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Rep. Kulp: Testimony for Assembly Bill 110

Chairman Thiesfeldt and members of the Assembly Committee on Education, thank you for
giving me the opportunity to testify on Assembly Bill 110.

In 1994, Wisconsin ranked 3rd in the National Assessment of Educational Progress's reading
scores which has since declined to 34th in the country by 2017. Most other states have some
form of dyslexia legislation. The state of Oregon passed dyslexia legislation last year and just
recently the state legislature of Georgia passed a dyslexia screening bill that is waiting to be
signed into law. Wisconsin is falling behind the rest of the country in reading education!

Many parents with dyslexic children have reached out to our office. They tell of the struggles
they go through to get their kids the help they need. More often than not their local school
districts do not have the tools or the programs to identify or help the children with dyslexia to
learn to read. I myself have three kids with dyslexia and I understand the challenges involved.

I chaired with Senator Patty Schachtner the 2018 Legislative Council Study Committee on the
Identification and Management of Dyslexia which created Assembly Bill 110. The Dyslexia
Study Committee's purpose was to focus on dyslexia since amongst all the different learning
disabilities in Wisconsin we haven't before focused on this issue. All five Study Committee
meetings with the testimony, documents and WisconsinEye footage are available online. After
many discussions from many experts in literacy education, we developed this bill to create a
dyslexia guidebook as a tool that was not previously available to our school districts. It was
referred to this committee by the Joint Legislative Committee in a unanimous bi-partisan vote.

We are looking to give parents and children more tools than currently available to learn to read.
When a child does not learn to read, they are less likely to graduate high school and are less
likely as an adult to become incorporated into our society. This bill takes a step in the right
direction in ending our policy of letting children fall through the cracks. We will be hearing from
advocacy groups, parents, teachers and children today who will be sharing their stories. I look
forward to hearing all of their testimony.

Thank you Mr. Chairman.

REPRESENTING WISCONSIN'S 69T" ASSEMBLY DISTRICT

State Capitol: P.O. Box 8952 * Madison, WI 53708 I (608) 267-0280 * Toll -Free: (888) 534-0069 * Fax: (608) 282-3669

District: (715) 687-3287 I Rep.Kulp@legis.wi.gov
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To: Assembly Education Commiftee

From: Kathy Champeau, Legislative Chair

Date: Thursday, April 18, 2019

Re: Testimony opposing 2019 Assembly Bill 110, Dyslexia Guidebook

Why does WSRA oppose Assembly Bill 110.

Mr. Chair and members of the Committee, the Wisconsin State Reading Association supported this
original bill draft proposed by the Study Committee. I would like to repeat that. The Wisconsin State
Reading Association supported the original bill draft proposed by the Joint Legislative Council Study
Committee on this issue. I personally had conversations with Representative Kulp and Senator
Schachtner communicating that support. We stated that in a letter and in our testimony to the Study
Committee on September 18th.

However, there were changes to the bill draft by the Study Committee that cause us great concern.

1. Vendor financial "conflict of interest" protections were removed from the final bill draft.

Those vendor conflict of interest provisions are related to the guidebook advisory committee. We
believe that individuals who are selling products and receive income from selling products should
not be developing the information and guidance that will affect our children. Vendors have an
inherent conflict of interest because their ultimate goal will always be sales of their product
because that is how they generate their personal income. I suspect we have all seen and heard
of how vendor product influence and bias affect outcomes and policies, examples: federal literacy
programs, pharmaceutical policy, etc.

The Study Committee at its last meeting in December removed/deleted the financial conflict of
interest protections for the appointees of the guidebook advisory committee. The financial conflict
of interest had specified "that a member of the advisory committee cannot be the seller of a
product relating to dyslexia, including products related to teaching instruction or
teaching interventions" [Report to the Joint Legislative Council, Feb 1, 2019, Page 10, third bullet
point and LRB-0383/2, Page 4, Lines 640].

2. The proposed guidebook should inform on ALL literacy I reading related conditions - not
be a marketing tool to promote one condition.

The original bill draft (LRB-03831P3) provided for creating a guidebook for "reading difficulties and
dyslexia" to ensure that this document educated parents and educators about the reading
difficulties and reading disabilities including dyslexia. Unfortunately, the Study Committee
amended and deleted this reference throughout the bill draft to instead focus on "dyslexia and



related conditions" (LRB-0383/3) [Report to - the Joint Legislative Council, Feb 1, 2019, Page 10,
first bullet point].

WSRA supported the original focus and stated that "it is evident that parents of children who have
been identified as dyslexic feel uninformed and at a loss to understand what they need to know to
be active partners in their children's education. We believe a guide as originally proposed would
serve a useful purpose and WSRA wishes to be part of the development of this important tool, if
this project is accepted. WSRA commends the leadership and is appreciative of both Chair
Representative Kulp and Vice -Chair Senator Schachtner for making sure there is broader
representation on the proposed guidebook committee by including membership from both the
Orton Society and WSRA."

3. "Dyslexia" definition included in the guidebook draft is controversial and not uniformly
accepted by literacy and mental health experts in the field.

It was stated during the Study Committee process by the Legislative Council staff, that it is
unusual for the state legislature to define in statute diseases, conditions and diagnoses. In short,
it begs the question, who is best suited to define a disease, disorder, condition or diagnosis? The
medical profession or the "body of politic?" That is the basis of our concern.

The medical profession, specifically the American Psychiatric Association, who publishes
guidance on disorders which is where dyslexia can be found, was unable to come to consensus
and unwilling to define dyslexia. However, you're being asked as a state legislature to take the
unusual step of creating a definition of dyslexia in statute, a definition that has also not been
accepted by the health care and medical profession. While I realize this is considered a "non -
statutory" provision, that is not how it will be marketed and used throughout the State of
Wisconsin and the country and why we believe there is such intensity to make sure that it is.

It is already happening. I ask all of you to go online and Google "franchising your own dyslexia
clinic." That is why it is so important to allow the healthcare and medical professions come to
consensus on these types of definitions. What you are being asked as a State Legislature, is to
provide an official state sanctioned definition of what is purported to be a medical and mental
health condition. We believe the definition in this proposed bill is broad and could co-opt or usurp
other disorders, conditions and identifications. Our concern is that most probably a guidebook
under this premise will lead to a confusion, misidentification or misdiagnosis.

The proposed guidebook should inform on ALL literacy \ reading related conditions - not
be a marketing tool to promote products and sales of one condition.



Tony Evers
Governor

State of Wisconsin

Wisconsin Council on Mental Health
1 West Wilson Street, P.O. Box 7851

Madison, Wisconsin 53707-7851
mhc.wisconsin.gov

Testimony in Support of 2019 AB 110
Assembly Committee on Education

April 18, 2019

Mishelle O'Shasky
Chair

lnshirah Farhoud
Second Vice -Chair

The Wisconsin Council on Mental Health appreciates this opportunity to submit testimony in support of AB110,
for developing a guidebook on dyslexia and related conditions for parents, guardians, teachers and
administrators.

While dyslexia is not a mental health diagnosis, it is clearly a mental health -related issue, at a time when families
and schools are struggling with increased levels of anxiety, depression, suicidal ideation and suicide itself.

According to the Yale Center for Dyslexia and Creativity, 20% of students have dyslexia and 85% of students with
learning disabilities have dyslexia. Students with learning disabilities have a three times higher risk of attempting
suicide than their peers', and up to 89% of suicide notes contain dyslexic -type spellingsh.

On the broader level, anxiety and depression are both associated with dyslexia'''. Students with dyslexia often
experience the frustration of being viewed as not trying hard enough, coupled with their own frustration at not
being able to easily learn what they see their peers being able to learn.

Conversely, when a child with dyslexia is properly taught to read, they can experience improved self-esteem,

their overall mental health outlook improves, their confidence improves, and the resulting hopefulness echoes

into many areas of their lives. Dyslexic students who are supported have lower rates of drug use and abuse and

lower suicidal thoughts.

Wisconsin has never had a centrally -developed guidebook resource to help families and educators better help

children with language -based learning differences and dyslexia. The guidebook as proposed in AB110 would

provide guidelines on screenings for early identification and would recommend evidence -based interventions, as

well as pointing to available resources. Creating the guidebook would be an important fundamental step toward

offering the basic information towards helping students with dyslexia.

The Wisconsin Council on Mental Health urges the Assembly Committee on Education and the legislature as a

whole to pass AB110 into state statute.

For further information please contact the members of the Wisconsin Council on Mental Health at

wcmh@wisconsin.gov.

ISuicidality, School Dropout and Reading Problems among Adolescents. Journal of Learning Disabilities, 2006; 39(6): 507-14.
" Learning Disabilities and Adolescent Suicide. Journal of Learning Disabilities, 1997;30(6): 652-9.
iii M. Ryan, "Social and emotional problems related to dyslexia" http:llwww.lclonline.orgiarticle/19296/



He11d, My name is AJ Coronado. I am in 6th grade and I am 12 yrs
old. I attend Waukesha STEM Academy Middle School.
Son7day, I want to be underwater investigator to help police
find clues to solve crimes.

I am here today to tell you that school is really hard for me.
It is hard for me to read & write & solve math. I know I am
smart, but I get frustrated because I can't write a word correctly.
Even when I take my time sounding it out, a lot of times. I have
to ask someone else how to write something because I can't

. I .write it on my own. I use my Ipad and it helps me because my
Ipad can speak and it writes the words. Keyboards are not as
helpful.

In school, we do something called Edu-typing and usually my
score are 14 words per minutes and it makes me sad. when I
look Over at one of my classmates and I and see their score are
50-60 wpm and it make me feel bad.
And when the class is working together like the whole class is
writi'Fig things down they go really fast and I can't keep up with
theni and I am still writing notes and everybody is working on

Isomething else completely different while I'm in the back of the
class struggling trying to keep up.

I am here today because I hope other kids get the help they need
becapse I do not want other kids to go through what I have to go
through every day. I hope you decide to help teach teachers and
help parents work together instead of fighting in big meetings.
Pleae pass this and do the right thing for me and other kids.

Thank you, AJ Coronado

Tenr\V
Wad QS\r\o\



Dyslexia testimony 4-1a-19
Thai* you fOr this opportunity to share Dyslexia has impectedl my life.,

My introduction to Dyslexia started with my father who served our country yet he
couldn't read a newspaper and needed the support of his daughter to write as check at
the grocery store, even though II was a chill II witnessed' everyday how my father dlidl

his best yet couldn't keep a of:MVO:b.. le turned to alcohol to numb his pain suffering

a lifetime of missed opportunities judgement and shame.

My journey MC dyslexia continues, as a wife to my highschooll sweetheairrt who II

respect and cherish, II see daily how Dyslexia steads and rob)"s my husband"s
contidence his self esteem, and provides shame, anxiety, self-doubt

Dyslexia further perpetuates in my life through my children.. My son AJ, is here with me
and) He wilt share his own Tourney with Dyslexia and II wilt share what it has taken to

access what he needs to be a successful student in our public schools..

As A.1 entered' 4k and then again in kindergarten, II knew in my heart he was dyslexic yet

II was WWI by school 'We don't test for that here No further information or support was
provided to me and for the next 3 years II requested' sp,eciall education evaluations to be
cornpletedl., Iln third grade my son finally qualified' for an IIER.

AJ is current in sixth grade and has a large 4-5 year achievement gap which is making
a huge impact in his education and mental health. Iln the documentary The Kids We

toee Dyslexia is highlighted as one of the- root causes to children's" mental health
issues in our public schoolS. II urge you to) approve A11111110 into law.. Kids, teachers,

adlminiStrators InWisconsin need) your help and support

Thank You

Kimberllee Coronado
200 Tenny Me
Waukesha WII 53185
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Melissa Klimek

4/18/19

Regarding Assembly Bills 110 and 50

Representative Thiesfeldt, Representative Kitchens, and Committee members, thank you for

taking time to hear us today. My name is Melissa Klimek and I am here with my daughter, Kyla, and my

friend Nan Rozelle from Hortonville, WI. I am here representing Decoding Dyslexia -Wisconsin, in

support of Assembly Bill 110 and, though we aren't addressing it today, Assembly Bill 50.

How many times per day do you read? How often do you look at the ingredients on a food

package? How often do you quickly check a news or stock ticker on the bottom of the TV screen? How

many road signs do you glance at when looking for a gas station? Reading is an intrinsic part of our daily

lives, but we are not "programmed" to read. Imagine if these seemingly simple daily activities were a

struggle...

Today you are surrounded by families and individuals that either are dyslexic or have been

impacted by dyslexia. There are so many misconceptions about Dyslexia, both what it is and how it

impacts a person's life, specifically his/her learning experience. Dyslexia is a language -based learning

difference that affects phonemic awareness and phonological processing.

We have known about structured, research -based literacy approaches and how effective early

intervention utilizing these approaches can be for decades, but, unfortunately, this research has not

been implemented in the classroom. Our family is intimately acquainted with the length of this issue;

my husband is dyslexic. My mother-in-law struggled with public school and resorted to recording her

own "books on tape" for Chris. She taught him to read when the school was unable/unwilling to help.

At one point, a counselor told my mother-in-law that she shouldn't expect much, that Chris would

probably not make it through school. My husband was the valedictorian of his Physician Assistant class



at Kettering College of Medical Arts in Ohio. It is a good thing that she did not believe the schools. Chris

still can't spell, but he can shock your heart back into rhythm, if necessary.

Now, we have found that our daughter, Kyla, is very dyslexic, too, and, we have run into the very

same roadblocks that Chris experienced about 30 years ago. The teachers told me not to worry because

"all kids reverse at this age." I asked the school for help for two years and was continually told that

Wisconsin does not see Dyslexia as a disability and that she wasn't doing badly enough for interventions.

Kyla should have been evaluated for an IEP as soon as I asked. After this, we gave up on the school

because "bad enough" isn't acceptable with such an intelligent little girl. She wants to be an Engineer

because she loves Legos. We started taking Kyla to the Dyslexia Reading Connection in Appleton and

she is now reading at grade level. Because of how her brain processes language, she still needs

accommodations such as: no timed tests, technological support with text to speech adaptions, etc.

I am asking you to, please, pass AB 110 and 50 for the 30, 000 students in Wisconsin that are

affected by Dyslexia. They are more numerous than the entire population of Stevens Point! The

structured literacy methods that work to teach our dyslexic students how to read are also extremely

effective with typical readers. The teachers that we have interacted with are asking for training. They

are great people that want to teach our children to read, they are simply lacking the necessary tools.

You have the power to put these tools into their hands.

Thank you for your time,

Melissa Klimek



Dear Committee Members,

Thank you for the opportunity to share my thoughts on this bill. My name is Amy
Rogers, and I am a speech -language pathologist and dyslexia specialist. I've been
working with individuals with dyslexia and their families for nineteen years, fifteen of
which have been here in Madison in my private practice. I've worked primarily in
intervention, but most recently, my practice has also included the assessment and
identification of dyslexia.

Why am I supporting this bill? The way I see it, there is no downside to providing
necessary information to the educators who need it, and it is a step in the right direction.

The biggest frustration I face in my role supporting students and families is WASTED
TIME and the significant and far-reaching effects of not identifying and intervening
properly with students at an early age. 75% of the referrals I receive for intervention are
in third grade or later. 80% of those individuals that we tested were in upper elementary
school, and far too many of that number in middle and even high school before they
were diagnosed with dyslexia.

Why does that matter? What I see happening, as reported by these students and their
families, is unnecessary frustration and misunderstanding during those early years. So
often, I hear the same stories: The family notices early on that reading is not
progressing as they expect. They are told by the teachers they trust to keep reading to
their child. The teacher is trying everything possible based on what they know, but
cannot figure out how this very bright, clever, creative kid cannot read well, spell, or
write. They are confused by the fact that despite reading painfully slowly and poorly,
these kids, at least in the early years, seem to make sense of what they read, so in a
sense, they seem "ok".

Furthermore, because these children are not only bright but overwhelmingly
hard-working, and often very compassionate and charming, the monumental struggles
they experience day in and day out in the classroom go unnoticed or misunderstood.
Each day in the classroom, these kids are asked to do the one thing they don't do well
nearly all day long, without appropriate help and understanding of their struggles. Even
so, they continue working, often with extensive support from their parents, all the while
feeling frustrated and exhausted at best, and at worst, developing a very negative
self-image as a poor student. Or that they're dumb. And that couldn't be further from
the truth.



Finally, some fortunate families find a path on their own to get their child assessed and
again, on their own, find the intervention their child needs, after far too many years of
struggle. And those kids are the lucky ones.

Many many others never find that path, and continue their struggle for their entire
educational experience. I have no doubt that NO ONE wants this for any child!

I want to emphasize that. Our teachers are trying their best, but are missing key
information that would get these kids on a path of understanding themselves and getting
the specific kind of help they need to overcome their challenges. It is as if we are
asking teachers to teach these kids with their hands tied behind their backs. All this bill
is doing is providing this much needed information, it is so simple, really, but even just
this step can begin to change the course of these children's lives. Just making this
information available can enable students to be identified earlier, begin understanding
their struggles and their strengths, and hopefully get on the path to the intervention they
need to become confident, happy, students.

