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The Great Debate

The following pages summarize a feature of this past
summer's annual meeting of the Velo-Cardio-Facial
Syndrome Educational Foundation. Under the format of
a debate, the issue of using sign language for children with
velo-cardio-facial syndrome was presented. On the "pro-
signing" side were Drs. Linda D'Antonio (of Loma Linda
University Medical Center) and Nancy Scherer (ofEastem
Tennessee State University). On the other side of the
issue were Drs. Shprintzen (Center for the Diagnosis,
Treatmen! and Study of Velo-Cardio-Facial Syndrome in
Syracuse, New York), and Karen J. Golding-Kushner
@ast Brunswick, New Jersey). The debate's major points
are summarized below. Each passage was written
independently and neither side had the advantage of
seeing their opponents' material. *

To Sign or Not to Sign?
Nancy J. Scherer, Ph.D.

Linda L. D'Antonio, Ph.D.

We know that many children with VCFS have severe
early communication impairment. Communication is a
complex process that involves many components
including; speech, receptive language, and expressive
language. In older children and adults these various
components of communication can be isolated. But in
young children who are attempting to learn to
communicate, speech and language are highly intenelated.
This leads to a controversy regarding the most efficient
and appropriate therapy approaches for children with
severe speech production disorders. Specifically, the
question arises, what do you do to help them
communicate?

The approach one takes to intervention is influenced
by what one believes the origin of the problem is. Some
individuals believe that the origin of many of the speech
production problems demonstrated by children with VCFS
is related to abnormalities of the pharynx (throat) and

velopharynx . This model is very linear and suggests that
If you treat the errors related to velopharyngeal valving
problems, this will improve articulation, and improvement
in language deficits will follow. While it is true that
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children with VCFS who have severe early speech
problems often show great improvement in 

-these

problems as they grow and develop, Ianguage deficits
appear to persist and may become even more
problematic over time.' 

Speech and language are highly interrelated in the
early stages of development. If a child is limited to
using only words which contain the sounds he is capable
of producing, they will be able to say few words. Our
colleagues would argue that increasing the number of
sounds a child can make correctly would permit
language to emerge. However, evidence from normally
developing children and children with language delays
indicate that improving the child's language use
facilitates the production of more sounds as the child
needs them to express greater language complexity.
This phenomenon is called "boot-strapping".

In this case, language supports or bootstraps sound
development. Language has been shown to "boot-strap"
sound development in young children with cleft lip
and/or palate who show early speech and language
delays. Therefore, most practicing speech-language
pathologists advocate a holistic model of intervention
that targets the velopharynx, articulation, language and
pragmatics. The ability to communicate is essential to
the ability to develop cognitively. Put another way,
children learn to talk, and they talk to learn. Recent
evidence suggests that a number of young children with
VCFS emerge from the prime language learning years
with no functional oral communication system. These
children are already restricted in their communicative
partners. They become increasingly frustrated in
communicative situations and in turn this can add a
behavioral component to their disabilities. Therefore,
many children and parents naturally devise a system of
gestures that they both understand. Children naturally
use gestures for communicating. e.g. pointing for
something they want or putting hands up to be lifted.
Sign is simply a conventional gesture system. However,
it has greater capability to express a variety oflanguage
content and in a form paralleling spoken language.

We are suggesting that this early gesturing be
augmented with formal signs in addition to (not to the
exclusion o0 talking. The holistic model recognizes the
very important interaction between the development of
sound production and language development and seeks
to give the child an effective means of communication
early on so that all areas can grow.

In this holistic model where sign is used, it is a
bridge to improved communication and learning, is not
an end point goal. Used in this manner, literature
suggests that sign facilitates spoken language. This
finding is very robust. It has been shown for children
with many types of learning and developmental
disorders including hearing children with language
impairments, children with developmental delays and
pragmatic disorders and children with multiple
handicaps. We are not suggesting that sign replace

spoken language but that the two should be presented f\
simultaneously. In this application, sign serves as a bridge !..:...i

to spoken language.
What constitutes a bridge sign program? First, the

child must have prerequisites that underlie the language
concepts. That is, he or she must underitand the words or
symbols and, be interacting. The child must know how to
make wants and needs known by pointing or gesturing, i.e.
he must be trying to commrmicate. Secondly, sign and
spoken words and sentences are always presented
together. These children are not "deaf', they live in a
hearing world and they are exposed naturally to oral input.
In a bridge sign program, this oral input does not change.
We simply give the child sign as an additional form of
input and therefore a means to interact with his or her
world.

