Schedule and Expectations – Winter 2010 – CORE 

General Overview  

Note: Blue, underlined text is a hyperlink.  Use “Ctrl + left click” to access the link.
Instructors: 
Kate Krings 

Terra Boulse-Archaro

Becca Hanson

Julie Dunlap

Email: 

krings@uw.edu 
tboulse@uw.edu

hansonr@uw.edu
jul2@uw.edu
· Office: 

UWSPHC 169

UWSPHC 191


EGL 155

UWSPHC 175

· Phone:

(206) 221-0698
(253) 509-4352

(206) 947-8644
(206)543-7880
· Office Hours: By appointment (see sign-up sheet for a time on Kate and Julie’s doors; Terra via email). 

· 552A students will have weekly meetings with their supervisor; 552 B, E students – please see supervisor for meeting schedule
· Practicum Website - http://faculty.washington.edu/jul2/552A/
· Meeting Times and Location: Wednesdays, 11-12:20 in Clinic 152
· This is a pediatric articulation and/or language treatment practicum. The purpose of this practicum is not to make you experts in articulation and/or language treatment but to provide you with opportunities to build the foundational skills required to be a competent speech-language pathologist.  

· You are responsible for the information contained in the Graduate Clinician Policies and Procedures Manual.

· Docushare
· http://clinic.sphsc.washington.edu/
· Contains some documents mentioned within
· ASHA KASA (Knowledge and Skill Acquisition) learning objectives for this practicum:

· Standard IV-G

· Evaluation

A. Conduct screening and prevention procedures

B. Collect case history information and integrate information from clients/parents, family, caregivers, teachers, relevant others, and other professionals

C. Select and administer appropriate evaluation procedures such as behavioral observations, standardized and non-standardized tests, and instrumental procedures

D. Adapt evaluation procedures to meet client needs

E. Interpret, integrate and synthesize all information to develop diagnoses and make appropriate recommendations for intervention

F. Complete administrative and reporting functions necessary to support evaluation

G. Refer clients/patients for appropriate services

· Treatment

A. Plan intervention with measurable and achievable goals

B. Implementation

C. Materials/Instrumentation

D. Data Collection/Analysis

E. Flexibility/Branching

F. Administrative Functions

G. Referrals
· Please see ART (ASHA Reporting Tool) feedback form available on Docushare at: http://clinic.sphsc.washington.edu/dscgi/ds.py/View/Collection-441
· The SLP area/s (e.g., receptive/expressive language, articulation, etc) will vary according to the client you have been assigned.
· Expectations for Student Clinicians: 
· Students are expected to become increasingly independent in their ability to plan, carry out and report treatment activities/progress.

· A high level of professionalism is expected as demonstrated by timeliness in meeting deadlines, responsiveness to requests, appropriate dress (follow clinic dress code), and your own initiative in seeking out information to help improve your clinical practice.  

· Credit/No credit grading policy: including the procedures for documenting and helping students who are identified as receiving a No Credit rating at mid-quarter or at any time during the quarter, is located on Docushare at:
· http://clinic.sphsc.washington.edu/dscgi/ds.py/Get/File-1457/CR_NCRGradingPolicy.doc
· Readings
· Readings individual to your client’s case may be provided. You are expected to take the initiative to seek out articles/other information that will help you work with your client.

· Target clock hours: 18 - 20 (minimum for credit for the practicum is 10)
· You are expected to make up any cancellations to the best of your ability.  (Please Note:  If you will miss a therapy session due to a holiday this quarter, you may want to consider making up a session during the quarter or during finals week.)
· You are expected to see your client THROUGH THE WEEK PRIOR TO FINALS WEEK (March 8-12).

· Required assignments and deadlines:
	Deadline
	Assignment
	Comments

	As early as possible
	Schedule your first session

· Schedule first session for the first full week of the quarter
Meet with supervisor to discuss first session at least 24 hours before your first session.
	Fill out “Gathering and Updating Information - Preparing for your Pretreatment Assessment” Appendix A before you meet with supervisor.

Come with some ideas about what you want to do.