Not giving this information to educators creates unnecessary obstacles. With every
moment of misunderstanding, we are creating another mountain for that child and his
family to climb and putting them more at risk for academic failure and negative
emotional consequences.

There is no downside to this bill. Why not give teachers, staff and administrators this
crucial information they need to help their students? Would we ever consider denying a
physician access to the most updated research that could change the path of treatment
for the better? Let's do all we can to give our educators what they need to support our
students with dyslexia.

There is no downside to this. Please vote to support this bill!

With incere ratitude,

Amy Rogers, .A., CCC-SLP



Wisconsin Assembly Bill 10 Hearing; Thursday April 18th, 2019

1. Shawn Anthony Robinson PhD
a. Senior Research Associate; Wisconsin's Equity and Inclusion Laboratory (Wei

LAB), University of Wisconsin Madison.
b. At -Large Director, International Dyslexia Association, Baltimore, MD.

2. To Chairperson Thiesfeldt, Kitchens and members of the Assembly Education
Committee.

3. The Assembly Bill #110 (Dyslexia Handbook) is a necessary first step in addressing an
issue effecting 20% of the students in classrooms and a resource that could help those
who want to learn and do more on dyslexia, but it can't stop here.

4. Wisconsin is ranked 49th in reading proficiency for African American students and 41st
for White students;

a. The reading gap between those students is the fifth largest in the country, and this
gap represents approximately three grade levels (Wisconsin Reading Coalition,
2018).

b. In 2017, African American fourth graders scored 206 on the most recent Reading
Test of the National Assessment of Educational Progress (basic- level) compared
to Whites who scored 232 (proficient).

c. African Americans are:
i. Two to three times more likely to be diagnosed and placed in classes for

emotional and behavioral disorders rather than Learning Disability (i.e.,
dyslexia) compared to their White peers (Robinson, 2018, 2016, 2015,
2013; Robinson, Ford, Hartlep, & Ellis, 2016; Robinson & Thompson,
2019).

5. The University of Wisconsin, Wisconsin Idea foremost value is that "education should
influence people's lives beyond the boundaries of the classroom".

a. I am a product of the Wisconsin Idea, as I started my journey at the UW -
Oshkosh reading at an elementary level.

i. Dr. Robert Nash saved my life at the age of 18 and gave me the tools
needed to succeed beyond the classroom. I was in school for 18 -years
after H.S. to earn my Bachelors, Masters, and PhD.

b. Invited to the Whitehouse to discuss my scholarship.
c. Interviews with NBC news.
d. Consulted with the Wis. Dept. of Corrections to train teachers on the science of

reading (The Journal of Correctional of Education (2018); 69(1), 60-72).

6. For the next generation of students with dyslexia, Assembly Bill #110 must include
policy on early identification and effective teacher training in order to make the dramatic
changes needed to impact students' lives and help them maximize their educational
potential in and beyond the classroom. This is the Wisconsin Idea, and the time for
change is now!

7. I appreciate the opportunity to speak to the Assembly Education Committee.



To: Assembly Education Committee
From: Deborah Cromer. WSRA President
Date: Thursday, April 19, 2019
Re: Testimony opposing 2019 Assembly Bill 110, Dyslexia Guidebook

Thank you, Representative Thiesfeldt and members of the Assembly Education Committee for
giving me the opportunity to speak today. My name is Deborah Cromer, and I am the current
president of the Wisconsin State Reading Association. I am also a reading specialist and
reading teacher in Western Wisconsin. I have been a literacy educator for over 40 years and
have worked with students and teachers, K-12. Whether in regular classrooms or as a literacy

specialist, I have worked with students who struggle throughout my career. The mission of the
Wisconsin State Reading Association is to provide leadership, advocacy, and expertise so that
ALL students in Wisconsin achieve high levels of literacy. Our concerns related to the proposed
legislation in no way deny the existence of reading difficulties and the struggles of children and
their families to deal with those difficulties.

WSRA supported the original version of Assembly Bill 110; however, we can no longer support
this bill because of changes made at the last hearing of the Joint Legislative Study Committee
on the Identification and Management of Dyslexia.

These are WSRA's concerns:

First, the study committee lacked diversity and multiple perspectives, and no
representatives from WSRA, the largest literacy professional organization in the state,
were selected to be voting members. The composition of the committee is a shift from
past practice, and the resulting legislation reflects that limited perspective.
Second, vendor financial conflict of interest provisions were removed from the final draft
of the bill related to the creation of the guidebook and the composition of the guidebook
advisory committee.
Third, the proposed guidebook should inform on all reading related conditions and not be
a marketing tool to promote one condition.
Fourth, the IDA Orton Society definition of dyslexia included in the guidebook draft
legislation is not uniformly accepted by literacy researchers and mental health experts in
the field. WSRA concurs with the American Psychiatric Association who carefully and
extensively reviewed and analyzed this issue for their DSM-5 manual. They
concluded that "the multiple definitions of dyslexia and dyscalculia meant those
terms would not be useful as disorder names or in the diagnostic criteria."
https://www.psychiatry.org/psychiatrists/practice/dsm/educational-
resources/dsm-5-fact-sheets
Fifth, the proposed legislation has the potential to exacerbate children's reading
difficulties by limiting or negating the ability of teachers like me to use our expertise and
years of experience to customize instruction to meet each student's needs.



In conclusion, legislation has consequences. Educators, like the medical profession, seeks to do
no harm.

"Problems of phonological/phonemic awareness have been repeatedly shown to be
associated with poor decoding, although it is now recognized that these cannot account
for all those with a reading disability. A significant proportion of poor readers do not
present with phonological difficulties, and others with such a deficit do not encounter
problems in learning to read. . . Recognition of the complex, multifactorial nature of
reading problems has resulted in greater acceptance that a simple, causal account or
model will not prove sufficient." The Dyslexia Debate by Julian G. Elliott and Elena L.
Grigorenko, Cambridge University Press, 2014.



Hello and thank you for allowing me to testify today. I'm
Libby Wallace. Who remembers an experience in a classroom
when someone was having trouble sounding out a word? What
happened? Did the teacher point it out, say the word and act
as if the person wasn't trying or was being Lazy? The
statistic is one in five. /One in five people have dyslexia./
There were 870,000 Wisconsin students in 2013. 175,000 of
them have dyslexia. I have been teaching for over twenty years
and working as an Orton Gillingham Language Specialist for
seven. The difference lies in training. I know that we have to
say a says /a/ three times and use visual oral and tactile
senses in order to rewire the dyslexic brain.

I would like to share an email from a school to a parent
of a dyslexic child- I was glad to hear (your child) did well on
Spelling last week! We all know he can do it, he just needs
to apply himself. This came from a school in November 2018. It
tells me that school staff have no idea what dyslexia is. That
would be like saying that I could have beat my cancer if I

tried hard enough, we all know I couldn't! We should know
that it's not the child, it's the way his brain processes
information.

This training is crucial to helping the dyslexic brain Learn.
Our brain is an organ, the body's most complex organ. You can
teach a person to read because of the neuroplasticity of the
brain. Think of a forest. When there is no path, it takes
several walks down that path before it becomes a road. The
brain can actually create new neuro-pathways, just like the



path that became a road. It takes work and knowing what to
do.

Dyslexia is currently a medical diagnois. Let's compare it
to cancer for a moment. Without trained staff and medical
doctors, I would not be alive today. This compares to teachers
who are unable to reach dyslexic students. They are not
taught about the different way the brain is wired and how we

must retrain the brain.
The most detrimental aspect of not teaching to the

dyslexic brain is the stigma that eats away at a child's self
esteem. Cancer invades and can destroy things in its path,
that compares to invasion taking place in the self esteem of a

dyslexic person.

Dyslexia is a different way of thinking and learning. It
rectuires a different way of teaching. 42 states already have
dyslexia legislation. It is our responsibility to make changes for
the 175,000 students. This legislation will be the net that will
catch students the same way that my medical team
collaborated for me. This legislation is my obtorator. If you
put it into place, these students will be heard. It makes
everything work. l's not the answer, but it's a start.

Thank you for allowing me to speak today. You can read
my story on Caring Bridge. This speech will be posted on there
as well!
Respectfully submitted by Libby Wallace, CALP, BS ECE,
Wisconsin Certified Teacher
N 7035 520th Street, Menomonie, WI 54751 cr)

\ A,,

715 235-6459 libbypetersenwallace@gmail.corn



April 18, 2019: Support for AB 110. A Dyslexia Guidebook for Wisconsin

My name is Barbara Felix. I am a private practice tutor, working now for 10 years to help
remediate dyslexia. I have tutored about 100 students, ranging in age from 4-83. These clients
seek my services because without private help, they cannot succeed in school, or in jobs. My
formal credential is CALP, Certified Academic Language Practitioner. My first credential is
mom.

I raised my children in the Milwaukee suburb of Shorewood, WI and enrolled them in the highly
ranked public school system there. I had no intention of challenging the educators there or
anywhere in our state. I had been well served by Wisconsin schools. My firstborn had been
well served by Shorewood schools. My 2nd son was poorly served by those same schools. His
difference was dyslexia. What had worked for me and for others was not working for him,
despite intelligence, motivation and good attendance in a good school.

His school failed him; that motivated me. I changed careers and became an advocate for
dyslexic families like ours. I now own and operate the Dyslexia Achievement Center in Elm
Grove, a suburb of Milwaukee. Eight of us provide the Orton -Gillingham style teaching that our
clients need and are not getting in their schools. It makes all the difference; once they are
taught how to crack the code of the English language, they begin to regain their confidence
and ability.

It's not magic, what we do, but it is scholarly and rigorous, designed to account for every
feature and pattern of the English language. School is the right place for this kind of instruction.
Our method is thorough, and thoroughly supported by the science of reading, now
documented by thousands of research studies across many nations. Our business has grown
because Wisconsin schools have neglected the dyslexic population.

I want to emphasize that it's not the teachers' fault. There are fine teachers who would love to
rescue their dyslexic students from failing, but don't know how. Our clients share their
frustration when their student is told "try harder" or "rewrite it again" as if a 2nd try with the
same poor tools will somehow now work better.

We hear from teachers who acknowledge they don't know how to help their students. Some of
those teachers suggest that the family engage us. And several clients are themselves teachers
or school administrators. They want for their own children what we all want-the tools to
unlock reading for their child. At that point, it doesn't matter what the principal thinks, or what
the district requires, or what DPI says about adequate instruction. If their child needs it, they
will get it, and they will pay for it if they must.

But it should not be necessary to pay for private reading instruction any more than it should be
necessary to pay for the air we breathe. Reading is our birthright and we are all equally entitled
to it-available or not.

This inequity in Wisconsin schools is fixable; AB 110 is a step in the right direction. It is time to
create the dyslexia handbook to assist DPI in providing appropriate reading instruction to our
students.

Respectfully,

Barbara Felix, M.A., CALP
bfinc@wi.rr.com



Good morning Chairmen Thiesfeldt, Kitchens, and members of the Assembly

Committee on Education. Thank you for your consideration. My name is Christi

Hunter and I am a mother of five from Twin Lakes, WI. And, since 2016, I am also

,a dyslexia interventionist and advocate. I am here today to express my support of

the proposed bill AB 110, and the need for a Dyslexia Guidebook in the State of

Wisconsin. In 2012 I found out that my oldest son is dyslexic. He is also here with

me today. Sam was 11 when I found out, even though he had struggled with

reading, writing, and memorizing his math facts since he had begun schooling at

age 5. At the time, I believed many of the myths you yourselves may have heard

or are familiar with. I thought (and was told) that he would "outgrow" his

struggles, that he "wasn't trying hard enough," or that dyslexia was seeing and

writing letters and numbers backwards (which he didn't do), that dyslexia meant

someone could not read at all (which he could); or worse, dyslexics could not be

taught to read, write or spell no matter what approach was applied. I was wrong.

For the past 7 years I have done all I can to research and learn as much as I can

about the truth of dyslexia and have made it my mission to share it with others.

Now, as a dyslexia interventionist and advocate I have seen firsthand the

powerful effect correct information and reading science has on students and their

families. I have helped numerous families find the resources they need to be

successful, and, when possible, have tutored students as well. Many of these

students, including my own son, are depressed and anxious about their abilities,

having lived with what others deem as "failure" for years. However, I have

witnessed these same students' confidence soar as their reading improves when

they are taught using a Structured Literacy approach. But, I am only one person.

There are over 850,000 students attending Wisconsin public schools and over



60,000 teachers serving them, according to the Department of Public Instruction.

As we know, Dyslexia affects as many as 5-20% of the population. So, even if only

10% of those students struggle with reading, over 85,000 students throughout the

State can benefit from effective reading intervention. And according to the latest

results on the State assessments, we know that number is even higher (65% of

Wisconsin's 4th graders are not reading proficiently...and we also know if a

student is reading proficiently by 4th grade, they often will not be able to read

proficiently in 9th grade and beyond). Right now, if a parent is seeking help for

their struggling student, they do not know where to turn. According to the

International Dyslexia Association, there are currently only 14 dyslexia

therapists/interventionists providing services in Wisconsin after school hours,

while the Academic Language Therapy Association (ALTA) lists 24 qualified

language therapists/practitioners throughout the State. The question begs to be

answered: Who is better positioned to identify and intervene with a struggling

reader when the timing is most critical (when the student is 5 or 6, rather than 10

or 11)? School districts, teachers and families NEED the guidance, resource, and

support that a Dyslexia Guidebook can offer. It is critical that AB 110 be passed to

provide a springboard for better awareness of dyslexia and its signs, as well as

provide a resource and tool for more effective intervention for those who struggle

with which is arguably the most essential skill one will ever achieve: reading.

Thank you.

Respectfully submitted,
Christi Hunter, CALP
Structured Literacy/Dyslexia Interventionist
548 McCole Rd.
Twin Lakes, WI 53181
262-812-6616



April 18, 2019

Dear Representative,

I am writing to register my support of AB 110 to create a Guidebook on Dyslexia. Thisbill would require the Department of Public Instruction (DPI) to develop a guidebookon dyslexia and related conditions for parents, guardians, teachers, and
administrators. This legislation will be the first step in Wisconsin recognizing the needs ofstudents with dyslexia and related conditions. I urge you to support this bill!

The road from passion to professional is the path that leads many people to careersthey hadn't planned on. I had not planned on a career in raising awareness aboutgood reading instruction, training professional practitioners in the science of reading,
supporting families whose stories are far too similar and frequent, or having to teach
my son how to advocate for himself in a classroom. The career I had not planned ondeveloped from the necessity of having to learn all I could to support my son but
quickly grew to running a nonprofit organization that provides accredited training to
professionals and remedial instruction to children.

My son, now a 17 year old Army National Guardsman, accepted Chippewa Valley
Technical College welding student, and honor roll high school senior, was evaluated
and diagnosed with dyslexia in first grade. We were told by school administrators he
was not far enough behind to qualify for support or services and based on their
experience he would not qualify until about third or fourth grade. They told us
essentially that he had to fail more before they could intervene. Our son was the
victim of a broken system and that was not and is not acceptable for him or any otherchild!

We have been blessed throughout our son's academic career to have partnered with
wonderful teachers who were willing to learn more. You see, my husband and I left
that dreadful meeting with school personnel and decided that we had to accept thechallenge of studying and learning everything we possibly could so that we would bebetter equipped to support our son and his teachers. His teachers did not want to seehim fail any more than we did but they did not have the tools, resources, or
knowledge to teach him to read and understand the structure of our rich language.
They, by their own admission, did not know what to look for as characteristics of
dyslexia nor did they know the depth of what they had not been taught as educators
about reading instruction until they were exposed to more.

Unlike many families, I had the flexibility and good fortune to be able to pursue furthereducation in this endeavor. Unfortunately, only one university course in the entire
reading specialist program even mentioned dyslexia and that was to dismiss it
completely as something real. With the support of research and science, I assure youit is very real! Through conferences, webinars, books, journals, mentoring, and so much



more I learned more and in an effort to support my son's teachers, I shared as much as
they were willing to take in.

I now work with teachers throughout northwest Wisconsin who are fully aware that
they do not have the tools, resources, and knowledge to support their struggling
readers but want to do better. Sometimes that is with the support from their school
administrators and sometimes it is not but resoundingly it is because these teachers
want to do better by their students. Emphatically, upon learning foundational
information about the structure of the language and the science of teaching reading,
they are grateful for the deeper understanding and ability to apply it with children but
question how they could ever have taught something they themselves were never
taught.

The accredited instruction they get gives teachers the tools to help their students to be
successful academically. Being taught to read is a civil right and every child deserves
the right to be taught how to read. This Guidebook is a step in the right direction for
raising awareness and understanding of what dyslexia is, how to identify it, and how to
implement science -based reading instruction that prevents children from becoming
struggling readers in the first place. There is no logical reason for children to struggle in
reading based on the research and science of what good reading instruction
includes!

