Power Point Leader Notes for Module 0: Introduction (Knowing Your Audience)
Developed for/from OER for Improving Inclusivity and Accessibility in the Performing Arts:
Adaptive Performance Resources, Practices, and Learning Materials
Dr. Erin Parkes and Jenna Richards

Title Slide

Slide 2 – Purpose of this introductory module
This module is a foundational module for those who may not have familiarity with neurodivergent individuals, or the disability community. Unlike Modules 1-3 in this OER, the intention of this module is to provide background information that is relevant to the global topic of inclusivity and accessibility, with the social model of disability as a departure point (with some more specific ideas within the performing arts, which is the basis for modules 1-3). 

Slide 3 – Today’s class
· Review our Learning Objectives
· Introduce the topic of inclusivity and accessibility
· Define neurodiversity and disability terminologies
· Discuss common diagnoses you might encounter amongst audience members at performing arts events
· Compare and contrast music therapy and performance practices
· Outline further reading (include various resources, links, videos)
Slide 4 – Learning Objectives
1. Define neurodivergent/neurodivergence, neurodiverse, neurotypical, disability, and other common terminology relevant to adaptive performance attendees in a general sense
2. Identify common diagnoses of individuals who may attend adaptive performances

Slide 5 – Defining Disability
Important to note there are MANY definitions of disability and that the socially constructed perception of disability is ever evolving
· UN Convention on the Rights of Persons with Disabilities describes persons with disabilities as those who have long-term physical, mental, intellectual or sensory impairments which in interaction with various barriers may hinder their full and effective participation in society on an equal basis with others.
· note that this definition leans into the social model of disability (discussed in next slide)

Slide 6 – Disability
Disability is a complex phenomenon, reflecting an interaction between features of a person's body and mind and features of the society in which they live. A disability can occur at any time in a person's life; some people are born with a disability, while others develop a disability later in life. It can be permanent, temporary or episodic. There are many disability communities and various identities within those worlds.
Slide 7 – Social model of disability
The social model of disability is a way of understanding disability that focuses on the barriers that society creates, rather than the disability itself. The model was developed by disabled people and aims to remove barriers so that disabled people can participate in society equally
The social model of disability is different from the medical model of disability, which views disability because of a person's impairment or difference.
Example: ramps are a societal accommodation for a wheelchair user. A lack of ramps is what creates the barrier to movement, not the person’s use of a wheelchair.

Slide 8 – Defining Neurodivergence
· Neurodiversity views neurological variation as a natural form of human diversity, influenced by the same societal dynamics as other forms of diversity like race, gender identity, etc. (Nick via Bakan 2014).
· Neurodiverse groups include both neurotypical (societal "norm") and neurodivergent individuals (those with atypical neurological development or function).
· Neurodivergence includes conditions such as autism, ADHD, brain injury due to trauma, and others.
· Neurodivergent individuals often experience sensory sensitivities (Silvermann & Tyska 2017).
· Neurodiverse encompasses groups of people who are neurotypical and neurodivergent
Slide 9 - Common diagnoses you might encounter amongst audience members
· Autism
· Fetal Alcohol Syndrome Disorder (FASD)
· ADHD/ADD
· Intellectual disability
· Down Syndrome
· Dementia
· Alzheimer’s
· ‘Developmental delay' or ‘Global development delay’
· Sensory sensitivities
· Physical disabilities
· Mental illnesses (including depression, anxiety, bipolar disorder, schizophrenia)
· OCD
· Tourette’s syndrome
· Traumatic brain injury
· Neurodivergence (general)
…and many many others!

All of these diagnoses fall under the neurodivergence umbrella except physical disabilities, but are also classed as disabilities. While it’s common to refer to some of these diagnoses as neurodivergences (especially autism and ADHD) and the others as disabilities, both are true for all of them.
We will go through some of these diagnoses to provide a bit of detail on what you might experience when performing for, interacting with, or getting to know these individuals
Slide 10 – Person-First vs Identity-First Language
Person-First Language (PFL)
· Emphasizes the person before the disability, reinforcing that a disability is just one aspect of who they are. Example: "Person with autism" instead of "autistic person".
· History & Community Preferences:
· Gained prominence in the late 20th century, particularly in medical and advocacy circles, to counter dehumanizing labels.
· Preferred by many disability rights organizations, such as the American Psychological Association (APA), and individuals who view their disability as a condition rather than an identity (e.g., “a person with a disability”).
· More commonly used for intellectual disabilities, physical disabilities, medical conditions, and mental illnesses (e.g., “person with schizophrenia” rather than “schizophrenic”).
Identity-First Language (IFL)
· Places the disability or neurodivergence as an integral part of identity rather than something separate. Example: "Autistic person" instead of "person with autism".
· History & Community Preferences:
· Emerged from self-advocacy movements, particularly within the autistic and Deaf communities, to affirm that disability/neurodivergence is not inherently negative.
· Many in the autistic, Deaf, and blind communities strongly prefer identity-first language (e.g., “Deaf person” rather than “person with deafness”), arguing that their identity is inseparable from their lived experience. This is becoming more common as the norm.
Slide 11 – Which to use/what does the disability community prefer?
· Respect individual preferences: Some people prefer PFL, while others prefer IFL. When in doubt, ask.
· Community norms matter: Certain communities strongly favor one approach over another
· It appears as though identity-first is becoming more popular with people with lived experience, but there is still significant variation especially between diagnoses
· Avoid outdated, offensive terms that are considered stigmatizing (e.g., “handicapped” or “suffers from”)
· Follow the person’s lead (do not assume or assign terminology to someone)


