
But you need to give a lot of functional information.  What specific behaviors were reported as 
frequently exhibited on that measure, and what were less exhibited?  Going beyond the scores, and also 
giving actual behavior, either using behavioral observations on a cognitive assessment.  Not only that, 
but then also saying what specific behaviors were seen more on rating scales -- that’s important.  



Sometimes those reports can be so vague and not clear, that they can't really be challenged.  I guess 
some could say, oh, that's positive that nobody's going to challenge if a report has enough psychobabble 
in it, but it's also not meeting the needs of the stakeholders, and who's going to be receiving that 
information. 
 
So vocabulary problems and length, one.  Faulty interpretation -- sometimes psychologists can use kind 
of the same theories and draw the same conclusions on every report.  Sometimes you'll find this, if 
there's a school psychologist that's very into looking at ADHD, or learning disabilities, and then almost 
looks at the evaluation through those lenses -- that can be a problem.  Psychologists need to be very 
careful about that, and be able to step back and take an unbiased view towards the evaluation.  Making 
sure that you're using a wide variety of theories to explain strengths and the weaknesses.  When I talk 
about the theories, I'm talking about some psychologists that maybe more into psychoanalysis, or some 
that are more behavioral.  That can also then impact what their impressions in overall psychological 
evaluation. 
 
The last two I think are even more important; making sure a psychologist draws conclusions that are in 
agreement with the data.  Sometimes conclusions can be in conflict with the data collected for the child, 
and again, maybe not making the diagnosis in contrast to what the rating scale said, or vice versa.  And I 
think this is a good reason for having that team approach to our evaluation reports and re-evaluation 
reports.  If whole teams including, like I said before, OT, PT, teachers of the deaf, speech and language 
therapists, interpreters that are part of the evaluation process -- it's good to have a big team that can 
really have many eyes looking at the data to make sure that there isn't one person that may be drawing 
some faulty conclusions, or not looking at things broadly enough.  That's where a good school 
psychologist will say, it's good to have a good, strong, larger collaborative team to help make sure 
everybody checks everybody else, and that there's not a smaller team or individual that has too much 
power in the evaluation.  So the importance of a team approach.  I teach consultation and collaborative 
problem solving, it's a big thing in our Gallaudet program.  Very important in teams for deaf and hard of 
hearing evaluations. 
 
The last thing here, with the Common Mistakes in Report Writing -- number obsessions.  Scores; we 
should be viewing that as a means to an end.  So the scores will mean a specific range, and then 
hopefully then that's going to mean a good understanding of where the kid's strengths and weaknesses 
are.  But not too many scores, people can just get lost in the numbers.  The scores should, again, reflect 
a specific strength and need for a child.  Sometimes if a test was not valid for deaf and hard of hearing, 
or the administration was invalid, or the scoring was inaccurate, then you're supposed to say in your 
report that that's invalid.  Then you don't need to report that score.  School psychologists have a way of 
saying that, that some subtests get spoiled through administration or scoring, or an uncooperative child.  
Then those things, again, those are numbers or scores that need to be emphasized less, maybe not 
reported in the report, if it's invalid. 
 
Certain [INAUDIBLE] factors that can impact the validity -- we talked a little bit about this, about when 
you have a wide variety of informants that are completing rating scales, and either teachers or parents, 
sometimes you have overly positive responding, overly negative responding, or inconsistent responding.  
And measures now, like the Conners rating scales, it's good they have built in -- that's a popular one, but 
there's other ones that also have that built in, like the BASC-3 also has things built in to guard against 
that.  If you get rating scales that have -- there are questions built in that are almost impossible to say a 
student "always shows" -- like, they're always an angel, or something like that.  We need to have rating 
scales, have those things built in that are going to guard against overly positive responding, overly 



negative responding, and then inconsistent responding.  You'll have questions on these scales that may 
try to trick the informants a little bit, to make sure you're not saying the student is always perfect, or the 
student is always aggressive.  Or those inconsistent responses, sometimes you'll say the exact same, say, 
"is distracted," one.  Then a couple of questions later, "is inattentive," to see if you got similar 
responding.  Or maybe you're not paying attention to the questions, and that could cause inconsistent 
responding.  Those are important things that are built in, those validity scales that are built into rating 
scales, to make sure that we're getting accurate results. 
 