Wisconsin is one the last states to implement legislation that would support teachers
and children in reading best practices, which might explain why Wisconsin fairs so
poorly compared to other states on national standards and scores. It is time that
Wisconsin moves forward with dyslexia legislation like the Guidebook that would help
improve reading instruction for all children. For too long, students with dyslexia have
struggled due to misinformation regarding identification and treatment. This bill is at
least one step in the right direction for all of Wisconsin's students. I urge you to support
this legislation.

Warmest regards,

Dr. Tammy Tillotson
17343 49th Ave.
Chippewa Falls, WI 54729
715.720.0448



Petition in support of AB 110: A Dyslexia Guidebook for Wisconsin and AB 50: A Dyslexia Specialist.We encourage our Wisconsin Leaislafion to vote in favor of these two bills related to dyslexia.

NAME
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My name is Jayne Black and I have dyslexia.

My long awaited diagnosis did no come until I was in my
30's at the same time my son Sam was diagnosed when he was in second

grade. He got diagnosed because I as a parent fought to make sure I found
out what was wrong - why he could not learn how to read.

As a parent of a dyslexic child and a dyslexic person myself I feel I have
been through every possible emotion, challenge and situation in life. I could
of chose to be bitter but I chose to be a voice for children a voice I did not
have
I am a 23 year advocate for children with dyslexia and the President of
CKR a program that brings awareness to dyslexia and the creative
strengths dyslexic children have.

Almost Every day I hear from parents who are overwhelmed with and
concerned because their children are struggling in school and they are
completely frustrated and confused as to how their school is supposed to
help them even after countless efforts to try and work with them. I also look
in to the eyes of their children. I work a full-time job and volunteer over 500
hours a year to help families in our state because I am devoted and the
NEED is so great!

Navigating through the school system with a child with dyslexia is
exhausting and confusing. Especially because many schools refuse to use
the D word. A word that empowered me with the knowledge that NO ---I
was not stupid but that I had a learning disability that needed the right type
of intervention and teaching so I could of been successful in school and life.

Parents reach out to me because I am very bold about having dyslexia -- I
am doing everything I can to give these children what I did not have
because this is at most "AT RISK" population of kids for everything
negative. we are talking about 1 in 5 kids with only 30 percent who get
diagnosed during their school years.

IMAGINE if not only they but the 70 percent who are wondering around
even more confused could get knowledge that would change their lives!!



They would not loose their self esteem at such a young age - be the most
at risk population of Youth--- Instead they would LOVE their dyslexia and
the creative strengths they bring to our world -- they would go to college
perhaps even create another amazing invention or another Disney land.

I ask you to be a voice!!!

Please empower families with the knowledge they need by empowering
with a very important piece of the puzzle a guidebook to help them
navigate a FREE and appropriate education which is every child's right.

Jayne Black
President of Creative Kids Rock.org
1138 Trailwood Drive, De Pere, WI 54115

Jayne.black@gmail.com



April 18, 2019

Dear Representative Thiesfeldt and the Education Committee members,

My name is Susan Garcia Franz and my daughter, Pacha Garcia Franz has dyslexia. Our journey has been

long finding out she has dyslexia. It was not diagnosed until she was in seventh grade and after we had
many difficulties within the school system. Our process and difficulties with dyslexia are not unique. My
daughter has had a reading specialist and often a math specialist since shinin second grade. She had

been receiving interventions that were allowing her to continue to the next grades in school. She comes
from a family with two full-time college educated parents that are bilingual. We read books and taught
letters and numbers and symbols from an early age. We did all the things you do to prepare your child

for school. She continued to struggle despite our continued efforts to help her. We didn't know what to
do by the end of the fifth grade but knew how challenging getting through the school year was for her.
We looked to private tutoring and ended up at Learning Rx that was one of the only options at the time
in our area. We spent a lot of time and money trying to give her the tools she needed to succeed but it
wasn't the right tool for her. She had dyslexia and needed curriculum that helped her with dyslexia.

When we were working with the school district and got the diagnosis, we were not told about a 504 plan
and the process to get that. We ended up with a pseudo -accommodation plan for eighth grade and

when we had executive functioning problems that arose, we found out we didn't have a 504 plan. It
should not be this complicated for parents and students to get in place what kids need to succeed. We
were the parents that did not give up on our child and didn't move to another district and didn't put her
in a private educational setting. She had a right to a public education that gave her the educational tools
needed to read and write at her grade level. She is now a junior at Neenah High School and she has an

IEP and a caseworker. She will graduate next year. Giving parents the tools they need to help their
children succeed is the very least this state can do for ALL our children. We have a lot more work to do
to help children with dyslexia and many other states have bypassed Wisconsin in their work to help the
children of their states. Please do not let this opportunity pass you by. Vote for AB110.

Sincerely,

Susan Garcia Franz

1790 Wendy Way

Neenah WI 54956

susanfranz@hotmail.com
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The code, written by Victor Widen, can be applied to
any web page and scrambles the letters around,
making it appear as they would to someone with
dyslexia. An example of the code working on a
passage of text about dyslexia is shown above

He then posted it on Git Hub, a website
developers use to share code, with an example )
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Claudine Kavanagh
5166 Buttonbush Circle
Fitchburg,Wl 53711
6 I 7) 447.5789

Thank you for your time today. My child has dyslexia. As a family, we were completely

unprepared for this experience as I reflect back on dropping off a happy and healthy kid for

Kindergarten. Our family are strong supporters of community -based public schools. We did

everything the teachers asked to promote literacy within our home. We read at home and

visited the library twice a week. When our son failed to read by the end of third grade, our

son's teacher told us not to be very concerned. Our son was "so smart" that he would "catch

up."

Yet the situation did not improve. By fifth grade, the emotional impacts of reading failure

had taken a toll on our child's self-esteem. We had him evaluated by a neuropsychologist to

discover his oral vocabulary and conceptual understanding was five grades ahead. His ability to

read was simultaneously five grades behind, as if he had never attended school. He began seeing

a private tutor and attending an academic summer program for kids with dyslexia. These

programs in phonics helped him 'crack the code It was what we had expected the school to

provide, and they could not. His well -intentional and caring teachers in the classroom were

using approaches that are inappropriate for his dyslexia. He started to gain literacy skills once



he had access to appropriate curriculum, which was only available to him outside the school

setting.

Incredibly, we have had to leave the public schools to access the education our son

needs. Statistically, there are dyslexic learners like my son in every classroom in every school

We hope your support of this bill will give students and educators the support they both need,
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Abstract
The main goal of the present study was to shed further light on the psychological characteristics of children with different
learning disability profiles aged between 8 and 11 years, attending from third to sixth grade. Specifically, children with
nonverbal learning disabilities (NLD), reading disabilities (RD), or a typical development (TD) were tested. In all, 15

children with NLD, 15 with RD, and 15 with TD were administered self -report questionnaires to assess different types of
anxiety and depression symptoms. Both NLD and RD children reported experiencing more generalized and social anxiety
than TD, the NLD children reported more severe anxiety about school and separation than TD, and the children with RD
had worse depressive symptoms than those with NLD or TD.

Keywords
nonverbal learning disability, reading disability, anxiety, depression

The term learning disability (LD) or specific learning dis-
order (Diagnostic and Statistical Manual of Mental
Disorders, Fifth Edition; DSM-5; American Psychiatric
Association, 2013) has been used to describe children with
difficulties in learning and using academic skills related to
reading decoding, reading comprehension, spelling, written
expression, and calculation and mathematical reasoning in
children with average or above -average intelligence associ-
ated with a poor school performance. One well-known sub-
group of individuals with LD includes those with impaired
reading skills, such as children with reading disabilities.

A separate, less thoroughly studied subgroup of children
with LD comprises cases with a neuropsychological profile
characterized by poor nonverbal abilities-a disorder not
recognized in the actual classification systems (DSM-5;
ICD-10; World Health Organization, 1992), known as non-
verbal learning disability (NLD; Mammarella & Cornoldi,
in press; Rourke, 1995). Although the majority of research-
ers and clinicians agree that the profile of NLD clearly
exists (but see Spreen, 2011, for an exception), they dis-
agree on the need for a specific clinical category and on the
criteria for its identification (see Fine, Semrud-Clikeman,
Bledsoe, & Musielak, 2013, for a critical review).

Children with NLD usually show a discrepancy between
their levels of verbal and visuospatial intelligence and have
major problems with visuospatial working memory
(Comoldi, Rigoni, Tressoldi, & Vio, 1999; Mammarella &

Comoldi, 2005), and with psychomotor and visuo-construc-
tive tasks, within a context of well -developed psycholin-
guistic skills. Children with NLD are also impaired in some
aspects of academic learning, and especially drawing, sci-
ence (Pelletier, Ahmad, & Rourke, 2001), arithmetic
(Mammarella, Lucangeli, & Comoldi, 2010; Rourke, 1993;
Vermeil, Cornoldi, & Garuti, 2003), and comprehension of
spatial descriptions (Mammarella et al., 2009).

The impairments in children with reading disabilities
(RD), on the other hand, concern either their accuracy or
their speed. Phonological deficits in children with RD have
been extensively reported in the literature (Helland &
Ashjornsen, 2004), although there is conflicting evidence
regarding their performance in visuospatial tasks
(Kirkwood, Weiler, Bernstein, Forbes, & Waber, 2001;
Lipowska, Czaplewska, & Wysocka, 2011).
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Both the above -mentioned subgroups with LD therefore
function poorly at school and fail to achieve the expected
results. These features can become a risk factor for the onset
of current and long-term psychological maladjustment. In
particular, difficulties at school have been shown to increase
the risk of individuals suffering from internalizing disor-
ders, such as depression, anxiety, and social withdrawal
(Bandura, Pastorelli, Barbaranelli, & Caparra, 1999; Feng,
Zhang, & Wang, 2005; Grover, Ginsburg, & Ialongo, 2005;
Sideridis, 2007; Sourander et al., 2005). It is well known
that students with LD may be at a greater risk for develop-
ing mental disorders because they tend to have lower self -
concepts and are less socially accepted and more anxious
than their peers without LD (Heath & Wiener, 1996;
Howard & Tryon, 2002; Margalit & Shulman, 1986).
Moreover, co-occurring conditions such as depression may
exist among students with LD (Bender & Wall, 1994;
Newcomer, Barenbaum, & Pearson, 1995). The results of a
meta -analysis conducted by Maag and Reid (2006) revealed
that although students with LD obtained higher depression
scores than their peers without LD, the degree of difference
may not be sufficient to place them in the clinical range for
a major affective disorder.

Anxiety disorders are the most common childhood and
adolescent mental health disorders (Bosquet & Egeland,
2006), with a median onset age of 11 years (Kessler et al.,
2005). Social anxiety is characterized by social incompe-
tence and social isolation, which are often, though not
always, associated with LD (Tur-Kaspa, Weisel, & Segev,
1998; Wiener & Sunohara, 1998). In the literature on LD
different research have investigated the presence of anxiety
symptoms. Studies have reported elevated stress and anxi-
ety levels for students with LD. Higher rates of school -
related stress and anxiety were found in samples of
school -identified children (Geisthardt & Munsch, 1996)
and adolescents (Wenz-Gross & Siperstein, 1998).
Moreover, Fisher, Allen, and Kose (1996) found higher
rates of state and trait anxiety among boys with LD.
Moreover, over time, the impact of persistently heightened
anxiety on academic achievement may contribute to nega-
tive educational outcomes, such as failure to complete high
school and failure to enter college (Kessler, Foster,
Saunders, & Stang, 1995; Van Ameringen, Mancini, &
Farvolden, 2003). In a meta -analysis carried out by Nelson
and Harwood (2011), a medium effect size was found,
meaning that approximately 70% of students with LD expe-
rience higher anxious symptomatology than do non-LD stu-
dents. This finding suggests cause for concern that students
with LD are at risk for potentially problematic anxiety -
related distress. Wilson, Deri Armstrong, Furrie, and Walcot
(2009), analyzing a large data set of people aged between
15 and 44 years, found that people with LD had more than
2 times the odds of reporting an anxiety disorder, with a
prevalence rate around 20% for 15- to 21 -year -olds and
around 30% for 30- to 44 -year -olds.

Although a judge number of research have analyzed
depression and anxiety symptoms in students with general
LD, only a few studies have focused on the psychological
characteristics of children with NLD or RD. Research on
the social problems and social skills of children with NLD
is rather limited, but findings generally point to difficulties
in understanding social interactions, and to social percep-
tion problems (Forrest, 2007; Myklebust, 1975; Ozonoff &
Rogers, 2003; Woods, Weinborn, Ball, Tiller -Nevin, &
Pickett, 2000; Worling, Humphries, & Tannock, 1999). For
instance, Semrud-Clikeman, Walkowiak, Wilkinson, and
Portman Minne (2010) tested social perception in children
with NLD, Asperger syndrome (AS), or attention -deficit/
hyperactivity disorder (AMID), comparing them with typi-
cally developing (TD) children. The NLD and AS groups
had greater difficulty in understanding emotional and non-
verbal cues than did the TD group. A limited ability to inter-
pret social feedback may facilitate unpleasant experiences
with peers, and this may lead to sadness and social with-
drawal (Little, 1993; Rourke & Tsatsanis, 2000).

Findings regarding internalizing symptoms are inconsis-
tent, however. Although NLD children experience some
degree of acting out or other externalizing disorders during
their early childhood, as they grow older they risk develop-
ing internalized forms of psychopathology (Casey, Rourke,
& Picard, 1991; Forrest, 2004; Little, 1993). It is not sur-
prising that the incidence of depression and suicide seems
to be high among older children and adults with NLD
(Gross-Tsur, Shalev, Manor, & Amil, 1995). On the other
hand, a study comparing NLD children with other children
who had verbal LD and with controls who had psychiatric
symptoms could find no differences between these groups
(Petti, Voelker, Shore, & Hayman-Abello, 2002). Semrud-
Clikeman et al. (2010) examined NLD, AS, ADHD, and TD
children and again found no differences between the NLD
cases and the other groups in terms of anxiety and depres-
sion symptoms.

As in NLD, so too in RD research has identified a higher
risk of internalizing problems (Maughan & Carroll, 2006),
although externalizing disorders, such as AMID, seem to
be the most frequently observed comorbidities (Carroll,
Maughan, Goodman, & Meltzer, 2005; Willcutt &
Pennington, 2000). Symptoms of anxiety and depression
have been reported (Dahle, Knivsberg, & Andreassen,
2011; Stringer & Heath, 2006), consistent with ICD-10
(World Health Organization, 1992), which describes emo-
tional problems, low self-esteem, and problems with peer
relationships as being features commonly associated with
RD. To give an example, an epidemiological study in the
United Kingdom (Carroll et aI., 2005) found that 9.9% of
children with RD had a comorbid anxiety disorder, indicat-
ing a significantly higher prevalence than among children
with no literacy difficulties (3.9%). Willcutt and Pennington
(2000) looked for psychological problems in a sample of
twins in which one of each pair had RD and found that the
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children with RD reported higher rates of anxiety than their
unaffected siblings. Prior, Smart, and Oberklaid (1999) also
identified clinical symptoms of anxiety in 10- to 11 -year -
old RD children, Margalit and Zak (1984) found that chil-
dren with RD had more severe social anxiety than their TD
counterparts, and Dahle et al. (2011) reported that children
with dyslexia suffered from more severe somatic com-
plaints and anxious symptoms. Conversely, Boetsch, Green,
and Pennington (1996) and Miller, Hynd, and Miller (2005)
were unable to detect any differences in the anxiety levels
of RD and TD children.

As for depressive symptoms in children with RD, DSM-
5 (American Psychiatric Association, 2013) points to the
possibility of high percentages of comorbid depression.
Boetsch and colleagues (1996) and Willcutt and Pennington
(2000) found that children with RD endorsed significantly
more symptoms on the Children's Depression Inventory
(CDI; Kovacs, 1982) than normal controls, suggesting that
they experienced more depressive symptoms such as self -
blame, low energy, and suicidal ideation. Dahle et al. (2011)
compared RD and TD children in self -report measures,
likewise finding more depressive and withdrawal symp-
toms in the former than in the latter. In a longitudinal study
on males aged between 7 and 10 years from a community
sample, Maughan, Rowe, Loeber, and Stouthamer-Loeber
(2003) examined the extent to which children with RD
showed high levels of depressed mood. They found the risk
of depressive symptoms higher the more severe and persis-
tent the children's reading difficulties, but only for the
younger ones at their initial assessment, not for those
already in their teens. On the other hand, Heiervang,
Stevenson, Lund, and Hugdahl (2001), and Miller et al.
(2005) reported finding no differences in self -reported
depression levels between RD children and healthy
controls.

