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Background
The history of formal education of deaf and hard of hearing children in the 

USA started with the founding of a school for the deaf in Hartford, CT, in 1817. 
The first principal, Thomas Gallaudet, recruited a deaf French instructor, Laurent 
Clerc, as the first teacher at the school. Over his more than 40 years of teaching, 
Clerc had an important influence on education of the deaf in America. Not only 
did he adapt the French system of signing to English, he also created new signs 
that are still used today.  He trained both deaf and hearing teachers, who founded 
other schools across the country. At that time, the education of the deaf took place 
in residential settings through manual communication and with a curriculum 
concentrated on reading, writing, arithmetic, moral training and vocational 
preparation 1. In 1880, as a result of the Milan Conference which condemned 
use of signs for education and advocated the use of oral methods,  schools began 
focusing on teaching deaf students spoken language.

In the 1960s and 1970s, deaf leaders developed and advocated the “Total 
Communication” concept in conjunction with the two most commonly used 
English-based sign systems. Total communication means using any means of 
communication – sign language, voice, fingerspelling, lipreading, amplification, 
writing, gesture, visual imagery (pictures) – with the objective of fitting the 
individual needs of the child. The idea is that using total communication will 
create a “least restrictive” learning environment for the deaf child, who is free 
to develop personal communication preferences (although the child will be 
encouraged to use both speech and sign language).

Also there was a shift in the approach to educational placement; traditionally 
deaf students were educated in residential schools or in separate day schools 
for the deaf and followed a curriculum that was different than the hearing 
students. By 1970, more than half of all deaf students were enrolled outside of 
residential schools. This trend continued after the passage of the Education for all 
Handicapped Children Act of 1974, with the emphasis on placement in the “least 
restrictive environment”.
Legal	framework

The “Education for all Handicapped Children Act of 1974” consolidated 
the approach to education of all children with disabilities into a system serving 
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a significantly larger population of children with a wide variety of disabilities, 
whose individual needs are very different from each other. The “Education for 
all Handicapped Children Act” now renamed “Individuals	 with	 Disabilities	
Education	Act”,	the	“IDEA”, guarantees that the individual needs of each child 
be met. 

The major principles of the “IDEA” are: 
1. Parent and Student participation is a key concept: parents and the student 

should be active members of the Team making the educational decisions 
for the child. However, not always do parents feel welcome in the process. 
Massachusetts is the only state thus far to have a specific section in the formal 
IEP (Individualized Education Program) for the parents to document their 
concerns, their knowledge of their child and their vision for the child’s future. 
These parental considerations are then factored in the IEP.

2. Appropriate Evaluation: the law provides a number of protections to ensure 
that each student receives regular, appropriate and comprehensive evaluations 
in all areas of suspected disability.

3. Individualized Education Program (IEP): A formal agreement establishing the 
services that the school will provide for each child’s special education needs. 
Each state has their own version of the IEP.

4. Free and Appropriate Public Education: Ensures that all students with 
disabilities receive an appropriate education and needed services at no 
expense to the family.

5.  Least restrictive Environment; the law mandates that students with disabilities 
must be educated with their non-disabled peers to the maximum extent 
appropriate based on the student’s needs. This means that the student should 
attend the school he or she would attend if non-disabled, unless the Team 
determines that the nature of the student’s disability and needs will not allow 
the student to have a successful educational experience in that environment.

6. Procedural Safeguards: Specific procedures that protect the rights of students 
with disabilities and their parents are meant to help make the special education 
process more predictable and dependable. They are designed to ensure that 
appropriate procedures are followed and that special education and related 
services are individualized to meet the needs of each student. 

Learning	styles
Deaf learners are primarily visual learners; they process information and 

learn differently from hearing learners, who are both auditory and visual learners. 
Deaf learners receive, process, store and access information in a completely or 
primarily visual mode, probably because the brain may be structured somewhat 
differently from the hearing people. Their learning style is therefore different, 
and they would learn more easily with a teaching style that meets their needs 
2. Another consideration is the variability of deaf and hard of hearing children; 
the 2007-2008 Annual Survey of Deaf and Hard of Hearing Children and Youth 
found that for more than 30,000 children enumerated, a range of hearing loss was 
reported (profound hearing loss in 27.5%, severe in 13.8% and moderate-to-severe 
in 12.3%). It is likely that amplification and a few other accommodations would 
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be enough for the least affected children, but for the children with more severe 
hearing loss, the teaching must be modified more to fit their educational needs. 

The most recent data 3 indicate that the most common setting for deaf 
students (59%) is in a regular classroom together with hearing children and being 
served on a part-time basis by an itinerant teacher of the deaf. Other educational 
settings are Special Schools for the deaf for 24.3% of the students, substantially 
separated classes in regular education schools for 17.4%, resource room for 9.6%, 
home schooling for 2.1% and other settings for 3.1%. The majority of students are 
educated with speech only (52%) followed by sign and speech (34.9%), sign only 
11.4%, cued speech 0.2% and other 1.4%.

