1. [bookmark: _GoBack]How do you evaluate clients or potential clients and how do you develop a plan of treatment, when those individuals are non-English speaking or are not fluent in English? Do Spanish evaluations for children with no or limited use/knowledge of the English language exist and if so, are they as effective in giving the therapist the information necessary to formulate a reasonable plan of treatment? 
Recent immigrants and young children may be monolingual speakers of a language other than English, but many CLD clients will speak another language PLUS English to varying degrees.  Most of the clients/students we work with are not “non-English speaking” because they live in a place where English is heard on television, in schools, and in the community.  Assessing and treating individuals from diverse language backgrounds takes careful planning and use of a variety of different kinds of tools.  It is important to always evaluate both languages of clients.  Depending on their proficiency, it is not always possible to complete formal testing in both languages, however informal testing, such as conversational samples and narrative language samples should always be completed/attempted in the less proficient language.  Both formal and informal testing should be completed in any language for which that is possible.
Yes, there are formal assessment tools for Spanish-speaking children being raised in the United States.  Standardized assessment instruments in Spanish are available (ASHA, 2007).  They are normed on individuals living in the United States.  There are also some tests that were normed in Mexico and Spain that generally should not be used with children here because the vocabulary is different and the norms are not reflective of people in the United States.  That said, sometimes such tests can be used to gather qualitative information.  These tools should not be used in isolation to make a determination of speech or language impairment.  They should always be accompanied by informal measures, such as conversational and narrative language samples.  
For children who are on the bilingual continuum, many tools should be used to assess both their abilities in Spanish as well as English in order to get a complete picture of the child’s language strengths and weaknesses as well as to assist the speech-language pathologist in determining if the “weaknesses” are typical of ESL differences or a true disorder. Our assessment methods have to address the “whole client” – any languages they understand and/or speak, otherwise we may misdiagnose communication difficulties. Standardized assessment tools are important but equally important are the case history, including language history of the child, and informal assessment procedures such as language sample, curriculum based assessment and teacher and parent information.  We must incorporate parent/client interview, observation, language and narrative sampling, (of both/all languages spoken) and evidence-based practices such as dynamic assessment in order to determine whether or not a communication impairment exists.  The use of all of this information is important to effectively determine whether or not a monolingual Spanish (or other language)-speaking  child or a bilingual child exhibits a speech or language disorder.
If the assessing SLP does not speak the client’s language, the SLP can effectively use a trained interpreter to examine the client’s language and communication skills—there are resources and trainings designed to help SLPs accomplish this.  The American Speech-Language-Hearing Association expects that SLPs will be trained in this area and will competently work with interpreters in such circumstances to provide a thorough and non-discriminatory evaluation (ASHA, 2004).  If the speech-language pathologist is trained and competent regarding first and second language acquisition as well as other factors associated with culturally and linguistically diverse students, then the SLP should be able to analyze the results these tools yield and develop a reasonable plan of treatment. Language of treatment should be consistent with the language(s) the child speaks.  Speech language pathologists are not English teachers.  See ASHA guidelines on this topic.
2. Is teaching some English to these children necessary to achieve therapy goals? If so, what percentage of therapy would be devoted to that activity? How would you determine that percentage?
No, teaching English is not necessary to achieve therapy goals.  Therapy goals should correspond to the language profile and the identified needs of the client (as specified in a comprehensive, appropriate assessment taking into account the environments in which the individual communicates).  Therapy goals should be based on language deficits noted in the primary language (in the case that one language is considerably stronger than the other) or in both languages.  This may mean providing therapy in the child’s home language (L1) because that is the primary language and the language in which the child will be able to best benefit from services.  If the child is bilingual, best practices indicate that skills should be targeted in both languages for maximum progress.  The amount of therapy time devoted to each language would be dictated by the child’s needs and the environments in which each language is used.  It should be noted that research supports the concept that the greater skill a child achieves in his/her L1, the greater likelihood of achieving competency in L2 (for purposes of this discussion, English).  Kohnert (2004, 2008) provides in-depth discussion of issues surrounding language of intervention for bilingual children and adults, with the emphasis being that consideration of and emphasis on both languages is generally the best approach for intervention with bilingual individuals.  ASHA (2004) indicates that SLPS must demonstrate: 1) “Consideration of client's/patient's and/or parent's/caregiver's desire and need for fluency in the native language and/or English when considering the language for intervention.”  There is no need to determine a percentage of therapy that would be in one language or the other.  