Now switching gears here, and I'm going to go through these last few slides, and then if there's time for 
some more questions, we'll do that right before the end, but I want to get through this.  Again, keeping 
in mind our discussion earlier about, okay, CHC theory, using that to guide the development of the tests, 
to get good, broad pictures of cognitive abilities for deaf and hard of hearing students.  Then, what 
then?  After we get pictures of strengths and weaknesses, what then?   What can we do next?  How 
does that lead to better interventions?  Well, there's been a lot of good studies, and I've included some 
things here from a good study back in 2004, in looking at implications and recommendations for the 
different CHC abilities and what that can mean for putting recommendations in your evaluation report, 
and also then in your IEPs for students.  So think about this, here's Gc.  There again, there's a definition 
of Gc, looking at expressive vocabulary, looking at word meanings, knowledge acquired from general 
experience.  Again, if there's late access to language or less incidental learning, that can be a weakness 
with deaf and hard of hearing kids.  If that's weak, what do we do?  Whether that's assessed through a 
standardized measure, or whether that's assessed through a speech and language therapist, language 
tests, or through other informal measures, if that area is weaker, we don't just say, all right, that's 
weaker.  We need to have goals in those areas in order to boost that area. 
 
So that's another neat part of CHC theory.  It doesn't just stop with assessing these broad abilities, but 
then there's really good -- the Woodcock-Johnson has great intervention manuals, and a lot of the other 
CHC-based tests now are catching up with that too.  They're starting to develop good intervention 
manuals, based on what the broad ability strengths and weaknesses are in kids.  Looking at these 
implications -- language skills, communication, vocabulary, comprehension, general knowledge, prior 
knowledge -- those can be the implications of strengths or weaknesses in GC.  Then, turn that right into 
recommendations.  What can we recommend?  Okay, extra interventions to looking at relating that 
information to previous knowledge; assessing prior knowledge, pre-teaching vocabulary, more 
vocabulary instruction, incorporating prior knowledge into instructional activities, vocabulary that's 
understood by individuals, lots of repetition.  So follow me, we're going to go through the different CHC 
abilities here, so you can see kind of how that follows. 
 
Now, this, long-term retrieval, we've got evidence that that has been a stronger area, from the KABC.  
The important thing here is, Gc maybe weak, and it may be weak because of just the language 
weakness, or it may be weak from a learning disability.  But we know here, the areas that we know have 
been average from the previous cognitive ability validity studies, remember the long-term retrieval, the 
visual processing and the problem solving -- those three areas have been shown to have average scores 
for deaf and hard of hearing students.  If one of those areas are weaker, then that, again, is where we 
can provide stronger information on a possible learning disability, remember, that's separate from the 
crystalized intelligence.  So here, long-term retrieval -- if giving a battery -- ooh, and that area is 
consistently low, again, the ability to store and retrieve information, then obviously it has wide 
implications in recalling information for learning, inconsistencies in learning.  The efficiency of retrieving 
information, organizing information, strategies for recall, and strategies for association, retrieving words 
-- those kinds of things.  Those are the implications, and then recommendations.  So recommendations, 



a lot of extra, over-learning, review, repetition, needing more repetition, steps to organize recall, multi-
sensory learning -- these are just a few of different recommendations that have been shown through the 
research that can help boost lower Glr, or lower long-term retrieval, so it can be done kind of in a very 
step-by-step, organized manner.  Assess the abilities, looking at the strengths and weaknesses and then 
use that to be able to make some good, specific recommendations in a specific ability weakness area, in 
order to boost that strength.  The important thing here, too, is in the past, we've said that IQ or ability, 
it's stable and doesn't change.  Well, what we're learning now is that there's the broad abilities.  Some 
are more stubborn and more resistant to change than other abilities.  But if you have abilities that are 
weaker, that kind of cause a diagnosis of a learning disability, then what we're finding out now is that 
you can use different strategies in order to boost that area, or help accommodate that area, in order to 
have less of a negative impact on learning. 
 
The Gv, another area, a strong area with deaf and hard of hearing children, analyzing visual patterns, 
spatial configurations -- so if this area is low, again, it could be due to a particular learning problem.  
Then the implications would be we'd see it in a lot of different things, like difficulties in art, geometry, 
reading maps, spatial boundaries, and just general problems with visual presented material, then 
recommendations.  A lot of different work and practice with manipulatives and copying and tracing and 
drawing activities.  A lot more practice with those types of activities, using, it says here, verbally-
described graphics or visually-based concepts, verbally or through sign, providing that multi-sensory 
component to adding to visually-based concepts. 
 
