Autism:
Key characteristics: 
· Impairment in social interaction (e.g., difficulty relating to others) (2)
· Impairments in communication (e.g., speech and language delays)(1)
· Restricted repetitive and stereotyped patterns of behaviour(2)
DSM 5:
· Asperger Syndrome and PDD-NOS will no longer be diagnostic labels (70-80% have intellectual delay). Rett too.
Prevalence:
· 1 in 91 children (aged 3 to 17) 4:1 boys to girls
· 1 in 110 – Autism and Developmental Disabilities- Most mild or moderate
· Dramatic increase in diagnosis in last ten years
· Up to 40% of children may remain nonverbal 
· 30-51% of children are intellectually challenged 
[bookmark: _GoBack]Causes: The Genetic Component, The Neurological Component, Course of development, and
Environmental influences
Genetics:
· Comorbidity much higher in MZ twins compared to in DZ pairs 
· Multiple genes implicated. Associated with serotonin, oxytocin production
· Genes x environment interaction
Neurobiological Differences:
· Early overgrowth followed by abnormally slow growth
· Overgrowth of white matter compared to grey matter 
· Damage to the prefrontal cortex, limbic regions and brainstem
· Cerebellar deficits and increased cell density (nerve cells not pruned back)
· Excess dopamine
· Abnormal brain cells for imitation, facial expression and sensory processing
· Atypical development of mirror neurons, also associated with strep virus
Possible developmental causes:
· Medical conditions usually not linked to ASD, but some associated conditions include: Seizures, Difficult delivery, and Delayed breathing
· Some have normal early development with symptoms showing in 2nd year
Environmental influences:
· “Refrigerator mothers”- cold mother
· Testosterone – higher levels are associated
· Alcohol – don’t drink, Infections e.g. Rubella, CMV
· Environmental “pollution”
· Genetics: Studies have identified a clear genetic component to ASD. 
· Identifiable genetic conditions may account for 10-20% of ASD cases.
What does ASD look like?
· Social characteristics
· "Multiple nonverbal behaviors such as eye-to-eye gaze, facial expression, body postures, and gestures to regulate social interaction.“
· "Failure to develop relationships appropriate to developmental level.“
· "A lack of spontaneous seeking to share enjoyment w/ others
· "Lack of social or emotional reciprocity.“
· Communication characteristics:
· "Delay in development of spoken language 
· "In individuals with adequate speech, marked impairment in the ability to initiate or sustain a conversation with others.“
· "Stereotyped and repetitive use of language/idiosyncratic language.“
· "Lack of varied, spontaneous make-believe play/social imitative play”
· Behavioural difficulties:
· "Obsession with stereotyped/restricted patterns of interest that is abnormal either in intensity/focus.“
· "Inflexible adherence to specific, nonfunctional routines or rituals.“
· "Stereotyped and repetitive motor mannerisms”
· "Persistent preoccupation with parts of objects.“
· Other symptoms: 
Gross Motor Skills
· Highly variable (typical to highly challenged)
· Poor body image/proprioception/coordination
· Tonal differences, may affect walking, running, jumping
Fine Motor Skills
· Highly variable (typical to highly challenged)
· Poor proprioception/coordination
· Tonal differences, difficulties with cutting, drawing, writing
· Can impact ability to use sign language
· May need adaptive computer technologies
· Sensory differences
· Sensory overload, or understimulation
Communication Skills:
· In early development, may rely on parental reports and freefield assessments
· Standardized testing
· Emphasis first on prelinguistic behaviours and play development
· Always stress the socio-pragmatic aspect of language
· Progress to higher level language functions e.g. idiomatic language
· Pragmatics/social language use almost always a priority and needs support
Speech Production:
· May be normal or have an underlying oral-motor problem- verbal dyspraxia
· May have phonological delay, they often have difficulties with phonemic awareness skills for reading (most often sight word readers)
· Poor phonological representations/organization lead to word retrieval difficulties and general verbal formulation challenges
· Prosodic differences (volume, intonation, etc.)
Receptive Language in Autism:
· Attentional challenges/poor listening skills
· Auditory capacity limitations/ slow auditory processing speed
· Greater difficulties with grammatical function words than content (meaning-based) vocabulary/ Difficulties understanding abstract, idiomatic language
· Difficulties with “theory of mind”/mindblindness (Baron-Cohen, 1995)
· Theory of mind: not being able to get into the mind of another person
· Don’t really detect their own thoughts as being their own- Mindblindness
· -Baron-Cohen, Autism is an overly male brain, testosterone
Expressive Language:
· Difficulty with word retrieval: can not repeat, weird wording. 
· Formulation difficulties
· “Scripted” language- taking the movie lines
· Interference of “special interests”
· Difficulty with pronouns and with narrative organization
· Difficulty with turn-taking/pragmatics of language
· May struggle with non-verbal communication e.g. eye contact, personalspace
Most common treatment approaches:
· ABA/IBI
· Pivotal Response Therapy (Based in ABA principles)
· Interactive approaches (Floortime/DIR, SCERTS models)
· The Denver Model:  Sally Rogers/play
· The Miller Method- walking along the toy structure
· Social skills/social stories/ “The Hidden Agenda” (Myles-Smith)
· Teaching “Mindreading”
· AAC/sign language
Important features of intervention:
· Address the core characteristics intensive intervention (25-40 hrs per week)
· Surface behaviours versus deeper, relationship-based approaches
· Accountability
· Child-centered versus adult-driven
· Role of the family
· Costly: Financially and Time/family commitment
Asperger’s Syndrome:
· Qualitative impairment in social interaction
· Marked impairment in multiple nonverbal behaviours- eye contact, facial expression, body postures, etc.
· Failure to develop peer relationships appropriately 
· Lack of desire to establish relationships with other people
· Lack of social or emotional reciprocity
· Normal IQ- Often have normal language and do not use sociopragmatics 
· Specialized, compelling “interests”
Nonverbal Learning Disability:
· Associated with right hemispheric brain dysfunction
· Performance IQ significantly weaker than verbal IQ
· Difficulty with visual-spatial skills and with reading facial expression
· Personal space challenges and socialization
· May have attentional/organizational challenges and writing legibly
Additional:
· Neurobiological differences implicated in recent research into ASD includes all except: heightened oral reflexes.
· Which is not one of the core characteristics of ASD: heightened or over-reaction to various sensory stimuli. It is likely a cause of ASD, not the core.
Voice Disorders:
Three functions of the larynx:
· Protection of the airway, Stabilise the chest cavity & Voice production
Dysphonia:
· Wide range of studies (6-23.4% in children; 7.2% in men; 5% in women)
· In children, increases from 3.9% in preschoolers to 6 – 9 % in school-age
· Varies by occupation
· Teachers, singers, salespeople
Relates to:
· Pitch, Loudness, Quality, and Resonance
Causes:

Vocal habits with dysphonia:
· Yelling, screaming, throat clearing, habitual coughing
· Speaking with inadequate breath support (e.g. Speaking when out of breath)
· Speaking with an inappropriate pitch
· Overuse of the voice, and smoking/drinking

Structural changes:

Symptoms: 
· Hoarseness
· Pain in the laryngeal region
· Breathiness
· Difficulty projecting the voice
· Pitch changes/vocal stridor
· Strained-strangled voice quality
-Cancer? – Refer right away to a ear/nose/throat doctor
- Vocal chords main use is prevention of choking
· The difference between vocal abuse and vocal misuse is: usually results from an acute episode while misuse is usually chronic (long period)
Laryngectomy:
· Complete removal of larynx due to untreatable cancer
· Lower pharyngeal constrictor attached to oesophagus
· Trachea attached to permanent opening in the neck (tracheostoma/stoma)
· Options to produce voice
· Oesophageal speech- talking while burping
· Electrolarynx
· Tracheo-oesophageal puncture (surgically created)link between the two
· If untreatable: remove the larynx
· Total laryngectomy: have the whole in the throat on cancer commercials
Neurological Dysphonia:


Vocal chord paralysis:
· May be bilateral (more serious) or unilateral- way better, other one will overcompensate (medial position) 
· Breathy, weak voice, Choking
· If persists longer than 6 months, surgical interventions
· Immobilize one cord in the adducted position (medial position)
Spasmodic:
· Two types:
· Abductor type
· Adductor type
· Treatment options
· SLP
· Botox therapy
· Typically, more effective with AD type than AB type
· Surgery
Psychogenic Dysphonia:
· Acute event
· Personality
· Stress – “Voice window to the soul”
· Can be combination of factors
Team
· Laryngologist, ENT, physical condition of larnyx. 
· Speech Pathologist – vocal habits.
· Otolaryngologists (ENT physicians)
· Psychiatrist – emotions, feelings.
Assessment:
· History, Onset, Daily vocal habits, Personal habits (home, work social life), stress load, hydration
· How voice changes in different situations (duration, consistency)
· Otolaryngology exam, Full oral, facial, neck examination
· Evaluate methods that may produce clear voice
Vocal Efficiency 
· Is a function of increased subglottic air pressure and flow rate; dysphonia characterized by turbulence and air wastage – so affects both phonation and respiration (due to irregularities in the contour of the folds).
· Maximum effect with the least or minimum effort
· Efficient use of subglottic air pressure without wastage
· Treatment:

Treatment for dysphonia:

Treatment for dysphonia: identifying abusive vocal habits, practicing strategies to maximize the voice production

Adult Neurogenic Disorder:
Aphasia: 
· A language disorder which occurs some time after an individual has completely developed competent language skills
· Results from neurological damage to the language-dominant hemisphere (major hemisphere), usually the left.
· Including disturbances of receptive and/or expressive skills, verbally or in written language (and in sign language)
· Aphasia means loss of language. Dysphasia means dysfunction of language
Causes:
· Main cause is stroke (CVA)
· CVAs:
· Ischemic: thrombosis (blood clot- build up, doesn't’t travel) and embolism(little piece of blood clot from a leg or somewhere, piece breaks off, travels through blood system and blocks blood vessel)
· Hemorrhagic strokes (middle artery)
· Blood vessel usually the middle cerebral artery ruptures and blood pools in the cranial cavity
· Degenerative diseases: 
· Dementias: alzheimers, MID’s, Pick’s disease
· Mini strokes: TIA
· TBI
· Language disorder is often accompanied by other cognitive challenges eg. Judgment issues, more generalized memory difficulties.
Risk Factors for CVAs:
· Uncontrollable factors:
· Age: most strokes occur after age 65
· Gender, ethnic group, family history, prior stroke
· Controllable factors:
· Hypertension: blood pressure problems
· High cholesterol/heart disease
· Diabetes, smoking, alcohol use, obesity, oral contraceptives, lack of exercise
· Damage in major= language, minor= nonverbal, cerebellum= control of movement
Aphasia Syndromes:
· Fluent Aphasias: 
· Wernicke’s aphasia – talking but not making sense, telegramatic speech
· Transcortical sensory aphasia
· Conduction aphasia
· Non fluent aphasias:
· Broca’s aphasia, understand stuff, output is really bad. Struggling for words, grammar is out the window
· Transcortical motor aphasia
· Global aphasia
· Anomic aphasia
· Primary feature is dysnomia
· All other syndromes tend to resolve to anomic aphasia
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· Global aphasia- everything has been hit. You don’t understand and you cant do the output. 
· Brocas know they cant get it out, the damage is also in the frontal lobe. They have depression, they are struggling, 
· Word retrieval: last one to go, first one to come
· FLUENT APHASIA’S:
	Syndrome
	Site of Lesion
	Speech Fluency and Expression
	Comprehension

	Wernicke’s
	Temporal lobe (posterior portion of left hemisphere)
	Fluent, meaningless speech and jargon, dysnomia, repetition is bad, but not as bad as conduction
	Poor

	Transcortical sensory
	Parieto-occipital region
	Fluent,  meaningless speech and jargon, paraphasias, dysnomia,  GOOD REPETITION
	Poor

	Conduction
	Arcuate fasciculus and ?surrounding areas
	Fluent, dysnomia, POOR REPETITION AND READING
	Fair to good; more able to correct errors than Wernicke’s


Conduction: Talk a lot, can not repeat though.
Jargon- mostly fluent
Meaningless made up words: paraphasic , neologisms 

NONFLUENT APHASIA’S:
	Syndrome
	Site of Lesion
	Speech Fluency and Expression
	Comprehension

	Broca’s
	Frontal lobe (posterior inferior region of  left hemisphere)
	Nonfluent, telegrammatic speech, impaired prosody, verbal dyspraxia
	Fair to good

	Transcortical motor
	Prefrontal cortex (medial frontal region of left hemisphere)
	Nonfluent, difficulty initiating speech, paraphasias, short utterances, GOOD REPETITION
	Good

	Global
	Widespread damage involving all of the Perisylvian region
	Nonfluent, delayed/no speech initiation, naming and word finding problems
	Poor