Due to the shortage of trained bilingual Speech-Language Pathologists, many CLD students are receiving speech-language therapy services from monolingual English speaking SLPs. In order to provide services to CLD students in their native language, monolingual SLPs must team with interpreters and use culturally appropriate materials in the native language.  
3. Is there a way to determine if the therapy being given is focusing more than might be reasonable on teaching English to the populations as above?
Yes.  An evaluation report should give an indication of which languages the child speaks and what level of proficiency they have in each language.  If there is minimal English and intervention is being done in English with minimal vocabulary support in Spanish, this would be more consistent with teaching English, rather than proving intervention for the native language. In other words, If the child is more proficient in Spanish and the services are provided in English only, then the focus is on teaching English which is not the job of the SLP.  If the goals/objectives target articulation errors for sounds that occur in English and do not exist in the client’s first language or on grammatical structures of English that differ from the first language (common differences associated with learning English as a second language), then the focus may mistakenly be on teaching English.  With regard to school-aged children receiving speech services under IDEA 2007, that the law states the following:  “A child must not be determined by the ARD committee to be a child with a disability if the determinant factor for such determination is. . .limited English proficiency” (IDEA 2004 (2007), 300.306(b)(1)(iii)); furthermore, the IEP committee placing the child in speech therapy services must “consider the language needs of the child as such needs relate to the child's individualized education program (IEP)” (IDEA 2004 (2007), 300.324(a)(2)(ii)).  Conservative interpretation of these statements indicates that placing a child who speaks only minimal English in all-English speech therapy services would not be in compliance with the intent of IDEA, particularly if one considers the need that the child has to receive therapy services in a language she/he can understand.
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VI. Evaluation Tools for Culturally and Linguistically Diverse Populations


Example of one Texas school district’s policy and procedures for assessment and treatment of CLD students:   Bilingual Service Delivery Intervention Model for Hays CISD 
(Margarita Limon- Ordonez, Thelma Lopez, Judy Villarreal)
·     Bilingual English Proficient Students:  According to ASHA, these individuals are bilingual English proficient and exhibit a communication disorder in English. It is not essential that the SLP be proficient in the minority language to provide the assessment and remediation services in English. (ASHA, 1985 Clinical Management of Communicatively Handicapped Minority Language Populations)  Hays CISD has established that the SLP must have certain competencies to distinguish between dialectal differences and communication disorders.  The SLP must possess skills in assessment and remediation as determined by ASHA Bilingual SLP guidelines (ASHA Position Statement Bilingual 1985, Bilingual Speech-Language Pathologists and Audiologists: Definition 1989).  The SLP must be knowledgeable in bilingual language development and completed district training modules on assessment and remediation of bilingual students.  
·     Limited English Proficient Students:  According to ASHA 1985, some bilingual individuals and monolingual individuals are proficient in their native language but not in English.  Assessment and intervention of speech and language disorders of limited English proficient speakers should be conducted in the client's primary language. This is consistent with federal mandates (PL 94-142 and Title VII of PL 95-561), legal decisions (such as Dianna v. Board of Education, Lau v. Nichols and Larry P. v. Riles), and the education regulations of many states. 
o     To provide assessment and remediation services in the minority language, it is recommended that the speech-language pathologist or audiologist possess the following competencies:
Language Proficiency: Native or near native fluency in both the minority language and the English language.
Normative Processes: Ability to describe the process of normal speech and language acquisition for both bilingual and monolingual individuals; and how those processes are manifested in oral and written language.
Assessment: Ability to administer and interpret formal and informal assessment procedures to distinguish between communication difference and
communication disorders.
Intervention: Ability to apply intervention strategies for treatment of communication disorders in the minority language.
Cultural Sensitivity: Ability to recognize cultural factors which affect the delivery of speech-language pathology services to minority language-speaking community. (ASHA 1985).  
Clinical Management of Communicatively Handicapped
·     Limited English/Limited Native Language Proficient Students:  Bilingual individuals who have been identified with a communication impairment and present with limited communication competence in both languages would be served by a bilingual SLP either through direct intervention, consultation or coordinated services.  A coordinated service model is when a monolingual and bilingual speech-language pathologist work as a team to provide speech-language services.   
o     If the most appropriate language for intervention is the native language, then the competencies recommended for serving limited English proficient speakers should be met to provide therapy. 
o     If the most appropriate language for intervention is English, proficiency in the native language may not be necessary to provide therapy—for example, students who speak a language other than Spanish such as Vietnamese, Arabic, or other language.  
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