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7:15. 8:30 p.m. Opening Session
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ration.
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tion
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Worcester, Cape Province, Republic of South Africa

Ke$ note Address: Services for Deaf-Blind Children
Robert M. Dantona. Coordinator. Center and Serv-
ices for Deaf-Blind Children, Bureau of Education of
the Handicapped, United Slates Office of Education,
Washington, D.C.

8:30 p.m. Informal Reception.

MONDAY MORNING AUGUST 23

9:00. 9:30 a.m. Business Session
Chairman Dr. E. J. Waterhouse, Chairman, Com-

mittee on Deaf-Blind Children, International Council
of Educators of Blind Youth

Report of Program Committee
Appointment of Committees

Resolutions Committee
2. Nominations Committee
PROGRAMS FOR DEAF-BLIND CHILDREN

Non-Verbal, Pre-Verbal, Verbal
9:30.10:30 an. Chairman Keith Watkins, Principal, North Rocks

School for Blind Children, Sydney, New South Wales,
Australia
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Mr. John Southwell, Lea Castle Hospital, Wotverley,
Worcs., England

10:45.12:00 noon Chairman Dr. William D. May, Director, New York
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Khogendra N. Das, Director, Deaf-Blind Depart-
ment, New York Institute for the Education of the
Blind

MONDAY AFTERNOON AUGUST 23

1:30- 2:30 p.m. Program for Verbal Children
Chairman Captain Olive M. Drummond, Teacher

of DeafBlind Children, Salvation Army School for
the Blind, Kingston, Jamaica

Program for Verbal Deaf-Blind Children
Mrs. Rose M. Vivian, Principal, Deaf-Blind Depart-
ment, Perkins
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7:15. 8:45 p.m. Chairman Geoffrey E. Salisbury.
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Learning Difficulties and Deaf-Blind Children
Dr. Johannes Van Dijk, Director, Department for
Deaf-Blind Children, School for the Deaf, Sint Mich-
ielsgestel, Netherlands

TUESDAY MORNING AUGUST 24

9:00-12:00 noon Chairman . Dr. Edward T. Donlon, Syracuse Uliver-
sity, Syracuse, New York

ASPECTS OF DIAGNOSIS AND EVALUATION
Gestural Representation of Implement Usage: An Or-
ganismic Developmental Study Applied to Deaf-Blind
Children,

Dr. Edith Kaplan, Research Associate, Department
of Psychiatry, Childrens Hospital, Boston

The Teaching of a Manual Sign as a Diagnostic Tool
with Deaf -Blind Children

Miss Nan Robbins, Diagnostician, Deaf-Blind De-
partment, Perkins

Training or Education: Learning Patterns of Younger
Deaf-Blind Children.
Toward Assessing the Language Level of Older Deaf-
Blind Pupils.

Mrs. Jane Elioseff, Diagnostician, Deaf-Blind Depart-
ment, Perkins

Subsidiary Papers:
Manual vs. Oral Instruction, Guidelines for Choice.

Miss Nan Robbins
Effect of Visual Defects on Reception of Communica-
tion/Language Signals.

Miss Jocelyn Record, Teacher of Deaf-Blind Chil-
dren, Perkins

TUESDAY EVENING AUGUST 24

DESCRIPTIONS OF EUROPEAN PROGRAMS

7:15- 8:45 p.m. Chairman Mr. Stig Ericsson, Teacher, Ekeskolan,
Skolhem For Blinda, Orebro, Sweden
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Lars Guldager, Assistant Principal, Deaf-Blind De-
partment, Perkins. Formerly with School for the
Deaf, Aalborg, Denmark

British Programs
Anthony B. Best, Royal Victoria School for the
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viii



WEDNESDAY MORNING AUGUST 25

9:00.10:15 a.m.

10:30 -12:00 noon

Chairman -- Miss Ursula Sigmundt, Teacher of Deaf-
Blind Children, Hannover, West Germany

Social Problems of Deaf-Blind Children
Mrs. Gertrude Stenquist, Supervisor of Child-Care,
Perkins

Temperament or Behavioural Style
Dr. Paulina B. Fernandez, Clinical Psychologist,
New York University Medical Center, University
Hospital, New York City

Chairman -- Miss M. A. Henham-Barrow, 0.13.E., Sec-
retary-General, Southern Regional Association for
the Blind, England

Parent Counseling
Mrs. Margaret D. Brock, National Association for
Deaf-Blind and Rubella Children, England

Subsidiary Papers:
The Deaf-Blind Infant: A Rationale for and an Ap-
proach to Early Intervention.

Mrs. Susan A. Mouchka, Parent, California
Earliest Communication with a Deaf-Blind Child

Mrs. Peggy Freeman, M.B.E., National Association
for Deaf-Blind and Rubella Children, England

Parents of Deaf-Blind Children: Continuing Needs.
Miss Elizabeth Banta, Parent-Counselor, Perkins
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I:30. 3:30 p.m. Chairman Louis Z. Cooper, M.D., Associate Pro-
fessor of Pediatrics, New York University Medical
Center, Bellevue Hospital, New York City

Prevention and Treatment of Rubella Syndrome.
Thomas C. Peebles, M.D., Pediatrician, Assistant
Chief, Children's Services, Massachusetts General
Hospital

Possible Contributions from Pediatric Neurology and
Neuropathology to the Understanding and Manage-
ment of Congenital Rubella Children.

Robert C. DeLong, M.D., Neurologist, isfassac'iuselts
General. Hospital

3:45. 4:30 p.m. Chairman Dr. Van Dijk, Netherlands
Standardised Assessment of Residual Vision in Multi-
handicapped Children: A Progress Report.

Louis Z. Cooper, M.D.

WEDNESDAY EVENING AUGUST 25

7:15- 8:45 p.m. Chairman Miss Josephine Taylor, Education Pro-
gram Officer, Bureau of Education for the Hand i-
capped, U.S. Office of Education, Washington, D.C.

Training of Personnel for the Education of Deaf-Blind
Children.

Keith Watkins, Australia
Subsidiary Papers:
Multiple Handicapped (Deaf-Blind) Teacher Training
Program, San Francisco State College.

Dr. Barbara Franklin, Director
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Training of Child Care Personnel for Deaf-Blind Chil-
dren.

Benjamin F. Smith, DirectorElect, Perkins
Discussants; Dr. Jan Van Dijk, Netherlands

Dr. John R. Eichorn, Director, Depart-
rnent of Special Education, Boston College

THURSDAY MORNING AUGUST 26

9:00.10:15 a.m. Chairman Noel Melvin, Assistant Chief Executive,
The Royal New South Wales Institution for Deaf
and Blind Children, Sydney, N,S.W., Australia

Aftercare of DeafBlind Children, S. 0. Myers, O.B.E,,
Research Assistant, University of Birmingham, Eng-
land. Formerly Headmaster, Condover Hall School
for Blind Children with Additional Handicaps, Con.
dover, Shropshire, England

10:30.12:00 noon Chairman E. Stewart Armstrong, Ontario, Canada
Systematic Studies of Stimulus Sensitivity in DeafBlind
Pre-School Children.

Dr. Bernard Z. Friedlander, Professor of Psychology
and Director of Infant/Child Language Research
Laboratory. University of Hartford, West Hartford,
Connecticut; and Dr. Marcia Knight, Psychologist,
Oak Hill School for the Blind, West Hartford, Conn.

THURSDAY AFTF.RNOON AUGUST 26

1:30. 2:45 p.m. Chairman Dr. Verna Hart, Assistant Professor of
Special Education, George Peabody College, Nash-
ville, Tennessee

Some General Principles of Behaviour )(lineation
Mrs. Barbara A. Pitsch, School Psychologist, Gradu-
ate Division of Education, Rivier College, Nashua,
New Hamp-hire

Discussant: Margaret Robertson, Graduate Student,
George Peabody College, Nashville, Tennessee

3:00- 4:30 p.m. Chairman Robert Dantona, Washington, D.C.
Report from National Center for Deaf-Blind Youths
and Adults.

Dr. Peter J. Salmon, Administrative Vice President,
Industrial Home for the Blind, Brooklyn, New York

Report from Deaf-Blind Committee, World Council for
the Welfare of the Blind

Dr. Salmon, chairman

4:30- 5:30 p.m. Chairman Theodore Pauw, South Africa
Deaf-Blind Children in the Emergent Countries

Geoffrey E. Salisbury, Zambia

THURSDAY EVENING AUGUST 26

7;:s0 p.m. Conference Banquet at Anthony's Pier 4



FRIDAY MORNING AUGUST 27

9:00.10:00 a.m.

10:15.11:00

11:00.12:00 noon

12:00 noon

Chairman Mr. FL B. F. Lotze, School for the Col-
oured Deaf, Worcester, Cape Province, Republic of
South Africa

Sexual Problems of treafBlind Children,
Carl F. Davis, Head, Department of Psychology and
Guidance, Perkins

Subsidiary Paper:
The Expression of Sexual Need of the DeafBlind
Adolescent as Perceived by Classroom Teachers,

Miss Mary Davis, Teacher of DeafBlind Children,
Perkins

Chairman S. 0. Myers, 0.B.E., England
The Conference in Retrospect: A Brief Summary

Keith Watkins, Australia

Chairman Dr. Waterhouse
Final Business Meeting
Report of Resolutions Committee
Report of Nominations Committee
Acceptance of Invitations for 1974

Conference Ended

xi



LIST OF EXHIBITORS AT THE
1971 CONFERENCE

Aurex Corporation, Chicago, Illinois

Princeton Applied Electronics, Princeton, New Jersey

Electronics Futures, Inc., Newton, Massachusetts

Sylvester Service Laboratories, New York

Massachusetts Institute of Technology, Cambridge, Massa-
chusetts

New England Instructional Materials Center, Boston, Massa-
chusetts

Developmental Learning Materials, Boston, Massachusetts

Ken lab, Kensington, Maryland

Bell & Howell, Waltham, Massachusetts

H. 0. Electronics, Windsor, Connecticut

xii



KEYNOTE ADDRESS

SERVICES FOR DEAF-BLIND CHILDREN

By ROBERT M, DANTONA
Coordinator, Center and Services for Deaf-Blind Children

Bureau of Education for the Handicapped
United States Office of Education

Three years have payed sinc, the last International Conference
on Deaf-Blind Children was held In the Netherlands. During those
years, this country has experienced an unprecedented growth in
the number of programs established to serve deaf-blind children.
The rubella epidemic of 1964-65, as it swept across the nation,
left a tragic toll upon an estimated 30,000 infants who were born
with one or more of the following: cataracts, hearing defects, heart
malformations, mental retardation, and brain damage. In addition,
some 20,000 pregnancies were terminated in miscarriage or still-
birth. The economic cost for those children afflicted with congeni-
tal rubella syndrome was estimated by the National Center for
Disease Control to be more than 919 million dollars. More im-
portant, however, than economic cost was the tremendous burden
that would be placed on already overcrowded educational facilities
when these children became of school age in 1968-69.

Of particular concern by some educators were the 4,000-5,000
deaf-blind children it was estimated would result from the rubella
epidemic. The nation's special education residential facilities for
deaf-blind children, which then consisted of only 7 such programs,
provided educational opportunities for about 125 children in the
academic school year 1967-68. In addition, approximately 150
children were enrolled in other programs for the deaf, the blind,
or public and private school programs.

Largely as a result of the 1964-65 epidemic and the vision and
perseverance of a handful of leaders concerned with the education
of deaf-blind children, Congress approved the Act which authorized
funds to establish Centers and services for all deaf-blind children
in the nation. All of us in this room today owe a special debt of
gratitude to men like Dr. Waterhouse, Dr. Salmon, Dr. Frampton,
and others whose voices it was made Congress aware of the im-
pending crisis of rubella and the impact it would have on thousands
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of children and their parents in this country. The Act was signed
by President Johnson in January of 1968, and from Juno of 1969
to June of 1970, ten Regional Centers for Deaf-Blind Children
were established to serve and plan for the needs of deaf-blind
children in all 50 states.

It was the intent of Congress under the Deaf-Blind Act, that
services established by the Deaf-Blind Centers should be:

. designed to develop and bring to bear upon such chil-
dren beginning as early as feasible in life, those specialized,
intensive professional and allied services, methods, and aids that
are found to be most effective to enable them to achieve their
full potential for communication with and adjustment to the
world around them, for useful and meaningful participation in
society, and for self-fulfillment."

It became evident very early in the development of the Deaf-
Blind program that because of the breadth of services needed by
deaf-blind children of all ages, and the scattered geographic distri-
bution of these children, that it would be essential for a number of
agencies both public and private from every state concerned to
cooperatively join together in order to provide comprehensive
services on a regional basis.

With this in mind the Coordinators of the Regional Deaf-Blind
Centers set forth to identify and coordinate every available re-
source in their region which could be immediately utilized, or de-
veloped, to provide the following services to all deaf-1-.Ind children:

(1) comprehensive diagnostic and evaluative services
(2) programs for the adjustment, orientation, and education of

deaf-blind children which integrate all necessary profes-
sional and allied services and

(3) effective consultaSve services for parents, teachers and
others who ptay'a direct role in the lives of deaf-blind chil-
dren to enable them to understand the special problems of
such children and to assist in the process of their adjust-
ment, orientation, and education.

The achievements of the 10 Coordinators of the Regional Deaf-
Blind Centers have been incredible to say the least and they merit
the highest commendations we can bestow upon them. They faced
insurmountable obstacles in their desire to make services possible
where there were none available in order to give deaf-blind children
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their just right to an equal educational opportunity. In many states
there simply were no services available specifically for deaf-blind
children because there were either no such children in that state
prior to the rubella epidemic (1, if deaf-blind children were known,
they were sent out of state to the few available residential deaf-
blind schools in the country. This was a luxury states no longer
could afford after the rubella epidemic left its toll, for now deaf-
blind children were to be found in all 50 states. The existing resi-
dential programs would soon be filled to capacity and even with
maximum expansion tidy could enroll perhaps no more than 450
such children by 1972.

The monumental task to make urgently needed services available
was accepted by 10 outstanding agencies which have in the past
three years received a total of $7.5 million dollars from the Bu-
reau of Education for the Handicapped. Five of these agencies
had been involved in educating deaf-blind children for many years
and the remaining five are state education agencies and private
agencies. As a result, today more than 100 programs in 47 states
are receiving direct federal assistance under this Act to provide a
variety of cervices for deaf-blind children and their parents for the
coming school year.

The kinds of programs and services funded under the Deaf-
Blind Center Act are indicative of the needs identified throughout
the country to make comprehensive services available to all deaf-
blind children.

For example, in many states top priority has been given in the
area of case-finding. The Deaf-Blind Centers are funding key staff
positions attached to State Departments of Special Education or
Commissions for the Blind in order to coordinate statewide services
for deaf-blind children. The role of these Field Consultants (Field
Counselors, Project Assistants, Parent-Educators) is to identify
the population of deaf-blind children in their state; to identify and
coordinate the use of existing community resources to provide
essential services for these children and their parents; and to work
directly with the parents until the child has been placed in an ade-
quate program to meet his unique needs.

Each child located is placed on a Center Registry and arrange-
ments aro made to provide diagnostic and evaluative services by
agencies participating in the Deaf-Blind Center program. Some
exciting developments have taken place in this vital area of as-
sessing deaf-blind children to determine their capacity for growth
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and development as it relates to placement in training and educa-
tional programs. A number of evaluation programs arc utilizing
Piaget's constructs of cognitive development of children. As a re-
sult, one Diagnostic Center has developed a node! for assessment
based on sequential developmental tasks which allow for in-depth
analysis of the child's intellectual development, object orientation,
and social orientation, Data gathered by the Center's Psychologist,
Language Pathologist, and a diagnostic clinic teacher led to a se-
quential developmental task-oriented curriculum which can be or-
dered (prescribed) 6) meet the individual child's level of readiness
while still operating within the structure of small group program-
ming.

More than 120 deaf-blind children have been evaluated in this
program from March, 1969 to July 31, 1971, Most of these chil-
dren have been placed in educational or training programs through-
out the state and three of these children attended for one year an
educational 'demonstration classroom attached to the Diagnostic
Center. The research potential for longitudinal study and follow-up
of these children is most exciting and may provide valuable data
on the validity of their model for assessment and the resultant
prescribed instructional programs and the effectiveness of the pro-
grams in which each child is enrolled.

Deaf-Blind children, upon completion of diagnostic and evalu-
ative services, are placed in a variety of classroom settings such as
demonstration classes in diagnostic-educational facilities, residen-
tial educational or training institutions, tutorial programs and pub-
lic school and preschool programs. Many states have attempted to
coordinate the resources of a number of agencies in order to pro-
vide a continuum of services for the deaf-blind child. The State
of Texas is a good example of this. An interagency program for
deaf-blind children and their parents, involving 6 agencies in
metropolitan Houston, has been developed. The full range of serv-
ices from diagnosis and evaluation, educational and training pro-
grams, and family-home counseling are available under this co-
operative endeavor. Similar efforts are being made with training
programs targeted for retarded deaf-blind children in an effort to
screen out from the more severely retarded group those children
who could benefit from a combined training/educational program.

Related to this effort is the recent development of the Respite
Care Center concept originally developed for the retarded child and
now being used by two Deaf-Blind Centers with deaf-blind chil-
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dren. The purpose of the Respite Center is to provide needed cdu
rational /training experiences for the child while also providing
temporary relief during the weekdays for the parents of the deaf-
blind child thus freeing them to lead more normal lives. The Respite
Care program will provide an educational component for the deaf-
blind child emphadzing activities of daily living, skill building,
communication skills and social skills so important for the child to
interact effectively with other age-mates. Also emphasized will be
training of the parents to help them in understanding and working
with their child. The Respite Care Center provides a short term
experience operating five days per week, excluding the weekends,
to ensure that the program will not develop Into a residential type
of treatment program. The potential of such a program acting as
a stop-gap measure to prevent the institutionalization of a child is
great and does much to keep the family unit together. The unmet
needs of parents of handicapped children can no longer be ignored
and supportive counseling for them and training for their child in
the home, or in a Respite Center, is crucial if survival of the family
unit is to be assured.

In an effort to meet the needs of parents, itinerant parent-home
counseling and leaching programs have been set up in many states.
Such programs may provide support for ten weeks in the summer
in order to reinforce student progress made during the school year,
and also to help parents develop an understanding and acceptance
of their child's unique problems. And, for the preschool child for
whom no classroom may be available, home instruction programs
are being established with itinerant teachers visiting the home on
a regular basis during the school year to work with the child and
the parents.

The development of itinerant home-teaching programs which
are active during the school year and also carry over through
the summer months is indicative of the trend to extend the edit-
mama opportunity for severely handicapped children to eleven
months in the year. The need for such an extended program is
particularly crucial in the child's very early years of development.
We all know how devastating the summer months can be for these
children, especially those children in residential programs who
return home in the summer to an environment not conducive to
learning and unable even to maintain the child's level of growth
and development obtained in the classroom. This is an area and a
need that we as educators must look at more seriously and do all
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that is possible to provide essential supportive home services and
counseling to assist parents in a meaningful way so that the sum-
mer months may be used to enhance a child's potential, rather than
reduce it.