· older lady, right side of face is drooping, (paralyzed)  left stroke, right side paralyzed. 
· 3 of four words at a time with filler words and breaks
· Agrammatism: only nouns,, telegraphic framework
· How much does it hinder the meaning?
· Yes or no questions help as well as nonverbal language
Anomia and Aphasia:
· Most common feature associated with all kinds of aphasia
· Can be the most pronounced symptom – termed Anomic Aphasia
· Isolated lesions in the posterior temporal region of the brain (but also associated with other sites)
· Many of the other syndromes evolve through recovery into Anomic Aphasia
Common Language Symptoms in Aphasia 
· Anomia, Syntactic problems
· Telegrammatic speech- Broca’s and maybe trans motor
· Paraphasias (phonemic or semantic)
· Jargon, Neologisms, Dysarthrias and dyspraxia
· Initiation problems – just getting started is hard
· Difficulty with comprehension and repetition
· Perseveration- continuing to do something after it is no longer appropriate (brain damage)
Oral Motor Speech Disorders:

Dyspraxia:
· Also know as verbal dyspraxia
· Thought to be caused by lesion in cortical or highest cerebral regions (lower third frontal convolution = “Broca’s area/primary motor projection fibres)
· May be accompanied by dyspraxia in other parts of the body = limb apraxia
· May be most frustrating of all speech disorders
· Primary symptoms
· Struggle behaviours
Verbal:
· Patient can produce normal, voluntary movements of the articulators during non-speech tasks e.g. Blowing, sticking out tongue, eating, drinking
· May not have oral dyspraxia, less severe condition
Oral:
· Patient cannot produce voluntary movements of the articulators, although they may occur reflexively or when not focusing on producing that motor response
· Presence of oral dyspraxia means verbal dyspraxia will be present
· More severe condition
Types of Acquired Dysarthria:
1. Muscle (flaccid dysarthria) Nerve damage to the soft palate, cant move properly 
2. Lower motor neurone (bulbar palsy)
3. Upper motor neurone (spastic dysarthria) High tone, but seems weak in the body
4. Extrapyramidal system /basal ganglia (athetosis, chorea, dystonia, and tremor)
5. Cerebellar (ataxic dysarthria)
Right Hemisphere damage:
· Incidence and prevalence difficult to determine (symptoms may be subtle (1/2 of all strokes RHD; ½ of these have communication challenges)
· Affect suprasegmental/gestalt aspects of language
· Attentional skills
· Prosody
· Spatial/organizational skills
· Holistic/gestalt understand of verbal/written language
· Abstract/idiomatic language
· Music, intonation 
· -flat intonation, seen on the spectrum
· -problems with spacial and organizational skills
· -writing may be off
Dementia’s:
· Alzheimer’s, MIDs, Pick’s Disease, Parkinson’s, Huntington’s
· Incidence increases with age
· Often only confirmed diagnosis after autopsy
· Additional features compared to aphasia
· Judgement problems
· Cognitive impairment
· Paranoia
· everonality changes
· People with pure aphasia is simply language. Things co-occur with it, but it is not defined by dementias. Broca’s aphasias have depression, frustration, damage is also in frontal lobe where emotions are.
Other symptoms of brain damage:
· Hemiparesis- lack of motor on one side of body
· Neglect of part of the body- dress one side
· Hemianopsia- visual field deficit- using left for all 
· Initiation problems- getting started with talking, moving
· Perseveration- doing/saying something when not appropriate 
· Attentional difficulties, Fatigue, Depression, Denial
· Challenges walking, writing, picking up objects, Fine motor challenges
Assessment:
· Bedside evaluation
· More comprehensive assessment (deferred several days to a week)
· Address all communication domains
· Auditory/verbal
· Reading/writing
· Prosody
· Nonverbal communication
· Swallowing/dysphagia
Remediation:
· Stages of Remediation
· Bedside work
· Acute care intervention
· Longterm care
· Community support
· Family involvement
· Communication is at least a two-way process
· Verbal/Written/AAC
Stuttering:
· Less then 1% of the population, 5% of children (lasting up to 6 months)
· 75% of children recover, More boys than girls (4:1), but (7:1) by adolescence 
· 60% of children who stutter have at least one relative who has stuttered
· More left-handed individuals
The Nature of Dysfluency:
· Normal nonfluency: word phrase, sentence repetitions, interjections, hesitations, no struggle behaviours
· Stuttering: repetitions (words, sounds syllables) prolongations, blocks. Secondary behaviours: facial tension or contortions, extraneous movements. Feelings of shame, avoidance, denial, self aware. Success 
· Cluttering: word and phrase repetitions, no struggling behaviours, fast rate, verbal formations are disorganized, more likely to have an underlying language disorder, lacking in awareness.  Success 
· Acquired neurogenic stuttering: brain disease, TBI. Psychogenic in origin. Usually do not have struggle behaviours, hard to work with, sometimes therapy never works.
Symptoms:
· Repetitions (b-boy), prolongations (B-b-b-b-bb-oy), silent blocks(-----_-bboy)
· ***lowest level of tension to highest in stuttering.