In light of the limited and inconsistent research findings
on internalizing symptoms in NLD, the present study was
designed to investigate anxious and depressive symptoms
in children with NLD, comparing them with RD and TD
children. To do so, the children's internalizing symptoms
were assessed using self -report questionnaires. To the
authors' knowledge, such a comparison has not been drawn
before. Our research focused on seeking any differences
between children with NLD, RD, and TD in terms of
depressive and different types of anxious symptoms. In par-
ticular, we tested generalized, social, and separation anxi-
ety, as defined by the DSM-5; moreover, school -related
anxiety was investigated, due to the academic impairments
of both children with NLD and those with RD.

Method

Participants

The total sample comprised 45 children aged 8 to 11 years.
Of the children, 15 (8 male, 7 female; mean age 120.13

months, SD = 14.33) had a clinical diagnosis of NLD and
15 (8 male, 7 female; mean age 125.00 months, SD = 17.06)
had a clinical diagnosis of RD, established at a clinic spe-
cializing in child and adolescent neuropsychiatry. The
remaining 15 (10 male, 5 female; mean age 116.67 months,
SD = 17.46) were TD children attending the third to sixth
grades at school (like the two clinical groups) and were
tested at local schools. In particular, the TD group consisted
of children matched for age, schooling, and socioeconomic
status, with no reported academic difficulties.

All the children spoke Italian as their first language, and
none had any primary visual or hearing impairment, or neu-
rodegenerative condition.

Although the NLD and RD children had been referred by
a neuropsychiatry clinic and their diagnosis had been clini-
cally confirmed, we also ensured that the groups met further
specific criteria (see Mammarella & Cornoldi, in press).
The inclusion criteria for the NLD group were (a) a diagno-
sis of NLD; (b) age between 8 and 11 years; (c) a verbal
intelligence quotient (VIQ) on the Wechsler Intelligence
Scale for Children (WISC-III; Wechsler, 1991) at least 15
points higher than the performance intelligence quotient
(PIQ); (d) a difference of at least 15 points between the stu-
dent's verbal and perceptual/visuospatial intelligence, that
is, a higher score for the verbal comprehension index (VCI)
than for the perceptual organization index (POI) on the
WISC-III scale; (e) visuo-constructive difficulties (i.e., <
30th percentile in a visual -motor integration test); and (f)
poor academic performance in mathematics and good read-
ing decoding skills (i.e., around average performance for
speed and/or accuracy on reading aloud compared with a
normative sample).

The inclusion criteria for the RD group were (a) a diag-
nosis of RD established using standardized procedures, (b)
age between 8 and 11 years, and (c) impairment in reading
decoding (speed in reading aloud) and in learning tasks that
involve processing verbal material.

The exclusion criteria for both groups (NLD and RD)
were (a) treatment with psychoactive drugs; (b) fulfillment
of the diagnostic criteria for clinically significant autistic
syndrome or AS, developmental coordination disorder, or
traumatic brain injury; (c) a history of seizures in the previ-
ous 2 years; (d) total IQ less than 80 (see Note 1); (e) poor
socioeconomic conditions; and (f) medical illness requiring
immediate treatment.

Materials

Screening Tests

Reading, arithmetic, and IQ screening tests were adminis-
tered to ensure that the groups met the above criteria. The
assessments included the battery in the latest standardized
Italian version of the WISC-III (Wechsler, 1991); the MT
battery (Cornoldi & Colpo, 1998), which measures chil-
dren's reading skills; and the AC -MT standardized
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arithmetic battery (Cornoldi, Lucangeli, & Bellina, 2002),
which measures children's arithmetical abilities. Children
in the TD group completed only the Vocabulary and Block
Design subtests (Wechsler, 1991) to estimate their general
cognitive abilities. The screening measures were included
to ensure an appropriate group matching: Children with
NLD, RD, and TD were matched for reading comprehen-
sion and vocabulary; children with NLD were matched with
TD for reading decoding skills; children with RD were
matched with TD for block design; and children with NLD
and RD were matched for arithmetical skills.

Reading test (Como/di & Co0°,1998). The children's reading
skills were measured considering three aspects: (a) reading
speed, which is considered the best indicator of an RD for
transparent languages and is measured by calculating the
mean number of syllables per second that the child reads
aloud; (b) accuracy, consisting of the number of mistakes
the child makes while reading aloud (using the same text as
for measuring reading speed); and (c) comprehension,
established from the total number of correct answers given
in a multiple-choice questionnaire with no time constraints
concerning the meaning of a passage; during the compre-
hension test, the child reads the passage silently and can
refer to the passage at any time while answering the
questions.

Arithmetic test (Cornoldi et aL, 2002). The AC -MT standard-
ized arithmetic battery measures the following: (a) accuracy
in written calculations, which involves children completing
a list of calculation problems (addition, subtraction, multi-
plication, and division); (b) accuracy in mental calculations,
which involves children fmding solutions for multiple -digit
calculation problems; and (c) speed in seconds in perform-
ing these mental calculations.

Self -Report Questionnaires

Children were administered two self -report questionnaires:
the Self -Administered Psychiatric Scales for Children and
Adolescents (SAFA; Cianchetti & Fancello, 2001), which
assesses different types of anxious symptoms, and the CDI
(Kovacs, 1982; Italian validation by Camuffo, Cerutti,
Lucarelli, & Mayer, 1988; see also Nacinovich, Gadda,
Maserati, Bomba, & Neri, 2012).

SAFA anxiety questionnaires. This is a self -report measure
assessing anxious symptoms in children and adolescents
aged from 7 to 18 years old. The SAFA anxiety question-
naire contains 42 items with multiple-choice answers. It
consists of four subscales measuring four distinct compo-
nents of anxiety, that is, Generalized (irrational worries
about everyday things), Social (fear in social interactions

and regarding what others think of them), Separation (wor-
rying excessively about being separated from home or from
people to whom the individual has a strong emotional
attachment, such as a parent), and School (fear and worry
concerning academic activities and achievement). Cron-
bach's alpha values ranged between .86 and .90 for the 8- to
10 -year -old children and between .89 and .91 for those aged
11 to 13.

CDI. This is a brief self -report questionnaire that helps to
assess cognitive, affective, and behavioral symptoms of
depression in children and adolescents aged from 7 to 17
years old. The CDI contains 27 items, each consisting of
three statements, and respondents are asked to choose which
answer best describes their feelings over the past 2 weeks.
The total score varies between 0 and 54. The original ver-
sion has a good internal consistency: Cronbach's alpha val-
ues range between .70 and .87 (Kovaks, 1982); the Italian
version has an acceptable internal consistency (alphas
between .69 and .76; Camuffo et al., 1988).

Procedure

Participants were tested in two separate individual sessions
in a quiet room: In the first one children were presented
with the WISC-III test, whereas in the second session par-
ticipants performed both reading and arithmetic tests and
the self -report questionnaires (SAFA anxiety and CDI).

Results

Statistical Analyses

One-way ANOVA were run. Post hoc analyses were cor-
rected with Bonferroni adjustment for multiple compari-
sons, and effect sizes (Cohen's d) were calculated. The
magnitude of the effect sizes was interpreted according to
Cohen's (1988) guidelines (d= 0.20 small, d= 0.50 medium,
d = 0.80 large).

Screening Tests

Table 1 summarizes the IQs and visuo-constructive, reading
and arithmetical performance of the children in the NLD
and RD groups.

The NLD, RD, and TD children did not differ signifi-
cantly in terms of mean age, F(2, 42) = .49,p = .61, Cohen's
d = 0.19 (small), but they did differ in reading speed (i.e.,
mean number of syllables read aloud per second), F(2, 42)
= 34.55, p = .0001, Cohen's d = 2.61 (large). The NLD and
TD children had similar reading speeds (p = .99), whereas
the RD children were slower than either the NLD (p =
.0001) or the TD (p = .0001) groups. The groups also
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Table I . Demographic and Clinical Characteristics of Children With Nonverbal Learning Disabilities (NLD), Reading Disabilities
(RD), and Typical Development (TD).

NLD RD TD

Characteristics M SD M SD M SD

Age 121.40 14.31 124.67 17.28 118.67 17.62

General cognitive skills
Vocabulary I1.27 2.60 9.80 2.96 1 I .87 1.87

Block design 6.33 2.55 10.93 2.49 11.00 2.39

Verbal IQ 100.47 10.49 98.93 11.88 NA
Performance IQ 77.60 18.45 104.47 11.00 NA
Total IQ 87.80 9.99 101.73 11.05 NA
VCI 102.1 11.07 99.47 14.49 NA
P01 76.57 7.13 102.20 11.82 NA
Visuo-constructive skills

VMI test (percentiles) 19.80 17.11 NA NA
Reading abilities

Speed (syllables/second) 3.12 0.72 1.37 0.76 3.15 0.49
Accuracy (z scores) -0.42 0.45 -2.07 0.73 -0.19 0.32

Comprehension (z scores) 0.18 0.86 0.08 1.02 0.14 0.61

Arithmetical skills
Written calculation (z scores) -1.42 1.45 -1.37 0.96 0.26 0.51

Accuracy on mental calculation
(z scores)

-1.15 1.05 -1.04 0.74 0.03 0.59

Speed on mental calculation (z scores) 1.01 1.22 1.12 1.01 -0.16 0.59

Note. NA = not available; P01 = perceptual organization index; VCI = verbal comprehension index; VMI = visual -motor integration test (Beery &
Buktenica, 2004).

differed in terms of reading accuracy (measured on z
scores), F(2, 42) = 56.38, p = .0001, Cohen's d = 3.12
(large). Here again the NLD and TD children were similar
(p = .77), whereas the RD children were less accurate than
either the NLD (p = .0001) or the TD children (p = .0001).
The three groups revealed no differences in reading com-
prehension skills, F(2, 42) < 1, Cohen's d = 0.37 (small).

As for their arithmetical skills, the groups differed in
written calculation, F(2, 42) = 12.64, p = .0001, Cohen's d
= -1.61 (large), that is, the TD performed better than either
the NLD (p = .0001) or the RD (p = .0001), whereas the two
clinical groups were similar (p = .99). The same pattern
emerged in the tests on mental arithmetic -both for accu-
racy, F(2, 42) = 9.59, p = .01, Cohen's d = -1.37 (large),
where the TD children differed from both the NLD (p =
.002) and the RD (p = .001), whereas the latter two were
similar (p = .99), and also for speed, F(2, 42) = 7.89, p =
.001, Cohen's d = 1.19 (large), again with the TD children
differing from both the NLD (p = .006) and the RD (p =
.003), whereas the two clinical groups were similar (p =
.99). Finally, the TD did not differ from the RD in the Block
Design subtest of the WISC-HI scale, F(2, 42) = 17.46,p =
.0001, Cohen's d = -1.88 (large; NLD < RD, p = .001; NLD
< TD, p = .001; RD = TD, p = .99). The three groups' per-
formance was similar in the Vocabulary subtest as well,
F(2, 42) = 1.49,p = .24, Cohen's d = 0.58 (medium).

Self -Report Questionnaires

Preliminary ANCOVA were run using PIQ and reading
speed as covariate variables. Since these covariate variables
were never significant and did not change the pattern of
results, they were disregarded in the analyses.

Different patterns emerged from the different subscales
in the SAFA Anxiety Questionnaire. On the Generalized
Anxiety subscale, F(2, 42) = 7.84, p = .0001, Cohen's d =
1.42 (large), both the NLD and the RD had higher scores
than the TD children (p = .001, p = .03, respectively),
whereas the NLD and RD did not differ (p = .65). Similarly,
on the Social Anxiety subscale, F(2, 42) = 6.10, p = .005,
Cohen's d = 1.22 (large), the NLD and RD both had higher
scores than the TD (p = .005; p = .04, respectively), and the
former two groups (NLD and RD) did not differ (p = .99).
But when it came to Separation Anxiety, F(2, 42) = 4.25, p
= .02, Cohen's d = 1.06 (large), the NLD group scored
higher than the TD children (p = .02), whereas the RD chil-
dren did not differ from either the NLD (p = .44) or the TD
(p = .44) groups. Finally, as concerns School Anxiety, F(2,
42) = 6.14, p = .005, Cohen's d = 1.26 (large), the NLD
group again scored higher than the TD children (p = .004),
whereas the RD group differed from neither the NLD (p =
.09) nor the TD (p = .70; see Table 2).

The results of the CDI showed that the groups had differ-
ent depression scores, F(2, 42) = 16.58, p = .0001, Cohen's
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Table 2. Means and Standard Deviations for Scores Obtained
in the Self -Administered Psychiatric Scales for Children and
Adolescents Anxiety Questionnaires and in the Children's
Depression Inventory (CDI) by Children With Nonverbal
Learning Disabilities (NLD), Reading Disabilities (RD), and
Typical Development (TD).

NLD RD TD

M SD M SD M SD

Generalized Anxiety 6.60 3.04 5.20 4.06 2.27 1.53

Social Anxiety 5.73 452 4.67 4.04 1.33 1.39

Separation Anxiety 5.40 4.42 3.43 3.66 1.73 1.62

School Anxiety 6.07 4.94 3.33 2.61 1.87 1.41

CDI 12.80 5.41 30.33 17.89 7.80 5.50

d = 2.00 (large): Children with RD had higher scores than
NLD (p < .0001) or TD (p < .0001) children, whereas no
differences emerged between the groups with NLD and TD
(p = .69; see Table 2).

Discussion

The aim of this research was to seek to identify different
profiles of internalizing difficulties (e.g., anxiety and
depression) in children with NLD compared with RD and
TD individuals because too few and inconsistent results
have been published on the internalizing problems of chil-
dren with NLD (and RD). In particular, we explored the
differences between these groups in terms of different
types of anxiety (generalized, social, separation, and
school -related).

Our results indicate that children with NLD and RD have
more anxious symptoms than TD children. Both the clinical
groups reported higher levels of generalized and social anx-
iety than the TD group, in agreement with the literature
(Burkhardt, 2005; Goldston et al., 2007; Willcutt &
Pennington, 2000). High levels of generalized anxiety
might be due to the feeling that things are beyond their con-
trol, something frequently experienced by children with LD
(Margalit & Zak, 1984). Symptoms of social anxiety in
children with NLD may be associated with their character-
istic particular impairments in recognizing nonverbal emo-
tional cues, such as facial expressions and gestures (Petti et
al., 2002). Their social anxiety might therefore be reason-
ably attributed to low social skills (Woods et al., 2000;
Worling et al., 1999). On the other hand, it is common for
children with RD to expect to perform badly, and to worry
about having to read aloud in class, and this may trigger
social anxiety symptoms. Such worries may be prompted
by negative feedback from teachers, parents and classmates.
Our findings also suggest that different types of LD coin-
cide with different pictures of anxiety. In particular, our
children with NLD reported experiencing higher levels of

both separation and school anxiety than children with TD
(whereas the children with RD did not differ from the other
two groups). It may be that NLD children suffered from
more school anxiety than TD because their disorder is less
well known than RD and may consequently be handled
inappropriately at school (e.g., cases of NLD may go unde-
tected and teachers may be unable to recognize NLD
promptly). An inappropriate approach to these children may
make them feel inadequate and anxious about their perfor-
mance at school. A generally poor understanding of the
symptoms typical of children with NLD could also be
responsible for dysfunctional parental styles, which would
further contribute to NLD children's anxiety, particularly as
regards their academic achievements. In fact, a previous
study by Antshel and Joseph (2006) on mothers of 8- to
11 -year -old children with NLD, RD, and TD found that the
mothers of the NLD group reported higher levels of dys-
functional interactions with their child than in the case of
the other two groups.

Dysfunctional parental styles might likewise be associ-
ated with these children's separation anxiety. Previous
research (Al-Yagon, 2003) revealed that the additional
stress associated with raising a child with LD can affect
children in several ways, including the children's insecure
attachment to their parents. Several authors have high-
lighted a positive association between insecure attachment
style and separation anxiety in children (Dallaire &
Weinraub, 2005; Lynch & Cicchetti, 2002). Unfortunately,
no information about parental styles was available for the
present sample, so further research is needed to analyze the
relationships among the parents' perceived stress, their
parental style, and their children's separation anxiety in
more depth. Another possible explanation for high levels of
separation anxiety in NLD may relate to the well-known
asociality and withdrawal characteristic of children and
adolescents with NLD (Rourke, 1995). Their inclination to
keep to themselves and become cloistered might imply a
shortage of social networks other than their parents, which
would give rise to a more severe separation anxiety than in
TD children.

As concerns depression, children with RD had more
severe symptoms than NLD or TD children. This result is
consistent with a previous report from Maughan et al.
(2003), who found that children with RD feature higher lev-
els of depressed mood than their peers. It is worth noting
here that, judging from the literature, children with NLD
also reveal internalized forms of psychopathology, such as
depression, but such observations (Casey et al., 1991;
Forrest, 2004; Little, 1993) were usually based on children
who were older than the 8- to 11 -year -olds tested for the
present study. As reported in previous research, children
with NLD are also characterized by specific deficits in the
use of emotional content, in making social inferences
(Worling et al., 1999), and in processing social cues (Woods
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et al., 2000); symptoms of depression in children with NLD
may consequently go underreported because of their
impaired understanding of emotions. Future research should
compare younger and older children with both NLD and
RD to further analyze how any internalized symptoms of
psychopathology develop.