Other critical areas in which increased activities have taken
place are inservice training programs for professional and para-
professional persons associated in programs serving the deaf-blind
child, training workshops for the parents of these children, tutorial/
companion programs designed to provide individualized program-
ming for the deaf-blind child, summer camp programs both day
and residential, and teacher training and preparation which will be
discussed during the Conference by Dr. Peter Salmon, will be the
program of the National Center for Deaf-Blind Youths and Adults
which, along with the Regional Centers for Deaf-Blind Children,
will complete the continuum of urgently needed services for deaf-
blind persons from birth to maturity.

The past three years of activity by the Deaf-Blind Centers which
involve the efforts of state, local and federal agencies, have accom-
plished the following on behalf of the more than 3,600 deaf-blind
children Identified to date by the Centers:

more than 600 deaf-blind children have been provided

diagnostic and evaluation services

at least 129 day school programs have been identified and are
providing educational opportunities for more than 600 deaf-
blind children (17 %); and

at least 415 deaf-blind children (11%) are enrolled in 18

residential educational programs (a new trend is in the mak-
ing with day schools providing more educational opportunities
for deaf-blind children than residential schools)

Nearly one-third of the deaf-blind children identified are now
receiving educational opportunities through these programs. How-
ever, before we begin to rest on our laurels let me inform you that
nearly 800 children (22 %) are located in state institutions for the
retarded. This has caused great concern to all of us since nearly
half this number, some 355 children, have been identified in state
institutions of only one state. What is frightening is that we have
not yet begun to survey in a systematic way all such institutions
in all 50 states. It is possible that there may be more deaf-blind
children in these institutions than we may locate outside. What is
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called for, then, is a tremendous cooperative effort on the part
of those institutions for the retarded and the Regioial Deaf-Blind
Centers to provide educational and/or training opportunities for
these children, to train and upgrade existing staff and to provide
necessary additional staff in the form of teachers, aides, housepar-
ents, and others to enhance the daily living and learning experi-
ences of these children. In addition, an intensive re-evaluation of
each child may be in order. Indeed, many deaf-blind children re-
ferred to institutions for the retarded may be properly placed but,
it has been my experience, and I am certain also yours, that many
children are in these institutions because no additional programs
were available at the time. Such a situation is intolerable and must
be changed soon if these children arc to ever have an opportunity
to become whole human beings.

Of equal concern to us are the more than 590 children (15%)
who are at home and not enrolled In any kind of program and the
1,176 children (32% ) for whom no information is available to
determine their status. Time is working against these children and
their future becomes more bleak with each passing day in which
they cannot benefit from even minimal assistance in the form of
home visitations by parent-educators. The catastrophic effect of
such a child upon a family and the feelings of despair and hope-
lessness expressed by parents and siblings is not one which we can
turn our backs on. Immediate relief is essential and is a responsi-
bility which local community resources must cooperatively join
together to resolve. The responsibility to assure and guarantee the
birthright of deaf-blind childrenall childrenrests with each
of us. There can be no greater test for the measure of a man, so-
ciety, or a nation, than the way in which we individually and col-
lectively rare for our children. We arc indeed in the midst of a
silent revolution in which our actions speak louder than our words,
in which our deeds reflect those values which truly govern our
lives. A new humanism is being reflected in our value systems
and a new commitment to better the lives of all human beings is
being demonstrated daily by people's actions in this country and
abroad.

The needs of deaf-blind children represent the needs of all chil-
dren, in fact for all mankind. There can be no other purpose for
your meeting at this Conference than your desire to do all that is
humanly possible to provide the best educational, training oppor-
tunities to these, the least of our children.
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Surely, we want no less for deaf -blind children than we want
for all children. Our society has the capacity to rare and the re-
sources to act, and act we must. I believe the purpose of this Con-
ference is the same as the purpose set forth in the recent White
House Conference on Children which is described so beautifully
in its Preamble and which states:

This should be a Conference about love . . about our
11:Til to love those to whom we have given birth . . and
those who are most helpless and in need , , and those who
give us a reason for being . and those who are most
precious for themselvesfor what they are and what they
can become. Our children.

Let us ask what we want for our children. Then let us ask
not less for all children.

We want for our children a home of love and understanding
and encouragement,

We want for our children a full opportunity for learning in
an environment in which they can reach and grow and take
pride in themselves.

We want for our children the right to be healthy, to be free
of sickness. But if sickness comes, to have the best care hu-
mnnly possible.

We want for our children the right to have the respect of
others.

We want them to have respect and dignity as a right because
they are, not because of who their parents arc.

We must recognize that there is some child in special need.
And he especially must be our child.

Th-re is a need to change our patterns of living so that once
again we will bring adults back into the lives of children and
children back into the lives of adults.

The changes must come at all levels of societyin business,
industry, mass media, schools, government, communities,
neighborhoods, and, above all, in ourselves. The changes
must come now.

And I am certain they will, because of people like you,
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PROGRAMS FOR NONVERBAL CHILDREN

13y MR. F. J. SOUTHWELL

Headmaster, Lea Castle Hospital, Wolverley
Worcestershire, England

The term "non-verbal" can, of course, be applied to any child
who is unable to use a symbolic method of communication. How-
ever, for the purpose of this paper, it will be used as a means of
labelling or focussing your attention upon a specific group of deaf-
blind childrena group with special difficulties and needs, and
who require a very different approach and teaching programme
from other deaf-blind children.

The non-verbal child is so caned not only because he lacks a
symbolic form of communication, but also because, unlike the
"pre-verbal" child, his behaviour shows no evidence of pre-sym-
bolic activity. That is, he does not point to people or objects, use
gesture, mime or projective vocalisationthe very roots of later
symbolic activity. If he does possess a means of communication, it
is usually based on signalling and not signingon the anticipation
of the event following on from a gesture etc. rather than on the
understanding of the meaning of the gesture.

The difference between pre-verbal and non-verbal behaviour can
clearly be seen on a visit to two separate groups of these children.

The pre-verbal children will take a keen interest in us on our
arrival. They will want to know who we are and whether we have
come by car. They will point to us and put over their questions
to their teachers using gesture or mime accompanying these with
expressive sounds directed at us.

The non-verbal children, on the other hand, will not concern
themselves so much with who we are, but what we have that is of
use, or of interest to themwhat we have in our pockets, or the
ladies in their handbags? Those of them with useful sight may
note which of us wear spectacles, and may try to remove them if
given too much freedom. They will use no gesture, though they
may try to get us to indulge in some vigorous form of activity with
them. They will vocalise, but their sounds will simply be an ac-
companiment for their own excited movements. If you should take
one of these children on to your lap and share some activity to-
gether, the child may respond to you by smiling, or laughing and
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even try to get you to repeat the activity. Give him cubes or bricks
to play with and you will see that, though he does not play imag-
inatively, he may play constructively for short periods.

No doubt many of you have already come into contact with
non-verbal childrenin their homes, in units, or at assessment
conferences, but unless you have visited a hospital, or special care
unit you may not be familiar with the full range of theii-.behaviour.
The children 1 have just described are what one might -all the
trainable non-verbal childrenthe responsive childrenbut there
is another group, or level of non-verbal children, who function In
a very different way.

These children treat others completely as comfortable objects,
lying or draping themselves over them, or getting them in a posi-
tion which suits them, whilst they continue some favourite man-
nerism. They tend to take everything you do with them as a
serious matter, perhaps only responding to strong tickling. Some
children may reject any approach you make to them, refusing to
have their way of life changed in any way. The non-verbal children
at this level usually reject objects or use them in a stereotyped
pattern of activity, such as banging them against some part of their
body as a crude means of obtaining sensation. They may be so
severely retarded in locomotor development that their lower limbs
become useless, or permanently bent at the knees when they do
eventually learn to walk. Any food they eat may have to be pre-
pared in a special way; and their ability to care for themselves in
everyday situations may be completely lacking. Usually their main
occupation throughout the day will be sensation seeking: light-
gazing, rocking, vocalisation etc. or the carrying out of ritualistic
activities.

I have described the children at these two levels at some length
because it is my belief that, unless a suitable teaching programme
is provided for a non-verbal child from the earliest years, he will
become very much like one of these childrenthe children who
require custodial care in hospitals in their later years. For it is
my experience that these less responsive and less competent chil-
dren are more usually found amongst non-verbal children of ap-
proximately six years and over, than amongst children of a younger
age.

It is essential, therefore, that a programme of organised activity
be implemented by parents with guidance from a teacher, at the
earliest opportunity. One useful way of arranging this is for a
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school, or unit, to employ an experienced teacher who can make
frequent visits to parents known to have deaf-blind children, giv-
ing them advice on the implementation of a simple programme,
choice of aids, toys, or large apparatus.

Where children are already placed in units, I think it is impor-
tant that they are looked upon as a group and worked in this way.
Children on the fringe of any programme not planned specifically
for them are always at a disadvantage. Dramatic all-round im-
provements can be made if the children are given a programme
which is tailored to their needs, and the staff allowed to judge their
progress in relation to this one group, rather than in relation to
more capable children In the school.

Probably the most important part of a teaching programme for
any child is the development of his social awareness and behaviour
and his ability to communicate and receive communication. As
some non-verbal children will not even tolerate being handled by
an adult, the development of social behaviour begins right here.

Start by getting him used to being rolled and pushed about
gently but firmly. Use a nice thick mat for him to roll on, or carry
out these activities in the bath or a small pool. Coax such a child
to stay on your lap by any means you can find or by keeping fairly
still to begin with and then, slowly increasing your activity. If he
should squirm don't put him down too soon but hold him a little
longer so that he gets used to the activity.

Communication is primarily concerned with receiving and ex-
pressing. With the young non-verbal child we cannot develop a
complex system of communication, but we can lay down the foun-
dations for future work by employing activities which feature both
the receptive and expressive aspects of behaviour.

Develop his ability to respond to you by seating him on your
lap, holding both his hands if possible and using initially such
whole body movements as rocking, swaying from side to side,
bouncing etc. Whole body movements are better for the unre-
sponsive child because they involve so much more of him. At the
same time you need to watch his face carefully to see the re-
sponses he makes. Does he smile or scowl, laugh or vocalise? In
particular does he try to carry on the movement when you slow
down or stop? If a child can reproduce the movement he may be
able to imitate the movements used for signalling.

Sound or vibration toys and instruments may all be brought
into these sessions, but here again you must watch the child's

11



face to see whether you need to increase, or decrease the level of
stimulation.

Encourage the child's expressive behaviour by responding to the
ntovements, or sounds he produces. When he makes a particular
movement reward his activity by bouncing him a little on your
lap, or blowing on him. In this way you not only reinforce these
movements, but also have the makings of a simple game which
you can enjoy together.

Extend this work by making use of simple signalling activities.
Teach him to pat your hand in order to be bounced. Then, if you
teach him to give another signal for a different kind of movement,
see if he can make a choice between the two signals. Alternatively,
give him a signal and get him to perform some simple activity in
response to it. I have tried blowing on a child lightly as a signal,
and then lowering him down between my legs. After repeating this
a few times, I pause to see whether he will wait for me to blow
on him.

Activities introducing a series of simple actions culminating in
a climax, which the child can come to anticipate, should also be
usedthough it may be necessary for you to make up your own.

The major plight of the non-verbal child is his isolation. Directly
linked with this is the helplessness of the parents and their feeling
of inadequacy. They arc unable to communicate with their child,
nor he with them. The result is that each tends to treat the other
in the same way. The child leads his parents by the hand to the
object he requires and they either do the same, or carry him bodily
from place to place. This treatment of each other as objects, which
have to be managed, or manipulated, rather than beings capable
of responding to one another, only tends to increase the isolation of
both child and parents.

Any programme for non-verbal children should provide some
means of overcoming this situation.

I have found a simple manual method to be most useful and
most successful for this purpose. One holds the child's hands, or
hand, and one indicates what one requires of himwhether it be
"stand up", "sit down", "jump", "come here", by moving his
hands. Now instead of just manipulating the child we are demand-
ing a response from him; we are treating him as a living thing and
not as an inanimate object.

At the same time if a child has useful hearing one can give a
simple vocalised command if possible accenting the rhythm or
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pattern of the words used, e.g, up! d-o-w-nl If the child has bet-
ter sight than hearing one can give a visual signal with one hand
and a manual signal with the other hand as before, e.g. "come"
and "stand up",

Whatever system you use should be practised in play, or every-
day situations until it is performed automatically. Having practised
these hand-to-hand movements, I work them out on movement
apparatus of all kinds, climbing, jumping, rolling and turning to
name but a few of the activities performed.

Besides teaching a child to respond to our demandsand how
necessary this is for come childrenany programme should also
give the child opportunities to communicate his needs. Communi-
cation is a two-way processa "taking in" and a "giving out".
With a non - verbal child it is all too easy to place so much emphasis
on the child "taking in" that we neglect the process of "giving
out".

This aspect of communication can be commenced in a very
simple way by encouraging all outward going and socially accept-
able behaviour: holding out the hand to receive a toy and later
returning it; holding out an empty cup to have it filled; rolling a
bail to the teacher and receiving it as it returns; holding out a
hand for a biscuit or sweet.

We may then extend this activity to actually signalling for some-
thing, once again using a manual method. The signals I use with
non-verbal children are based mainly on clapping or patting be-
cause I find these easier for the children to perform, and are more
definite and of short duration.

Holding the child's hands I first make the signal for him and
then follow this up with a particular activity. For example I might
clap his hands together and then lift him up. I repeat this a num-
ber of times and then give him the opportunity to make the signal
himself. If he fails to make the signal, 1 repeat the procedure. If on
the other hand he should make only the slightest attempt to give
the signal, I reward him with the activity. When a child can give
one signal I teach him another signal which has a different activity
as its reward. If after this a child can choose between two signals
1 regard this as a big step forward.

Signals can also be taught for food and drink. I find it easier to
teach a signal for drink because non-verbal children are less fussy
about drinks than about food. I simply tap his mouth with his
fingers and give him a sip of lemonade or orange squash. I repeat
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this several times and then give him the opportunity to do it him-
self, If he does it, he gets the reward. If he doesn't do it, I put him
through the motions of the activity and give him the drink In any
case,

To increase the number of signals a child can make you must
increase his experience and range of activity. This means, of course,
putting him through the motions of performing more everyday
routines and developing his interests in other objects and activities.
These then have to be linked with new signals. To achieve this I
think it is useful to have definite places for everyday implements,
utensils etc. Should you want him to wipe a table you make the
signal for the activity, show him where the cloth is kept, and put
him through the motions of the activity. The fact that the cloth
is always in the same place will, I feel, enable the child to learn
to respond to the signal more quickly.

If a non-verbal child is already able to perform certain everyday
routines capably, he is ready to learn to use and respond to sig-
nals for the activities or objects involved, so commence this work
as soon as you can.

Besides learning to be a social being the child must be helped
to find some "solid ground" on which the development of his in-
dividuality and his mastery of a variety of skills can be based.
As non-verbal children are unable to play imaginatively they actu-
ally need to be shown how to use objectshow to hold, combine,
join or build with them. We, for our part, as teachers, must find
something the child can do, no matter how simple on which we
can build, We must find what one gifted teacher described to me
as a "growing point",

Once a child has mastered early manipulative skills, provide
him with simple apparatus that requires very little discrimination,
Use objects of tijw same size, shape, texture, or colour. I suggest
for this work "units" of various kinds which can be combined with
one another or with some other object; for example cubes or bricks
for stacking; pegs to be placed in a board; rings, or beads to be
threaded on laces, or on sticks; cups which can be stacked, When
a child has mastered a skill, make the activity a little harder by
varying the shape, size, texture or colour of the pieces.

Besides teaching children how to use table top apparatus, show
them what can be done with large objects and play with them on
the floor using: large bricks, balls, hoops, bean bags, boxes and
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wagons, Some children tespond much better to activities that
Involve gross, rather than fine movements.

I think it is also helpful if one can provide a playroom for these
children which encourages them to explore, experiment and gain
experience of the spatial qualities of objects, by themselves.

Besides equipping the room with all the usual nursery apparatus,
one can also attach objects of all kinds to the walls. I have seen
such a playroom equipped in this way with sound and vibration
toys, a multi-textured panel, another with objects for pushing, turn-
ing and swivelling etc., a mirror, bead flames and numerous every-
day objects.

To encourage more purposeful activity at tables one can clamp
to them wooden frames on which are wires threaded with such
objects as beads, cotton reels and textured objects. The advantage
with such apparatus is that the objects follow a definite path on
the wire; they cannot be lifted easily to the mouth and the indi-
vidual pieces on the wires cannot be lost.

Any programme for non-verbal children should also include
opportunities for the use of such expressive materials as sand,
water, play-doh, finger paint, dried peas, rice, tissue paper and
tinfoil.

The children's responses to these materials can, however, vary
considerably. Some will just twiddle the materials, others put them
in their mouths and only a very few take pleasure in producing
anything constructive.

Here again I feel the majority of these children need to be shown
how to use the materials and how to bring some order to the shape-
lessness these materials present. For this purpose I suggest you try
aids which structure the use of the different materials. Moulds of
different shapes and dishes and bowls of varying size can be used
for filling with sand, rice, or play-doh, so that the material actually
takes on a definite form. Templates or stencils may also achieve
the same result with paints, crayons or chalks. A variety of ob-
jects, which leave a definite form when pressed into clay, or plasti-
cine can also be tried. Also pads of different shape, mounted on
blocks of wood, can be made and used for instant pattern making.
Similarly, tools of different kinds which shape materials in particu-
lar ways can be helpful, including pastry cutters, modelling tools,
sand combs and combs for producing different patterns on a
painted surface.
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Water play is particularly enjoyed by non-verbal children, but is
so much better for them if they can actually get into the water to
splash about and, in particular, to feel it around them. Containers
can be brought into this activity and the children given experience
of pouring from one container to another. In the water children
who dislike using their hands can be stimulated into feeling and
exploring with them if the water is poured or trickled over them
gently. Try this and you will see the children reach up and open
their hands in response to the water.

Children should really be taught to wash or dress themselves in
the everyday situation, If the non-verbal child is at home, or in a
unit with a pleasant relaxed atmosphere, which allows teaching to
flow Into the residential life and vice-versa, it can all be taught
naturally. However, this cannot always be; in a hospital unit with
a large number of children this Is particularly difficult to achieve.
Thus occasionally these skills have to be practised as part of a
,-aching programme. However, a teacher should not simply test

children to see if they can put on shoes and socks etc., but provide
activities which give the necessary experience for these tasks.

With very young children you can help them to rub talcum pow-
der or cold cream over their toes, legs, arms, hands and other
parts to give them a better understanding of their own bodies. Not
only is the sense of touch stimulated here but also the sense of
smell.

Small rings or hoops can be used to give the child the experi-
ence of taking something off or putting it on again.

Perhaps the best activity there is for teaching children to dress
themselves is a session with a good variety of dressing up clothes.

Water play can, of course, precede the teaching of washing skills
and thus sponges for squeezing and soaking can be provided, and
a little soap used with care. A good thick towel should also be
nearby for frequent drying of hands and faces.