The next one, Gf.  Again, an area that's been shown to be a stronger area with deaf and hard of hearing.  
It's using problem solving, deductive reasoning, inductive reasoning.  Implications -- obviously more just 
generally difficulty with problem solving.  Difficulty with novel tasks, thinking conceptually through 
different things.  Trying a different -- may have difficulty changing strategies, and then 
recommendations -- again, basically teaching problem solving strategies.  A lot more over-learning, 
repetition for new concepts.  Strategies to increase understanding and retention of concepts.  Using 
those problem solving strategies in a real-word context, applied context.  Again, that's the Gf. 
 
I think there's only -- well, there's two more.  Processing speed hasn't shown up as a specific strength or 
weakness on the cognitive ability measures.  However, it can also be influenced by attention, which 
attention in the visual distractibility can be present with deaf and hard of hearing students.  So if Gs is 
weaker and it's because of visual attention difficulties, then again, implications are like these, lack of 
automaticity or slower performance can influence fluency.  Time tests -- copying from the board or 
book, which can be difficult with deaf and hard of hearing students.  Then recommendations; obviously 
more time, structuring copying activities, or limiting that.  Different activities to improve fluency. 
 
Then the last one is that Gsm, the short-term memory.  Again, sort of similar to crystalized intelligence, 
this has been an area that's been a little weaker from those validity studies because of the emphasis on 
auditory memory and sequential memory that different cognitive ability tests have looked at.  If this 
area is weaker, again, it's acquisition of material can be impacted.  Attending and sustaining 
concentration -- again, that impacts the short-term memory area, like what we call "working memory."  
Following directions, remembering sequences can be more difficult.  Recommendations -- keeping 
directions short, simple, ensuring that they're understood.  Different compensatory aids to help with 
memory.  Over-learning and repetition -- I'm sure you get the idea.  A lot of very specific, when you see 
the weaknesses, make sure to have the good pool of intervention tools, to be able to try to increase that 
area, or make it have a less negative impact on learning for your student, depending on whatever their 
profile is. 



 
Now, switching gears, the last few slides here just deal with social and emotional intervention.  So we 
talked about what those broad rating scales, having strengths and weaknesses across behavioral, 
emotional and social areas.  Some of you may know this, the PATHS program.  And I picked this as a 
good guide to looking at where assessment can lead to good intervention, is because there are a lot 
more social skills programs out there now, or cognitive behavior modification programs out there based 
on if an assessment shows significant needs in that area.  But the PATHS program was developed for 
deaf and hard of hearing children.  It's one of the only programs I know that was developed for the deaf 
and hard of hearing.  Because it had so much success, it generalized, too, the hearing population.  And 
it's used a lot.  It's used at the preschool level too; I know some daycares that are using the program 
actually right now. 
 
What it does, it's going to promote competencies in that emotional and social area, while also boosting 
skills, and then also reducing the problem behaviors, like aggression and behavior problems.  They're 
lessons that are supposed to naturally occur within the process of the classroom, can be used by 
educators, counselors, parents -- this does not need to be used by a school psychologist.  And it helps, 
and it gives them a lot of practice learning how to act and react appropriately, and control behavior.  So 
it's class-wide prevention curriculum that looks at supporting social and emotional development.  And 
the original purpose was to teach deaf and hard of hearing children in their personal problem solving 
skills.  Again, this is something where perhaps, because of low language levels, that could then also 
influence social communication and social skills with some deaf and hard of hearing youth in their 
schools.  This curriculum really helped to boost those skills, those social skills, by having emotional 
awareness, emotional regulation, and helping the deaf and hard of hearing children using that inner 
speech, or inner signs, to guide behavioral control.  It's a cognitive behavioral program, so it looks at 
cognition, behavior and affect.  Those are the five domains that it really looks at; self-control, emotional 
understanding, interpersonal problem solving, positive self-esteem and peer communication and 
relationships.  So those are common areas that are assessed on behavioral rating scales, like the BASC-3.  
So if you see significant results in skill areas that are low and behavioral problems that are high, then 
they can match up very easily with curriculum like this in order to boost those skills and reduce those 
problems.  The lessons are supposed to be just 20 to 30 minutes, taught three times a week, if possible, 
through the school year. 
 