Slide 12
· Individuals with Autism/Autistic individuals
· 1/100 children, 1/36 USA 2023
· Primarily a communication disorder, with differences in expressive language (what they communicate), receptive language (what they understand), and social communication (includes things like understanding social cues, reading facial expressions, etc.). Also includes many other elements, like sensory sensitivities.
· Significant variation across autistic population (“when you’ve met one autistic person/one person with autism, you’ve met one autistic person/one person with autism”)
· 1/3 non-speaking 
· Approximately 40% have an intellectual disability 
· Often have repetitive patterns of behaviour or interests—can include repetitive behaviours or “stimming”(a common example is hand flapping), or repetitive speech patterns or “echolalia” (repeating what someone has said or well-known text, like from a book or movie)
· Strive with routine and structure

Slide 13
· Fetal Alcohol Syndrome Disorder (FASD)
· Extremely wide variance of symptoms
· It is the most common of disorders (more than autism, Down Syndrome and cerebral palsy combined) at 4% of total population… previously lots of stigma so it was not discussed as much, but it is finally becoming more accepted to discuss
· 90% of individuals with FASD have mental health concerns
· They may have trouble with emotional regulation and sensory processing
· May have challenges with communication
· May have cognitive processing challenges and/or learning disabilities
· May have memory challenges
· May have trouble following cause and effect
· Typically have mild intellectual and developmental delay

· ADHD
· Primarily an executive function disorder: May have trouble concentrating, impulsive reactions, difficulty regulating emotions (leading to more frustration or emotional reactivity), difficulty following instructions; hyperactivity or need for constant movement
· Strong sensory component could be part of hyperactivity—need for more stimulation than neurotypical people which they seek out through movement
· Quiet/immobile situations and long periods may be very challenging
· May take a long time to complete a task
· May become hyper fixated on one element


Slide 14 – Down Syndrome
· Cause by an extra chromosome (from birth)
· May have low muscle tone 
· Moderate to mild cognitive impairments, such as delays in language, issues with memory, learning, and understanding
· Prone to mental health issues such as depression



Slide 15 – Intellectual disabilities
· Defined as IQ less than 70
· May impact ability to learn and the capacity to retain information
· Can affect communication skills
· Frequently affect social skills as well

Slide 16 – Dementia and Alzheimer’s
· Common to have confusion, including about where they are, what year it is, who is with them
· Comprehension and language challenges
· Paranoia
· Often affects older population (unless early onset or caused by stroke) and therefore frequently in tandem with other disabilities including physical limitations (hearing, visual disabilities, physical disabilities)

Slide 17 – Physical Disabilities 
· May vary from upper body limitations to need for assistive devices such as canes, walkers, or wheelchairs to full paralysis 
· Wide variation between nature and severity 
· More commonly addressed since they are frequently (but not always!) “visible” compared to some other conditions 
· When talking about accessibility, often focused on accommodations for people with physical disabilities (e.g. Accessibility parking spots)
· Common diagnoses could also include conditions like cerebral palsy
Note that this is an area where disability is typically a clearly preferred term
Slide 18 – Blind/low vision
· Includes individuals with partial vision loss or complete blindness, affecting their ability to perceive visual information. Assistive technologies may help, such as Screen readers, braille displays, magnification software, and audio descriptions.
· Best Practices may include using/providing accessible digital documents (screen reader-friendly formats for PDFs, programs, etc.), using verbal descriptions for images and personnel/performers, ensuring websites (event listings) are WCAG-compliant, offering tactile materials (e.g., braille, sensory toys), and allowing extra time for reading or understanding

Slide 19 – Deafness/Hard of Hearing
· Being deaf or hard of hearing refers to individuals with partial or complete hearing loss, ranging from mild to profound. They may use sign language (e.g., ASL, BSL), lip-reading, written text, or assistive technologies such as hearing aids, cochlear implants, speech-to-text apps, and FM systems.
· Individuals who are deaf or hard of hearing will have limited access to spoken content, difficulty with group discussions, and reliance on captioning/interpreters. 
Slide 20 – Sensory Disabilities or Sensitivities
· Technically sensory sensitivity refers to the natural variation in how people process sensory information through their eight senses: sight, sound, touch, smell, taste, vestibular (movement, like swinging or being in a rocking chair), proprioception (where your body is in space), and interoception (sense of our internal systems, like whether we are hot, thirsty, etc.). 
· Some sensory sensitive people may experience sensory input differently, or more intensely than others. For example, someone with touch sensitivity might not like rough fabric, while someone with sound sensitivity might find loud noises overwhelming.
· Differences can be hyper or hypo sensitivities
· About 75% of autistic individuals experience sensory sensitivities, and many with ADHD and FASD