I have talked little about a definite movement programme mainly
because it is so closely linked with communication activities. With
the stimulation it provides and the continual interaction between
child and adult which it entails, movement for the non-verbal child
is frequently communication.

However, I cannot stress enough how important it is that one
encourages these children to sit up and take notice of the world
instead of spending long periods on the floor. It can begin with
play on mother's lapwith mother encouraging the child to hold
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a sitting position for longer and longer periods. It can also be
encouraged by the use of a small, safe swing or by short periods
in a chair with table and toys provided.

When a child is near to walking, a rail along a wall hung with
interesting things to finger, hold or look at can encourage longer
periods on the legs.

If for no other reason than that these children are more easily
managed when able to walk, do see that they get exercise and help
so that they can continue to make progress. This particularly
applies to children in institutions or hospitals for the mentally
retarded.

I have tried to cover the basic areas of activity in a simple teach-
ing programme, but, of course, there are numerous other activities
which can be built into it depending on the needs of a child, or the
children in a unit; depending also on the environment, the organisa-
tion of the staff, their personalities and interests.

One might also include in.a programme a weekly visit to a shop
that has a good food smell about it; a regular ride in a mini-bus; a
visit to a swimming pool; walks to places which will be of interest
to the childrenthese are Just a few more activities that come
to mind.

Remember, however, that a programme by itself is not enough
it is the whole day and the whole environment which shapes the
child. You must, therefore, have the co-operation of the child's
parents, if he conies to you daily, or the other staff in the unit if he
is resident, so that there can be continuity of work in these other
situations.

Finally, do make use of real-life situations--mealtimes, bath
time, getting up and going to bed, mid-morning snacks, etc. Every
situation is a teaching situation and thus the whole environment
of the non-verbal child your classroom.
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A PROGRAM FOR PRE-VERBAL CHILDREN

By KHOOENDRA N. DAS

Director, Deaf-Blind Department
New York Institute for the Education of the Blind

introduction:

Since tho outbreak of rubella epidemics in 1964.65 there have
been many programs initiated and expanded across the country on
federal, state, local and private levels to accommodate this sud-
den increase in the deaf-blind population. Twenty to thirty thou-
sand children were reported to have been born with multiple
handicaps. The National Communicable Diseases Center, Atlanta,
Georgia in 1969 reported to have identified about 4,000 children
who were both visually and auditorily impaired. The newly estab-
lished Area Centers for Services to Deaf-Blind Children (Title VI
C, P.L. 91.230), in 1970, have reported over 3,000 deaf-blind
children.

Since the establishment of the Area Centers across the country,
workshops, seminars, conferences, special study institutes were
held to discuss the problems and needs of this new breed of post-
rubella syndrome children. At the national workshop, probably
first of its kind, on the management and evaluation of deaf-blind
children held at the New York Institute for the Education of the
Blind, sponsored by New York Institute and the Rubella Birth
Defect Evaluation Project, New York University Medical Center in
cooperation with local agencies from metropolitan New York,
we saw a tremendous cooperative effort of educators, teachers,
pediatricians, ophthalmologists, psychologists, psychiatrists, audiol-
ogists, neurologists, and many others involved in servicing deaf-
blind children, to share and exchange ideas and experiences in
order to servi,:e these children properly.

All these conferences and workshops along with various pro-
grams across the country have helped us a great deal to understand
some of the problems and needs of these children. I wanted to
include this brief introduction with a view to bringing forth the
point that we do know some of the basic problems and needs of
these children.

I hope the following description will give you some idea as to
what we at the New York Institute for the Education of the Blind
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and at other programs In our center region have been able to do
in the way of programming for pre-verbal children. In this paper, I
will attempt to present only the basic elements of a program.

Who Are These Pre-verbal Children?

Are we talking about deaf-blind children who are not verbal but
will be verbal if given time and training? To some degree, yes. But
we have no available scientific tools by which we can accurately
diagnose as to who will be verbal and who will not be. In case of
a normally hearing child we can say that by the age of four the
child will have a vocabulary of two to four thousand words and
that he will communicate orally and meaningfully. But the chil-
dren in question are not "normal" auditorily and visually and they
may have additional handicaps, Then this child at the age of four
will not have the "capital" (hearing) to "invest" (use) and draw
"interest" upon (receive information aurally). In other words a
pre-verbal child may be one who has auditory and visual impair-
ments with concomitant disabilities such as mental retardation,
congenital heart condition, brain damage, bad teeth, poor health
and so on, which will prevent him from progressing through the
normal sequential stages of physical, mental, social and emotional
development. This child may not display any symbolic behavior
nor protosymbolic behavior indicating inner language. Symbolic
behavior would be the use of symbols to communicate and proto-
symbolic behavior will be communication through gestures (Kap-
lan & Werner). But through stimulation and training these chil-
dren, or some of these children would learn to communicate. Some
will use speech, some speech and finger-spelling, some only finger-
spelling, and some only gestures. Further, these children may have
developmental lag in the areas of self-care, coordination, attention
span, cooperation, mobility and orientation, etc.

Program Description:

With the above description of pre-verbal children we can easily
say that these children need a program which will build a founda-
tion for further development and refinements in the areas of self-
help daily-living skills, mobility and orientation skills, communica-
tion skills and speech and language skills. When we say, program
for pre-verbal children, then this program should emphasize the
verbal facility which should be the outcome of such a program.
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Actually, what I am trying to describe is a readiness program for
pre-school children with special emphasis In the development of
speech as a means of communication.

Due to the nature and varying degrees of impairments, a pro-
gram for pre-verbal children should be varied and flexible to meet
their individual needs. Unlike "normal" children, these multi-
handicapped children may not progress through the various se-
quential stages of physical, mental, emotional and social develop-
ment. We may find in some children these developmental stages
are partially completed while in others these may be totally omit-
ted. Con3equently, we may have a totally heterogeneous group
of pre-verbal children, each one at different stages of development.
However, we would like to assume that all these pre-verbal chil-
dren have displayed some degree of development in inner, recep-
tive and expressive language. So in planning a program for pre-
verbal children we would like to keep in mind the following
important components with special emphasis in the development of
speech. Basically the program will include the following areas of
development:

a. physical readiness
b. self-help and daily-living skills
c, mobility and orientation
d. perceptual training
e. social skills
f, communication skills, and
g. speech and language

Looking at the list of components above one may question, why
the others. We must recognize that in order to "talk" about some-
thing, one must have some knowledge about himself and his sur-
roundings. One must be able to realize his own abilities to do
things for himself and for others, react to others and relate with
others. Further, through meaningful experiences and through per-
ceptual training one should be able to gather information toward
the development of concepts about self and his surroundings. We
may use the word "talk" in basically three different ways. One
may use speech to "talk", or one may use signs to "talk", or one
may use gesture to "talk". We must encourage each one of the
above three in order that the child learns to communicate with
others. Unless a child has a desire to communicate it will be
utterly impossible to expect him to become verbal.
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The components mentioned above will provide a child with
various meaningful experiences not only to help build concepts
about himself and his surroundings but also help pave his path
toward independence.

I would like to go over these components very briefly:

Physical Readiness: What is physical readiness? If we look care-
fully we will find that it is the basic preparation toward the utiliza-
tion of one's body and its parts along with the help of sensory
modalities to perform a certain task. It is the integration of sen-
sory modalities combined with the physical abilities to gather in-
formation to build meaningful concepts toward independent func-
tioning. We do know that many of these children have grown
chronologically without going through the sequential normal de-
velopmental stagesphysically, mentally, socially and emotionally.
If we are to expect them to "perform" we must meet their needs
physically, socially, emotionally and mentally (intellectually). In
the area of physical needs we may provide activities such as
creeping, crawling, walking, jumping, running, pushing, pulling,
walking stairs, twisting, turning, squeezing, throwing, picking, swim-
ming, carrying an object, and so on. Through these activities the
children will he helped to recognize their body and its parts and
what they can do. Here we are trying to help the child to build a
"self-image". A concept of this self-image will not only give them
an awareness of what their body and its parts can do but also help
them gain information to develop concepts of themselves and
their surroundings. Physical readiness should then be considered
an important development in the total child. These physical ac-
tivities (motor activities) will be vitally important in the develop-
ment oi kills in the areas of self-care and mobility and orientation.

When we are talking about physical readiness we arc also talk-
ing about their perceptual training, we are also talking about the
development of skills in mobility and orientation, and we are also
talking about the skills in the areas of self-care.

As we plan these activities, we must keep in mind that we would
be using some form of communication, preferably verbal along with
gestures and signs depending on the child's general functioning
level, If the child is totally blind and deaf we may use the "tadoma
method" of communication along with gcitures and finger-spelling.

Self-care: A deaf-blind child's first step toward independence may
be initiated in the areas of self-care. For a totally deaf-blind
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child it may be a little harder and longer to perform a certain task
In the areas of self-care due to the fact that he lacks the vision
and hearing to Imitate others. He may need little more time, little
more practice and little more help to learn these tasks as opposed
to a child who is endowed with some functional vision and/or
hearing. Also we must recognize that children are toilet trained at
different age levels depending on their physical and emotional
readiness. Further, bladder control is little harder than bowel con-
trol. So we must make sure that deaf-blind children get sufficient
time, practice and encouragement to develop these skills (in
dressing, eating, toileting, washing, etc.).

Here also we may use a form of communication which Is under-
standable to these children. The form of communication could be
either gestures, signs or manual alphabet, but it must be accompa-
nied by speech. For example, we may use the sign "T" for toilet, or
we may use gestures for washing, or for "pull up your pants", or
we may finger-spell these words or phrases but in each case it
should be accompanied by speech.

Mobility and Orientation: By mobility we mean one's ability to
move and by orientation we mean one's awareness of the sur-
roundings and his relationships to them, Readiness for mobility, or
the ability to move, will primarily depend on one's physical and
sensory skills. Further, the child must want to move or he must
have a reason to move. This wanting to move will be greatly re-
duced if the child's vision is reduced and for some children it may
be directed and limited only toward light. For L totally deaf and
blind child his movement may not be spontaneous because of his
previous experiences, e.g. bumps and falls. He may not initiate
any movement probably because he is not sure of his movements
or probably because he does not recognize his surroundings. In
order to help him develop realistic concepts of his surroundings
through undistorted sensory impressions activities must be planned
to guide and direct his experiences. This will help him to develop
the ability to distinguish one part of his surroundings from another
by size, shape, texture, color, temperature, smell or sound.

Here also, form of communication used with the child may just
be gestures, signs or manual alphabet but it should always be ac-
companied by speech. As the child begins to develop meaningful
concepts to distinguish bathroom, classroom, speech and auditory
training room, bed-room, play-ground, swimming pool and so on
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from one another the form of communication used will depend
largely on the child's ability to understand, However, an oral
atmosphere must be maintained all the time to constantly remind
the child of the importance of verbal communication.

Perceptual Senses: When we talk about the training of perceptual
senses we mean the training of auditory, visual, tactile, olfactory
and taste sense modalities. The far senses, i.e., hearing and vision
are of greater importance in terms of receiving information and
the major part of our concept formation comes through these two
channels. However, we know that the understanding of a concept
will be greatly increased if sensory impressions received through
one sense modality is refined and reinforced by information received
by another. In other words, impressions or information received
by one sense modality will be added, subtracted, refined and rein-
forced by information received through other sense modalities.

In order that the children can receive information to build con-
cepts (about thems..:Ives and about the surroundings) care must be
taken to plan meaningful activities to stimulate and train their
sense modalities. These activities and experiences will need to be
repeated many times in a variety of situations before a concept
can be developed.

Evaluation of useful functional perceptual abilities in the areas
of hearing and vision especially must be made with full knowledge
of the latest available medical data combined with the observa-
tions by classroom and dormitory stall. Within the last few years,
we have seen several children at New York Institute, who were
diagnosed and evaluated as having no functional hearing and vi-
sion and who we found after a period of stimulation and training
to have enough vision and hearing respectively to be able to learn
to read large print and hear and understand spoken words and
phrases with the aid of amplification, So it is very important to
have an ongoing evaluation of perceptual abilities while in a pro-
gram of stimulation and training in order that necessary changes
may be made in a program to meet the child's individual needs
appropriately. Uses of hearing aids and low-vision aids would then
correspond to the nature and degree of loss auditorily and visually
based on periodic evaluations.

In training children, then, to develop perceptual abilities activi-
ties should be planned to provide meaningful experiences according
to each child's needs. For example, we may find certain children
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who may have progressed to the phase to use a stimulus as a clue
to determine their location in relation to their surroundings, while
another child may be at a phase where he can only distinguish
between the absence and presence of a stimulus.

Following points may be helpful in planning activities to stimu-
late and train sensory perceptions:

a. Vision: Our main goal here is to help the child develop his
ability to use his remaining vision meaningfully.

Activities:

1. Expose the child to a variety of meaningful visual experi-
ences to receive information from which he can begin to
build concepts about his surroundings. Tactual sense
should be utilized whenever possible.

2. Through gross imitationof body movements, matching
parts of the body, imitating shapes and movements of
speech organs, e.g. mouth wide open, pucker, tongue out,
behind the upper teeth and so on.

3. Through matchingby forms, sizes, colors, using real ob-
jects and pictures. Variations, such as same color and
different forms, or same form and different sizes, etc. can
be introduced as the child begins to build up enough In-
formation to make appropriate comparisons towards the
development of concepts. Each new concept will be built
upon the old ones, as much care must be taken not to
overwhelm the child with too many unrelated concepts.
Depending on the interest of the child activities should be
initiated. For example, if the child is interested in colors
rather than forms, introduce the activity with color first.

The form of communication throughout these activities should
be verbal and may be accompanied by gestures, or signs or manual
alphabet. Tadoma techniques should be applied whenever it is
possible and acceptable by the child.

b. Touch: The main goal here will be to help the child utilize
the information received through tactual experiences to build
concepts about the surroundings.

Activities:

1. Expose the child to a wide variety of situations to help
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him gain Information about his world. Some of the experi-
ences may be, but and cold, large and small, rough and
smooth, hard and soft, straight and curve and vibrations.

2. Activities mentioned under vision may be used to provide
tactual experiences, with little or no modifications. For
example, through gross imitation of body movements,
matching, and so on.

3. Exposures to vibrations through a variety of situations
using sources such as piano, organ, drum, vibrating floor,
vibrating chair are a must to develop tactual abilities and
to prepare the child for finer discrimination in the use of
Tadoma Technique for the development of speech and
language at a later stage.

c. Olfactory and taste: Some of the activities to develop per-
ceptions in these two areas may be the following: cooking class
baking cup-cakes, brownies, etc., washing hands with soap,
use of perfume, finger painting, peeling and eating bananas and
oranges, etc.

d. Auditory sense: Hearing is by far the most important sense
modality through which we begin to develop our language and
speech. In a program for pre-verbal children then, basic empha-
sis and care must be taken to plan activities by which children
will be helped to use their residual hearing to the fullest degree.
Further, we must recognize that potential usefulness of auditory
sense will greatly depend upon the degree and nature of hearing
efficiency as well as the emotional and intellectual status of the
child. It will be highly necessary to make an initial functional
evaluation from the latest available medical data and observa-
tions of classroom and dormitory personnel.

Awareness, acceptance, discrimination and utilization of sound
stimuli may be developed by exposing the child to various auditory
experiences. These experiences are similar to ones that would be
included in a typical auditory training program. The elements of
such a program may be:

a. experiences with gross sounds, e.g. noisemaking toys, rhythm
band equipmentbells, drums, cymbals, triangles, etc.;

b. experiences with environmental sounds, such as recess bell,
car horn, cough, laugh, sneeze, knock at the door, telephone
ring, and so on;
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c. nursery rhymes and other musicusing records, tapes, piano,
guitar, etc.;

d. experiences with animal sounds;
e. experiences with speech sounds.

In each of these activities use of speech, with or without vibra-
lion should be attempted. Activities should be presented through
singing, and dramatization and by getting the child motorically in-
volved if he is cooperative and willing. Activities should not be
forced upon a child if he is not happy about it and not cooperative.

Encourage the child to imitate speech sounds initially in play
and/or informal situations until he is ready for formal speech les-
sons. Specific time (short periods) should be scheduled in each
of the areas.

In the preceding pages I have been talking about a readiness
program for pre-verbal children. The areas mentioned above, I
believe, would be helpful in getting the child ready for formal
lessons in the development of language and speech. Unlike a nor-
mally hearing child, we cannot expect and wait for a deaf-blind
child to start talking. We must offer him all the help through vari-
ous experiences to gain enough sensory information to build a
foundation for the development of language and speech. The child
must be helped to realize that people talk to communicate. Help
and encourage the child to experience it, Indoors and outdoors.
He must experience the oral communication over and over again
through the use of his remaining hearing, and/or vision and
through vibration. He must be given every chance to use any form
of non-verbal communication whether it be gestures or finger-
spelling. Verbal communication may not be achieved unless the
child is allowed, first, to use whatever form of communication he
prefers or finds comfortable. As the child starts to communicate
he should be encouraged and helped to gradually imitate speech
depending on his "readiness." As soon as the child's responses
become partially "oral" and his communication improves speech
lessons should be introduced in short daily periods. This does not
preclude the use of speech by other personnel working with chil-
dren before and after school hours. Following is a brief summary
of points discussed above:

a. Maintain an oral atmosphere in conjunction with the use of
non-verbal communication.
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b. Encourage communication whether it be non-verbal or
verbal or in combination, indoors or outdoors.

c. Provide opportunities for him to experience maximum of
oral behavior with his teachers, children and other personnel
(indoors and outdoors) anyway involved with him.

d. Activities to experience auditory stimulation and training
should be provided both on an individual and group basis.

e. Use of gestures and finger spelling should be accompanied by
speech, e.g. words and phrases leading to simple conversa-
tional language.

f. Non-verbal communication should be gradually replaced by
verbal communication as the child begins to develop confi-
dence and show interest in it.

g. Depend lag on the child's remaining residual sensory percep-
tion and his perceptual abilitiesthe use of touch, vision
and hearing should be tailored; for example, initial exposure
for imitation of speech may be through the:

a) vibration, vision, and hearing
b) vision and vibration (touch)
c) hearing and vibration (touch)

In conclusion, I would like to say that the areas discussed in
the paper would provide some basis for more thinking and plan-
ning to develop programs, but the elements mentioned above by
no means make up for a total program for pre-verbal children.
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PROGRAM FOR VERBAL DEAF-BLIND CHILDREN

By ROSE M. VIVIAN

Principal, Department for Deaf-Blind Children
Perkins School for the Blind

Before delving into an elaboration of programs for deaf-blind
children, it would seem important, for purposes of clarification, to
define the words verbal and deaf-blind.

The term, deal-blind, has many ramifications. It has been previ-
ously defined and explained by many as well as by myself, but it
needs to be repeated since there are many of you from other na-
tions who may not be familiar with the current understanding of
deaf-blindness in this nation. Our definition of a deaf-blind child
allows for an extraordinarily broad category, great flexibility, and
individualization. We consider a deaf-blind child to mean "a child
who has both auditory and visual impairments, the combination of
which causes such severe communication and other developmental
and educational problems that he cannot properly be accommo-
dated in special educational programs either for the hearing handi-
capped child or the visually handicapped child." This definition
allows for a variety of program environments to suit the needs of
the child and his regional community. It stresses society's respon-
sibility to the child. Also by omitting specific qualifications it al-
lows for additional handicaps, changes in educational placements
when indicated by periodic assessments, and for establishing new
educational programs but also utilizing established resources when-
ever possible.