In addition to giving the child a means of
communication, bridge signing delivers multi-modality
cues that are; auditory, visual, and tactile. Our goal is to
use sign only to give the child an effective, successful way
to communicate and to learn while the oral motor
mechanism is developing .

The scientific literature clearly supports this approach.
There is a strong tradition of bridge sign programs which
have been used successfully in many other populations
including; normal hearing' children with severe
speech/language impairment, multiply handicapped,
autistic, down's syndrome. Drs. Golding-Kushner and
Shprintzen will tell you that they are concerned if you use
sign with your preschool child, oral communication will
not develop. However, in all of the studies in the
literature, with all of the populations studied, sigring falls
away as the child learns to use oral communication. ln
fact, the literature shows advantages of signing even for
normal children. For example, in one study of hearing
children of deaf parents who signed, the children sigfued
before they could speak and showed more rapid language
acquisition than matched children who had hearing
parents without sign. And importantly, these children had
no difficulty switching between oral language and sign
language.

Given the strong scientific support for this common
sense approach we advocate the use of bridge signing
programs for young children with VCFS with severe
expressive communication impairment. *

(
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To Sign or Not to Sign?' Karen J. Golding-Kushner, Ph.D.
Robert J. Shprintzen, Ph.D.

The two of us have been fortunate to have a long
history in studying the speech and language of children
with VCFS. In fact, we were both there at the beginning
and it is our data which is cited when scientists report
the disorders of speech and language associated with the
syndrome. The notion that sign language could be

useful in helping children with VCFS communicate
came along after we had already been finding ways to
help children communicate verbally for more than a

deCade. We have had many years to learn from our
patients and we have incorporated that experience in our
iherapeutic approaches which has spanned hundreds of
patients. In our opinion, resorting to signing is giving in
io one mistaken presumption, and adding a second
mistake on top of it.

Our esteemed colleagues on the "pro" signing side
may point out that the early use of signing avoids
frustration and allows language development. However,
we believe that speaking, even abnormally,
accomplishes more than signing and does it faster and
better 

-if 
the attempts at speech are recognized and

reinforced by those to whom the child is talking. We
have leamed that children with VCFS have a number of
problems with their early communication, including
ianguage delay that often is mild, velopharyngeal
insufficiency with hypernasality, and a severe
"compensatory" articulation impairment. It is a very
complicated communicative disorder. What we have
found is that in the overwhelming majority of children
with VCFS, the component which interferes most with
the children being understood and communicating is the
articulation impairment, not the language delay or the
hypernasality.- - 

Hypernasal speech can be fully intelligible if
articulation is accurate. However, children with VCFS
almost always take an alternative route to articulation,
substituting sounds like glottal stops which are so

abnormal as to make them unintelligible to even those
who are closest to them. However, nearly all children
with VCFS do talk, want to talk, and attempt to talk. If
the child were severely language impaired, signing
would be as difficult as speech. It is our experience that
the most *frustrated'children are the ones who are most
motivated to speak and progress the most rapidly in
speech therapy.: Therefore, clinieians can take one of two paths'.'.the
path of least resistance which is teaching them to sign
ihat enables them to express a small number of specific
needs, or teaching them to articulate more normally so

that they can express their own needs and tbeir feelings
and humor with inflections which can not be expressed
with signs which are not acquired in a natural way like
spoken language. In other words, signing limits the
child to a few specific symbols selected by the speech

pathologist or the parent, not the child. The first option,
ieaching them to sign, eliminates some of the necessary
reinforcement required for the development of normal
speech.- 

Unforfunately, in too many cases we have seen, the
child more consistently follows the easier path and speech

becomes the secondary mode of communication when it
can and should be primary. The second option,teaching
them to spealg is solving the presenting problem and
maximizing the child's ability to express himself or
herself while increasing the number of people the child
can communicate with. The opportunity to develop
language is, in large parl enhanced by the opporlunities to
use language. Signing severely restricts opporlunities to
communicate with both children and adults. The only
reason to pursue the first option (signing) is if children
with VCFS can not speak and require sign language. This
is simply not the case.

Manyyears of experience has taught us the following.
Using proper techniques for stimulating and shaping early
speech and articulation development, it is possible for
children with VCFS to have intelligible speech from the
outset. If a clinician does not come in contact with a child
until 2 or 3 years of age, it is still possible to redirect
speech development to the point of intelligibility. -Tttq
techniques involved are much like many other medical
treatments which need to be applied for VCFS. The
speech pattern is nearly syndrome specific, but the
technique for resolving the disorder is very
straightforward. When a child fails to develop intelligible
speeih, the problem is not with the child...it is with the
therapist. If the child does not improve, the techniques
being applied are incorrect.