Limitations and Implications for Research and
Practice

Some limitations of the present research should be men-
tioned. The first major limitation is the small sample sizes
of participants, which prevent us from generalizing con-
clusions on the strength of our fmdings-though the dif-
ficulty of recruiting NLD children has to be taken into
account. In fact, as previously mentioned, NLD is not
included in the actual classification systems of mental dis-
orders, therefore it has not been easy to find children with
such diagnosis in specialized clinics. Second, as men-
tioned previously, no information was collected on paren-
tal styles, nor have we reported on our sample's
externalizing disorders. Smart, Sanson, and Prior (1996)
suggested that symptoms of anxiety in RD children are
mediated by any comorbid behavioral problems, and this
has to be considered when interpreting the results of com-
parisons between NLD and RD cases on internalizing
symptom measures. A last shortcoming lies in that we
relied solely on self -report measures, without considering
input from teachers or parents.

The present study offers a small contribution with a view
to shedding light on the psychological and emotional cor-
relates of NLD, which is a still scarcely studied issue.
Future investigations should focus not only on assessing
psychological distress in children with NLD, for example
using interviews to enable them to express their voice, but
also on whether or not all NLD children have impairments
in the same areas (Forrest, 2004; Grodzinsky, Forbes, &
Bernstein, 2010). Moreover, preventive approaches should
be devoted to sensitizing teachers and parents to the chil-
dren's emotional distress. Another topic crucial to NLD
concerns the social skills, given the high levels of social
anxiety frequently observed in these children. Clinical
intervention targeting this population should aim both to
increase these children's social skills and to help them man-
age their social interactions. This appears to be crucial to
improving their chances of not becoming sad and with-
drawn in response to negative interactions with other chil-
dren (Little, 1993; Rourke & Tsatsanis, 2000).

The emotional needs of LD children are often underesti-
mated and frequently ignored by teachers (Bender & Wall,
1994; Rock, Fessler, & Church, 1997), who are often trained
to recognize LD and deal with LD children, but given little
or no information about how to detect and manage these
children's affective correlates and psychopathological

comorbidities. Failing to target their anxiety symptoms in
the earliest possible stages may exacerbate their anxiety and
foster the development of other psychological disorders,
such as depression (Cicchetti & Toth, 1998). In the light of
the evidence -based cognitive -behavioral treatments avail-
able for anxiety disorders in childhood (American Academy
of Child and Adolescent Psychiatry, 2007), it would be
advisable to combine individual and group interventions at
school with training for parents (Barrett, Dadds, & Rapee,
1996; Muris, Mayer, Bartelds, Tierney, & Bogie, 2001).

In conclusion, our findings show that children with NLD
and RD have important differences in their psychopatho-
logical symptoms. Both groups reportedly experienced
more severe generalized and social anxiety than TD chil-
dren. NLD children experienced more school and separa-
tion anxiety than their TD counterparts, whereas children
with RD had worse depressive symptoms than either NLD
or TD children.
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Note
1. It is worth noting that due to the high discrepancy between

verbal intelligence quotient (VIQ) and performance intel-
ligence quotient (PIQ; or between the two factorial indices
of verbal comprehension index [VCI] and perceptual orga-
nization index [POI]) the total IQ of children with nonver-
bal learning disabilities is often lower of the total IQ usually
observed in other children with learning disabilities. For this
reason, as the exclusion criterion we were forced to use a total
IQ less than 80.
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Good morning. My name is Janet Larsen from Menomonee Falls.
I'd like to thank you chairperson Thiesfeldt and Kitchens and all
distinguished members of the Assembly Education Committee

I'm here today to voice my emphatic support for Assembly Bill 110,
the creation of a dyslexia guidebook. If 12 years ago such a
resource was available, I am 100% positive my life would be very
different.

To illustrate how impactful a guidebook could have been, I shall
briefly convey my experience with IEP's. We had 3 IEPs in 8
months.

If we add the Service Agreement generated through private
school/public school Child Find process, we had four IEPs in 13
months.

Sadly, none of them were effective; twice I believe laws were
broken. My child only fell further behind.

While so many of my peers struggle to secure just one IEP
meeting, after their child has failed significantly enough, I had the
luxury of four.

But here is the sad truth - ignorance of dyslexia, ignorance of the
science of reading, and ignorance of the most effective methods to
teach all of our children to read - renders dyslexia IEPs worthless.

I know this because I have lived it. You may think it only my
opinion; the one fact I know is that ignorance was a major factor in
the failure at least 4 IEPs.



When people use and hear the word 'ignorance' there usually is a
negative connotation. For me that is not the case. When I was a
teacher in a previous life, in a corporate setting, I shared with my
students the four stages of gaining skill proficiently.

There are four steps in this learning ladder:
Unconscious
Competence

Conscious
Competence

Conscious
Incompetence

Unconscious
Incompetence

Unconscious Incompetence
I am ignorant in so many things and certainly was ignorant about
dyslexia. You see I didn't know what I didn't know - unconscious
incompetent.

I was asleep. I knew nothing of dyslexia - I didn't know any
dyslexics, even though I married one. I didn't know anything about
the science of reading, 44 phonemes, morphology.

Conscious Incompetence
And then something happened - a dramatic paradigm shift rocked
my world. The official diagnosis and a construct to help me begin
to learn about dyslexia. I moved to Step Two on my ladder of
learning - Conscious Incompetence

I knew nothing and needed to learn very very quickly for the sake of
my child's future. Dozens of books later, counsel with private
sector experts, trials -failures- triumphs.

Conscious Competence



Thankfully I crawled up to the next step - Conscious Competence.
I now know just enough to find the right resources and the right
people to assist me in homeschooling my child.

Unconscious Competence
Never will I achieve Unconscious Competence in the area of
dyslexia.

However, I believe there are many in this room who have. They
know dyslexia is real and distinct, they know its definition, they can
see the early signs, they utilize systematic methods that teach kids
to read.

They are our saviors. They change lives.
They identify - help - act quickly.
They bring our children out of a deep downward spiral of despair.

They typically are NOT part of our public education system.
In twelve years, I have not encountered a single educator who is
Unconsciously Competent in the area of dyslexia.

Please change that. Passage of AB110 and AB50 is imperative

Thank you for your time and dedication to our dyslexic children.



Good Morning Mr. Chairman and Members of the Education Committee,

My name is Cate Sabol, I live in Racine, WI and am here today in support of Bill AB 110, the creation of a Dyslexia

handbook.

I am Dyslexic.

More importantly, my daughter Lennon is Dyslexic. Lennon is nine years old and in the third grade; she is a bright, funny,

creative and compassionate child who is currently limited in her abilities to succeed academically and emotionally
because of her Dyslexia. While she is in third grade she reads at a second grade level and as we are reminded; third

grade is the year children: "stop learning to read" and "start reading to learn".

Studies show early intervention is imperative; yet we have been looking for help since Lennon was three. Consider how
much farther along she would be if proper diagnostic and teaching tools had been in place. Lennon would not have

spent the last six years filled with self-doubt, anxiety and low self-confidence had appropriate resources been available.

We would not have spent the last four years having to systematically work through state regulated assessmentswhile

also spending money out of pocket for private testing and tutoring attempting to help our sweet girl. Only THIS YEAR did

Lennon finally qualify for an IEP under the category, "unspecified learning disability". She is now receiving remediation

in the classroom, but since Dyslexia is not recognized and educators are not receiving the proper tools and training, the

remediation is not focused in ways proven to best help Dyslexics.

In preparation for today I asked Lennon what she would like me to convey to help you understand what living with

Dyslexia is like. She described often feeling left out because she doesn't understand what is being said or explained. She
struggles with feelings of anxiety, worrying about being called on in class or being asked to read aloud. Frustration and

self-doubt stems from knowing she can't read, write, spell or solve math problems age appropriately like her peers. She
avoids social settings for fear of being asked to do something she is doesn't know how to do, (imagine going to dinner

with a friend's family and not being able to read the menu and place an order; all in front of your friend and their
family). While most children are elated to hear there will be a substitute teacher, Lennon cringes for fear the substitute

will not understand her challenges.

This is not only an academic issue, it is an emotional one. Children with Dyslexia deserve the correct tools and properly

trained educators so they have the opportunity to thrive equally. It is unfair those with Dyslexia must work twice as

hard as their neuro typical peers to achieve similar results and the additional stress and anxiety this causes our children

is unacceptable.

As Ignacio Estrada said, "If children cannot learn the way we teach, Maybe it is time we start teaching the way they

learn." And as her namesake, (and ironically fellow Dyslexic), John Lennon, Imagined; "You may say I am a dreamer, but

I'm not the only one. I hope someday you'll join us and the world will live as one."

In conclusion, I would like to share another comment from Lennon which I feel exemplifies the tenacity and optimism of

Dyslexic children.

"I think having Dyslexia is frustrating, she said, but I also think of it as my super power. Not everyone has to come up

with as many different ways to do things as I do."

Thank u fgryour time and the opportunity to share Lennon's story with you and please support Bill AB 110.

Ih-
Kind! S ol

2139 Ramada Drive, Mount Pleasant, WI 53406 - 262.902.2765 - c8sabol@gmail.com
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Assess it!
Rate your understanding of the word.

I

I don't know
that word.

Heard it, but don't
really understand it.
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,

I could describe
what it means.

I'm an expert
and could

Answer the questions below.
I. Complete the sentence.

If I could construct anything, I would make
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teach it!
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2. Which oF these is
a. cardboard

(To) steel
c. paper
d. plastic
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Daily Vocabulary Practice (Week 24)
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Word of the Week: construct Model Sentence
Highlight the word and circle
the part of speech.Rate it: How well do you know this word?

When they built the
new neighborhood,
they had to
construct a road to
get there.

Never
heard it.

Heard it, but
don't know
the

1,

I know a
little bit

it.

I'm an
expert!

meaning. Iii; about
13

0
2

DeFinition:

Construct

;"

means to build or make. ,
noun ( verb

adjective adverb
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Model Sentence:

During science, we tried to construct a paper
airplane that could fly at least 10 feet.

Visualize
a
w

picture
show
Draw

hat this
means.

40..1,-,AIL
i IP

Itl
or symbol to
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DeFine it!
Write a definition for this term in your own words on the lines
below.
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Dxlyseia is
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Having trouble
reading that?
Dyslexia is an unexpected
difficulty with reading in an
individual who has the
intelligence to be a much beTter-
reader. While people with
dyslexia are slow readers, they
often, paradoxically, are very fast
and creative
thinkers with strong reasoning
abilities.

As for the text above,
here's some help...
Dyslexia is characterized by
difficulty with learning to read
fluently and with accurate
comprehension despite normal
intelligence. This includes
difficulty with phonological
awareness, phonological
decoding, processing speed,
orthographic coding, auditory
short-term memory, language
skills/verbal comprehension,
and/or rapid naming.

Shouldn't our
children get the help
they need too?
Pass 2019 Wisconsin
Assembly Bills 50 & 110.
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Learning Disabilities and
Adolescent Suicide
Hazel E. A. McBride and Linda S. Siegel

Abstract
To investigate the hypothesis that learning disabilities (LD) play a part in adolescentsuicide, all available suicide notes (n = 27) from

267 consecutive adolescent suicides were analyzed for spelling and handwriting errors. The suicide notes were dictated to adolescents

with LD and adolescent non-LD controls. The results showed that 89% of the 27 adolescents who committed suicide had significant

deficits in spelling and handwriting that were similar to those of the adolescents with LD, and they were significantly more impaired

than the non-LD adolescents and older adults (65 and older) who had committed suicide in the same time period and in the same

geographical area.

Adolescent suicide is not a new
problem. The first symposium
on adolescent suicide was

held in Vienna, Austria, in 1910 under
the chairmanship of Sigmund Freud
(Berman, 1986; Friedman, 1967). The
questions asked then are the same ques-
tions we are still asking today.

In Europe, rates of adolescent sui-
cide peaked in 1910 and then declined
steadily until the 1960s, when they
again began to increase. By the mid
1970s the European adolescent suicide
rate had matched the rate in 1910, and
it has continued to climb. Over the
past two decades, many countries in
Europe have shown a considerable in-
crease in the frequency of suicide in
15- to 29 -year -olds (Diekstra, 1992).

In North America, adolescent sui-
cide has also become a major public
health problem. Currently, suicide is
the third leading cause of adolescent
death in both Canada and the United
States (Berman & Jobes, 1991). Suicide
rates in the United States increased
142% between 1960 and 1981 for both
boys and girls in the 15 -to -19 -year -
old age group. This increase occurred
despite only a small increase in the
overall suicide rates for all ages (13%)
during the same period (Roy, 1986).
In Canada, the Suicide Information

and Education Center in Calgary docu-
mented a 60% increase in adolescent
suicides between 1970 and 1985.
Among industrialized nations, Canada
now ranks as the third highest (after
Australia and Norway) in suicide rates
for the 15 -to -24 -year -old age group-
an increase of 50% in one generation
(UNICEF, 1993).

Several theories have been generated
to explain the rise in adolescent suicide
rates. It has been hypothesized that
these rates are related to cultural dif-
ferences or may be a cohort effect as a
result of the postwar "baby boom"
(Hafner & Schmidtke, 1987; Holinger,
Offer, & Zola, 1988). Diekstra (1988)
found that changes in the suicide rate
in Europe for the age group 15 to 29
were related to changes in social con-
ditions. In the United States, Lee (1978)
found that an increase in certain risk
factors, such as family divorce rates,
paralleled the increase in adolescent
suicide. (However, other studies have
found the divorce rate in families of
adolescents who commit suicide to be
similar to those found among psychi-
atrically disturbed adolescents in gen-
eral [Roy, 1986].) In addition, there
are indications that psychiatric illness,
deaths, school problems, life events,
and losses are associated with adoles-

cent suicide (Brent, Perper, & Gold-
stein, 1988; Shaffer, 1974, 1988).

Another theory (Boyd & Moscicki,
1986) posits that the increase is linked
to the availability of guns and the cor-
responding increase in the use of fire-
arms as a suicide method. There are
still other studies that link increases
in drug and alcohol abuse among ado-
lescents to the increase in suicide (Haw -
ton, 1986).

At the present time, despite numer-
ous efforts to explain the causes of
adolescent suicide, there is no one gen-
erally accepted theory. In addition,
although there is considerable infor-
mation on "risk factors" associated
with adolescent suicide, these same
factors apply to other adolescent popu-
lations that do not commit suicide, and
they have not been found to discrimi-
nate adolescents at high risk of suicide
from other adolescents. However,
there are a number of risk factors, such
as life events, trauma, and learning
disabilities (LD), that have not as yet
been extensively investigated in the
adolescent suicide population. A re-
view of the literature showed that in
many studies of adolescent suicide,
suicidologists have mistakenly as-
sumed that an average or above -
average IQ score precludes the possi-
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bility that the victim had a learning
disability (Shaffer, 1974). This assump-
tion has resulted in learning disabili-
ties' being underinvestigated as a risk
factor in adolescent suicide. The ex-
tent of the problem, the lack of con-
sensus on causal factors, the poor
predictability of identified risk factors,
and the limited investigations of some
risk factors indicate the necessity for
further research in this area.

Although a number of etiological
factors have been suggested, the role
of learning disabilities and their asso-
ciated cognitive and memory deficits
have rarely been directly studied as
possible contributing factors to suicide
in adolescents (Silver, 1993). The ma-
jority of studies in this area have in-
vestigated the relationship of depres-
sion to learning disabilities (Curran,
1987; Frederick, 1977; Lee, 1978; Liv-
ingston, 1985; Reynolds, 1984). In one
of the few studies to directly assess
suicidal populations for the presence
of learning disabilities, Kenny and
Rohn (1979) found that a group of
18 adolescents who had attempted
suicide showed a pattern of visual-
motor dysfunction similar to that seen
in children who received diagnoses of
neurologic dysfunction and learning
disabilities. The adolescents who at-
tempted suicide were found to be sig-
nificantly more impaired than a control
group of nonsuicidal adolescents with
medical problems. In another study,
Peck (1985) found that over 50% of all
suicides under age 15 in Los Angeles
County had been previously diag-
nosed as having learning disabilities.
The actual percentage of youngsters
labeled learning disabled in most
school districts in the United States is
below 5%; therefore, it seems clear that
youngsters with learning disabilities
constitute a disproportionately large
percentage of adolescent suicides com-
pared with the general adolescent
population (Peck, 1985).

Recently there has been widespread
interest in the hypothesis that persons
with a specific kind of learning dis-
ability, nonverbal learning disability,
are at increased risk for depression and
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suicide (Rourke, Young, & Leenaars,
1989). This disability is characterized
by such deficits as poor organizational
skills, short-term memory problems,
poor problem -solving skills, poor
social skills, difficulty in interper-
sonal relationships, lack of insight, and
a failure to learn from experience
(Rourke, 1987, 1988; Rourke et a1.,1989;
Siegel & Heaven, 1986). This learning
disability is also known as arithmetic!
writing disability, as the deficits cause
significant difficulty in the mechanical
aspects of writing and in computational
arithmetic (Siegel & Heaven, 1986).