It is also important to note that the term, education, has now
developed into a highly complicated and more refined use. Educa-
tion currently goes beyond academic achievement and includes
training as low as the motor level of functioning and expands to
the discovery and understanding of the many intricacies of living
in our society.

The term, verbul, as it will be used in this paper also needs de-
fining. Mykiebust explains it thus: "verbalization indicates the
presence, in a child, of his ability to behave symbolically; this is
language. This capacity for language makes it possible for him to
refer to places, people, things and feelings, whether or not they are
present. Psychologically this makes abstract behaviour possible.
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Acquiring this Intricate system of symbols for verbalization which
is called language Is the task of every child" (1) (p. 10). Through
his stages of development, Piaget explains that a child reaches the
verbal level when he can take the object concept internally, inte-
grate it and, then he transfers it Into symbols (true central language
process behaviour), The child can represent events not present
In his perceptual field by symbolic imagery (2).

Therefore it would seem that we can safely assume that "verbal"
children would include those children who are capable of acquiring
a language which they can use for learning and broadening their
mental and functional skills. Verbal children can use a language
system with no concern about the specific mode of communicating
that languagemanual, oral, or signs. Programs which service
verbal children may also conceivably include children at the "proto-
symbolic" (3) level and proceed through all the intervening levels
up to secondary school academic achievement.

Since 1932, several residential programs have been established
and are currently servicing verbal deaf-blind children. Since the
1963-64.65 Rubella epidemic and the enactment of the amend-
ment to the Elementary and Secondary Education Act of 1965
which provided for the establishment of extensive services for deaf-
blind children, a number of new programs have been initiated.
Some of the types are described in the following list:

A deaf-blind department in a school for the blind.
A program for multi-handicapped children in a public school

or a state school for the blind.
A program for multi-handicapped children in a day public school

for the deaf or a state school for the deaf.
Pre-school programs for the deaf, blind or deaf-blind children.
Special class in a day public school.
Day nursery school program.
Home teaching.
Laboratory class and/or diagnostic class at a university.
Programs in state institutions for the mentally retarded.

Some of these programs may be temporary, some may survive
for many years. At the present time, the major portion of verbal
deaf-blind population is being serviced by long existing residen-
tial programs. Apparently, this is so, because the facilities for aca-
demic services existed lon,.; before the devastating epidemic and
these agencies are prepared to accept verbal children at all edu-
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cational levels. Undoubtedly, the number of these facilities will
increase if and where it seems necessary, for there seems to be no
reason why day programs would not also meet these needsif
they could supply the necessary tools. Providing varied socializa-
tion experiences might prove to be a difficult element in a day
setting. However, creative planning and extra time may solve this
problem.

Since it would be tedious to write as well as read intricate de-
scriptions of the content of the various programs for deaf-blind
children, it may be less cumbersome and more realistic to consider
some of the elements which I think contribute to an effective pro-
gram for verbal deaf-blind children.

The very young deaf-blind child, at the outset of his language
acquisition, is faced with some specific problems before he can
progress to broader skill instruction. He needs meaningful stimula-
tion of his sensory and other input pathways. He needs to be
directed on how to organize this stimulation, internally and exter-
nally, and eventually shown how to effectively utilize this organiza-
tion as he develops and becomes an active membee of society.
Solving these problems for the verbal deaf-blind child has to be
one of the important goals of the educational program. Some of
the other goals directed toward each child it services would be:

a. Establish an appropriate communication tool which will ex-
pedite language acquisition receptively and expressively,

b. Establish realistic achievement aims for each child so that he
will not succumb to undue pressures for learning, but instead
he will be motivated to reach his potential.

c. Provide teaching strategies which will help the child to over-
come, compensate, or adjust to his sensory deficits and his
additional handicaps.

There are some specific elements which I have found to be most
important in helping the educational program achieve its goals and
foster wholesome growth in the child. These elements include:

a. High adult-child ratio for teaching in all areas as well as in
the classroom and living environment.

b. Individualized teaching strategies to meet the child's personal
needs.

c. Many and varied normal childhood experiences in which the
child is personally involvedoutside the classroom toward
the community and world. The child's world must be enlarged
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and he needs to be guided toward making meaningful as-
sociations,

d. An established criterion for providing each child with the
appropriate communication tool.

e, Good supervisory personnel who can help coordinate the
total program and provide support and encouragement to
the teaching staff.

Thete is no substitute for a well-organized educational program
based upon the sound principle of placing the child in the type of
environment which can take maximum advantage of his innate
talents. With these conditions, the deaf-blind child will prosper with
the knowledge and understanding of his environment along with
his own role in society and limited only by his individual function-
ing level, During the entire stay of the child in the program, it is
essential that all the adults concerned with the child, and there
will be many because of the multiplicity of his disabilities, should
be well coordinated and guided by the school administration so
that the child will receive optimum conditions for growth and
learning. These adults may include personnel such as: medical
doctors, nurses, social workers, psychologists, dormitory staff, and
the immediate members of the department staffteachers, as-
sistants or aides, and supervisors, If the department is a part of a
broader school program, again it is necessary to have good com-
munication between the department staff and the staff of the
school-at-large.

For the remainder of the paper, I have generously extracted
from a paper which I shared with a group of colleagues at a very
recent workshop this year. The topic was similar and my views
have changed very little since then.

Throughout the child's enrollment in a program for deaf-blind
children the primary concern, of course, has to be for the total in-
dividual. There needs to be a continuum of related programs which
contribute toward this total development.

Basically we should look for a tailored or individualized aca-
demic program which can meet the needs of the verbal child
whether he is at the beginning symbolic level or as high as the
secondary school level. But in addition to this particular area, the
program should also furnish the following learning experiences:

1. Social-development experiences.
Social adequacy requires long-term development, individual
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Involvement, and gradual complexity as the child's concepts
broaden. The major portion of this program for social in-
teraction can and should take place beyond the classroom
program and under the direction of knowledgeable assigned
personnel and assisted by both teaching and dormitory staff,
These social experiences should be so structured with opti-
mum adult assistance that each child receives stimulation to
socially interact and is motivated to participate in and ab-
sorb social learning in varied types of social events on and
off the campus.
These social experiences, hopefully, will help him establish
meaningful relationships, become sensitive to other people,
attain acceptable social behaviour, and be able to assume
social responsibility.

1 Pre-vocational training.
Concomitant with other learning areas, the pre-verbal child
requires long-term development in the area of vocational
skills. During the early years, the emphasis would necessarily
be placed on muscular growth, basic manipulative skills,
and awareness of creativity. But this stimulation should then
progress toward more complicated craft skills and imagina-
tive projects in preparation for more advanced vocational
training after the termination of his school years. Another
equally important goal of pre-vocational training is to fur-
nish each child the opportunity to find means to occupy his
leisure time purposefully, for many of' these congenitally
verbal deaf -blind children may spend their adult years at
home or similar environments.
This pre-vocational training scheme should also make pro-
vision for the older students to spend part of a day at a job
situation on the campus or, if arrangements can be made,
off the campus. This phase of the program would also have
to be closely directed and supervised since it would be a
basic job-learning experience where the student would be
acquiring work skills and experiencing more Interpersonal
relationships.

3. Physical Education Program.
The importance of maintaining good health and physical fit-
ness cannot be emphasized too strongly and should also be
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integrated throughout the total learning process. This con-
cept requires time for development, and begins In the very
early years when a physical therapist is available if neces-
sary and good motor skills, water therapy, and encouraging
play and competition are very important. This program con-
tinues through the periods of growth and leads to the later
years when emphasis is then placed on the personal hygiene
and grooming habits, importance of good eating habits, fresh
air and exercise, care of illness and preventive measures, and
fair play in group activities. All these are Important con-
tributing factors toward the development of the total person
each student at his own level of achievement and at his
individual pace.

4. Mobility training.
The ability to move about efficiently in and out of buildings,
follow different kinds of pavements, utilize efficiently the
residual sensory channelsall this calls for systematic teach-
ing just as we handle other skill training. Mobility and Orien-
tation are now recognized as important skills which the visually
handicapped person should attain. The deaf-blind person,
in addition, requires specific training in the use of his residual
hearing to help him identify, discriminate, interpret, and local-
ize sounds as he moves about.
This area of learning, too, is a long-term development period,
commencing with experiences in the early school years, and
gradually becoming more difficult as the child demonstrates
capability in moving about independently over a broader
area.

5. Psychological-educational-social counselling.
The verbal deaf-blind student experiences normal desires
and needs. As a young child many of these needs are basic
and can be satisfied by the teaching and dormitory staff. But
in the natural process of emotional and mental growth, the
deaf-blind young adult faces more complicated issues and
questions, is more potentially frustrated and very much
needs professional counselling. However, it is important that
the counsellor learns to communicate with the student at the
appropriate level and uses the appropriate method and un-
derstands the kind of problems and areas of deficit that are
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common among deaf-blind youth. The counsellor should
freely consult with the teacher and dormitory worker for open
discussions related to the student's situation thereby furnish-
ing optimum supplementary guidance for proper living
habits and attitudes.

This conception of a program for verbal deaf-blind children
is performance based, highly individualized, and utilizes on-going
diagnosis and constant re-assessment by the qualified teacher and
other members on the staff. None of the items suggested are espe-
cially innovative, but it is hoped that some sophisticated attitudes
were projected which, in a small way, indicates that we are cone
tinually learning more about these children and their needs and
specific recommendations have been noted so that these needs may
be met.

I have made an effort to be practical and demonstrate full
awareness of the day-to-day unglamorous teaching chores which
have to be done to achieve the ultimate goala well-adjusted,
self-reliant and evapetent deaf-blind citIzen. He needs to be
prepared, if he is capable, to adjust to living in society. The levels
at which the goal will be reached are as varied as the number of
students involved. Some may only approach first grade reading
level and there may be some who may succeed at a fifth or sixth
grade reading level or higher. It has not been the experience of
the writer to know of any congenitally deaf-blind child with severe
additional handicaps to achieve a secondary school academic level.
In each case, we must be prepared to help him fulfill his potential.

This program as described here would thrive best where there
are maximum opportunities for real experiences and integration
can be furnished, where carefully supervised structuring can take
place, where there is knowledgeable personnel, and where there
is available other students for purposes of integration and social
interplay. The various aspects of the total program are impottant,
though each aspect could be pared or enrichedaccording to the
individual program environment.
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TEACHING A MOTHER TONGUE TO
DEAFBLIND CHILDREN

By Miss JOAN SHIELDS

Director of Deaf-Blind Unit
Condover Hall School for Blind Children with

Additional Handicaps
Condover, near Shrewsbury, Shropshire, England

How many of us are masters of our native language? Do you
know the exact meaning of every word In the biggest dictionary?
Do you use all the words you understand in conversation? I pro-
pose to limit myself to the discussion of the acquisition of the
first two or three thousand words in a child's vocabulary.

Our difficulties are not all to do with vocabulary. We have to
teach children to use gender and plurals and case with nouns.
They must absorb about twelve tenses of each verb. They must
know how to ask questions and change questions and answers into
negative forms. They must use words whose meanings vary from
sentence to sentence. They must use structural words which seem
to be meaningless.

The children may learn to copy sentences they have "heard"
in appropriate contexts. They have to be able to create new sen-
tences that as far as they know have never been said before. This
ability to use language patternsthere are twenty-five major pat-
terns in Englishand to use new nouns and verbs according to
established rules within these patterns, to turn sentences around
from passive to active constructions is what language is all
about. The normal hearing child of average ability masters most
of the constructions before he goes to school. He will be able to
use difficult constructions by eight years old.

The method of communication which we use influences our
language. When we send a telegram we are terse. When we speak
on the telephone we may be kinder or more unkind than we dare
when face to face. We adapt our language to different situations
and to different methods of communication. Language implies
speech, but we also call the written word language.

Ideally we shall teach our deaf-blind children to use speech
through residual hearing and vision when this is present, or through
touch. We shall amplify sotInds and use low-visual aids. We shall
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use a combination of these when we can to help some children.
When we use speech we are using rhythm, pitch and stress of

different kinds which add meaning to the actual words we use.
Our voices punctuate our sentences. Our emotions are reflected
in our inflections as well as our choice of words. When we write
we have to choose our words and the arrangement of words with
much greater care. If we do not know who will read our words we
have to be more exact.

We teach children who have a wide variety of handicaps. Sight
and hearing loss is, in a child otherwise normal, not very difficult
to overcome. We know how, and we have seen great successes with
totally deaf-blind children of good intelligence. Today we have to
teach children of very low intelligence as well. Some of our pupils
may have cerebral palsy or other physical handicaps. Some have
specific learning disabilities. They are not all able to learn speech.

I do not propose to discuss non-verbal systems of communica-
tion which are based on ideas rather than words, or signal sys-
tems. It is essential that we consider which methods of communi-
cation are most appropriate for each child. We may select children
who will be able to use particular systems, but let us be sure that
other provision is available for those who need them. We should
be able to transfer a child from one system to another when it
seems necessary or wise, We must make contact and help children
to develop whatever their potential. If a signal system is necessary
for some children or if their families use an ideas system and it
seems appropriate for a period, we should not be afraid to try
anything.

Of necessity I shall be speaking about English Language as it is
spoken by me in England. I hope that what I have to say will be
useful to you whatever the language you use to teach. In America
"presently" means "now." In England "presently" means "soon".
Different tenses are used with "presently". The American use is
older and more sensible. I hope to avoid ambiguity and to keep
my own English simple so that it will make sense even in trans-
lation.

Does all thinking go on in muscular movements or do move-
ments in nerves and muscles accompany thought? We do not yet
know. It may be that we transfer from one system to another.
There is certainly a time when we think without words. Our think-
ing is also faster and more precise when we use the right words.
Our actions are also more effective when we no longer think about
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them consciously. How far can we teach language through move-
ment?

Are we innately predisposed to learn language or does our
learning depend on our environment? We know that any innate
potential which our children may have to acquire language will
have no expression or ability to make use of that potential unless
we provide the opportunity. How far can we ensure that the
environment is geared to help in this most difficult task?

Normally children are using two or three words together by
the beginning of their third year. Within a year or eighteen months
they are using nearly all the rules of the language. By the time
they are five they have a vocabulary of between two and five
thousand words. The figures vary from expert to expert. What we
should notice is that many deaf children take ten years or more to
reach the level in language of a hearing child entering school.

The way in which most hearing children learn language is ob-
viously effective. We must study this method to see how far it is
effective with deaf/blind children. We want to teach naturally and
to achieve natural not stilted language.

Father van Uden says in his book "A World of Language for
Deaf Children" that we should avoid what he calls "baked" sen-
tences. A "baked" sentence is a meaningless and artificial sen-
tence devised to teach language in an unnatural manner. Father
van Uden stresses the conversational approach and the way in
which a mother re-inforces and develops her child's speech. We
do not speak in full sentences with Subject, Predicate and Exten-
sion of Predicate in everyday conversation. In fact, very few sen-
tences are ever completed in normal conversation. We can antici-
pate the end of most sentences.

Our language is made up of words. The words are linked to
create meaningful messages or sometimes nonsense. The words
may be grouped fast into two sets. The first set denotes an idea
which creates a mental picture which may not be very exact. If I
say "dog" you picture some four-legged animal without horns or a
trunk and within certain limits of size. Most verbs fall into this
category and so do many adjectives and adverbs. Prepositions,
such as "on" and "inside" are also in this category. The other
set, like pronouns, may alter their meaning according to context
or may be structural words limiting the sense of the first set and
fulfilling a subtle function in a sentence.

Young infants, crawlers and some toddlers name people and
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some objects and they point. They also learn to use prepositions,
or adverbial adjuncts very early. These convey very primitive ideas.
Cats and dogs use them if they can. The baby wants "up" and
the carried toddler wriggles and wants "down".

Physical sensation associated with movements may help estab-
lish the use of prepositions. Experience should be,closely associated
with the word. We give as wide a concept as possible as soon as
we can. We put the child In a cot, In a chair, In a cardboard car-
ton; In a car. We put his foot in a shoe, his fingers in his gloves.
We help him to put his food In his mouth and to put his toys In a
cupboard. Large and small movements are involved and the phrases
used practice "in" while naming many other things which are
apparently of greater importance and, therefore, more easily re-
membered.

The naming of people, objects and actions sometimes involves
the use of the plural form. Gender will matter in some languages
more than others. In English a child may need to differentiate be-
tween a postman and a postwoman. (I do not think a mailwoman
is helpful to concepts of gender.) We should be careful to use
these differences and to make the necessary comparisons from the
outset. All little children make mistakes. These mistakes are often
proof of progress in comprehension and knowledge of structure.
All we need to do is to repeat the phrase correctly and to make a
point of talking about any examples which may arise in the next
few minutes or days.

Experience will help the children to form clearer concepts. We
must see that children handle whatever is safe and accessible.
The more names a child can use the quicker will be his thinking.
He will be able to think in the absence of an object. As soon as
we are sure that one name is established, we may be more pre-
cise, or give a general term, or use an alternative. We may use an
accepted nickname or a brand name. Choice may help a child
feel the need for naming.

Verbs are comparatively easy as far as demonstrating meaning,
but they have peculiar problems. We must try to use verbs nat-
urally so that familiarity will lead to right usage. The most natural
is not always the most easy. I have found that the present partici-
ple can be used for labelling actions and as an adjective, and with
an introductory word, so that if two simple past tenses "saw" and
"went" are used we can help the children to use a wide range of
different verbs. We can name pictures or real things as "John sit-
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ting In a chair". "Birds flying in the sky", "A walking stick", "A
hammer for hammering or knocking in nails". "Look at the horses
galloping". "Feel the piano vibrating". "I saw a man building a
house ", "Mary went swimming". "Mother went shopping". It is
easy to progress to "Mother Is shopping" or "Mary will go swim-
ming when she is better" or "The man has been building that
house. He is going home to tea now". But I would emphasize that
we use the best form but at the same time give the child an oppor-
tunity to feel at home with a form which has fewer variations for
the time being.

Very early on we should teach the children, by rote if necessary,
to say words like "Please", "Thank you" and "Sorry". Children
are expected to use the usual forms of greeting and there is ample
opportunity to practice "Hello", "How are you'?" and "Good-bye",
They enjoy doing plays using very simple languageThe milkman
knocks on the door and when it is opened the man says "Good
morning". The mother says "Thank you" as he hands over the
bottles and they both say "Good-bye". The play is extended when
the Mother can say "Three today, please", and the milkman may
have been able to ask "How many today?" Drama is introduced
as they learn "Be careful" and "Oh Deari", "Never mind" and so
on as the milkman trips up. Children enjoy dressing up and using
props. Normal two year olds can manage to pretend, so this should
not be too difficult for most of our children.