This first session can be a low-structured session, get-to-know-you, language sampling kind of session, or give a test (if appropriate), or you can take probes if you feel ready.

	
	Provide information about all ways supervisor can get in touch with you in case of an emergency. 
	

	
	Reserve your room
	Make reservations on Sphintra: http://depts.washington.edu/sphsc/sphintra.html

	At least 2 days prior to first session 


	Call family to confirm start date and time
	Be sure to keep client contact information with you in case of emergencies – use initials. Do not rely on the front office to contact families for you.

	
	Submit Yellow Appointment Memo to front office


	Remember to submit this form whenever there is a change.

	24 hours prior to your first (and subsequent) session/s
	Submit a lesson plan to supervisor
	Example of a first session lesson plan is located in Appendix B 

Also review sample lesson plans (and use the template provided) on the 552A Website 

	Before every session
	Place a copy of the lesson plan in the observation booth in a folder. Use the LP template provided (see website).

On the cover of the folder please affix the note to observers about obtaining each supervisor’s signature.
	Use initials only!

Pick up the folder after your session.

	Ask you supervisor how often they would like a SOAP-R note to be submitted (e.g. after each session or only after each session NOT observed). 

&

Within 8 business hours of your session
	Submit a SOAP-R note.

Use the template to be provided.

Use initials only.
	Send via email attachment.

Use the password.

SOAP-Rs should be placed in your notebook (see below) for future reference.

	By Friday, January 15th  
	Establish a therapy notebook with at least 5 sections including:

1. Record of Treatment Attendance (see website – “Client Attendance and Clock Hours Recording Form”)
2. Lesson plans (including one for each day of therapy)
3. Observation notes (from supervisor)

4. SOAP-R notes (Check with supervisor for frequency.)

5. Treatment ideas
	Establish a system with your supervisor in regards to exchanging your therapy notebook before your session.
Keep all observation notes and SOAP-R notes in this folder so that they will be available each week for your supervisor.  

Be very careful to not write any statements that might be seen as judgmental or libelous to client or client’s family. 

Notebooks should not be left unattended in the observation booths.

FYI - Part of professionalism is keeping the notebook organized and neat.

Use only initials – no PHI!!!!

	By Friday, January 22nd 
	Determine if the family will be out of town and will miss any sessions – plan for making up sessions.


	Update and clarify history information (identified from the Gathering and Updating Info form). 

Ask parents what their goals might be for treatment. 

Refer to information that you gathered in Appendix A (Gathering and Updating Information.)

	By Wednesday, January 27th
 
	Interview the parent/guardian.

The assessment process (probing, standardized tests, etc.) should be complete. 

Obtain consent (blue form) to contact school personnel or any other relevant personnel in order to collaborate, as appropriate.
	Strive for 2 baseline data points. 

You can use a data point from the previous quarter if there were 3 weeks or less between that data point and the next one.

Put probe materials away and do not use for therapy. Discuss exceptions with supervisor.

	On Monday, February 1st   9 am 
	Submit Background section of the Final Case Summary (FCS) including:

1. Brief updated history

a. Include the previous quarter’s recommendations and/or recommendations from PSLE (see Appendix E)

2. Behavioral Objectives (BOs) 

a. 3-4 per client
	Look at report examples and Report Writing Guidelines on the website

No PHI – use initials only

Send via email attachment

Password protect all documents 

See Website for worksheet and your class notes

	On Monday

February 8th  9 am
	Submit Assessment section of FCS

Ensure that there is data to support your behavioral objective choices.

Submit typed sequential teaching program (STP) or instructional program based on your BOs.  


	Send via attachment

No PHI

Password protect all documents

See Website for worksheet and your class notes

	On Tuesday, February 16th 
	Start Final Probes
	Strive for 2 final data points. 

Take out probe materials and re-administer.  Make sure you are measuring what you BO says you should measure.  Discuss exceptions with supervisor.

	On Friday, February 19th  9 am
	Submit Methods section of FCS

This should mirror your STP.  You do not need to include final data.  