There is a large body of research and many ongoing studies looking at the 
educational outcomes of students with cochlear implants, comparing them with 
students with hearing aids and hearing students. It seems that although there are 
clear benefits to cochlear implantation as measured by academic achievement in 
young deaf children, the results are variable and not consistent. The main body of 
the published research looks only at the reading achievement levels and studies of 
academic achievement beyond reading are relatively rare.

In the USA, with its universal newborn hearing screening, three out every 
1,000 newborns presents with hearing loss in one or both ears and of those three, 
at least one will have another condition contributing to developmental disabilities. 
According to the Gallaudet Research Institute, November 2008, the associated 
disabling conditions in children with hearing impairment are: visual impairment 
5.4%, developmental delay 4.8%, specific learning disability 8.3%, orthopedic 
impairment 4.4 %, attention deficit disorder 5.6 %, traumatic brain injury 0.3%, 
mental retardation 8.7 %, emotional disturbance 2.0%, autism 1.6%, other health 
impairment 5.2 % and other conditions 9.1 %. 

When an infant fails the hearing screening, the family is immediately referred 
to an audiologist for the diagnostic Auditory Brain Response (ABR) test. Once the 
hearing loss is confirmed, the infant and the family should have a consultation 
with the otolaryngologist and a referral to Early Intervention Services. Family 
members should encourage and stimulate the baby to use any mode or a mixture 
of various modes of communication that work for that child. A decision about 
communication options will be the most productive if parents gather information 
first. It is valuable to spend time talking with professionals and other parents, 
as well reading and scanning the internet. Information gathering is the first step 
in making early communication decisions. It is especially important to know 
that decisions can be changed or adjusted based on each child’s communication 
needs.  

Early intervention is a coordinated and comprehensive system of programs, 
services, and resources that are designed to meet the physical, intellectual, 
language, speech, social and emotional needs of children from birth to three 
years who have been identified as having a developmental delay or who are at 
risk for developing a delay. The Early Intervention system of services is provided 
under Part C of the “Individuals with Disabilities Education Act” (“IDEA”). 
Families receive assistance from a multidisciplinary team of professionals who 
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can determine eligibility for services and work with the family to develop an 
“Individualized Family Service Plan” (“IFSP”). Early Intervention provides a 
range of services in the home and/or at a child care center and encourages the 
involvement of family and caretakers in the various therapies.   When the child 
turns three, Early Intervention professionals will work with the family to guide 
and facilitate the transition to a school environment.

In school, the child should have all evaluations in the areas of suspected 
disability, including a test for cognitive function. An educational Team, that 
includes the parents, should decide the eligibility for Special Education services, 
discuss the services in the IEP and determine the placement for that child. 

So many variables influence the impact of the hearing loss on the development 
and education that generalized predictions about the outcomes of the children 
with hearing impairment are largely unrealistic. Each child requires and deserves 
individual consideration. The factors that can influence the outcome are: 
1- Degree of Hearing loss. 
2- Etiology (children with inherited deafness whose parents are deaf usually do 

better developmentally and behaviorally than children with acquired deafness. 
Maternal rubella is the example of the acquired etiology with potential 
for multisystem involvement, including visual problems, heart disorders, 
intellectual disability and emotional and behavioral problems). 

3- Age of onset of deafness. Lack of exposure to language during the critical 
early developmental years places children who are prelingually deaf (generally 
defined as less than 2 years old) at significant disadvantage compared with 
children who have been able to assimilate a language before losing their 
hearing. 

4- Family climate. Children born in families with other members who are 
deaf generally benefit earlier from adaptations and efforts to facilitate 
communication.  

5- Timing and appropriateness of educational interventions. Early diagnosis and 
intervention are central to achieving optimal outcome in language, social and 
educational areas. Controversy persists regarding optimal educational setting 
for each individual child.

What should we, health care providers do? In addition to the medical 
management, the health care professional should act as an educator for the 
families and the community about the special needs of the children with hearing 
impairment and the services available to them. These families need support, 
guidance and training during many different periods of adjustment. A list of useful 
websites for parents is provided below.
Helpful	websites	for	parents:

My	baby’s	hearing:
 http://babyhearing.org/ (website for parents and professionals, in English and 

Spanish) http://infanthearing.org and http://infanthearing.org/familysupport/
wisconsin/index.html (a notebook for parents)
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Beginnings	for	parents	of	children	who	are	deaf	or	hard-of-hearing:	
www.ncbegin.org
Family Voices: 
www.familyvoices.org
National Institute on Deafness and Other Communication Disorders: 
www.nidcd.nih.gov
Laurent Clerc Center:  
http://clerccenter.gallaudet.edu
Federation	for	Children	with	Special	Needs: 
www.fcsn.org
Parent Centers: 
www.taalliance.org

Parent Centers are present in each state in USA to provide training and 
information to parents of infants, toddlers, children, and youth with disabilities 
and to professionals who work with them.
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