The extension of play-acting, involving the familiar for practice
and the unfamiliar to extend the children's experience can con-
tinue throughout their education. Opportunities for conversation
are unlimited. There are times when the children can put them-
selves in someone else's shoes. They can develop imagination and
learn to tolerate playing unpopular characters. They can be led to
think about being old or hungry or very kind and generous. The
language of feelings becomes meaningful and we can pave the
way for trials they will face later as well as compensate for some
of their limitations.

Apart from playing parts there are games which help to give
practice in language patterns. It is permissible in games to ask
questions to which you know the answer. We must try to get the
children to ask questions, instead too often asking them questions
which they know we can answer ourselves. Hiding and guessing
games are most useful.

There are also word games with parts to be learned by heart

39



which may serve particular purposes. We must try to let the chil-
dren feel a pleasure in words and this is not easy for deaf children.
We must look for new ways to help them to appreciate them.

Training in rhythm and melody is helpful in the development
of language. Learning simple rhymes which are grammatically
correct and have good idioms will help to "screw them home" as
Father van Uden so aptly expresses "fixing in the memory". We
should look for poems' and rhymes to help us with repetition. It
is one thing for a child to have a concept of each word in a pas-
sage, but quite another for him to make sense of the passage. We
enjoy words and learn from listening or reading without complete
understanding. We like to stretch our minds. We should give this
chance to the children too. We can tell stories without analyzing
the meaning of words and thus losing the thread and excitement.
The meanings may become clear as time goes on.

Through communication with each other the children will learn..
They may learn to make mistakes, but our greatest opportunities...
for teaching lie in observing the children's mistakes and in helping
to put them right. We should encourage the children to use lan-
guage freely and use the mistakes they make to clear misunder-
standings. If we have a group of children using faultless English, it
is a danger signal, not a reason for satisfaction. We should collect
children's errors and study them. Are they signs of growing un-
derstanding of rules that underlie the system?
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LEARNING - DIFFICULTIES AND
DEAFBLIND CHILDREN

By DRS. J. VAN DIJK

St. Michielsgestel, The Netherlands

You need quite a bit of courage to discuss a topic as "Learning-
difficulties and deaf-blind children." The field of learning-problems
in children without a sensory loss is already such a complicated
one, and so r' ent and the results of study so contradictory, that
it would be a d ed of audacity in itself to give a survey of these
scientific finding, .

On the other hand those who work with the deaf and the blind
were and are so concerned to meet the direct needs of the deaf
child or the blind child, that their field of study almost develops
separately from the field of learning-disorders. This is very sur-
prising to me. We all know that the cause of a severe sensory loss
is located in the brain, and according to many authors who have
studied children with learning-problems "t1-13 central nervous sys-
tem must be intact or psychoneurological disabilities are likely to
occur" (Myers and Hammill, 1969).

It is a sad fact, however, that the schools for the deaf and the
blind hardly make any effort in the selection of their children ac-
cording to learning-disabilities. In relation to this, I would like to
quote one of America's research psychologists, McCay Vernon, who
says, "Multiply handicapped deaf children represent the most
talked about, least acted upon problem in the area of deafness to-
day. Evidence of this are figures indicating that from 15 to 33
percent of deaf youth, most of them with multiple disabilities, are
either not accepted into educational programs for the deaf or else
are dropped out when or before they are 16 years of age" (1967).
I know Institutes sometimes have a department for multiply handi-
capped deaf or blind children, but the selection of these children is
often so poorly done, that you find all sorts of multiply handi-
capped children together: mentally retardates, emotionally dis-
turbed, aphasics, etc. By calling this total group "neurologically
impaired", it looks as if one unifying characteristic is found upon
which selection can take place, but I agree with Gomez (1967)
who described, in an article called "Minimal cerebral dysfunction,
maximal neurological confusion", this sort of diagnosis "waste-
paperbasket diagnosis ".
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It is not only true that professional people who study the blind or
the deaf venture themselves too little into the problems of the child
with specific learning-difficulties, almost in every study of this sub-
ject the author excludes the sensory impaired child from his defini-
tion. For instance, a widely accepted description of children who
have specific learning-disabilities is the one given by Barbara Bate-
man (1965). She lists four characteristics this child has to have in
order to be labeled as "learning disordered". In the last part of her
descriptions sho excludes the children who already have a primary
handicap. So the door is closed both ways. This causes many
strange situations. A school of multiply hard-of-hearing children
Is spending quite some time in developing the child's visual per-
ception by using the Frostig program, hoping this program will
suit their children too. However, as recent research has shown
(Uden, 1970) hearing-impaired children perform excellently on
visual tasks! By simply applying each other's results, the problems
are not solved. It is not only a friendly remark to our guest school,
when I say that Perkins Staff is aware of the fact that not all the
child's problems can be related to the blindness as such. Among the
speakers at the International Congress of Orthopedagogics in Am-
sterdam 1949, which dealt with specific learning-problems, was
only one American, he came from Perkins! And the other day I
read in their monthly magazine The Lantern that a course on Lan-
guage disorders was offered to their teachers. In this paper, I hope
to bridge to a certain degree the gap between both fields of study.
By doing so, I continue the line followed by these conferences
becauie the last speech given at the St. Michielsgestel seminar on
deaf-blind education in 1968 was the one held by Professor Blader-
groen called: "Motor development and learning-disorder". In sum-
marizing her paper, I made the following remark: Professor Blader-
groen has told us that a child with function disorders is continually
exposed to the danger of getting derailed somewhere in the process
of learning. This thought leads us to the field of learning-disorders,
a field hardly explored as regards the teachable deaf-blind child.
This means a new assignment for all of us . . . (van Dijk, 1971).

Well, you may judge for yourselves, if I have done my home-
work well. In a paper as this, one can only describe a few of the
basic problems. The literature which accompanies my paper will
give sufficient further information for those who like to go deeper
into the problem. 1 will confine myself to language problems in
educable children. Problems in the growth of symbol consciousness,

42



a problem you often see In the young deaf-blind child, have al-
ready been discussed In several publications (Robbins and Sten-
qulst, 1967; van Dijk, 1968; Ouldager, 1970).

The problem, I hope to put forward here, did not originate
from my work with deaf-blind children. The department of which
the author is the head at the St. Michielsgestel School for the Deaf,
does not only exist of deaf-blind children, but also of children why
failed to make progress at the school for the deaf. This is a schoi
whose philosophy it is that deaf should be taught an oral mother
tongue. The reason why these children made such little progress
was often not very clear. If you looked just roughly at the intelli-
gence of these children, as it is summarized in an I.O., you did not
find any reason for the failure in learning.

In a pilot study, our research psychologist Drs. A. v. Uden
found an average IX/ of 107 for the group of "low-achievers".
Teachers sometimes reported emotional problems in these children,
but mostly they were due to the fact of being unable to express
themselves or the failure in planning their behaviour: such as not
completing a task, e.g., the child is asked to build a house with
blocks, he finishes the walls but seems to be uninterested when the
sloping roof has to be put on top. Some children are reported to be
destructive and disorderly. One report says that the 8-year-old
deaf girl just poured a full cup of milk over the table, to see if her
cup had a lion (the factory emblem) underneath.

Interesting were the comments of the speech-therapists. They
found it hopeless to teach these children. After a great many efforts
they are, taught to articulate a word, the next day they had forgot-
ten it completely. It was hard for the speech-teacher to let the
child wait until she has finished articulating the word herself. Im-
mediately when she opens her mouth, the child starts talking too.

. . Instead of learning the articulation patterns better by let-
ting the child repeat the word a few times, it is getting worse;
"limonade" which is spoken correctly one time, deteriorates
completely: "lilonade" (perseveration), "linomade" (inversals),
"iinade" (contraction), "lomo" (omissions), etc. The results of
speech-therapy carried out along the classical lines were often very
unsatisfactory. Interesting are the art-teacher's comments. She
describes the child's drawings as very detailed, although some-
times out of proportion and very vivid in colour.

If you show this description to an experienced teacher of the
deaf, she holds up her finger and says, "Yes, in my experience I
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have had several of these children. They had a terrible time in
school; things went better, however, when they started their voca-
tional training. They liked hand-skills and turned out to be fine
handworkers, although their command of language remained poor
throughout their lives." This description as given here might have
some contradictory aspects. I hope to show you that all these be-
haviour patterns fit into one clinical picture.*

In what direction we have to search in order to understand the
problems I started with the following experiment might show. Three
groups of children, age 3;6 until 6;5 were asked to execute simple
rhythmic patterns like tapping on the table and while doing so at
the same time saying ba-baba. (The child could gain a maximum
score of 40.) The group of 11 normal hearing children in this pilot
study, covering the mentioned age period, obtained an average
score of 39.66.

A group of congenital deaf children (N. 36) obtained a score
of 27.71, while a group of 14 children with a hearing loss between
75.85 db. ISO standard, obtained a score of 32.66, This means
that in what we call eurhythmia, deaf children are significantly
backward comparing them with hard-of-hearing and normal hear-
ing children. Eurhythmia can be described as the ability to execute,
imitate and remember rhythmic movements.

The better score of the children with considerable residual hear-
ing gives support to the argument that the development of rhythmic
behaviour in children is correlated with hearing. This is understand-
able, because these children hear already from a very early age
their breathing, the sounds they produce by banging their hands
against the cradle, etc., which seem to be very important factors
in the eurhythmia development. Apart from the backwardness in
eurhythmia, one can observe in deaf children another peculiarity
in their execution of movements, It will strike you that quite a few
of them have difficulties in finding their limbs quickly. Especially if
the child has to shift from one sort of movement to another, he runs
into difficulties: other limbs than the required ones are coming into
action, a sort of muscular stiffness can be observed and the speed
in which the movements have to be executed diminishes. Mykle-
bust (1960) reports that his experimental group of 11-year-old
deaf children was 3 years behind their peers with normal hearing

* It is through the intensive work of Drs. A.v. Uden that the syndrome of
which these children are suffering became clear to us. With his permission
we use here some of his research results.
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In a test item of the Oseretsky test, which Is related to this phe-
nomenon. The backwardness was less if the child has to manipulate
with material, like putting pegs in holes, etc.

The same behaviour was studied by Van der Stuys in 1959. He
found good results with his deaf children when they had to execute
movements with a ball within, what he calls, the "grasping-space".
When he asked the children to swing their arms in a certain manner
without any material, the score dropped considerably,

In order to make the distinction between movements with and
without material we use the term: transitive and intransitive move-
ment, It is not a big step forward in this line of thinking to relate
eurhythmia and eupraxia to speech and lipreading. Here, too, we
deal with a technique in whkli both functions play an important
role, If we speak, we do it rhythmically and in fluent articulation
we have to find very quickly the different parts of our articulation
organs, we have to distribute thk, proper doses of energy in order
to produce the dynamic accent of the words, etc. The hypothesis
was proven when it was found that there was an interrelationship
between eupraxia and eurhythmia on the one hand and lipreading
and speech on the other. The correlation-coefficients were: 0.76,
between eupraxia and speechreading, 0.77, between eurhythmia
and speechreading, while, what is understandable, the correlation
between eupraxia and eurhythmia was extremely high 0.85. (in all
cases p. less than 1% ).

Even more important and interesting than these findings are the
studies on memory. It is only part of the truth to consider the
enormous difficulties deaf children meet in their language acquisi-
tioti as a matter of frequency. Indeed, according to sere psychol-
ogists (see Uden, 1968, p. 93) a hearing child is speaking or bab-
bling to himself, or listening to speech of others during 80% of his
wakeful hours. This means about three million words a year. Deaf
children in the best environment have no chance in keeping up
with this. In addition to this fact comes the backwardness of deaf
children in their memory for verbal material. There arc enough
studies to support this statement (Hiskey, 1956; Blair, 1957; Con-
rad, 1964). It is the memory for memory for sequences which
must have our attention. This, namely, plays an important role in
learning. This does not only count for deaf children, but also holds
for the child with reading problems. According to Bakker the child
who is in the "transfer stage" (that is the stage in which he has to
learn that the visual signs, the printed letter, stand for the auditory
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signal) is greatly dependent on his ability to perceive and retain
temporal sequences (Bakker, 1970). Indeed, this ability is sig-
nificantly related to the reading achievement, In the same study one
finds an experiment in which 30 seven-year-old children and 26
ten-year-old ones were presented sequences of meaningful and
meaningless figures. The study showed that a distinction could
be made between children who belonged to the mediators and the
ones who could be characterized as non-mediators. The first group
consisted of those children who appear to solve a certain perceptual
problem by means of a verbal medium, while the non-mediators
did not follow this procedure. The mediators did better on tem-
poral ordering than the non-mediators. Thus, It seems that some
children tly to support their memory by using a coding system.
We will not discuss here the nature of this coding process, but it
exists very definitely, as is shown e.g. in the study of Thomassen
(1970). If the verbal (articulatery?) coding is so important, does
the memory function of the dyspractic/dysrithmic deaf child
differ significantly from the not-dyspractic deaf child? This is a
logical question because the coding process can, as it were, be con-
sidered as an activity of internalized speech in which of course
eurhythmia and eupraxia play their roles. Comparison of the test
profile of the Hiskey-Nebraska test 1966 of 16 dyspractic deaf
children, with 16 eupractic deaf children showed indeed that the
dyspractic child solves his problems quite differently from the
eupractic deaf child. To put it roughly: in test items concerning
memorizing simultaneous unrelated visual data (Imitation and
Memory of Bead Patterns and Visual Attention Span: that is re-
membering series of pictures presented simultaneously) the dys-
practic children score Mg:Windy li;gher than the eupractic. chil-
dren, while the latter were better at paper folding and picture
association. The deaf eupractic child can be considered as a hyper-
visual child.

Everything that is invisibleas the relation between pictures
is not understood by him. Beyond the visual world hardly anything
exists for him, that is one of the reasons why his behaviour as
stated earlier is so rigid, that is the reason too why he has fears;
because he does not understand the essence of things, e.g. between
a dead person and somebody asleep: "they look the same don't
they?" This was the reason for a child that fits the descriptions
here, not to go to sleep, anymore because his mother might con-
sider him to be dead and bury him while he was sleeping (lian
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Dijk, 1971). The language development of this hyper-visual deaf
child is in danger, if he picks up the gestures and signs many badly
educated deaf children make among themselves. These gestures
look like pictures drawn in the air. The children are inclined to
associate a certain gesture with one specific meaning. To state this
with a simple example which I can multiply by a hundred. In a
readine test, a picture of a tree is drawn with a rope next to the
stem. A printed question asks the child to button the rope around
the tree. What do some of these children do? They draw a coat
button on the tree. They read the word "button" and this immedi-
ately evokes the signal of the hand configuration showing the
button shape. You will understand, unfortunately not many edu-
cators of the deaf understand, that the primitive sign language
endangers the only chance for an acceptable level of development
that is needed. You just take a simple story and you will find how
many different meanings words have.

Summarizing we come to the following conclusion: There is a
type of deaf child, as far as we know not yet described in litera-
ture who scores within the normal range in an intelligence test,
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who reaches a high score on memory for simultaneous visual data,
who fails however in reasoning which acquires inner language
and whose greatest difficulties lie in monitoring their movements
and finding the limbs. The last symptoms can be considered as
basic for the syndrome. The syndrome can be completed further by
word-finding difficulties, problems of integrating auditory signals
with visual signs (dysiectia) finger agnosia, body scheme and
rhythmic difficulties. We call this syndrome dysphasia, since it has
some features in common with childhood aphasia. The description
given here is much more refined and based on more adequate re-
search than the detinition of aphanaic children advocated by Ewing
(1930) and McGinnis (1963).

At this moment we think that 30% of the deaf children of our
school suffer from a light or more severe form of dysphasia. At
our school almost 15% of the population is actually enrolled in
classes for dysphasic children, I have elaborated so extensively on
this syndrome, for several reasons. Firstly it is hardly recognized in
schools for the deaf and if it is recognized an adequate program
has not been developed. This is also the opinion of McCay Vernon
(1969) who in his study on multiply handicapped children, talks
about dysphasia but completely overlooks the dyspractic problems,
he does not even mention the rhythm which is as we have seen one
of the basic problems of these youngsters. The second reason of
bringing these ideas forward is, that with the necessary prudence
in mind, I think we will very often find this syndrome or one or
more symptoms in deaf-blind children. I have to be careful since
research on a large scale is hardly possible with our group of 24
deaf-blind children.

There are so few of them that any statistical proof Is impossible.
I found, however, through studying the individual cases, that it is
a plausible assumption that dysphasia occurs frequently in deaf-
blind children. This hypothesis is further reinforced by the etiology
of maternal rubella, the most frequent cause of deaf-blindness.
Studies which bring the development of deaf children in relation
with its etiology show that the rubella child and the premature
deaf have the most additional handicaps next to the primary sen-
sory loss. A study carried out at Riverside School for the deaf in
California mentions a percentage of 21.9 of "aphasoid involve-
ment" in rubella children. These data are not obtained through so-
phisticated research, since they are based upon teachers' judge-
ment, because of "absence of objective measures or tests of the
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presence of aphasia in deaf children" (McCay Vernon, 1969, p.
83).

It is our opinion that if deaf and deaf-blind children are assessed
with the tests mentioned here the percentage of dysphasia in ru-
bella children will be considerably higher.

To illustrate this I give you the ratings of our rhythm and eu-
praxia test for five rubella children and one premature child.

You see that the Intelligence of these children Is within the nor-
mal range. The speech failed to come. However, through intensive
speech-therapy the children could learn to speak the various vowels
and consonants, but putting them together in a word was almost
impossible for the child. The dyspraxia was clearly present in these
children in the motor of the articulation organs. The children ob-
tain better results lipreading at close distance; this is surprising
since speech and lipreading are very closely related (Heider and
Heider, 1940; Ewing, 1967).

We think that the Tadoma-method can be given credit for this.
Our children, who have enough sight to lipread at close distance,
are given the opportunity to toktch the speaker's face with the thumb
next to the mouth. Here we see one of the benefits of the multi-
sensorial approach, because the visual perception is supported
by the tactile sense. Moreover all our children are wearing hearing
aids, and if the child only picks up the vibrations in his ears, it
can already mean a gain of 10% of information (Hudgins, 1940;
Uden, 1912). As the audiograms show these children are not
vibratioa cases, so wearing the hearing aid supports lipreading con-
siderably. What surprises most is the level of the ideo-visual read-
ing. What is meant by this and how we apply this already at a very
early age, I hope to explain In the next part of this paper.