Many children and adults with learn-
ing disabilities have significant defi-
cits in written expressive language,
including difficulty in forming let-
ters, grammar and syntax, punctua-
tion, and spelling (Blalock, 1981; Bruck
& Waters, 1988; Cordoni, 1979; Gregg,
1983; Vogel, 1987; Vogel & Moran,
1982). It has been hypothesized that
these deficits persist into adulthood be-
cause written expressive language is
the most complex skill in the language -
learning process and, as such, is de-
pendent on the successful accomplish-
ment of the preceding steps in the
hierarchy (Vogel & Konrad, 1988).
Therefore, it would seem reasonable to
assume that an analysis of handwrit-
ing and spelling errors contained in
suicide notes would give some indi-
cation of the presence of learning prob-
lems in the writers of the notes. We
investigated this question by analyz-
ing suicide notes for errors in spelling
and written language.

Although there have been a num-
ber of studies of suicide notes, they
have largely focused on the semantic
content of the notes and ignored errors
in spelling and handwriting, which
may be indicators of learning disabili-
ties (Leenaars, 1988).

Method

Participants
Adolescents Who Committed Sui-

cide. All sudden deaths in the prov-
ince of Ontario must be reported to
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the Office of the Chief Coroner of
Ontario, and all information and re-
ports relating to such deaths must be
forwarded to that office. For this study,
the chief coroner's files of all adoles-
cent suicides (ages 11 through 21) re-
corded in the province of Ontario in
the years 1987, 1988, and 1989 were
examined. A comparison was made
between those adolescents who left
suicide notes (n = 36) and the total
sample (n = 267) using chi-square
analysis. No significant differences
were found between those who wrote
suicide notes and the total sample in
age, gender, locale, threats, previous
attempts, addictions, blood alcohol
levels, psychiatric disorders, or pre-
cipitating or predisposing factors. Less
than 20% of the writers of the notes
were reported to have a history of
school problems, and none were re-
ported to have been previously iden-
tified as learning disabled or placed
in a special education classroom; how-
ever, as we could not directly inter-
view the respondents because of
confidentiality regulations, it is pos-
sible that school problems were either
under- or overreported.

All available suicide notes of the
adolescents who committed suicide
over the 3 -year period were photo-
copied. There were 36 available ado-
lescent suicide notes, 9 of which were
excluded. Several notes that were heav-
ily spotted with blood were illegible,
and several notes that had been pho-
tocopied by the police were also illeg-
ible, because they had been written on
materials such as paper towels and
did not photocopy well. In addition,
several notes that were written with
unorthodox writing materials (e.g., lip-
stick) were not used, as they would
have been too obviously different from
the notes written by the controls. Notes
written in foreign languages were also
omitted.

Adolescents with Learning Dis-
abilities. The LD control group com-
prised adolescents who were referred
to a clinic for assessment of learning
problems or who had previously been
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diagnosed and formally identified as
learning disabled and were attending
local schools where they received spe-
cial education help. Students were
considered to be reading disabled if
they scored below the 25th percentile
on either the Woodcock Word Attack
subtest of the Woodcock Reading
Mastery Tests (Woodcock, 1973) or
the Wide Range Achievement Test-
Revised (WRAT-R; Jastak & Wilkinson,
1984) Reading subtest. Students were
identified as arithmetic /writing dis-
abled if they scored below the 25th
percentile on the WRAT-R Arithmetic
subtest but above the 30th percentile
on the WRAT-R Reading subtest. In
addition, all of the group with learn-
ing disabilities had been officially iden-
tified as learning disabled by either
an identification placement and review
committee at the elementary or high
school level or a special needs com-
mittee at the college level.

Adolescents Without LD. The
Non-LD control group comprised ado-
lescents attending local schools in the
same geographic area as the clinic, who
had no identified learning problems
and showed normal achievement in
school.

Mean Age. No significant differ-
ences in age were found among the
three groups, F(2, 93) = .135, p < .874.
Mean ages for the adolescents who
committed suicide, the normally
achieving adolescents, and the ado-
lescents with learning disabilities were,
respectively, 17.7 (SD = 1.50), 17.9
(SD = 1.89), and 18.0 (SD = 2.24) years.

Older Adults Who Committed
Suicide. The chief coroner's records
of all older adults (ages 65+) who had
committed suicide in the province of
Ontario in the year 1989 were exam-
ined, and all available suicide notes
were photocopied. Sixteen suicide
notes, 10 of which were usable, of these
older adults who had committed sui-
cide were available for comparison.
Six notes were omitted because the
writers had physical conditions that
would affect their spelling and hand-
writing, such as Parkinson's Disease,
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dementia, or very poor eyesight due
to cataracts and glaucoma, or because
the notes were illegible or written in a
foreign language.

Procedure

1. Data collection. Data concerning
the adolescents and older adults who
committed suicide were collected from
a comprehensive review of the files in
the Office of the Chief Coroner of On-
tario. All available data were recorded
on a data sheet and then entered into
a computer database. Photocopies
were made of all available suicide
notes. Each of the chief coroner's files
contains a standardized report by the
regional attending coroner who was
present at the scene of the suicide; the
pathologist's postmortem report; a
copy of the police report detailing the
entire police investigation (including
transcriptions of interviews); any avail-
able suicide notes; and any other mis-
cellaneous material relevant to the
suicide, such as letters from relatives
to the Office of the Chief Coroner. The
reports contained in the coroner's files
were both detailed and thorough and
supplied a considerable amount of
information. All interviews were con-
ducted by highly trained investigators,
and the information can be regarded
as both accurate and reliable. Coro-
ners' files must be presented in court
in cases where there is an inquest, a
criminal trial, or a civil lawsuit and
are prepared to fulfill stringent cri-
teria.

2. Socioeconomic status and IQ. Socio-
economic status (SES) and IQ could
not be reliably established from the
available data; however, it is gener-
ally accepted that there is no consis-
tent relationship between adolescent
suicide and family SES or IQ (Berman
& lobes, 1991; Garfinkel & Golombek,
1983; Hoberman & Garfinkel, 1988;
Maris, 1981; Roy, 1983). In addition,
Shaffer (1974) found no significant
difference in IQ between those com-
mitting suicide who left notes and
those who did not leave notes.

3. Dictation of suicide notes. The origi-
nal suicide notes of the adolescents

who committed suicide were dictated
to adolescents withouth LD (Non-LD)
and to adolescents who were iden-
tified as having learning disabilities
matched by age (± 2 years) to the ado-
lescents who had committed suicide
(AS). The same examiner dictated a
selection of notes based on age to all
the controls individually.

4. Analysis of notes. Four raters who
were blind to group membership rated
all the writing samples on spelling
errors and handwriting errors. Scores
of the AS group (n = 27) were then
compared to the scores obtained by
the LD control group (n = 28) and the
Non-LD (n = 41) control group on
the written reproductions of the sui-
cide notes, which were dictated to the
LD and Non-LD groups. In addition,
to control for the effects of stress and
strong emotion, all usable suicide notes
(n = 10) of the older adults who had
committed suicide were scored by one
of the raters for spelling and hand-
writing quality, using the same instru-
ments and methodology as was used
for the adolescent suicide notes. Their
scores were then compared to those
of the AS, the LD, and the Non-LD
groups.

5. Rating of spelling errors. Due to
the great variation in the lengths of
the suicide notes, the absolute num-
ber of errors tended to increase with
the length of the note. Therefore, to
control for the variability in the lengths
of the notes, all spelling errors were
noted, recorded, and computed as a
percentage of the total number of leg-
ible words in each note. Illegible words
were not counted as spelling errors
and were not included in the total
word count.

6. Rating of handwriting. Rated
samples of handwriting from the Test
of Written Language (TOWL; Ham -
mill & Larsen, 1978) were used to rate
handwriting. The TOWL provides five
handwriting samples that are scored
from 1 (poor) to 10 (very good). These
samples were provided to the four
raters (blind to the group member-
ship of the sample's writer), who then
matched the participant samples as
closely as possible to one of the rated



samples and assigned that score to the
participant sample.

7. Rating of handwriting errors. In-
correctly formed letters, confusions
(where it was obvious that a letter had
been changed, e.g., an F turned into
an L), and scratch -outs (where a letter
or word had been scratched out, indi-
cating a mistake) were counted, and
the number of errors was computed
as a percentage of the total number of
legible words in the suicide note.

8. Rating of letter quality. Quality
of individual letter formation was
rated on a scale of 1 to 5 (1.= excellent,
5 = very poor).

9. Interrater reliability. Interrater reli-
ability was established by comparing
the TOWL and letter -quality scores of
seven suicide notes (written by all three
groups), which were independently
rated by all four raters (blind to the
group membership of the sample's
writer). The correlations obtained
among the raters were .86 (TOWL) and
.78 (letter quality) agreement, respec-
tively.

10. Suicide notes of older adults who
had committed suicide. Some notes could
be rated for some areas but not others.
For example, typewritten notes could
be rated on spelling but not handwrit-
ing. A rater who had previously rated
the adolescent suicide notes rated the
suicide notes of the older adults who
had committed suicide for spelling
errors and handwriting ability using
the same methodology and criteria.

Results

Spelling
The percentage of spelling errors by

group are presented in Table 1. Sig-
nificant differences in levels of spell-
ing errors were found among the
groups, F(3, 104) = 22.08, p < .0001. It
was found that the adolescents who
had committed suicide, Scheffe F =
16.47, p < .05, and the adolescents with
LD, Scheffe F = 9.85, p < .05, had signif-
icantly higher percentages of spelling
errors than the Non-LD adolescents.
It was also found that the adolescents
who had committed suicide, Scheffe
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F = 8.0, p <. 05, had a significantly
higher percentage of spelling errors
than the older adults who had com-
mitted suicide. Although the adoles-
cents who had committed suicide had
a higher percentage of spelling errors
than the adolescents with LD, this dif-
ference did not reach statistical sig-
nificance. No significant differences
existed in percentage of spelling errors
between the Non-LD adolescents and
the older adults who had committed
suicide.

Handwriting
The TOWL Writing subtest scores

by group are presented in Table 1.
Significant differences were found
among the groups, F(3, 87) = 11.76,
p < .0001. It was found that both the
adolescents who committed suicide,
Scheffe F = 6.11, p < .05, and the ado-
lescents with LD, Scheffe F = 4.70,
p < .05, had significantly lower scores
on the Writing subtest than the Non-
LD adolescents. The adolescents who
committed suicide also had signifi-
cantly lower scores than the older
adults who committed suicide, Scheffe
F = 6.55, p < .05. No significant differ-
ences existed between the older adults
who had committed suicide and the
Non-LD group, nor were any signifi-
cant differences in scores found be-
tween the adolescents who had com-
mitted suicide and the adolescents
with LD.

655

Handwriting Errors
Significant differences existed among

the groups in percentage of errors
(scratch -outs, omissions, and confusions)
in writing, F(2,89) = 14.33, p < .0001.
The results are presented in Table 1.
The adolescents who committed sui-
cide, Sheffe F = 13.22, p < .05, and the
adolescents with LD, Sheffe F = 5.59,
p < .05, had significantly higher per-
centages of errors in writing than the
Non-LD adolescents. No significant
difference was found between the
adolescents who had committed sui-
cide and the adolescents with LD.

Letter Quality
Significant differences were found

among groups in the quality of indi-
vidual letter shapes, F(2,87) = 14.32,
p < .0001. The results are presented in
Table 1. The adolescents who commit-
ted suicide, Scheffe F = 13.81, p < .05,
and the adolescents with LD, Scheffe
F = 4.19, p < .05, had significantly
poorer scores than the Non-LD ado-
lescents. No significant difference ex-
isted between the adolescents who had
committed suicide and the adolescents
with LD.

Distribution of Spelling Errors
Within Groups

The distribution of spelling errors
within groups is presented in Table 2.
In all, 89% of the adolescents who corn -

TABLE 1
A Comparison of Spelling Errors and Handwriting Quality by Group

% spelling
errors

Handwriting Letter Letter
(TOWL)11 qualityb errors

Group M SD M SD M SD M SD

Adolescent suicides 6.75 (4.62) 4.32 (2.00) 3.86 (.77) 9.52 (8.00)

With LD 5.38 (4.36) 5.00 (2.45) 3.22 (1.09) 6.78 (5.73)

Without LD .90 (1.25) 6.78 (1.67) 2.53 (.95) 2.46 (2.13)

Older (65+) suicides 1.18 (2.11) 7.72 (1.70) 2.00 (1.03) 1.85 (2.33)

Note. TOWL = Test of Written Language.
bTOWL scores range from 1 to 10 (10 = excellent, 1 = very poor). bLetter quality scores range from 1

to 5 (1 = very good, 5= very poor).
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mitted suicide and left legible notes
had more than 2% spelling errors and
did show evidence of deficits similar
to those of adolescents with LD. An
examination of individual suicide
notes showed that there were two
cases where the writers appeared to
be highly intelligent but possibly psy-
chotic. In both these cases, although
the content was somewhat bizarre and
incoherent, the quality of the spelling,
grammar, and vocabulary was judged
by raters to be average. In another case,
where there were specific and clear
external stressors (suicide a year after
an accident in which the adolescent
was seriously injured and was left with
chronic pain), there was also little evi-
dence of learning problems. Although
no statistically significant differences
in percentage of spelling errors existed
between the adolescents who com-
mitted suicide and the adolescents
with LD, an examination of the within -
group distribution of scores showed
that the percentage of adolescents who
committed suicide who had more than
2% spelling errors (89%) was higher
than the percentage of adolescents
with LD who had more than 2% spell-
ing errors (71%). It was also found
that 25% of the adolescent controls
with LD and 62% of the older adults
who committed suicide had no spell-
ing errors, whereas all of the ado-
lescents who committed suicide had
spelling errors.

Kinds of Spelling Errors

Although we could not reliably mea-
sure or categorize the kinds of spell -
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ing errors or the level of spelling abil-
ity of the adolescents who committed
suicide, their vocabulary was gener-
ally judged by the raters to be below
expectations for age and the spelling
errors to be ones that normally achiev-
ing adolescents with an average age
of 17.7 years and a high school educa-
tion would not be expected to make.
Words that were misspelled by the
adolescents who committed suicide in-
cluded such misspellings as fume for
June, theas for these, ben for been, wois
for was, whipe for wipe, mutch for much,
maby for maybe, espically for especially,
and regreat for regret.

Grammar and Syntax

Although we could not reliably
measure grammar and syntax, the
quality in the suicide notes was judged
by all four raters to be below the level
expected of normally achieving ado-
lescents with an average age of 17.7
years. There were many incomplete
and run-on sentences and difficulties
with capitalization, punctuation, verb
tenses, plurals, and poor subject -
verb agreement (e.g., as "I have no
were to go my X wouldn't take
me. . . ."; "this place is all your f-
do as you will with it"; "It seems every-
one have being on my back."

Suicide Notes of Older Adults

In contrast to the adolescents who
committed suicide, all but one in the
older group of adults who committed
suicide showed a good grasp of vocab-
ulary, grammar, punctuation, and

TABLE 2
Comparison of Spelling Errors Within Group

Group n

Spelling errors

0% < 1% 1 -2 % 2%+

n n % n % n %

Adolescent suicides 27 0 0 0 0 3 11 24 89

With LD 28 7 25 0 0 7 4 20 71

Without LD 41 24 59 2 6 15 10 24

capitalization, and tended to use com-
plex sentences, in spite of the number
of stressors, the level of stress, or the
strong emotion that may have been
present prior to the suicides.

Discussion

The data showed that the suicide
notes of the adolescents who committed
suicide had significant deficits in spell-
ing and a number of aspects of writ-
ten language, including handwriting
ability as measured by the TOWL,
number of scratch -outs, omissions/
confusions, and quality of individual
letter shapes, that were similar to those
found in the written language samples
of the adolescents with LD. The ado-
lescents who committed suicide were
also significantly more impaired than
a comparison group of older adults
who committed suicide, suggesting
that the deficits found in the writing
of the adolescents who committed
suicide probably were not the result
of extreme stress or strong emotion
but, rather, were a true reflection of
their usual performance and actual
abilities.

What can we conclude from these
data? It has been well established that
many children, adolescents, and adults
with learning disabilities show signifi-
cant deficits in written expressive lan-
guage, including difficulty in forming
letters, grammar and syntax, punctua-
tion, and spelling (Blalock, 1981; Bruck
& Waters, 1988; Cordoni, 1979; Gregg,
1983; Vogel, 1987; Vogel & Moran,
1982). Therefore, if the frequency and
types of deficits observed in the sui-
cide notes are similar, in a statistically
significant manner, to those of ado-
lescents who are known to have learn-
ing disabilities, it is reasonable to
assume that, in the absence of con-
founding factors that could produce
similar results, a high percentage of
the adolescents who committed sui-
cide may have had learning disabili-
ties.