· Any secondary behaviour trump's these in terms of tension
· Facial griamces is the highest level of intensity
Stuttering Characteristics:
· Primary dysfluncies: Repetitions, prolongations, and blocks.
· Secondary behaviours: facial tension, contortions, eye blinking, extraneous movements
· Associated feelings: avoidance, sound and sitation fears, shame, denial
· Individuals reward themselves one time (blinking and they get the word) so they start to blink subconsciously to help themselves. 
Neuroanatomical differences in Speech Dysfluency:
· Less asymmetry in language processing areas, especially Planar Temporale (ie. More symmetry between the hemispheres)
· More gyri and greater variability in gyri patterns (congenital)
· Affect communication flow between various speech-language areas of brain
· Chicken or egg problem?
Predisposing Factors:
· Age: 3 years for boys, 2 ½ for girls. Likelihood negligible past 6 years
· Developmental stressors: parents speech models (match child’s stage of development). Psychological stressors, rapid speech, more complex syntax.
· Self-aware: usually not very aware, but if very sensitive or observant, may be a factor
History of Stuttering:
· Refrigerator mother
· Wendell johnson (1950) – diagnosogenic theory of stuttering- labeling natural disfluences as stuttering will cause it.
· Orton (1920’s) – neurological deficits/left-handedness
· Van ruper (1960’s to 70’s) – operant behaviour
· Perkins, et al. (1990) – neural dsynchrony
· Language-complexity issues: age of onset, language characteristics of stutters
Intervention:
· Indirect treatments: parent-implemented treatments
· Environmental modifications
· Reduction in linguistic stress
· Direct treatments: stuttering modifications
· Focus on stuttering, stutter, then you start over
· Fluency shaping is different
· Judge success based on techniques not stuttering
· Other: 
· AAF device:
· Altered auditory feedback
· White noise, delayed repetitions
· Medications 
· You don’t want to tell the child that they stutter
· Counseling towards parents was pushed
· Matching child's language
Lidcombe Approach to Early Stuttering
· Parent training program
· Identification of dysluencies/level of dysfluency
· Operant consequences/verbal contingencies
· Praise
· Request self-evaluation
· Acknowledgement
· Request self-correction
· Two stages:
· Structured verbal tasks
· Conversation
· Really does work “good speaking”
· Remarkable, when they are speaking fluently they know how relaxed they feel, on an unconscious level 
· Acknowledge the stutter
· More honest reduces stress for everyone, kind of operant.
Direction interventions:
· Stuttering modifications:
· Manage the moment of stuttering/
· “Stutter in a better way”/Reduce pressure at moment of stuttering
· Modify dysfluencies by applying contingencies/consequences
· Counselling and practice of techniques
· Fluency shaping:
· Focus on increasing fluent periods
· Application of strategies such as reduced rate, gentle onset, soft contacts, adequate breath support, continuous voicing/prolongation, phrasing
· Highly structured with intensive practice (as available)
Common types of stuttering:
· Four common types of stuttering: monosyllanache, 
· prolongation, 
· Blocks: bbbbbbbbbbbbbumpy, puuuuuupushing,
Treatment of Associated Feelings:
· Relaxation techniques
· Mental imagery (from general to speech-specific situations)
· Identification of avoidant behaviours
· Hierarchies, Affirmation training, Self-talk Strategies
· Fluency shaping: talk lightly with the tongue to reduce the rate, this continuous – amazingly effective
· Fluency-shaping intervention procedures aim to: Provide strategies to promote fluency
· Stuttering modification aims to : help the stutterer to stutter in a better way
Stage of Intervention:
· Identification of stuttering
· Usually associated with stuttering modification approaches
· Modification/Intervention
· Focus on stuttered speech or fluent speech
· Transfer
· Home
· School/work
· Social network
Cluttering:
· Four core signs:
· Excessive number of whole-word or phase repetitions
· Poorly organized thinking (speaks before clarifying thoughts)
· Short attention span and poor concentration
· Complete lack of awareness of the problem
Treatment of Cluttering:
· Increasing awareness of cluttering
· Mosifying speech rate and regularity
· Promoting relaxation and mental imagery
· Improving attention span
· Strengthening underlying language weaknesses
· Work on narrative structuring and organizational skills
· When put under more stress they improve, unlike stutterers, they pay attention better to the way they are talking and improve there fluency
Stuttering vs. Cluttering:
· Dysfluency
· Pure stutterers : 55%
· Stutterers-clutterers: 40%
· Pure clutterers: 5%
Associated Communication Challenges:
· Always evaluate the whole individual and his/her communication skills
· Speech production
· Motor planning/praxis
· ?sequencing difficulties
· Language
· Word retrieval
· Vocabulary
· Verbal formulation skills
Stuttering vs. Cluttering:
· Stuttering
· Language delays uncommon
· Repeats sounds and syllables
· Also prolongations and silent blocks
· Stress makes speech worse
· Reading and writing typically fine