NEW APPROACHES TO THE LANGUAGE
ACQUISITIONS OF EDUCABLE DEAF-BLIND CHILDREN

In the preceding part of this paper, I have elaborated on the
phenomenon of dysphasia in deaf children. There is hardly any
doubt that this syndrome exists on a large scale in rubella and pre-
mature deaf-blind children as well (see appendix). In the beginning
of our work we tried to develop speech in the auditorial-
visual impaired child. Quite some time was spent on speech-ther-
apy. However, despite the efforts of many of our teachers, some
children did not come to real oral communication. It is vue, they
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learned to speak 50, or 100 words, but that is of course Insufficient
for conversation. We understand now why they failed. Under the
influence of our work with the dysphasic deaf, we changed our
educational program for the deaf-blind as well, We assumed that
their learning was hampered by the inability and recall temporal
ordering, because of dyspraxia, What were these changes in
method? Well, the strongest side in the deaf-dysphasic's behavior
Is the ability to memorize visual-simultaneous information. If you
look for a method of communication which is in correspondence
with this strong side, you will find this in the graphical conversa-
tion. Instead of talking to the child you write down what you want
to say to him, or you talk first and then write it down immediately.
This sounds very simple, but I find it very hard to make clear to
our teachers what is realty meant by "conversation". This has not
so much to do with the language programs for the deaf as intro-
duced by Buell and Pugh, where the child has to put words in
the scheme of the Fitzgerald Key. No, by conversation something
quite different is meant, It is a mutual attempt to find out
what the other person means, which is characteristic for a good
dialogue. It is question and answer In which the intention of
the participants in conversation becomes sharper and sharper.
We see so often in schools for the deaf so-called stories with sen-
tences as: Today is Monday, tomorrow it will be Tuesday, etc,
This is no conversation. The best model of a conversation you
find there is when a mother is talking with her young child, This
interaction between mother and child is scientifically studied by
Brown and Fraser (1963), Fraser, Bellugi and Brown (1964)
and Brown (1964). I will give an example. It is about Eve, an 18-
month -old girl who had just started to use two-word utterances.
Such as "Mommy soup". It was observed that every time the child
repeated this sentence the mother seized it. She made the child's
utterance correct according to what she thought Eve meant; she
also expanded the sentence, This expansion is often done by par-
ents and they do it every time when the child is present to hear
them. In the case of "Mommy soup", mother's expansions were:

"Mommy is going to have soup."
"Mommy has had her soup."
"Mommy's soup."

A machine cannot do this; the mother keeps the nouns in the order
given by the child and adds grammatical function words: h&c-
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tions, auxiliary verbs, articles, and prepositions. It takes a long
time before the child starts producing sentences according to the
model the mother has offered, since the child will reduce the
length of the sentence to the level of language development.
Through a lot of practice the sentence length will grow and func-
tion words will be used. When we analysed this sort of language
situation, it became clear that the mother selected her expansions
according to what she thought the child had in mind. We are not
always sure if the child really means what her mother thinks she
means. The chance of misunderstanding is less however when the
child expresses itself, because it is expecting something to happen.
(We have called this the "anticipating method"Uden 1968, Van
Dijk 1967.) When it is almost lunchtime and they often have soup
the chance of misunderstanding is less, than when the child talks
about soup at another hour. We see that the mother plays a double
role: she seizes the utterance, gives it the correct grammatical and
syntactical expansionshe is as it were talking for the childand
then she picks up her own role by saying: "Yes, I am going to
have my soup."

"Sure, I have had my soup."
"Yes, that is my soup. I will give you some too" etc. The

mother reinforces the child in his effort by imitating it. She never
says "no, you say it wrongly", on the contrary she uses parts of
the child's utterances. Mother is very sensitive to the intention of
the child, she does not give a monologue in the hope the child will
grasp the meaning.

The principles of this "grasping or seizing" method can be
applied to deaf children, whom we try to teach an oral mother
tongue, but the same principle can be used in written conversation.
If the child is not yet able to write you write for him.

I will give you an example of a conversation (written) between
a teacher and a partially-sighted deaf girl (6 years), The situation
in which the conversation took place was centered around a toy the
teacher has bought for the child. It was a duckling which could
be wound up. The teacher has several pieces of paper on which her
photograph is printed and the pupil has sheets of paper with her
own picture.

When the child sees the toy, she utters something like "me-me",
while tapping with her finger on her breast. Then the teacher
immediately grasps the child's paper and writes down while the girl
is watching her writing:
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"for christa", then the teacher takes her paper and writes:

"yes, for christa ".

Then the child makes the movement of flying. The teacher thinks
the child means the toy is a bird. She writes on the child's paper:
"A bird", then on hers:

"Yes, it is a bird" and adds:

"A duckling" etc. etc.

The comment of people who are not familiar with this procedure
always is: how can you use a written form of language when the
child cannot yet read and write itself. To answer the last question
one could refer to the normal child development: doesn't a normal
child understand already a lot of what is said to him, before he can
speak himself? After the conversation is finished and has been
written down the child reads the story. "Reading" not in its strict
sense, the child remembers the situation, especially if a few draw-
ings illustrate it. He "reads" what he already knows. This is what
we mean by "idco-visual reading". The idea is already in your
mind when you perceive the words.

At first it is enough when the child adds through writing a few
words to the conversation (his name, a letter to a familiar word
m.ma) later on it is our purpose that a form of written conversa-
tion is established in which the child writes complete sentences.
This method is not new at all, as early as 1882 Alexander Graham
Bell reports his success with Georg in the "American Annals of
the Deaf", This sort of conversation leads to the most important
goal of teaching our children to READ a book, paper or magazine.
Reading, however, is an underdeveloped area in the instruction of
deaf and deaf-blind pupils. In studies on a deaf child's achievement
one measures his command of expressive language (speech, con-
struction of sentences) and his ability to lipread. Reading has
received too little attention in the schools for the deaf. This is sur-
prising, since it is THE medium for a deaf and especially for a
deaf-blind person to escape from a permanent backwardness In
language. When a deaf person with normal learning capacities is
unable to read a magazine or a novel at the end of his schooling
career one might say that his education has failed. It is true that
many children can read something from a text they pick up a
few familiar words. When their parents write a letter about an
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event already known to them, they find out what is meant, but all
this is very close to what above is called ideo-visual reading, the
child relies on his vocabulary. He does not understand the system
of language, a level which is reached normally in the 4th grade of
the elementary school. You may be shocked to hear that only 6%
of the congenital deaf students in the age-range of 15:6-16:6 who
participated in the research of Wrightstone, Aronow and Mosko-
witz (1962) reached this level in the "Metropolitan Elementary
Reading Test". You find slightly more optimistic results with Mc-
Clure (1966), although he considers 30 percent of the deaf chil-
dren in the U.S. as functionally Illiterate! The rubella deaf chil-
dren in these studies receive the lowest qualifications.

Completely pessimistic is Brill's opinion, he says that there Is
little chance of a deaf child with no additional handicap whose
I.Q. is below 118 reaching fifth grade level (Brill 1962),

Fortunately we have reading results (Uden 1970) with a Dutch
reading test (Brus-Bakker) which show that many more children
with a performance I.Q. of 100 and higher can reach the level
of structural reading. Our results indicate that 60% of our young-
sters in the age range of 13:6-18:6 have reached this level, but
unfortunately they also indicate that 22% of the normal intelli-
gent children of the same age group only .reached the vocabulary
stage. It Is not an irrelevant conclusion to assume that this group
consists mainly of children described above as "dysphasia ".

A deaf-blind child with good educable possibilities can only
reach the stage of true reading if careful attention is given to
graphical conversation, c.q. idco - visual reading in the first 5

years of schooling (from 4 until 9), if the following two years are
spent transferring these "self-made-storks", at the age of 11 the
child can get his first book. Not a book with special "deaf" lan-
guage, not a book with too many pictures, just a book normal
children read at the end of the first grade. 1 see a lot of problems
in reaching such a high academic level with these children. It
can be done if during the hours the child is awake, in school, after
school hours and at home with the parents everything that is

said in conversation is written down. All these scratches of paper
should be carefully collected and if necessary explJiried by the
teacher and kept for reference in the child's story book. I believe
surprising results will be our reward, if not . . . gestures are
demolishing everything again. In case large print has to be re-
placed for braille, I see extra problems in the procedure of the
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graphical conversation (see Lowenfeld, Abel and Haden 1969),
however these problems are not always essential.

FingerspellIng

I would like to say a few words about fingctipelling with deaf-
blind children, Together with the graphical conversation I con-
sider fingerspelling the deaf-blind child's most appropriate conver-
sation and instruction method, I make a clear distinction between
conversation and instruction on purpose. A deaf-blind child who
has reached the level of academic learning should not get his in-
struction by means of the Tadoma method, There are too many
disadvantages in this system: the speed is fairly slow, hygienic
and emotional problems arise when this method has to be used
with older children, For teaching the older children we prefer
"The American one hand manual alphabet." In this technique the
child puts his elbow on the desk, with his lower arm in a vertical
position; ho forms his hand in such a way that he can feel almost
completely the addressor's finger movements.

For the children who are in an early stage of development, I see
great advantages in applying the Tadoma method, but as I stated
earlier it is too hard for the child to express himself by using
speech. In order to get response, which is needed very badly for
getting the conversation going, in most instances you need finger-
spelling. will not enter into the discussion whether fingerspelling
or speech gives the deaf and deaf-blind child the best possibili-
ties for his development. As long as teaching language is so differ-
ently done in the schools for the deaf and deaf-blind, comparing
results of education with the method of communication as a dis-
criminative factor, has little sense. I repeat: when "home-made-
language" is invented by the children, you are lost. Then neither
fingerspelling, nor sign language, nor speech will have much
chance of becoming the child's mother tongue.

When fingerspelling is applied (for the deeply mental defective
deaf-blind child we use gestures derived from the Dutch system
of sign language) (van Beek), We have made a few additions
which might interest you.

In the first part of this paper I have emphasized how important
rhythm is for remembering sequences. Normally when you use
fingerspelling the child sees a continuing stream of movements,
or when spelled in the hand -palm he feels a continuing stream of
tactile impressions. We have found it is possible to transmit our
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rhythm we use when speaking in the fingerspelling. You have to
make the same pauses as you do when speaking. Example:

John / have you any Idea / who is coming to dinner? /

The second rule Is, if the word accent Is on a vowel a pause Is
made after you have spelled the vowel. Examples: pota/to, o/rator,
enga/gement etc.

If the accent is on a consonant you make a pause after the con-
sonant giving a little extra pressure on the consonant, e.g. trum/pet,
the "m" gets the extra push, or if spelled in the air you wait a sec-
ond after the "m".

When the vowel is long, you ni.A:e a small horizontal movement
in the hand: speech-clinic etc. It Is surprising to see how this
transformation of our speech-rhythm Into tactile or visual signals
improves the perception of fingerspelling. Further it helps the child
to remember the sentence better and if he can talk he will speak
more rhythmically. We have noticed very clearly a transfer from
rhythmic spelling into rhythmic speech. You will experience this
yourself by doing the following experiment: Spell a word or sen-
tence into the child's hand (or in the air), Follow this procedure:

1, Without any groupings of the sentence in word-groups, you
just produce a stream of movements. Ask the child to repeat
the sentence by using fingerspelling and afterwards ask him
to speak.

2. Follow the same procedure but apply the rules I have given
for rhythmic spelling. Ask the child again to repeat the sen-
tence and listen how the quality of the speech is now.

3. Again the same procedure, but allow the child after he has
received the tactual signals to repeat the sentence by spelling
to himself; if the child is blind he is allowed to spell with
one hand into the other, if he has sufficient sight encourage
him to watch his own fingers. You will notice that in this last-
mentioned method the results are much better.

He remembers what was said to him better and his speech is
better. This result can be predicted, because this way of teaching
is in correspondence with an important principle of learning,
which says that one perceives better when one's own activity is
fed back; these may be the self-originated sounds or as in this case
the tactile impressions in the hand.

This has its consequences for teaching fingerspelling and also for
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the Tadoma method. The child must be given the opportunity to
feel his own movements again.

Kinetic Therapy

In the previous part of this paper I have brought forward the
fact that most of the deaf children are backward in their rhythmic
development. I emphasized the assumption that rhythm and short-
term memory are very closely linked. It is clear that STM plays
an important role in acquiring smooth language. Rhythmic train-
ing in general is crucial in the deaf and deaf-blind development. It
is obvious that such a training has to be integrated into sound per-
ception. The modern acoustical equipment has made it possible
for even the deafest child to profit from it. It is a sad fact that after
years of good results in dance and rhythm education at our Institute
so little is done at other places.t

Our program however has to be refined since the child de-
scribed as "dyspractic" did not profit enough from it. We are
developing a program which has characteristics of the general music
and dance program, but also contains elements of programs carried
out in physio-therapy. The work of Kephart (1960), Bush and Tay-
lor (1969), Valett (1967) and Mc Keene (1966) in the U.S.A.
has given us insight to how the development of gross motor con-
trol, body image, visual imagery can contribute to the child's lan-
guage acquisition.

All these programs lack one essential aspect: they pay too little
attention to rhythm and the memory for serial data, In these
programs the relationship between movement and language is not
always clear to the child. Exercises are executed many times first
by the teacher and afterwards the child has to imitate them. We
prefer the approach In which language is used before or while
carrying out the exercises. You say to the child or write down:
"John, first you throw the ball in the basket, then you jump over
the bench and finally you run back to me." With younger children
or pupils who have tremendous difficulties in learning language,
the series of movements can be explained by using visual or
tactual symbols, like the ones a choreographer uses, We got very
good results by allowing the child to 'jump' a sentence or a word,

' A film on "The sound perception method" of the Institute for the Deaf,
St. Michielsgestel, Netherlands, is produced by the Department of Medical
and Public Affairs, George Washington University Medical Center, Wash-
ington, D.C.
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e.g. "My father is a carpenter". The child is asked first to divide
the words into syllables, then he is asked which word gets the ac-
cent, let us assume it is "carpenter", then the sentence is beaten
on a drum: my fa/ther is a car/pen/ter. While beating he has to
talk at the same time. If the articulation is too poor, he 14 allowed
to say:

ba baa ba/ ba ba baa ba ba
my fa ther is a car pen ter

Then the sentence is clapped in the hands or for each syllable he
has to make a jump, of course the highest jump for those which
have the accent.

One boy extended his memory from 7 syllables to about 25 by
using this method in three months. When he has to recall a sen-
tence which was learned previously, he tapped first the rhythmic
pattern on his desk and then the worth gradually came back,

The Use of the Video Tape Recorder

As a last Important element in the therapy of language-disor-
dered deaf and deaf-blind children, I would like to say a few words
about the possibilities a video-recorder has to offer.

When it is used in the classroom with children one often thinks
of showing objects and events to them. I think if the cassette re-
corder Is used more extensively deaf children can profit enor-
mously from it. We hope to use the video-recorder with our slow
learning deaf youngsters, who will never attain the level of struc-
tural reading In order to develop Ideo- visual reading furthermore.
You can do this by taping, e.g, the news, showing it a few times
to the children and handing them the paper the next day. They
can read now the events of the previous night, that is to say they
read what they already know. By doing so we hope to extend the
children's vocabulary considerably.

Although for these purposes it is worthwhile to buy a video-
recorder we see its use for dysphasic children on a somewhat
wider basis. I stated earlier in this paper that feed-back process
plays an important role in our perception. Our research department
found out (Uden 1970) that when the child is given the opportu-
nity to read his own lips the Improvement of lipreading is signifi-
cantly better, than when he is not allowed to do so.

We applied this procedure during 18 months in a class of four
dysphasic deaf children. We did as follows with mistakes in the
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articulation: Suppose in the conversation the child keeps saying:
"I went to Apsterdant", Instead of Amsterdam. You tape this sen-
tence, show it to the child and indicate his mistake and correct
it. We found that the child was much more aware of his mistake
after he had seen himself on the screen. Consequently the will not
to repeat it again was much stronger. After the wrong pronuncia-
tion had been corrected, his own right response was shown again
and reinforced, e.g. by flashing a green light adjusted on top of
the apparatus.

The way in which this correction is carried out is important too.
As we know from the psychology of learning the effect of learning
is much better if one corrects one's own mistake, than in the case
of imitation of the proper response. You can help the child to find
the good pronunciation by using the telephone alphabet, You say
to the child in "Amsterdam" you use "Peter", it should be "Mary",
correct it yourself now. When the child is older, you just say:
don't use an "explosive" but a "nasal".

I elaborated on the weak side of these children: temporal se-
quences. By taping a series of movements and allowing the child
to watch them a few times, we have had striking results (Gaits
1971, van Dijk 1971). Using the video-recorder has another bene-
fit, that is you can eliminate the background stimuli. With a zoom
lens you only project the child's face on the screen, distracting
stimuli arc eliminated in this way. As you know many remedial
programs for the brain-injured child emphasize this sort of stimuli
reduction (Strauss and Lethinen 1947, Cruickshank 1961).

Last but not least the video-tape recording enables the child
with very poor sight to develop lipreading at close distance and to
watch his own speech or other movements such as fingerspelling,

Final Word

In this paper I have not confined myself to a specific topic. I
have summarized the insights we have gained in the last few years
in the diagnosis and education of deaf and deaf-blind children with
specific learning problems. Some things may be new to you, others
may not. I do hope however that this talk has given you a few ideas
to help the educable children in a better way. It is my opinion that
we have to be very modest in judging our methods, because so far
our results are rather poor indeed, despite the enthusiastic work
of many fine men and women around the world, despite the
energy of thousands of children. Together we have to seek better
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ways. Let us start now; too many children have already waited
too lone
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THE TEACHING OF A MANUAL-SIGN AS A
DIAGNOSTIC TOOL WITH DEAF-BLIND CHILDREN

By MISS NAN RoaBINS

Diagnostician, Department for Deaf-Blind Children
Perkins School for the Blind
Watertown, Massachusetts

introduction

The literature pertaining to the diagnostic sub-categories of ex-
ceptionality in children (i.e. mental retardation, cerebral palsy,
autism, congenital aphasia, schizophrenia, the congenital-rubella
child, and deaf-blind) suggests that these categories are in some
ways artillial and over-simplified, with each encompassing a vari-
ety of etiological factors, differences in severity of deviation, differ-
ences in performance and prognosis, and with over-lap between
categories in conglomerates of "distinguishing features". (Robinson
and Robinson, 1970; Bender, 1971; DeMyer, 1971; Curtis and
Donlon, 1969; Robbins and Stenquist, 1967; Eisenson, 1968.)
Special methods of treatment have been proposed for each sub-
category, but since the definition of each sub-category is impre-
cise, permitting differing concurrent diagnoses of any one child, the
effectiveness of method is highly variable and there is a tendency
to apply a method, medication, publicized technique or prognosis,
which was declared successful or "true" with one child in a par-
ticular sub-category to all children in that particular category al-
though careful descriptive evaluation would reveal obvious differ-
ences in behaviour among them. Success of treatment is probably
more often a result of physical growth implying increased neurologi-
cal organization and of teacher determination, intuition and perse-
verance rather than "prescription" based on description, Interest in
qucst for "prescription" arises when a child doesn't learn and is
most frequently found with refer. to limited progress in com-
munication. Presumably greater precision regarding description of
the behaviour of deaf-blind children with particular attention to
individual variabiltyin spontaneous activity and during the
process of learning F.nd of communicatingwill lead to innovations
in management and instruction or at least to more confident and
effective choice of stimulation type or remediation now available.

Curtis and Donlon (1969), as a result of a study of 100 evaiva-
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tions of deaf-blind children in their interdisciplinary evaluation
program at Syracuse, have documented the need for new evaluation
techniques based on more standardized observational procedures
and on better isolation of criteria for situations, test objects, exam.
fining individuals, and test environments. A general plan for im-
proved standardization was proposed, suggesting eleven situations
to be recorded on video tape with approximately five minutes per
situation. These situations described primarily persons involved
(mother vs. stranger; authoritarian adult vs. permissive adult, etc.)
and physical situation (a casual home environment; child with
sensory aids on; free play with a wide variety of toys; etc.) and
could fluctuate widely from child to child. Rating protocols were
not presented but a sample type was suggested for communication
which utilized sensory categories as a base rather than level of or
style of coping.