Include any probe/treatment materials, language samples - whatever is appropriate, in Appendices.
	Send via attachment

No PHI

Password protect all documents



	Wednesday, February 24th
	School Job’s Fair
	No 552A class so that you can attend the Fair.  See you there!

	Week of March 1st

	Have confirmed: 

1) last day of treatment and 

2) date of your parent conference (PC)

(You will continue to see your clients even though you may have completed probes)
	It is likely that you will see the client for more sessions after the PC

Schedule the PC on the day the supervisor usually observes.



	By Wednesday, March 3rd
 
	Complete your final probes.

Ensure that there is data to support your behavioral objective choices.


	Probe data points should correspond to what you have written in your Behavioral Objectives

Take generalization measures as appropriate (discuss with supervisor) 



	 Friday, March 5th
 9 am
	Complete draft of the Final Case Summary

All sections of the report are to be included.

Write it as if it were the last draft
	Send via attachment

No PHI

Password protect the document 

	24 hours before Parent Conference 
	Submit summary document you will use for your Parent Conference
	Send via attachment

No PHI

Password protect 

	By Friday, 

March 12th 
	Hold parent conference 


	

	By Friday, March 19th
Schedule final meeting with supervisor  
(You can schedule it anytime after your parent conference and when ALL of your paperwork is done).


	Completed: 

· Final Case Summary 

· Cover Letter

· Include paragraph about new clinician and start date as appropriate.

· Clock hours calculated

Have final meeting with supervisor. Sign up on your supervisor’s door.

Please Note: 

Failing to have this meeting with your supervisor will immediately result in a No Credit grade.
	1. Add PHI, ensure that report formatting conforms to the template and examples.

2. Read the report & cover letter yourself for typos, content, wording, etc. 

· See Website –re: cover letter format 

Bring to the meeting:

· Final report and cover letter (as many copies as you need for all cc’s) + pink cover sheet (Report Processing Request)

· Any DVDs, DVs, other media

· Any materials you borrowed from your supervisor


Media Policy – see Appendix D

Appendix A.  
















Go Back
Gathering and Updating Information

Preparing for your Pretreatment Assessment



	History Component
	What’s been put into previous reports?
	Any changes? Any elaboration necessary?

	Identifying information 

Name:

Birthdate:

Age:

How many quarters in therapy here: Primary Concern/s:

Diagnoses:
	
	

	Medical/Birth History 

· Pre, peri, neonatal period

· Hearing (last test/results)

· Medications
	
	

	Developmental History 

· Milestones
	
	

	Social/Educational History 

· Who lives with child

· Family history of speech/language/learning problems?

· Primary language/other languages spoken in the home and how often, how long exposed to English

· What school/grade?

· What type classroom?

· What type resources receiving?
	
	

	Dates and locations of previous evaluations (include Month/Year; Tests Given; Results/Interpretations, including diagnoses)
	
	

	Dates, locations, content of previous treatment

· Private SLPs

· Schools SLPs – IEP objectives
	
	

	Previous UWSPHC  treatment goals and progress

· Primary focus of treatment
	Client’s objectives

Met/Unmet

Current Level of performance

Other info e.g., generalization

Response complexity

Prompting Level

% accuracy

Response complexity

Prompting Level

% accuracy

Response complexity

Prompting Level

% accuracy

Response complexity

Prompting Level

% accuracy



	Previous Quarter’s Recommendations
	

	What do you want your pretreatment assessment to look like?
	


Has the history information already been consolidated into a report to which the reader can be referred?

· If no, then create a history that combines all the information into one document.

· If yes, refer reader to that report and summarize appropriate changes/updates. 
Appendix B. 
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	Lesson Plan # 1
	
	

	Client Initials:
	DM
	Clinician Name:
	Sammy Clinician

	Date of Lesson Plan:
	10-29-06
	Supervisor:
	XX


	Activity
	Antecedent
	Behavior
	Consequence
	R+/R- Schedule
	Rationale

	Clinic Policies
	Visual:

· Policy letter

Auditory:

· Please read this thoroughly. Feel free to ask any questions
	The family will become aware/be reminded of clinic policies
	N/A
	N/A
	Families need to be reminded on a quarterly basis about payment, absences, late policies as well as limitations of service.