· Usually normal motor skills
· Often insightful
· Experiences fears and avoidance 
· Cluttering
· Often language delayed
· Repeats words and sentences
· Omits sounds/syllables
· Speaks better under pressure
· Reading and writing challenged
· Often experience lack of coordination/motor planning
· Unaware of problem
· Not fearful about speaking situations
One Final Differential Diagnosis:
· Word Retrieval
· Language-based difficulties
· Likely other language skills are impacted
· Interjections (separating words with “uh” while trying to retrieve words)
· Circumlocutions
· Aware of the problem
· Stuttering
· Struggle
· Tension
· Sense of “knowing the target word”
· Aware of the problem
· Cluttering
· More generalized disorganization in discourse
· May be generally disorganized in personal life skills
· Typically unaware of the problem
Which approach to intervention is similar in stuttering and cluttering?
-using a reduced rate of speech production is helpful for both
Hearing
· Less common in children, (.1-.6/100), where as 10% of Canadian’s have it.
· 20% over the age of 65, and 40% over the age of 75%
· IN adults most losses are sensorineural buy conductive losses
· Impacts communication, socializations, and education
· Conductive is the most common in children
· When a server sensorineural loss, may be a life long condition, which has significant impacts on child’s life.
Types of Peripheral Hearing Loss in kids:
· Conductive: Middle ear, outer ear dysfunction, typically 20-40 decibels (not severe)
· Sensorineural Hearing loss: Damage to the cochlea, damage to the auditory nerve up to the brain stem.
· Mixed Hearing loss: Damage to both areas, middle/outer ear and cochlear/CN 8
· Three small bones (the malleus, incus and stapes) in the middle ear help convert acoustic energy into fluid energy.  Otitis media (middle ear infection) is the most common conductive hearing loss.  The Eustachian tube helps balance the air pressure in the middle ear with the outside pressure.
Types of Hearing Disorders in Children:
· Conductive hearing loss is most common. Not usually permanent, responds to medical or surgical invention very well, hearing loss is inconsistent
· Sensorineural hearing loss: damage anywhere from cochlear and 8th nerve
· Mixed hearing loss: both conduction and sensorineural components
· Central Auditory Processing Disorders: central deafness
Types of Hearing Loss in Adults:
· Conductive: cerumem/ear wax can cause mild to moderate loss to moderate loss just in outer ear.  The stapes get spongy, otitis media- ear infection
· Sensorineural losses: Presbycusis: when your hearing goes with age. *** Nois-induced hearing loss- gun diring. Ototoxicity- certain drugs can cause hearing loss. 
· Central auditory processing disorders: Discimination difficulties, furgue-ground difficulties
Audiometer
· Intensity:  -10 to 120 dB (20 year olds can hear at 0 dB, anything lower is amazing hearing)
· Masking white nose to test one ear you must put white noise in the ear that is not being tested
· The Pure Tone Average (PTA) is often used to screen hearing and includes the following frequencies: 500Hz, 1KHz and 2KHz.
· *** the intensity or loudness of pure tones on a n audiogram is measure in decibels.
· The frequency is measured in Hz
Conductive Hearing Loss:
· Air bone gap (on exam): air conduction and bone conduction thresholds are different. 
· Often reversible
· May be caused by middle ear fluid/infection, ear wax, otsoclerosis, children treated with tubes, damage to middle or outer ear
· A conductive hearing loss is a loss that results from a defect or problem in the outer or middle ears and so it is correctable, usually by surgery.  
Sensorineural Hearing Loss:
· A sensorineural hearing loss occurs because of nerve damage and is not correctable.
· Air conduction thresholds are elevated (severity from mild to profound)
· No air-bone gap (air conduction and bone conduction thresholds are equivalent)
· Associated with recruitment; distortion; reduced range
· Your level of discomfort gets smaller when you age, leaving you with a small range of hearing
· Average person has from 0-70 dB, as you age it may shrink to 30-50 for example.
Causes:
· Congential deafness, Noise-induced hearing loss, Ototxicity, Other diseases
· Presbycusis: Presbycusis is the hearing loss that occurs because of aging.  Hearing loss can also result in loss of sound discrimination ability and recruitment.
· Bilateral sensorineural hearing loss- many people in the deaf community 
Mixed hearing loss:
· Elevated air conduction thresholds
· Air-bone gap
· Symptoms of both
Essential terms for the final:
· Frequency (Hz or cps)
· Pure tone (a single frequency)
· Intensity (dB – logorithmic scale)
· Hearing level (HL) versus sound pressure level (SPL)
· Threshold
·  Air-bone gap
· Masking
· PTA (pure tone average)
· Average threshold at 500, 1000 and 2000 Hz
· Perceptually, every increase of 6 dB SPL is perceived as a doubling of intensity.
· Ménière’s Disease and Otosclerosis are two well-known hearing disorders.  
· Hearing aids and aural habilitation and rehabilitation help maximize hearing potential. 
-2 hours, should take 1 hour
Paraphasia’s:
Jargon:
 Neologisms:


Abuse 


More often an acute condition


Most often leads to vocal nodules, polyps and contact ulcers.


Misuse


Chronic condition


Bowed vocal folds


Seen in too low or too high a vocal pitch.


Also, vocal overuse.








Traumatic Laryngitis


Common; often resolves with vocal rest


Swelling; irritation


Acute


Vocal nodules


Fibrous tissue (similar to calluses)


Slowly develop


May need surgery in addition to SLP


Vocal polyps


Laryngeal Papilloma


Laryngeal cancer


Fluid-filled sacs


Sessile or pedunculated


May lead to dipophonia


May need surgical removal as well as SLP


Small wart-like growths


More often occur in school children


Laser surgery; antibiotics


Often smokers and drinkers


May be treated with chemo or radiation in early stages


Larygectomy














Vocal Fold Paralysis


Recurrent laryngeal nerve (a branch of CN ten – Vagus)


Unilateral or bilateral


May result from damage during surgery, tumours, infection, CVAs


Spasmodic Dysphonia


Abductor subtype


Adductor subtype


Neurological cause (a kind of dystonia)








Direct individual intervention


e.g.  Boone Voice program for adults and children


Use of technology


Visipitch


Nasometers


Voice recordings


Artificial larynx


Surgical options


Laryngectomy


Removal of growths, stabilisation of cords, etc.


Group support


Chronic conditions e.g. Laryngectomy, spasmodic dysphonia, etc.















Pitch


Ear training


Establish new pitch


Feedback e.g. Visipitch


Loudness


Ear training


Change in loudness


Feedback e.g. Visipitch


Resonance


Altering tongue position


Place the voice


Open mouth


Quality


Relaxation


Chewing


Elimination of abuses


Gargle effect


Pushing


Yawn/sigh












Apraxia of Speech/Verbal Dyspraxia


Acquired Dysarthria


Impairment in motor programming and planning speech movements


Disturbance in neuromuscular control of speech production acquired in some form of neurological insult (damage at the lowest neurological levels  or into the muscle) e.g. CVA, trauma.


Struggle behaviours


Speech sound sequencing challenges








Misuse/abuse


Nodules, ulcers


Bowed vocal cords


Neurogenic


Paralysis of the vocal cords


Spasmodic dysphonia


Vocal tremor


Vocal tics (Tourette’s Syndrome)


Psychogenic


Stress


Trauma





Most common type of dysphonia


Laryngeal cancer
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