It is also possible that the subgroup
who wrote suicide notes differed from
the group who did not write suicide



notes, and thus the findings cannot be
generalized. However, the findings in
this study were similar to those of
previous studies that have found no
significant differences between ado-
lescents who leave suicide notes and
those who do not (Curran, 1987; Fred-
erick, 1977; Shaffer, 1974, 1988).

Confounding Factors

In interpreting these data we must
also examine factors that could have
confounded the results. This study was
retrospective in design and shares the
limitations of all retrospective studies,
in that not all case reports were given
in sufficient detail to answer all our
questions; furthermore, it is possible
that some answers given by the survi-
vors were influenced by "folk" beliefs
about suicide and its causes. Also, in
Ontario, freedom -of -information leg-
islation, which governs confidential-
ity, prevents researchers from contact-
ing families or friends of the deceased
or accessing any confidential records,
including school or medical records.
Thus, we were unable to perform psy-
chological autopsies to confirm the
data and completely rule out other rec-
ognized risk factors in suicide that can
affect cognitive function, such as de-
pression, psychiatric illness, and alco-
hol and substance abuse (Brent et al.,
1988; Lester, 1991; Shaffer, 1988). Ac-
cording to the data in the coroners'
files, 22% of the adolescents who com-
mitted suicide and left notes were re-
ported to have a previous psychiatric
history, 14% had a history of addic-
tions, and 22% had measurable levels
of blood alcohol at the time of death.
These prevalence rates were not sig-
nificantly different from those of the
complete sample of adolescents who
committed suicide. Although it did not
reach statistical significance, there was
a trend indicating that individuals who
had been drinking at the time of death
were less likely to leave a suicide note
than those who were not drinking. There
was not enough information available
to be able to establish the prevalence
of specific psychiatric diagnoses, but,
as there were autopsies that included
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blood -alcohol levels, the prevalence
rate for blood alcohol is accurate. Al-
though these prevalence rates are
lower than those found in similar stud-
ies in the United States, they are con-
sistent with the prevalence rates found
by Garfinkel and Golombek (1983) in
their study of 1,554 adolescents who
committed suicide in Ontario in the
1970s.

Depression. The possible effects of
depression on cognitive function can-
not be entirely ruled out. However,
although it has been established that
depression negatively affects cognitive
functioning in a number of areas, in-
cluding free recall, attention and
concentration, memory, and verbal
functioning, there is no evidence that
depression specifically affects spelling
ability or quality of handwriting (Kim -
bourne, 1988). In addition, if the def-
icits were caused solely by cogni-
tive impairment due to depression, one
would expect to see the same cogni-
tive effects in the older adults who
committed suicide, as there is also a
high rate of depression in this popu-
lation (Barraclough, Bunch, Nelson, &
Sainsbury, 1974; Roy, 1983).

In the present study, the adolescents
who committed suicide were signifi-
cantly more impaired than the older
adults who committed suicide, indi-
cating that it is unlikely the errors are
the result of cognitive deficits caused
by depression.

Drug and Alcohol Abuse. The
possible effects of drug and alcohol
abuse also cannot be definitely ruled
out. However, given the prevalence
rates in the sample, this would, at
best, account for less than 25% of the
sample; and, again, these effects were
not found in the sample of older adults
who committed suicide and who had
similar prevalence rates of drug and
alcohol abuse (Duckworth & McBride,
1994).

Emotional and Psychological Stress.
The possible effects of stress must also
be considered. As this was a retrospec-
tive study, we could not directly mea-
sure stress; however, it may be that
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emotional stress is not as significant a
factor as previously thought in cases
of adolescent suicide. Recent research
studies have found that adolescents
who are suicidal fear death less than
nonsuicidal adolescents and often view
death as an attractive state, where life
will continue under improved condi-
tions (Lester, 1991; Orbach, Kedem,
Gorchover, Apter, & Tyano, 1993).
Thus, they feel little anxiety at the
thought of approaching death.

In addition, we were able to com-
pare the suicide notes of adolescents
who committed suicide with those of
older adults who committed suicide
from the same geographic area and
within the same time period. The a
priori expectation would be that the
older group's notes would be of poorer
quality than the adolescents', as many
of them suffered from severe physical
and mental illnesses that may have
affected their cognitive processes and
motor coordination. In addition, the
two samples represented different
cohorts, with the elderly group all born
before World War II, when educational
levels were generally lower than those
of recent years. The data confirmed
that neither spelling nor quality of
handwriting was significantly im-
paired in this population when com-
pared to that of non-LD adolescents
who were not suicidal.

It is probable that risk factors such
as depression, psychiatric illness, and
alcohol and substance abuse had some
effect on the cognitive functioning of
the adolescents who committed sui-
cide. However, given the lack of ef-
fect of these same risk factors on the
older adults who committed suicide,
it is unlikely that the deficits in spell-
ing and handwriting can be solely
attributed to these factors.

Causal Interrelationships
If further research supports a con-

nection between adolescent suicide
and learning disabilities, then what is
the mechanism of such a connection?
Many individuals with learning dis-
abilities do not commit suicide; there-
fore, having a learning disability is not
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a sufficient condition to result in sui-
cide in the absence of other factors.
However, there is evidence that chil-
dren and adolescents with unrecog-
nized, poorly treated, or untreated learn-
ing disabilities are at a higher risk of
developing secondary behavior prob-
lems and psychiatric disorders than
those who have received adequate
intervention (Silver, 1989,1993). In the
present study, based on the informa-
tion available, none of the adolescents
who committed suicide had been iden-
tified as learning disabled or were re-
ceiving special education help.

It is also possible that behavioral
and psychiatric problems are another
manifestation of basic neurological
dysfunctions associated with some
types of learning disabilities. There-
fore, those at risk for certain kinds of
learning disabilities may also be at risk
for psychiatric disorders and the be-
haviors associated with these disor-
ders, such as poor impulse control and
low frustration tolerance, which may
impair their ability to handle stress
and thus predispose them to corn-
miting suicide impulsively as a re-
sponse to stress (Cantwell & Baker,
1977; Hunt & Cohen, 1984).

The deficits associated with learn-
ing disabilities, such as poor problem -
solving skills, poor social skills, and
difficulty in interpersonal relation-
ships, may also predispose an indi-
vidual to suicide (Hazel & Schumaker,
1988; Rourke et al., 1989). Poor social
skills and difficulty in interpersonal
relationships can lead to social isola-
tion and inadequate or nonexistent
social support systems, which in turn
are high -risk factors for developing
depression, which is a high -risk fac-
tor for suicide (Brown & Harris, 1986).
Poor problem -solving skills can, in
turn, restrict an individual's ability to
see a solution other than suicide when
faced with what appears to be an in-
surmountable problem. Poor problem -
solving skills can also cause an indi-
vidual to experience many negative
life events, which then put him or her
at high risk for both depression and
suicide (Brown & Harris, 1989).
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Summary

It was found that the adolescents
who committed suicide showed in
their suicide notes evidence of defi-
cits in spelling and handwriting simi-
lar to those found in the written
samples of the adolescents with LD.
These deficits were not found in the
suicide notes of the older adults, indi-
cating that these deficits cannot be
solely the result of stress or other rec-
ognized risk factors (e.g., depression,
psychiatric illness, drug and alcohol
abuse) but may be a reflection of the
actual performance of the adolescents
who committed suicide. The data in-
dicate that learning disabilities may
be an underrecognized risk factor in
adolescent suicide. If further research
supports these findings, there are im-
portant implications for both suicide
prevention and intervention. Routine
screening for learning disabilities
within school populations, child and
adolescent psychiatric populations,
and young offender populations may
help prevent further unnecessary and
tragic deaths.
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July 6,2018

State Representative Bob Kulp
State Capitol, Room 15 West
PO Box 8952
Madison, WI 53708

Dear Representative Kulp,

The upcoming Dyslexia study is if of significant interest to me as a parent of a child with Dyslexia.

My daughter, Lennon is eight years old and will be entering third grade in the fall. She is a bright,

funny, creative, compassionate child who is currently limited in her abilities to succeed academically

and emotionally in school and life because of her Dyslexia. She is not able to read past a 1st grade

level and as we are often reminded; 3rd grade is when children stop "learning to read and start

reading to learn". It is imperative we give Lennon and all children struggling the support and tools

needed to succeed to their fullest potential.

Studies show early intervention is imperative and while Lennon is still considered within that window,

we have been looking for answers since she was three years old. Consider how far along she could

already be if proper diagnostic tools were in place and we would not have spent the last five years

working through state and school assessments aswell as spending money out of pocket for private

testing and tutoring to understand why Lennon is struggling. We have spent three years moving

through the process of three school related assessments, (geared toward identifying her needs and

developing an IEP). Each identified what we already knew; Lennon is below average in her reading

and comprehension, but because of the mandated processes required start with a process of

elimination. Each assessment takes more than three months from inception to completion and since

Lennon does not fit the parameters of the completed assessments we have anotherplanned for the

fall.This means another 60 days for the school to complete the testing before we meet for the results

and can even discuss accommodations. Lennon will not start having the proper in school

accommodations until sometime during the second half of third grade at the earliest.

Will Lennon eventually 'catch up"? As her parents we will do everything possible to ensure she

reaches her full potential, however we can't alter the fact she has had to work twice as hard as her

peers and will continue to do so just to achieve the same goals. We also cannot erase the emotional

stress placed on her because she knows reading and spelling do not come easily to her and she is

`different'. I have watched her miss out on activities because she did not have the confidence to be in

a situation without her support system. Lennon is a tough, determined little girl who works extremely

hard in school; she will persevere because of her own tenacity, but it is unfair to lay that expectation

on the shoulders of any young child simply because our state is not giving our educators ALL the tools

and training they need to help all children. Dyslexia is not a bad word, yet teachers are hesitant to use

it for fear of repercussions. I have spoken to teachers whose own children have Dyslexia and they feel

doubly frustrated as they don't have the tools to help even their own children, much less their

students.



Lennon has a lot on her shoulders in addition to her own struggles. Her older brother is Autistic, her

father was permanently disabled in 2012 and I am now the sole provider for our family. As you can

imagine the impact of all of these things has put an incredible amount of stress on our family. In 2017

we spent over $18,000 out of pocket on medical expenses; thatdoesn't even include the monthly

premium amount. The emotional toll is immeasurable.

I implore you to please support legislation adding Dyslexia training to educator training requirements

so we can ensure effective educational services for all children struggling with Dyslexia. .

Sincerely,

Cate Sabol
2139 Ramada Drive
Mount Pleasant, WI 53406

asabolt&,arnail.corn

Please take a moment to also read the Washington Post article, link below.

https://www.washingtonpost.comilifestyleimagazine/years-of-tutoring-helped-my-dyslexic-dauahter-re
ad-all-kids-deserve-such-support/2017/09/27160a81e6a-9405-11e7-89fa-bb822a46da5b

stonj. htmt?n

oredirect=on&utm_term=.36d4a742356d



Testimony of in support of 2019 Assembly Bill 110

Margery Katz, MA, JD

hardimargervkatz.comi

Mr. Chairman, members of the Committee, thank you for the opportunity to speak here today

in favor of AB 110. I will be brief.

I view AB 110 from the various hats I've worn over the years: a librarian, an attorney with an

interest in juvenile justice, a former Research Clerk to the Assembly Judiciary Committee, a

mom, and a Dyslexia Reading Tutor in private practice. Since 2003, I've taught approximately

50 kids with dyslexia to learn how to read.

As a former librarian, I believe strongly in providing accurate information and making

information accessible to all. A guidebook would help many people find relevant information

on dyslexia. If the guidebook follows the findings of the International Dyslexia Association, it

will be accurate, reliable and science -based.

I've had 3 research jobs in juvenile justice. As a law clerk years many years ago, I worked on a

case challenging the conditions of confinement for kids at Lincoln Hills. Over the years, I've

learned there are a disproportionate number of individuals in juvenile and adult correctional

facilities who cannot read. Providing accurate information on dyslexia, screening kids early on

and providing evidence -based services for dyslexia would help prevent kids from entering the

juvenile justice system. This bill is a step in the right direction.

If I were the Research Clerk to this Committee, I would recommend to the Chair, an

amendment to AB 110. I recommend the International Dyslexia Association - Wisconsin Branch



(IDA-WI) continue to have strong representation on the advisory committee but would not

recommend the same for the Wisconsin State Reading Association (WSRA). The WSRA supports

Reading Recovery, which is not science -based for dyslexia.

As a mom, it's also personal. My son, Casey, who had Reading Recovery instruction in

elementary school, still did not know his vowel sounds in third grade. He was at high risk for

failure. Casey received evidence -based instruction for dyslexia outside the school system. He

learned how to read. Casey became a member of the National Honor Society in high school and

is a college graduate.

Seeing my son's success, I took training in evidence -based instruction for dyslexia. I've never

met a child I could not teach to read. Recently, I got a call from a grandmother of a former

student. Her granddaughter knew only the letter "K" when she began tutoring. My student

had just gotten back her ACT results. She was in the 97th percentile for reading.

I believe that AB 110 will help bring about more happy endings.

Thank you.

Respectfully submitted,

.fila,ttr

Margery Katz, MA, JD

April 18, 2019



Hi, I am Lake Sauter Sargent and I am 10
years old. I am from Cornucopia,
Wisconsin.

I am here in support of proposed bill; AB
110.

I homeschooled for most of my life but
this year I started school.

When I was 5 my mom tried to teach me
how to read but I was scared and I ran
away and hid.

I tried going to kindergarten for a little
while and they were starting to read with
us and I wanted to be the last person to
read and totally failed. I didn't know how
to make any of the sounds and it made me
sad and the kids laughed at me.



I do Barton Reading and Spelling with my
mom and it helped me learn how to
understand letters and now I feel better
about reading.

At school now I wish there was less
reading and more interactive lessons not
just reading and writing.

Writing is the thing that is very hard for
me.

I wish the school would give me more
help and help other kids. I know there
are other kids in my class and school that
have reading disabilities.

Thank you for giving me this time today, I
was very excited to come here today and
speak to you.



Good AfternodnA I am Jennifer Sauter Sargent from Cornucopia, WI, thank you for 6,,,,,j -el
your time.

First off I am here to state that I am "FOR" proposed bill AB 110. I wouldn't be
here today if it wasn't for the information and organizing that Decoding Dyslexia
Wisconsin has provided and the one on one support we have received from the non-
profit Lake Superior Tutoring Center in Iron River, WI.

Three years ago my son who is one month away from his 11th birthday was
screened for dyslexia by the Lake Superior Tutoring Center. This was the only free
way he could be screened for dyslexia in our region. I had been suspicious for a
while that something was going on with my son and his ability to begin learning to
read. Thanks to a conversation with another mother I contacted the Tutoring
Center. I was shocked by the screeners first question after the screening which was
"who in your family is dyslexic?" My answer was "no one". Her next statement
"dyslexia is hereditary and lifelong, you don't outgrow it" completely stunned me. She

sent me home with a questionnaire for my husband and I. My husband answered 8 of
the 10 questions affirmatively, which heightened the suspicion that he is dyslexic but
he was never screened or talked to about this as child and young adult.

,, /
I have a bachelor's degree in education. The only thing I new about dyslexia was

\ /that people who are dyslexic can reverse letters. I did not know that for roughly 20%,k

IOf\the
population the need for deeper instruction on learning letter sounds and the

rules for why words are structured the way they are is imperative. I have a much
deeper understanding now thanks to my son.
----- I have been tutoring my son for the past 3 years using the Barton Reading and

i Spelling program. The non-profit Lake Superior Tutoring Center based in Iron River,
i WI (https://lakesuperiortutori.wixsite.com/Istc) provided me with a free one -day

training and they provide the tutoring materials free of charge. They struggle to find
volunteers to help kids and families so we decided that our best option was for me to
tutor our son. In approximately two and a half years starting around age 8 he went

- from not knowing the sounds of any letters to reading at a 4th grade level. That does
not mean it is easy for him, he gets very fatigued after reading for a short time and

\\___struggles to write.
This quote is from Decoding Dyslexia Wisconsin and I attached an article:

"Science has demonstrated the most optimum time to intervene is before 9 years of
age, Wisconsin data demonstrates we are not applying the Child Find Mandate early
nough to make a difference in these students lives. Intervention can occur at any

,time however why should children experience failure before intervention? Dyslexia is
very treatable; a learnin difference does not have to esc late into a disabili Every
child deserves the right to read."

''(My son began going to public school this year in 4th grade. He was
hom eschooled up until then. We immediately asked for a Special Education

ki4d yviaAti-00A-3- fvs,kif/Laj Es.
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evaluation to see if he qualified for an I EP or 504 since we know school will always
challenge him. After assessments we were told that because he reads at grade level
he does not qualify for additional reading and writing support but only for a 504 that
offers accommodations.