The last slide here on the PATHS program, the efficacy.  It's shown good effectiveness with regular 
classes, special education, deaf and hard of hearing classrooms.  And when they're done, one year post-
intervention assessment.  They've shown that deaf children who had this program continue to exhibit 
those better problem solving skills and social emotional adjustment, and less impulsive responding and 
more self-direction and planning.  So those were good intervention results.  So I wanted to give 
examples of using the CHC abilities to guide, ability strength and weaknesses, to guide intervention in 
that area.  Then also, how do use the behavioral assessment results and guide you to a good social 
emotional intervention that can really just target those areas. 
 
The last two slides that I have here -- I know we're almost out of time here -- I'll make a copy of this, a 
good copy of this for Michelle and Jane for you guys to see, it was a poster I did with a colleague a few 
years ago on what school psychologists -- what are they using, what do they primarily use with 
assessment with deaf and hard of hearing?  What specific theoretical viewpoints do they use?  We 
looked at neuropsychology, CHC theory and curriculum-based framework.  We interviewed school 
psychologists that preferred one or the other, and then we talked about strengths of those approaches, 



and also limitations, and areas that we need to improve on those approaches.  So it's a good poster that 
has some good information.  I'll make sure to get you guys a good copy of that. 
 
And the last one was things that I pulled for this PowerPoint was from my article on American Analysts 
for the Deaf.  This goes into a lot more detail about the history of assessment, of cognitive ability 
assessment and how CHC was born, and then ends with an application for deaf and hard of hearing 
children.  That is it.  That's the end of my slides.  I know there's another minute or two, if there are any 
other questions that popped up. 
 
>> Lots of very positive comments in the chat box. 
 
>> Okay, good! 
 
>> Thanking you for the webinar.  There are two questions that I received; one is that when you were 
talking with step four, consider primary and secondary problematic areas and intervention targets, is 
there a hierarchy of primary-slash-secondary disabilities?  For example, would a specific learning 
disability always be primary, and a hearing loss secondary? 
 
>> Well, see, that's a good question.  When I'm talking about those primary problems or secondary 
problems, I'm thinking more about, what is the primary?  Is it learning or more behavioral?  Or in that 
behavioral area, which is the most primary?  Is it aggression versus anxiety, or something like that?  But 
you're right.  We need to go beyond what may be the primary problem, and then when we finish the 
evaluation reports, we need to then look at regarding the educational disability, and kind of make a 
decision on what's primary.  Yet depending on the case, depending on the evaluation, you may have 
students that are deaf or hard of hearing, but if the significant social, emotional, behavioral needs, 
maybe emotional disturbance would be the primary disability.  Maybe if learning needs are so 
significant, that maybe a learning disability would be the primary disability.  It's going to depend on the 
kid.  But there could be situations where you're going to use another educational disability category as 
the primary, and then the deaf and hard of hearing may be secondary.  There may be situations where 
there's multiple disabilities interacting.  But that's a really good question, on how to turn that identifying 
primary problems and secondary problems into when we get to the end of our evaluations, we need to 
then look at that in terms of educational disabilities.  Yeah. 
 
>> Okay, and then one final question.  Are you aware of where the PATHS program might be purchased? 
 
>> Ooh, I don't know that specifically.  But I can get that information.  I can get that information. 
 
>> Okay. 
 
>> If you look it up online, I don't know what publisher actually is control of it now; sometimes there's 
multiple publishers that you can buy that program from.  But still, it's a popular program.  You can look it 
up -- 
 
>> Sorry to interrupt you -- someone just posted in a response. 
 
>> Hey, great. 
 
>> At www.pathstraining, so P-A-T-H-S training, dot com. 



 
>> Great. 
 
>> There we go.  It takes a village. 
 
>> All right.  Yeah, thank you.  Thank you everyone.  Yeah, this was a really enjoyable webinar.  So thank 
you.  And thank you Jane and Michelle. 
 
>> All right.  Michelle? 
 
>> Okay, thank you so much.  That was wonderful information.  It has my head spinning, I'm sure many 
others as well.  But good stuff. 
 