	Probe: Connected speech sample
	Visual:

· Picnic theme with stuffed animals 

Auditory:

· Let’s have a picnic. How would you like to set this up?
	The clinician will establish rapport with client and obtain a. language/connected speech sample.
	Naturalistic
	N/A 
	Need to get to know the client. Must establish a baseline of behavior in connected speech. Help to determine what sounds may be emerging or consistently in error.

	Articulation Test - specify
	Visual:

· Stimulus Manual

Auditory:

· “What’s this?”  (Follow administration procedures as outlined in test manual.)
	The client will produce single words in response to a test of single word articulation.
	+ (child correctly names object/picture) - praise for participation

- (child doesn’t know test item name) Tell child object name, administer 1-2 more test items and return to unknown item “Remember what I said this is called?”
	1:1
	It’s been >6 months since an artic test was done.

Need to establish the range of sounds in error to help direct further probing.

	Probe for baseline – sounds in error
	Visual:

· picture cards, at least 5 per position per sound

Auditory:

· Listen and watch me
	The client will name pictures on cards
	+ praise for participation

- No Consequence
	Variable
	Need to confirm that sounds in error are consistent

	Stimulability for sounds in error
	Visual:

· picture cards as available; stimulability list for clinician

· mirror

Auditory:

·  Listen and watch me
	The client will produce /x speech sound/ in words in a variety of positions given a variety of prompting strategies.
	+ praise
	
	Need to determine which sounds the child is “ready to learn”


Appendix D 
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Media Policy

Here is the new policy, effective 6/15/02:

1.  All VHS and Mini-DV tapes and DVDs must remain within the SPHSC department/clinic buildings.  (The Clinic Office will continue to keep a record of individuals signing out blank tapes or other media for use in client services.)

2.  A SPHSC faculty member may take a client’s recordings outside of the building for course teaching or professional presentation purposes ONLY if the appropriate level of client permission is on file in the client's chart in the clinic office.

3.  A SPHSC student, under the supervision of a SPHSC faculty member may take a client’s recordings outside of the building if the student is directly participating with or on behalf of a SPHSC faculty member for course teaching or professional presentation purposes ONLY if the appropriate level of client permission is on file in the client's chart in the clinic office.  The SPHSC faculty member must ensure that they are responsible for the tape, tapes or taped segments while the tape is outside of the department/clinic.

4. SPHSC Students, who in the course of completing their clinical and didactic responsibilities need to view client tapes, will be provided with viewing areas in the clinic/department (i.e., students may no longer view client tapes at home).

5. Storage of VHS and DV tapes and DVDs will be permitted in locked rooms:

a. Studio 40/40A

b. Clinic office

c. Clinical Supervisor offices

d. Professorial Offices and Labs

e. Cabinet in materials room

Student Observers

Please leave this lesson plan in the folder provided.  Do not take it with you.  

If you need a signature for your observation form, please do the following:

Go to ___________ office (Room _______)

If the door is open and she is not meeting with other people in the office, knock and request the signature.

If the door is closed, follow the directions on the door.

Come back to collect your form.

Go Back



Appendix E. Deciding what type of “Background Section” to write.               

Go Back
Decision Tree for Collecting and Reporting Background Information





Fill out history worksheet.





Summarize briefly presenting concerns and background, current treatment focus and refer reader to PSLE report. 





Be sure to include: 


summary of previous quarters’ treatment targets and progress


recommendations from previous quarter





Avoid plagiarism








Fill out history worksheet.





Summarize briefly presenting concerns and background, current treatment focus and refer reader to SOP report. 





Update report with any new information since SOP report.





Avoid plagiarism





Do a thorough interview and create a thorough history section.





Include: 


summary of previous quarters’ treatment targets and progress


recommendations from previous quarter








No





Yes 





Has had a thorough history written and incorporated into a previous UWSHC report(s)?





Do a thorough interview and create a thorough history section.





No





Yes 





Had PSLE?





Yes 





No





New treatment client?
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