We appreciate these accommodations but we feel he specifically needs the type
of tutoring or group learning that I have been doing with him at home that got him to

here he is today. His school wants to support him but the school does not have the
tools, resources, trained staff, time, money or ability to offer him this.

LI asked if I could come during school hours a couple times a week to tutor him
i since it is difficult after school because he is tired from the day. They said that this is

not allowed since the program I use is not a curriculum approved for his instruction
during school hours. So I have continued to tutor him on my own after school.

At the last meeting we had with school staff I flippantly asked the principle if I

s --"-----f should stop tutoring him so we can see if then he may fall behind and qualify for help.
The response was "oh no you shouldn't do that. The school staff listens and is

,` working with us but they don't seem to understand dyslexia and I have basically been

i told I am on my own to help him.
'',7- The saddest part for me is after all the reading and learning I have done to

understand my sons learning difference and how I can help and support him I now
notice the same struggles in many other children who are not being supported. Most

(--') parents assume the school will detect and evaluate learning issues and know how to
handle them. They trust the public schools to know more than they do when it comes
to this.

All children in Wisconsin deserve to have the opportunity to grow strong literacy
skills. The values of strong literacy skills are immeasurable.
Again I am here today to state that I am "FOR" proposed bill AB 110 (Dyslexia
Handbook).
Thank you for your time and together we are making a difference!
Jennifer Sauter Sargent

SPIRIT CREEK FARM
Jennifer Sauter Sargent
24255 State Hwy 13
Bayfield, WI 54814
715-742-3551
jsautersargent0gmail.com
www.spiritcreekfarm.com



April 18, 2019

Re: Support of AB 110 Developing a Guidebook related to Dyslexia and Other

Related Conditions

Thank you, Representatives, for holding this hearing today. My name is Katie Kasubaski and we

live in Oregon, WI in Dane County and are in the Oregon School District. I was an early reader and never

fully understood struggling readers until our own children. Our daughter's reading struggles began early.
She didn't enjoy looking at books, couldn't rhyme and struggled with letters. Despite a 4K teacher who

had a master's degree in Reading, summer school and "extra" reading help in kindergarten she was
unable to read or even sequence letters. I began to see my happy sweet daughter looking sad and

anxious. While sitting in on one of her special reading sessions with 5 other kindergarteners, I

discovered that the children were not taught to sound out words and use phonics. What if these
teachers and I had access to some sort of resource that could have pointed us to seek someone trained

in teaching kids with dyslexia at this point? If we had had this resource when our daughter was 5 years
old, would our story look different?

But this is our story. We had never considered homeschooling our children, but by the end of
our daughter's Kindergarten year, our daughter's anxiety about not being able to read and follow along
in the classroom was too much. For her emotional health, we pulled her from public school. We

searched for answers of why our daughter (and later our son) struggled to learn to read. A dyslexia
screener pointed to dyslexia. After a year of paying out of pocket for tutoring and numerous attempts to
teach both our children to read, I applied to become trained in Orton -Gillingham at The Children's

Dyslexia Center in Madison. In the meantime, both children had complete neuropsychological exams
which confirmed dyslexia. By June 2018, I had completed training at The Children's Dyslexia Center in

Madison, and I now work with 3 students a week. I am also a Certified Academic Language Practitioner

(CALP) through the Academic Language Therapist Association (ALTA). Decoding Dyslexia WI is working to

change things here in Wisconsin where educators have NO training about dyslexia which affects

approximately 30,000 Wisconsin students.

It is clear to me that teachers and parents need somewhere to turn to look for answers to help
their children who struggle with dyslexia. Putting out accurate information about signs of dyslexia and
how to teach children with dyslexia using evidence -based reading intervention is the least we can do for

our teachers, parents and students. Please support AB110. Thank you!

Sincerely,

Katie Kasubaski
5483 Windridge Rd.
Oregon, WI 53575
608-268-6333



Assembly Education Committee

Regarding: AB 110 Dyslexia Guidebook

I am Michele Raasch. I am an educator of 19 years who has received a master in curriculum and

design, a master in reading science, a 316 -reading license as well as certifications as a Wilson

Reading Dyslexia Practitioner and Structured Literacy Dyslexia Interventionist. I have dyslexia in
my family, so I know the parental side as well as the educator side to this debate. I am sharing

my ongoing journey in a world that still does not acknowledge how my children or those I teach
struggle with a language -based disability known as dyslexia.

I began my journey to educate myself when I realized I was not prepared to teach a child how

to read or even how to write beyond what I felt was osmosis teaching. All I need to do is
expose children to literacy and they will somehow just figure it out. It made no sense to me. It
became even clearer to me that this does not teach all children to read when my own children

began to struggle with learning to read or spell words. I was aware of dyslexia as it was in my
family. I knew I should observe my own children as I understood it is hereditary. I had

conversations with a reading recovery teacher who was working with one of my children as she
would tell me that my child was at a certain reading level and making great progress. I would
read with my child at home and do my own running records that demonstrated exactly what
my child was doing when he read. He was compensating and not truly reading. I would ask the

reading recovery teacher if she was going to go through life previewing for my son every book
he was going to read. If not, it was time to teach him how to read. It was at this time I knew I
was going to have to educate myself and advocate for my child because the school did not have

the appropriate approach to teaching reading that my child and those like him needed. The
school did not even understand the why behind my child's struggle. The parent advocate
became another part of how I would begin to define myself.

My role as advocate brought me to IDA or the International Dyslexia Association to find
information and guidance on dyslexia. I began to become more involved in the past few years
and I am now vice president of IDA-WI.

I dream of a day when parents who have children who are dyslexic and may be dyslexic

themselves, are able to go into schools and know that their children are understood. That the
resources and accommodations are available so that these children can succeed. Not all parents

are educators like me. Not all parents had a positive school experience and can now go into a

classroom and speak up for their children. It is unfair to blame the parents and make
statements that I have heard "if these parents only would read with their children at home,
their child would be reading" when we do not even understand or provide the appropriate
instruction for these children in schools. A guidebook will bring awareness about dyslexia,

provide the means for knowledgeable conversations about dyslexia and begin the progress
within the state of Wisconsin so that all children can learn to read.



Written Testimony in Support of Assembly Bill 110

My name is Treva Hanford. I live at 1347 Pinehurst Lane in Neenah, Wisconsin 54956. I can be
reached by cell phone at 920-585-4555. I fully support AB 110 to create a Dyslexia Handbook.

My 12 -year -old son, Isaiah Hanford was diagnosed as having "twice exceptional" form of
dyslexia after receiving extensive testing using the Wechsler Intelligence Scale for Children
assessment. He also has a diagnosis of ADHD and anxiety. My son was not able to receive
official accomodations through a written 504 Plan until he was halfway through third grade, even
though his teachers and school were aware of his struggles in reading, writing, and math since
the first grade. Even after Isaiah's formal diagnosis of dyslexia, Isaiah was only eligible for 504
accomodations due to his diagnosis of ADHD and anxiety. Unfortunately, the public school
system does not acknowledge dyslexia and teachers have not been educated or trained in how to
assist children with dyslexia.

Having a dyslexia handbook in place that educators can use to assist them with learning about
dyslexia and giving specific suggestions on how to help dyslexic children best learn in the
classroom will be beneficial to their long-term educational success. It will also prevent children
from getting so behind and subsequently developing a low self-esteem.

Isaiah has multiple accomodations in place that are intended to be put into action by his
classroom teacher. Some of these interventions include not only allowing, but providing Isaiah
with audio books whenever possible. Teachers need more training in how to access and use audio
books; they could also benefit from more educational assistants to ensure all needed
accomodations are met. Isaiah's tests can also be read to him, which dramatically improves his
test scores. He is allowed to have his homework and classroom test questions narrowed down
when possible to enable him to most accurately reflect his knowledge in all areas, but not
become overwhelmed. The Dyslexia Handbook will help be a guide with evidence -based
rationales for educators to utilize.

The earlier a child with dyslexia can receive assistance and the appropriate accomodations, the
less behind they will get and the more likely they will be to succeed when they move to the next
grade level. At this time, early identification and intervention for children with dyslexia is
lacking. Providing a guidebook in which educators must follow will help them be better
informed and aide in the educational success of children with dyslexia.



April 18, 2019

My son, Valentino is 9 years old and was diagnosed with dyslexia in November of 2018.
Valentino started 5k in a private school and very soon we came to realize something was wrong.
He was not responding to letter sound recognition or site words. Quickly in October his 5k
teacher suggested he repeat and was completely oblivious on how to even help him. The
private school quickly put blame on me for not having Valentino enrolled into a 4k program. The
private school had no resources or funding to help him. We sought outside tutoring paying
$30.00 / hour to help him twice a week. It wasn't enough and it had been suggested that he
repeat 5K. It was heartbreaking and he worked so hard, but just couldn't retain the material.
We opened enrolled Valentino to one of the best elementary schools in the State of Wisconsin
and I drove 45 minutes everyday to take him and pick him up. Again, Valentino is having
difficulty retaining the material. However, this time the school actually offered help and
intervention BUT we hit another roadblock by now NOT being in the district. The school could
only help him so much being he was open enrolled. He just scraped by making it to the first
grade.

Now, even being in the district and Valentino having an IEP and receiving a diagnosis from
outside sources and paying out of pocket to have the confirmation, my struggling little boy is still
4 reading levels behind! I have to again rely on outside tutoring sources to help with his
confirmed dyslexia and pay $85.00 / hour to start. Schools and educators have little or no
knowledge to help these kids with dyslexia and they are being left way behind. Could you
imagine picking up a book and just staring blankly, because you have no clue on how to
read??? Could you imagine wanting to write your mother or father a note, but can't because you
don't know letter sounds or how to write? These are everyday life essentials that my little boy is
missing out on and still everyday he gets up excited to go to school hoping to learn to read and
write.

I thank you for taking the time to read this and I ask your support for Bill AB -110, an act to create
a dyslexia handbook.

Sincerely,

Brenda Narvaez
W302 N6626 Lillian Drive
Hartland, WI 53029
262-533-3288
islandgirl8484@gmail.com
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Hello, my name is Connie Day I live at 17 Arbor Lane in Appleton, WI 54915. I fully support AB 110, an

act to create a dyslexia handbook.

"We only know what we know when we know it." I am a K-8 Lifetime Licensed State of Wisconsin
teacher, with 10 years teaching experience, 5 at the middle school level and 5 at the lower elementary
level. When I finished my schooling at the University of Wisconsin Eau Claire I knew nothing of
Dyslexia. I will spend the rest of my life helping as many people as I am able to understand Dyslexia,
and find the help they need to be successful.

Our son, nephews, great nephew, and my brother are Dyslexic. They were all told by unknowing
educators at sometime in their educational experiences that they would not amount to much because
they couldn't read, write, and do math as expected and that it must be that they aren't trying hard

enough.

This happens because educators, administrators, C.E.A.S.A workers, and yes even the head of the
DPI, don't know what they don't know. What they don't know and I didn't know was that systematic,
sequential reading instruction, providing accommodations, and modifying work is paramount to the

success of students with Dyslexia. The research has been around for over 65 years and the new
research continues to support it. If administrators and teachers had a guidebook proposed in Assembly
Bill 110 it could short cut the amount of time it takes to identify and provide support for dyslexic
students, saving time and resources. The guidebook would also indicate the accommodations and
Assistive Technology to help make qualified decisions regarding remediation and supports.

Our experience getting our severely dyslexic son through school was trying, costly, and emotionally
draining for our whole family. Our son will be profoundly affected his entire life by his experience,
which many times was abusive, unfeeling, and mean. Yes there were a few teachers throughout his
school experience that, "go it," and we will be forever grateful for their kindness, caring, and believing
he wasn't stupid, and for understanding that he was trying, as hard as he possibly could. Some of the
helpful teachers provided whispered thoughts on dyslexia because they weren't allowed to say it. He
didn't learn to read until he received, at our expense, tutoring with a systematic, sequential reading
program. Our son has moved forward with his life and is successful in many ways, but don't think he
came through this without scars.

After our son completed school, I decided I had time to learn how to help other students learn how to
read using systematic and sequential reading instruction. I went through training in the Orton -
Gillingham method and I learned, what I didn't know about how to teach people to read. As a member
of the Wisconsin Branch of the International Dyslexia Association, I took phone calls, answered
emails, from parents, and helped to set up a data base of tutors, and testers for the State. I tutor students
with Dyslexia, answer questions from parents, find the help they need for their children, and attend
I.E.P meetings. There wasn't much help out there when our son was in school and unfortunately there
still isn't. I don't want another family to experience what we did, but they do. Join a dyslexia group
on the web or Face Book and what will be read are the same stories over and over about the lack of
understanding by educators throughout Wisconsin and the country. I would like to believe it isn't
political, or motivated by money. It costs nothing to provide good reading instruction. It also costs
nothing to provide accommodations and modifications. Somehow they don't know what they don't
know and by passing Assembly Bill 110 supporting the creation of a Dyslexia handbook, all will know
teachers, administrators, parents, and students, so the cycle of shame, failure, and regrets, can turn into

success, after success, after success. Thank you for this opportunity.



Hi, my name is Lee Erath, and I am here to support Assembly Bill 110.

When I was eight years old I began the long 7 year journey to learn how to

cope with my severe dyslexia. My older brother also has dyslexia and as I

was struggling in school, my parents started to see the signs of dyslexia

that we shared. My parents didn't realize I was dyslexic early on because I

memorized the words in books but wasn't actually reading them. Over the

following years I got help learning how to read, spell, comprehend, and be

able to function in everyday life. My private tutor had to use a specific

dyslexia program to teach me called Barton, which uses the Orton

Gillingham method. Now spelling is still a huge challenge being that I spell

things very logically in my own mind and I'm so creative that spell check

can't even help me. Still, I am not a very strong reader and much prefer to

listen to an audio book over reading. Without the help of my tutor and

family I would probably never have learned to functionally read. Without

the tools that have been made available to me, coping with dyslexia would

be far harder if not impossible. I believe this bill would help give the tools to

parents and teachers alike to be able to help others who are going through

similar struggles that I have, and still continue to experience.

Thank you. Also thank you to my mom for letting me dictate this testimony

to her so I didn't have to type it and spell it.



Hello, my name is Turner Erath. I am 17 and diagnosed as profoundly

dyslexic. It was clear at a young age that I was dyslexic. I was in the

second grade and couldn't even read the word cat. My mom and dad

eventually found a private dyslexia tutor that was able to help. The

beginning was very slow, starting with the very basics, and slowly moving

forward. I remember sitting in my tutor's office crying because reading was

so hard. I met with my tutor twice a week year round for eight years. It

was a proud moment when I graduated from the program just last year. If it

wasn't for my great dyslexia tutor and the support from my family, I would

not be at the place I'm at today. All of the intervention I received was

privately done by my family. Unlike me, many kids in the school system

today don't have the accommodations that I had because dyslexia is not

formally recognized in Wisconsin schools and many teachers do not know

how to handle students like me. As a dyslexic, I require a specific program

that is able to teach me, and kids like me, how to read and function in

society. This legislation would be a good first step in recognizing the

effects dyslexia has on students and it would help teachers and parents

support their dyslexic kids. I'm extremely thankful for the help I have

received and would wish the same for others like me.



Good morning. My name is Joy Erath and I am a parent of children with dyslexia as

well as an educator. Today I am here to support Assembly Bill 110. Three of our four

children are dyslexic; our 10 year old daughter and then our two sons, ages 15 and 17,

who were diagnosed with severe -profound dyslexia. My husband and I, along with

gracious extended family, have poured many hours of time and money into having our

children professionally tested and privately tutored. We are so blessed to have found a

private dyslexia tutor in our home town of Wausau who is an expert in the OG, or Orton -

Gillingham system, a program proven to help dyslexic children learn to read and spell.

You see, our children see the written word clearly but somewhere in the process

between seeing and then understanding, those written words take a detour in their

brains. It's that painfully difficult processing of the written word that has our daughter on

my lap crying on Sunday nights because Monday means school. The mental and

emotional anguish our children struggle through in their attempts to learn to read and

spell have been painful at best. Our boys have shed many tears as they have battled

through the challenges of dyslexia and still they, even with intervention, face day to day

frustrations. We started this journey not knowing, with the severity of our boys' learning

challenges, if they would even be functional in society. Because of the help they have

received, our boys, who are now in high school, are able to keep pace academically

with their peers. It might take them two or three times longer to read, and one might

find humor in their unique and fascinating spelling, but we are thankful and proud of our

children for their many painstaking efforts in learning to effectively cope with their

dyslexia.

Consistently I am introduced to other families with dyslexic children searching for help

and answers because they aren't receiving it from their schools that simply are not

educated in understanding dyslexia. I consider it a privilege to offer support and

expertise as I am able and am hopeful that a bill such as this would allow all parents

and teachers a baseline for understanding this language disorder called dyslexia and

then helping the many children, just like our own, that are climbing this uphill battle.