The proposed use of video and of attempts at standardization
of observational procedures and method of rating performance is
well taken. Our own attempts in this direction recognized the fol-
lowing requisites:

I. Test situations should permit participation by any young
child, including totally blind, hearing-impaired children.

2. Therefore the situations should be based on some type of
event with motivation for a rather wide span of cognitive
levels.

3. The situations should utilize a set of materials and a set of
procedures which can be standardized and which permit
every child's participation according to his present develop-
ment level or according to his current, available repertoire
of behaviour.

4. Rating scales then would be based on a "genetic method",
which recognizes that children of different ages use different
response patterns in the same circumstances, as a result of
differing neural organization in part.

5. The test situations should assess behaviour which matters to
habilitation. Therefore, choice of situations should be based
on a theoretical model which relat( s easily to habilitation, to
the process of human development and particularly to social-
ized behaviour and learning,

6. Because of the latter, test situations are an important sui.
plement to test items which sample end performance only.
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The end performance is informative but the behaviour or
method of coping during the learning process will be equally
instr'tctive for habilitation planning.

7. Description should be based on rating scales of readily ob-
servable behaviour; use of categorical terms would be best
relegated to summary statements when needed in order to
point toward general remedial approach.

For several years, in an attempt to approach the above condi-
tions, we have used three situations in evaluation, in addition to
general observational techniques in various situations, parent in-
terview, and presentation of selected items from standardized tests
and developmental schedules for normal, retarded, deaf and blind
populations;

1. Determination of Sense of Causality, through evaluation of
the child's request or lack of request for repetition of the
adult's winding-up of a mechanical toy with a removable
key. Rating of response was based on interpolations from
Piaget's delineation of levels of sensori-motor development.
(Piaget, 1957; Flavell, 1963; Wolff, 1960.)

2. Evaluation of Sense of Object Concept (not object perma-
nence), through rating of the child's behaviour with a set
of toys presented for the child's rejection, inspection, ma-
nipulation, experimentation and/or comment. The set of
toys was selected so that releasers would be present for all
levels of behaviour toward objects from 4 months to 24
months, Rating was based on theories of Werner (1961)
and Piaget (1951). A willing-to-respond adult is present
in this situation and will gladly respond in play if invited by
the child; however, use of objects is entirely child-directed
and therefore frequently at a lower level of performance
than that seen on other tasks involving a problem to solve.
Recently, I discovered an article by Woodward (1959) which
describes a similar, but not identical, presentation using Pia-
get's levels of sensori-motor development to classify the
sensors -motor activity of institutionalized "idiots". She em-
ployed the classification system on the theory that the finger-
twiddling, object banging, and paper tearing were not "mean-
ingless" behaviour but were characteristically normal
sensori-motor activities displaced in chronological age. Wood-
ward noted a similar discrepancy to ours between self-moti-
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vated occupation and a somewhat higher level of response
on presented problem-situations. She commented that the
self-activity of the retardate has nothing but its own reward
whereas the presence of the examiner lends new possibilities,
Uzgirls (1967) has also designed a toy test based on Piaget's
theory of sensors -motor development; use of the test with
normal children has shown the anticipated sequence of pat-
terns of approach to objects as becoming more differentiated
in type, more specific to nature of object and more socialized.

1 Response to Teaching of a Manual-Sign: In this situation, an
evaluation Is made of the child's response to an arbitrary, as-
sociated movement (manual-sign) made by a communicating
adult and embedded in a situation culminating with a primi-
tive reinforcer (movement, visual sensation, or food) which
is at first readily available, secondly contingent upon a par-
ticular sequence of behaviour, and thirdly contingent upon
the use of the sign by the child to request the not-present
reinforcer. Although interest in use of gestures in the educa-
tion of deaf-blind children mainly at a level of signals is
high (Southwell, 1968; Van Dijk, 1964; Guldager, 1965;
Welch, 1971; Robbins and Stenquist, 1967), no attempt to
build a formal test situation using an instructional approach
and a rating scale is known to me.

4. Receptive and Expressive Symbolic Gesture: Our intention
was to also formalize a test using well-known everyday ob-
jectscomb, cup, spoon, hat, and sun-glasses--which were
examined by the child, then requested one-by-one by a ges-
ture from the teacher, then "named" by gesture by the child.
This test would be a step between the 24-month level (end
of sensors -motor period and the 4th year baseline in Kaplan's
Test); in other words a 24-month level on the object-concept
test is prerequisite to performance on this gestural test. How-
ever, our recent population has been very young-in-gesture;
in only two or three cases out of perhaps fifty has this level
of communication been appropriate. To my knowledge little
research has been done in building tests for deaf children
using rating scales for non-verbal communication. All de-
velopmental schedules include reference to some early mile-
stonessmiling, anticipating movement, pointing, and such
(Gesell, 1940; Illingworth, 1963; Doll, 1953). However, the
items are limited. The Parsons Language Sample (Spred lin,
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1963) includes some hand material and the 1TPA (McCar-
thy and Kirk, 1961) has a sub-test using gestural represen-
tation which includes related material. Both of these have
been advocated for use in sampling the non-verbal ability
of deaf children.

The four situations were chosen because each sampled an im-
portant aspect of the language act: (I) the child must have formed
a concept before he can learn to use a symbol to refer to it, which is
sampled in thereIt of object-concept; this would necessarily be a
"socialized" (Uzgiris) concept which assigns a specific action to
specific objects (emergent at 12 months but not matured until 18
months); (2) the child must recognize both himself and another
person as capable of acting to cause an event before he can relate
to symbolic language (about 12 months); he must share an idea
with another person (14 months) before he can share a symbol for
the idea; the test of causality samples this development; (3) the
child, prior to language, is able to notice and relate to a move-
ment (speech, gesture, fingerspelling) as interesting in itself when
In competition with object or object-action motivation; his ability
to notice Is based, in part, on his recognition of basic, communica-
tion cues (smiles, posture, inflection, timing, changes in facial ex-
pression) as enticing and so leads him to imitate. The sign-test
provides an opportunity to sample his communication awareness,
the range of his receptive and expressive communication reper-
toire, and his ability to perceive and to relate to a request for
change of communication behaviour in a situation in which he is
motivated to learn; and (4) the ability to symbolize is presumably
a prerequisite to normal language acquisition and can be sampled
via gesture. Perfoimance at this level is commensurate with emer-
gent language acquisition.

Relationships Between Cognition and Language Acquisition

The preceding sketch implies some relationship between cog-
nition or general intelligence and language acquisition. Bruner calls
the relationship an "intimate" one, implying interdependency but
separateness. The nature of the relationship is an important ques-
tion since inter-relatedness might imply a certain contingency which
would affect prognosis and remedial methods.

In normal development within certain limited deviations, cer-
tain functions do emerge simultaneously, suggesting some relation-
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ship between levels of cognition, gross motor functions, and lan-
guage milestones. For example, the following relationship between
motor functions and language Is said by Lenneberg (1969) to be
usual:

Age

.5 Sits supported with hands,

Motor Functions Language Functions

1 Stands; walks when held with
one hand; uses pointing to
communicate.

1,5 Prehension and release fully
developed. Propulsive gait.
Creeps downstairs.

2 Runs (with falls). Walks
stairs; no alternation.

2.5 lumps 2 feet. Stands on one
foot for one second. Builds
tower of 6 cubes.

3 Tip-toes 3 yards. Upstairs,
alternating feet. Jumps 2.5
feet.

4.5 Jumps over rope. Hops on
one foot. Walks on line.

Early
Teens

Cooing to babbling in-
cluding consonants.

Syllabic reduplication.
Signs of understanding

some words, First words
(dada).

3 to $0 words. Jargon.
Good progress In under-
standing,

More than 50 words. Two. ,
word phrases. No bab.
Wing. More Interest in
verbal communication.

Learns new words every
day. Utterances have three
or more words. "Under-
stands almost everything
said to him".

1000 words. 80% intelli-
gibility.

adult.
is like

colloquial lt.

Language well-established.

Propensity for language
acquisition (not for vo-
cabulary increase) de-
creases.

The positive correlation between motor functions, i.e. physical
growth, and language development is borne out, according to Len-
neberg by the progress of language development in retarded chil-
dren in which correlation is not with C.A. but with motor develop-
ment, i.e. physical growth. He adds that this correlation does not
imply a causal relationship, as is apparent when one considers the
language acquisition of athetoid, thalidomide and some severely
crippled children. Similarly, coincident with levels of language
emergence are certain functions of cognitive development (Piaget
levels with additions):

I. 0-Imo. Extension of reflex activity.
Adaptation occurs on a level of

motor activity.
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mo. Repetition of simple behaviour
patterns:
Looking and grasping at-

tempt.
Looking toward sound,
Waving hands, examining

fingers, waving fingers.

III. 4-8 mo. Actions repeated: looking at, test-
ing, at, shaking, bang-
ing; repeats actions accidentally
noticed.

IV. 8.12 mo. Sense of object permanence emer-
gent.

Demonstrates anticipatory behav-
lour.

Emergent imagery.
Examines objects; finds out what

is new about it; turns to examine.

V, 12.18 mo. Experiments: spins and rolls;
bangs on different surfaces;
drops from different heights.

VI. 18.24 mo. Solves simple, "new" problems by
"sensors -motor intelligence",

Cooing.

Bab r;ng, includ-
ing consonants.

Re-duplication of
syllables.

Signs of under.
standing some
wards.

"Da-da" w/polnt.
Ing,

Jargon.
3.50 words.
Good understand-

ing.

Combines words.

The language behaviour of retardates, in general, does show a
pdsitive correlation between cognitive development and language
development; however, an overall delay in onset of the milestones
is characteristic. Doll (1953) compared the age of emergence of
language milestones in normal and retarded individuals; using
chronological age of the normal children and social age (a measure
of cognitive development) of the retardates (with the retardates
being older than the normals by an average of 14 years) showed
the following:

Vineland
Scale Item Description

Age of Onset

Normal
(C.A.)

Retardates
(S.A.)

1 "Cries"; laughs. .17 yrs. .24 yrs.

17
10 "Talks"; makes sound.

Follows simple instructions.
.59 yrs.
.95 yrs.

1.39 yrs.
1.11 yrs.

34
Uses name of familiar object.
Talks in short sentences.

1.79 yrs.
1.96 yrs.

2.25 yrs,
2.50 yrs.

The sequential reversal of items 10 and 17 for the retarded
population is of interest since a similar reversal is seen in the devel-
opment of a hard-of-hearing sub-group of the deaf-blind congeni-
tal rubella population. A deficiency in the "productivity" or freely
initiated, pre-verbal linguistic "play" in the behaviour of retardates
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is not surprising and probably implies language learning by them
which is based more on building of responses to repeatedly heard
language sequences than to an active, inferential language develop-
ment built on an interaction of an active child's attempts to match
to environmental models.

A cognitive level of about 12 months appears to be necessary for
the emergence of initial language understanding, and naming oc-
curs only after the sensori-motor phase is past (2 years +). Len-
neberg (1967a; 1969) states that minimal acquisition of grammar
is possible with an I.Q. of 50, so that at age 4 years the child's
mental age is 2 years; ". . . (with an I.Q. of 50 at 4 years) . . .

one may safely predict some small progress in language develop-
ment, Rate a° development will grildually slow down and stop in
the early teens." (Lenneberg, 1969.) Robinson and Robinson
make these distinctions with relation to correlates of cognitive
ability and language competency:

I.Q. 36-51: definite impairment of verbal, motor and social
behaviour; acquisition of speech but poor
grammar.

I.Q. 20-35: communication on a concrete level only; no ac-
quisition of grammar.

Less than 20: maybe some phrases.

Lenneberg notes that with an M.A. of 30-36 months, a retarded
child usually has some small vocabulary; with an M.A. of 5 years,
there is "no effect on essential principles of speech production or
language comprehension even though content of communication
will be restricted ". In Woodward's study of cognitive development
of 65 retardates between 7 and 16 years who were at a sensori-
motor level of development, 56 had no verbal comprehension, 1
used word combinations reasonably well, and 5 were echolalic.
Basal age on the Merrill-Palmer was at about 2 years.

The generalizations concerning language acquisition in retard-
ates suggest some relationship between cognitive functions and lan-
guage acquisition functions. However, with limited cognitive ability
for such tasks as mathematics, language, a seemingly more com-
plicated task, can be acquired; particular, innate tendencies for
language acquisition apart from cognition are suggested. This is
supported by the behaviour of "aphasic childr-n", who by defini-
tion have reasonably intact cognitive process, s although era! lan-
guage development is delayed, and by autistic children some of
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whom arc characterized by particular "super-abilities" and absence
of the basic, non-verbal, affective communication functions with
or without emergent oral language,

In summary, language acquisition ability appears to include
some components which are not part of cognitive development
(McNeill, 1970; Lenneberg, 1969)hence, language acquisition
can be disrupted apart from or in addition to the presence of
mental retardation. Given very severe to profound mental retarda-
tion without special "splinter-skills", language acquisition also is
always affected. To attempt to differentiate between mentally re-
tarded deaf-blind children who have reasonably normal language
acquisition ability and those who lack components of behaviour
necessary to language acquisition seems important. Children with
innate language ability, though retarded, can learn by natural proc-
essesexposure to a corpus, attempts at imitation and closer ap-
proximation, "Inferring of rules" by conversational exchange, etc.
But there are also "deviant" routes to at least pseudo-language ac-
quisition; differentiation of the sub-groups in the more than mildly
retarded population may clarify these. One route may involve a
much more "intellectual", programmed rather than "natural" ap-
proach to language and consequently have a later onset while wait-
ing for emergence of a higher cognitive level in certain splinter-
behaviours, such as visual patterning. The behaviour in the
sign-test situation might help to discriminate these differences.

Sign-Test Procedure

In attempting to design a standard situation, the variability in
motivational level of the children was considered, and several
sources of reinforcement chosen: a ride in a cart, a swing, the
action of a wind-up toy, or food. The present test situation prefers
the cart ride or the swing.

Similar difliculty arose in choosing one sign to be used by all
the children. The motor ability of the children varied; and we
wanted a sign which could be made by all of the children and
which was clearly distinguishable from other Dndom movements.
After trying several, more natural gestures, we settled on a hand-
clap, in contradiction to Werner and Kaplan's theory (1963), Ter-
voort (1961) and Van Dijk (1964) that symbolization is gen-
erated from a progressive differentiation of the child's action wit()
the object and that, therefore, natural gestures should be utilized
because of their physiognomic similarity to the referent and the
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consequent ease of differentiation. There is opinion contradictory
to the Wernerlan theory of development of symbols. An excellent
summary of the research and hypotheses regarding the mechanisms
or processes possibly Involved In language development is re-
viewed by MacNeil (1970); he comments that the theory of Wer-
ner and Kaplan has no proof In actual research, and suggests that
although their contention is that symbolism is a "weak universal"
(learned behaviour engaged in by all human beings in every cul-
ture), It is equally conceivable that it is a "strong universal", that
is, innate behaviour. Assuming the latter, we used the arbitrary
sign (hand-clap) in the belief that true linguistic potential Includes
the ability to utilize an imitated arbitrary sign (Bruner), and that
response to words is first of an associational, signal nature and
later becomes symbolic (Furth, 1966). From the point of view
of gross motor development, a hand-clap can be well imitated by
normal children of 10 to 12 month C.A. ((lessen, 1940) and can
be approximated by younger children.

Our teaching sequence in the sign-test evolved to the following:

a. Initial rating of the child's own way of requesting repetition
of the event, based on the theory that spontaneous expressive
behaviour is an indicator of the level of neural organization
or disorganization of the child and of his ability to "think".

b, A series of trials in which the sign was introduced preceding
the pleasurable event, providing opportunity for Imitation of a
visually received model; a delay was introduced before the
reinforcer and adult facial expression, speech, and postural-
gestural communication used to urge imitation. Response
was recorded (see Rating Form, Table 1). Obviously this
step does not apply to totally-blind, deaf children.

c. If imitation was not forthcoming after a number of trials,
motor instruction in sign production was undertaken and the
child's response charted.

d. Once the sign was made by the child spontaneously, that Is
without the model to imitate and without adult prompting, a
break in time was inserted to evaluate memory for the situa-
tion and the sign. Circumstances resulted In varying time
blocks; ideally there were two: a break of several hours and
an opportunity to present on the following day.

e. If memory for expressive signalling was forthcoming at level
(d), the sign was then presented, after a break, in another
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context to attempt to check its potential for symbolic valence
through assessment of the child's recognition of it. Response
to the sign was taken to suggest imagery and some generaliza-
tion. Response to the sign In another context can be trained
by practice and conditioning on a sensori-motor level; it
training in this way, the behaviour then involves low level
organizational ability and has no relationship to a symbolic
valence.

f. If a latent ability to use symbols is present, several occur-
rences of positive response at level (e) should result in
spontaneous use of the sign to the teacher to request the ac-
tivity. This behaviour has been observed In some children.
Deviant expressive use of the sign out of initial context also
occurs; for example, the child makes the sign "to himself",
not directed to the adult. The original rating scale is found
in Table 1 and is presently considered inadequate.

TABLE

Original Rating Form for Sign-Test

Suggested Age Level
for Reference re:

Normal Development Behaviour

? 36 mo.

24-36 mo.

18.24 mo.

11.12 mo.

10 mo.

mo.

8.10 mo.

4. 8 mo,

1- 4 mo.

Uses to refer to toy not present,
Anticipates to from sign,
Deferred imitation in situation.
Uses spontaneously in presence of object (no

signmolel needed after "started").
Imitates spontaneously with smile, posture of

anticipation.

Imitates spontaneously.
Imitates vaguely with urging (gen. "push").

Tries vaguely to Imitate.
Pushes Examiner's hand to make sign.

Takes E's hand to start the sign-sequence:
Etogether-with-child: ritualized,

Anticipates when sign made during session.
Tolerates sign-demonstration; but "places E's

hand on object".

May watch sign briefly; but focus is on object.
Pushes hand away; general activity on object.

Pleasure in event happening.
No response.
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Sign-Test: Impressionistic Results

1, In the diagnostic classroom "nature" (in this instance,
teacher intuition gained through experience) took its course; the
sign-test came to be used only with children who were either be-
yond a 12 month but below a 2 year mental age or who had be-
havioural symptoms of lang rage disorders. In a sense, the very
decision to use the test became diagnostic. The test was used in
an attempt to assess the child's potential at the moment for im-
provement in communication level, so that appropriate recom-
mendations for a communication-environment could be made.