M-y speech pathologists today are fascinated with
newfangted treatments like "phonological" approaches, or
sometimes they have been taught older approaches such as

palatal massage orblowing exercises. Neitherthese newer
ipproaches nor the old ones have any chance ofsuccess in
the child with VCFS who has the typical severely
disordered speech paffern. "speech therapy" is simply a
generic term. It does not imply that the therapy is the right
ipproach. We can name many procedures which will not
work, and only a few which will. Because most speech
pathologists have little or no experience with VCFS, and
because many have had no educational exposure to
techniques designed to eliminate glottal stops (or prevent
them), they will simply fail in treatment. It is also
important for the therapist to know how children with
learning and behavioral problems.must be reinforced
differently from other children. Therefore, should we
compromlse therapy to do something which is less than
optimal? Every minute, every second which j9 spelt
teaching a child signing is time spent not teaching the
child speech

Our esteemed colleagues on the "pro" side of signing
will argue that giving the child the means to communicate
will cause their language skills to grow. We
wholeheartedly agree. The difference in our position is
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that their language skills will grow exponentially faster
if the communication skill they are taught is speech.

Speech is preferable to signing because it presents the
child with a far more rich and complex language system
than signing. In addition, the time spent teaching
signing must be spread to family rnembers. Valuable
reiources must.be applied away from speech.. The
child's ability to communicate with signing is limited to
those who understand it. Not so for speech.

It is true that many parents will give strong
testimonials to their experience with signing. They will
point to the fact that early in childhood, their children
bould not speak or could not be understood and after
signing was taugh! the children began to communicate.
These kinds of testimonials have always been
problematic for scientists. They speak to valid-observations by caring parents who are working
arduously for their children's benefit. Could their
observations have another explanation? Possibly.

For example, while the teaching of signing is going
on, the children are also getting older. The improvement
seen may be as much a function of age as ofthe signing.
While signing does not hinder language development,
there is no evidence that it enhances speech development
in children who would develop it anyway. Also,
specifically related to VCFS, there is a different pattern
oi speech and language development than in other
children, but the ability to develop verbal language is
almost always present. There are many parents who can
provide equally compelling testimonials to the
-effectiveness 

of early speech therapy. Scientists do not
typically accept anecdotal evidence because the data

frbvided by them can not be systematically analyzed.
Regardless of what our opponents in this debate may
say, there have been no studies whatsoever which have
looked at the effectiveness of signing in children with
VCFS when compared to speech therapy. None. It may
even be true thai children who are taught to sign and

those who are taught speech from the outset end up in
exactly the same place at the same time. If this is so,

then ihe outcome may be more dependent on the
syndrome and less on the signing therapy.

One of the great incentives to learning speech is the
reinforcement of provided by the necessity of verbal
output. Young toddlers always gesture. We encourage
thia. While glsturing is a simplistic form of signing,
there are limits to how much can be understood. This
drives the child to increase the variety of expressive
language by speaking. Signing takes away this necessity
which is the primary reinforcer of verbal output. Our
observation of children who have been in total
communication programs is that they initially rely
exclusively on signing, and it is not until much later that
they speak. We prefer for them to speak earlier.

- 
In summarSr, to those of us who understand the

communication disorder associated with VCFS, we have

no hesitation to teach these children to speak while
avoiding the use of sign language. The outcome is

directly related to the speech pathologist's ability, not the
child's. The frequency and intensity of therapy are also
important. If a child with VCFS could not learn speech,

then we would be the first to agree with our colleagues
that signing should be taugbt. It is not that we believe that
children with VCFS can be taught intelligible speech....we
know they can because we have done it and seen it
literally hundreds of times. To withhold a normal means
of communication from a child is inappropriate. To foist
alternative communication on the child because of our
own failure as clinicians is admitting defeat. *

You need to know:

In the rear of this newsletter, we have included the
following forms:

. Order form for the tape sets from the 4fi annual
conference. Ifyou'd like to order tapes, please do

so directly from the vendor, using the form and/or
number(s) provided.
Membenhip application / renewal / dues form. If
you'd like to renew your membership, please fill
but the form and mail it us at the address
indicated. Feel free to copy the form as needed.

Note: Please complete both sides of the form; it
contains an authorization to release information,
which will determine whether or not we may
release yotn nam4 etc. to other I/CFS
individuals.
Announcement for 5tn annual meeting in
Milwaukee, WI, as well as a Call for Abstracts.
Please obseme the instructions on the forms.