Slide 21 – Tourette Syndrome
Tourette syndrome is a disorder that involves involuntary repetitive movements or sounds (tics). For instance, you might repeatedly blink your eyes, shrug your shoulders or blurt out unusual sounds or offensive words.
Although not part of the diagnostic criteria, it often also includes disinhibition, oppositional behaviours, immature behaviours, OCD, heightened response to environment (fight or flight overreactive), learning disabilities, sensory issues, ADHD-like symptoms or comorbidity, social skills deficits, anxiety
Slide 22 – Anxiety
Anxiety is a common mental health condition characterized by excessive worry and fear, which can be triggered by various factors and may not necessarily be considered a neurodivergent. It is comorbid with many other neurodivergences or disabilities. Support may include providing safe space/a quiet space if the individual needs a break from an event/crowds

May manifest as difficulty with a new environment or experience, or hyperreactivity to the sensory environment, both common with music concerts
Slide 23 – OCD
Obsessive-compulsive disorder (OCD) features a pattern of unwanted thoughts and fears known as obsessions. These obsessions lead you to do repetitive behaviors, also called compulsions. These obsessions and compulsions get in the way of daily activities and cause a lot of distress. OCD is an anxiety disorder where compulsive behaviour provides temporary relief from anxiety
Slide 24 – Global Developmental Delay (GDD)
Global developmental delay (GDD) is a diagnosis for individuals who are significantly delayed in two or more areas of development: 
· Motor skills: Gross motor skills, coordinated movements, and fine motor skills, like clapping hands or picking up small objects
· Speech and language: Delays in receptive and expressive communication, and low verbal abilities
· Cognitive skills: Learning new things, processing information, organizing thoughts, and remembering things
· Social and emotional skills: Interacting with others, developing personal traits and feelings, and understanding and responding to the needs and feelings of others
Some children with GDD may also have other conditions, like Down syndrome or cerebral palsy.
Slide 25 – Performing Arts initiatives
· Adaptive performances are performances when compared to music therapy, which is based around intervention with goals (music is just a tool) or community music therapy where “musiking” together is a therapeutic
· Adaptive performances are an inclusive performance practice that intend to reduce barriers to attendance for families with individuals who have disabilities or neurodiverse groups
· It is often societal attitudes, not disabilities, that prevent attendance at cultural events by individuals with disabilities (who are less likely to attend that able-bodied individuals). This is a human rights issue that can affect mental health, wellbeing, and cause feelings of isolation
Slide 26 – Conclusion
· Many definitions of disability that continuously evolve
· Neurodiversity is a natural diversity of neurology amongst a group with neurotypical (societal “norm”) and neurodivergent (“atypical”) individuals
· Common diagnoses you may encounter at traditional and adaptive performances include autism, FASD, ADHD, Down Syndrome, Dementia, physical disabilities, Tourette’s syndrome, intellectual disabilities and more
· Music therapy differs from adaptive performances in that music therapy is an intervention with specific goals in mind whereas adaptive performances are a sociocultural event (performance) meant for enjoyment by all
Slide 27 - Modules 1-3
· Modules 1-3 in this OER (which follow this module) intend to provide a basis for better inclusivity and accessibility considerations by performing arts musicians, actors, dancers, producers, presenters, educators, policy makers, students, and more
· Module 1 addresses inclusivity and accessibility in the arts
· Module 2 introduces adaptive performances as an inclusive initiative and presents categories 1 and 2 of the adaptive performance 4-part model developed by Richards and Parkes (2024)
· Module 3 presents categories 3 and 4 of the adaptive performance model and includes practical examples and activities to assist in forming adaptive programming
Slide 28 – Reflective questions:
· Were you familiar with neurodiverse terminology before this unit?
· Do you have friends or family members who may be part of the disability and/or neurodiverse community who may enjoy music, theatre, or dance, but struggle to attend cultural events?
· How might music/dance therapy contribute to performance and vice versa?
Slide 29 - Further reading (include various resources, links, videos)
See the resources from the OER for Improving Inclusivity and Accessibility in the Performing Arts: Adaptive Performance Resources, Practices, and Learning Materials (Dr. Erin Parkes and Jenna Richards) for further information on social model of disability, inclusivity and accessibility in the arts, and examples of adaptive performances via organizational websites
Assignments and interactive activities (if desired)
1. Provide a sheet of sentences with blanks where each sentence is a definition, and words are placed in the blanks that correspond to that definition. Individuals fill out the sheets and then the definitions are discussed.
2. Think, pair, share for common diagnoses
3. In large groups, create Venn diagrams for (music) performance and (music) therapy – compare the results by having students place their diagrams on large papers and walking to other groups’ charts 
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