1 Some very retarded children who could not imitate the sign by
visually experiencing it could learn to do so if they were trained
motorically. Two tendencies were seen, (a) one suggesting a low
level of neural organization or general retardation, and (b) the
other, a particular deficiency in components of behaviour related
to social-communication, In the first instance, the quality of pia,
formance was infantile, including considerable random activity,
evident pleasure in anticipation based on the clinician's behaviour,
perhaps occasional correct approximations of the sign but an ina-
bility to sustain it, or attempts to imitate the sign without apparent
anticipation, In the second instance, the sign was rigidly produced
under routinized circumstances, highly predictable, and obviously
pleasurable to the child but subject to ready disintegration with a
change in positioning of the adult or in the sequence of events.
Prior to the motor instruction, communication of "want" was mini-
mal, hesitant, and characterized by a more lethargic behaviour,
This latter behaviour seemed to be based on an inability to either
understand the request for imitation during the visual presentation
or to motoricaliy imitate a visually received movement,

To imitate the visually received sign in this test situation involves
recognition of the imitation-request, ability to isolate the "signal"
in the situation, as important, I nd ability to reproduce it which
involves a cross-modal perforrr ance. By motor instruction, we
eliminate the need for cross-modal performance, take care of any
problem in perceiving basic communication cues, accentuate the
response-desired in the child's own behaviour, and clarify the
stimulus-response-reinforcer sequence for him. The process be-
comes that of programming sequential movements in time, a train-
ing method, rather than learning based on self-initiated inference,
an "educational method". The task is reduced to a lower level
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of sensors -motor organization and cognition, and is seemingly re-
lated in typo to the learning behaviour of infants (neonates to 4
month olds) in experiments by Papousek and Lipsi II.

3. As is implied in the above, children varied in affective ex-
pressionin social smiling, eye-contact, use of vocalization, and
such. Two sub-groups stood out: those whose affective communi-
cative behaviour was approximately parallel to their general per-
formance level (suggesting a general retardation of development)
and those whose affective communication was even more impaired
than their general performance, suggesting primary communication
dysfunction.

An ethological approach to behaviour has shown evidence sug-
gesting the presence of innate-action-patterns in the behaviour of
neonates related not only to more obvious motor activity (rooting
and sucking, or "walking" movements if body weight is supported)
but to communication and social behaviour: smiling without social
provocation (Wolff, in Hess), looking at eyes (Fantz; Papousek;
Hess), vocalizing to express (Hess), the Moro reflex which is an
initial component of clinging (Papousek), a tendency tct be at-
tracted to visual patterns (Fantz), a tendency to set-up or look
for patterns or "rules" in environmental happenings if the situa-
tion is interesting or rewarding (Papousek), and a tendency to
take notice of the situation (orienting or scanning) and search for
new patterns if the formed rules do not match a changed environ-
mental situation (Papousek), perhaps an inclination to imitate
movement and human sound (Kavanaugh; Piaget). Evidence
of these behaviours in infants implies the possibility of genetic
coding of basic behaviours which are then available to the child
for adaptation and elaboration in combination with the releasers
provided by the attending environment. The role of environment
in reinforcing or inhibiting social overtures Is well-known. It is
equally possible that the usual innate child behaviours are not in
fact present or have been interfered with genetically at the level
of fetal development in the same way that ears are abnormally low-
set, a palate is high-arched, a fifth finger crooked, or Mongoloid
features formed (Rosenthal, 1970; McClearn, 1970). If these
affective components are absent and unavailable to the child in
his repertoire in their normal social forms, the parent-child com-
munication obviously would be disrupted, though development of
other more intact functions might proceed; special educational
methods to circumvent the deficiency would be appropriatewhich
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the acquisition of spoken language by some "autistic'', hearing,
congenital rubella children has proven to be possible.

4. The degree of random gross motor activity of the children
differed, with two extremesvery high activity to lethargic be-
haviour. The direction (goal) of activity toward each end differed,
being either self-aware or environmentally directed. Thus there
were two obvious types: children with normal, though retarded,
infantile behaviour including random activity designed to pro-
duce the reinforcementsimilar to the infant behaviour in Pa-
pousek experiments; and those in whom the act of orienting and
scanning seemed to be accompanied by over-mobilization of func-
tions. In these cases, irregularity in control of autonomic responses
was seenin hyper-ventilation or flushing for example. And, if a
solution was not available to the child, he might resort to even
increased mobilization seen in biting, hitting, lip pursing, giggling,
or to under-mobilization and avoidancelooking away or "falling
asleep". (See Table 2 for a draft of a rating form for these re-
sponses during the learning process.)

We are referring to two functional levels which seem to be
closely interrelated in behaviour and in neurological functioning
that of arousal or attention to the problem and that of nature of
accompanying behaviours to the orienting or problem-solving be-
haviour. These latter behaviours are generally thought of as com-
ponents of personality or of temperament. The research of Stella
Chess (1967) is apropos and her schema for assessing tempera-
ment may be most effective. Chess implies that temperamental
characteristics seen in a child's mode of response to new situations
may have innate bases; she describes possible difficulties arising
when the child's temperament is at odds with the parent's, or care-
taker's, resulting in a communication-breakdown.

In addition to the effects of differing characteristic ways of re-
sponding, we have observed seriously injured children whose evi-
dent arousal, attentional and evident autonomic control is little
affected by the changing circumstances. Presumably if one charts
progress in learning, or absence of progress, in combination with
these peripheral responses differing profiles will be found. Most
significant or serious pathology would be evident in characteristic
behaviours at the extremes of our rating scale, in perseverance
of emotional response, or in emotional behaviour relatively unre-
lated to environmental circumstances.
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TABLE 2

Rating of Course of Peripheral, Behavioural Measurements
Observed During Problem-Solving on SignTest

Pathological aggression:
Biting -self.
Head-banging.

Biting other.
Hitting other.
Pinching other.

Irregular ANS mobilization:
Hyper-ventilate.
Hyper-active.
Constant vocalization.
Bizarre vocalization.
Tantrum:crying uncontrollably.

screaming.

Regular, lower-level concomitants of
problem-solving:

Fussy.
Irritable.
Random motor activity.
Discontented vocalization.
Fretful facial expression.

Higher level concomitants of prob.
lem-solving:

person-contact: commun,
"environmental" scanning.
mental "consideration" with

a consequent decision.

Normal problem-solved behaviour:
Calm.
Quiet motorically.
Pleasant vocalization.
Happy facial expression.
Smiling.

Neutral; indifferent.

Pathological avoidance:
Leave scene.
"(laze away."
Passive; seemingly asleep: "switch-

ing- off".

Rosenthal (1970) describes the human brain as having three
levels of functions or behavioural organization and control:

1. the first level mediates sleep, wakefulness, alertness and
arousal, controls respiration and circulation, and permits
reflexive types of responses.

2. the second level (including the limbic system) mediates be-
haviour having to do with survival and reproductionchew-
ing, salivation, retching, searching, fighting, self-defense, ex-
pression and states conducive to sociability; at this level the
feelings associated with threats are mediatedanrr, fear,
wanting to be alone, and so on.

3. and, the third level, the functional neo-cortex permits lan-
guage, logical thinking, conceptualizing, flexibility in behav-
iour, making choices and so on.

Dysfunction at lower levels of control, perhaps due to insult to
the fetus during the first two months which is a period of major
development for these sub-cortical functions (Tanner, 1970), in-
terferes with organization and response at higher levels. Such inter-
ference with neural organization results in different behaviour from
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that characterized by a slowing of rate of development found in
a sub-group of retarded children.

Summary Statements

Normally and in Mongoloid children there is a predictable rela-
tionship between milestones in language, cognitive, and motor de-
velopment. Mongoloids with measured I.Q. of SO can acquire lan-
guage with fair grammatical competence but the rate of acquisition
is much slower than normal. They are able to accomplish this feat
of inference making with considerably limited ability to solve other
types of problems, mathematical ones for example, and often with
no special Instruction, suggesting the existence of something "spe-
cial" to language acquisition (Lenneberg, 1969).

If we were to apply this model of relationship of retardation,
cognition and gross motor development to deaf-blind children, we
should then be able to predict level of communication and/or lan-
guage learning participation possible at a given time for a child by
evaluating his physical and cognitive development. This is not al-
ways the case. There are prerequisite cognitive levels for certain
stages of language; however, attainment of the cognitive or motor
level does not necessarily assure the language development. If, in
addition to cognitive adequacy, the basic components related to
language acquisition are present (smiling, looking at, smiling at,
reaching toward, vocalization to express, interest in visual or audi-
tory pattern, scanning for communication cue3, imitating) and if
physiological mobilization of bodily systems toward the communi-
cation or language learning event is reasonably well regulated
by medication, external situation control or internal adequacy of
systems involvedlanguage acquisition may take place with a gen-
eral "naturalness" and the help of sensory aids and teacher-com-
munication. Without the innate components, language acquisition
seems to take a different route in a process which might be de-
scribed as more like the "intellectual" process in learning to read
than the totally unconscious process of learning to speak. In this
deviant process, some assets must be available, for example, atten-
tion, imagery, and an ability to deal with visual configurations.
Uncontrolled over- or under-mobilization, particularly the latter,
can completely eliminate the possibility for communication de-
velopment.

Observation of an array of deaf-blind children suggests that in
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addition to differences in rate of cognitive development, they vary
in innate communication competence, and in adequacy of the
bodily systems to initiate and/or maintain a state of attention and
of problem-solving. This behaviour can be arranged on a con-
tinuum of severity composed of a designated set of parameters
relating to neural organization, and to general levels of response-
type. The sign-test provides one situation in which the presence or
absence of "innate" communicative behaviours can be assessed
along with quality of adaptability or learning when presented with
a problem to solve in sonowhat standardized as well as motivating
circumstances.

The following measures, observable on the sign-test, are relat-
able to degree of severity according to rating scales:

a. The attention of the child, as seen in the changing course of
orienting and scanning.

b. The level of mobilization, rating of over or under mobiliza-
tion as seen in heightened emotionability, hyper-ventilation
or "switching-off".

c. Spontaneous communication level with separate rating of
gestural, vocal, and affective, "innate" responses such as
smiling and eye-contact.

d. Course of learning with visual presentation of sign.

e. Course of learning with motor-demonstrations of sign.

f. Memory for situation and/or sign.

g. Response to sign out-of-context.

Record of the sign-test on video tape would permit review to rate
on the several scales.

The sign-test is in its simplest presentation a very simple situa-
tion in which a hand-clap can be learned through training as a
signal to produce a pleasurable event with a rather low level of
sensori-motor development; such learning suggests potential for
training. Evidence of other characteristic behaviours are more ad-
vantageous to language development: for example, environmental
scanning, interest in problem-solving, ability to receive the non-
verbal communication cues in the situation, evidence of learning,
pleasure in learning, and, hopefully, response out-of-context.
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TOLE 3

Tentative Rating Scale for
Spontaneous Commun. Type (P-S)

Soc.-Comm. Components

Scan-
Gestural Vocal Eye-Contact ming Smiling

2446 mo. Natural gesture Smiles at
used. person as
Elaborated "commen-
pointing. tary" or

meeting.

18-24 mo, Signs "come" Verbal Eye-contact
and readies self. request, & facial

Jargon. scanning for
comm. cues.

10-18 mo. Readies self, Vocalizes
expectantly & sharply.
makes eye-con-
tact,

e Pulls A's hand
toward cart and
readies self.
Reaches toward
A.
Gets out of
swing to bring
A to it.

8-12 mo. Pushes A's hand Laughs. Stares at Scans Smiles in an-
when it is Pleasant eyes. gen- ticipation,
placed on cart. babbles. eral based on
Hesitant move- Screams. envi- adult posi-
ments toward ron- tioning as
adult; disorga- ment. cue,
sized.
Anticipates by
adult posture.

4- 8 mo. Vigorous move- Annoyed Gen. visual Smiles dur-
ment. voc. awareness of 'rig rein-

Coos. body of per- forcemeat,
1. 4 mo. Cries. son.

No communica-
tion.

No evident
attention to
A.
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TABU 4

Tentative Rating Scale:
Visual Sign Presentation

Sensorl-Motor Patterning
Evidence of Generalization
or "Active" Problem Solving

Spontaneous Use:
24-36 mo,

Recognition Out-of-Context:
18.24 mo. Less dependence on se-

quence bu
affe

t still rigid

Behaviour in Original Context:
12.18 mo. Makes sign as part of to-

tal sequence pattern:
rigid.

Pushes A's hand to make
sign.

8.12 mo. Readies self at sign.
--Compulsively attempts to

reproduce sequencein-
cluding imitation.

Echolalic: imitates
signno anticipatory
evidence.

Quality of imitation:
clear, organized.

Responds to gen. sequence
of actions in situation: no
sign imitation.

Imitates, with "push"
from A by forcing
sign into foreground
of attention.

Qual. of imitation:
disorganized.

4- 8 mo. Notices sign but focuses
on own activity to pro-
duce reinforcement.

1- 4 mo. Pleasure In event happen-
ing.

No apparent attempt to
produce event.

Uses sign out of context
to request ride.

Spontaneously makes sign
when sees adult,

--Goes directly to referent
situation in response to
sign in another context,

Makes sign out-of-context
as if "talking to self",

? Recognition of sign out-
of-context as familiar.

Imitates spontaneously
with certainty and clarity
and evidence of pleasure
or expectation.

Scans for clues re why
own comm, attempt does
not work.

Tries movement which
worked in another situa-
tion.

Actively tries several gen-
eral movement patterns
which occurred prior to
reinforcement.

--General activity,
Orients.
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TABLE 5

Tentative Draft:
Rating Scale for Performance

on Sign-Test Following MotorPatterning

Sensorl-Motor Patterning

indication of Genera:lotion
and Interest In "Problem.

Solving"

Spontane-
ous Use:
24 mo.

Recog-
nition
Out -of-
Context:
18.24 mo.

In-Con-
text Be-
haviour:

12.18 mo.

Uses sign to A to request
activity after taught to do
so.

Uses sign to self In class-
room.

Sign signals to go to the
situationwith uncer-
tainty or hesitancy.

Rigid motor-sequence In-
cluditt; signal by child:
"robottzed", rigid tempo-
ral organization.

8.12 mo. Anticipates when sign is
made; no imitation.

Imitation: clear, well
organized.

Makes sip' spontaneously
in imitation; no evidence
of anticipation.

4. 8 mo.

1. 4 mo.

Imitation is disorganized.
Will clap own hands with

rigid tactual prompting.
Will continue clapping

movements if started.
Agitated at motor instruc-

tion attempts.
Imitation: fragmented

and erratic.

Pleasure In event.
Reflexive resistance to at-

tempted motor instruction.

Uses sign to A to request
activity; no training trials.

Anticipating response on
first trial out-of-context.

Makes signal without
prompting and with an-
ticipatory affect; evident
pleasure in sign making.

Makes sign with minimal
prompting.
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TRAINING OR EDUCATION:
LEARNING PATTERNS OF YOUNGER

DEAF-BLIND CHILDREN

By MRS. JANE ELIOSEFF

Diagnostics and Research Department for
Deaf-Blind Children

Perkins School for the Blind

1. Some Problems in Classification

It has become customary in the field of the deaf-blind to describe
as "educable" any child who promises to be able to learn language
with appropriate instruction and sensory aids, whether or not he
also is considered capable of eventual, significant academic ac-
complishment. The term "minimally educable" is usually employed
to distinguish children within this group who appear to have little
potential for academics and whose language attainment, itself, is
expected to be highly limited, perhaps only extending to fair re-
ceptive understanding of simple instructions and explanations in
context and to the ability to express id ,as through single words or
phrases. Until very recently at Perkihs, for the partially-sighted

4child, an intelligence quotient of at least 50 on a standardized per-
formance test, such as the Ontario School Ability Examination or
one of the Wechsler Intelligence scales, was considered a necessary
minimum for success in a program for educable dldren; under the
pressure of an expanding popi)tation, however, and because of the
increased need for very early educational evaluation and place-
ment, screening personnel here and elsewhere have tended more
and more to take a developmental approach in evaluating deaf-
blind children and to classify as minimally educable (often with
language prognosis deferred) every child who can demonstrate a
basal mental age of approximately 18 months in two or more areas
of development critical for the emergence of the use of symbols;
in practice, the passing of these milestones may be demonstrated
through understanding of simple non-verbal communications (re-
gardless of expressive ability), comprehending participation in
family routines, beginning representational play, or through other
behavioral evidence that the child has begun to have the intel-
lectual maturity to assign meaning to and remember events in the
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absence of immediately associated stimuli--has begun, in other
words, to organize his experience conceptually. Occasionally at
Perkins, a very young child, usually in the 2 to 3 or 31/2 year age
range, tentatively will be assumed to be minimally educable, even
when representational ability is not yet clearly established, because
of strong signs of social Interest and a difficult to describe but
qualitatively impressive alertness to the environment rarely seen
among the severely handicapped deaf-blind. By this diagnostic
scheme (the last example excepted), "trainable" children are those
whose level of interest, social skills, and best-assessed conceptual
abilities in each case fall below that to be expected at approxi-
mately 18 months; goals fur the more mature among these chil-
dren at least to adolescence will be the establishment of a basic
communication system and reliable self-help skill.

Objections to this and to any of the several similar educable-
trainable classification schemes come from many quarters and are
well-argued. Long-range social expectations vary little for one
type of minimally educable child and the more alert high train-
able, who may even acquire nearly equivalent communication skill
as they mature. This being so, a "trainable" classification fre-
quently is seen as restrictive, closing off certain placement possi-
bilities for the child and not seldo;nly demoralizing family mem-
bers. The label underlines the expected ceiling on the child's
growth and can prejudice potential sponsors. On the hand,
an "educable" classification, when the criteria resemble those just
outlined, while coming very close to ensuring an opportunity for
every child remotely capable of profiting from formal language
instruction, also is over-inclusive; pupils are accepted into educa-
tional settings and a long-term effort initiated although it is recog-
nized from the beginning that they have very little chance of ac-
quiring language proper.

An unstated corollary to the 50 IQ guideline has been an as-
sumption that every child having an IQ of 50 or better will be
able to learn language with suitable instruction. If by this we mean
thf; eventual use, however limited in scope and flexibility, of con-
ventional symbols as relatively context-free referents and some
ability to employ the syntactical rules of a mother tongue, it is
not always the case that even the more intelligent child will reach
the expected level of accomplishment: a fairly rare but very in-
teresting exception is the grossly symbol-deficient child to be
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described below.' In the minimally educable group are several
types of pupil who may not achieve language skill because their
particular difficulties, in combination, seem nearly to preclude
spontaneous learning whenever the object of mental operations is
not either physically present or of a sort to permit visually ordered
memory. Such a child may remember and imitate household rou-
tines rather nicely yet not be able to understand simple gestured
Instructions, interpret social overtures and non-verbal expressive
communications, or shift easily from one way of doing things to
another even in a concrete situation. To learn language a child
must be able to conceptualize relationships, to superimpose an
"abstract attitude" upon a reliable awareness of environmental
events.' Naming present objects in a crucial first step but one
which is only intermediate between sign-thing association and true
language use. For this to be Immediately apparent we have only
to think of how little of the meaning of "from," "will go," "char-
ity" can be conveyed in a single picture.

The trainable-educable distinction both implies something about
a child's developmental level and carries with it assumptions about
the outlook for language attainment. An alternate method of
classification might de-emphasize the child's current level of func-
tioning and concern itself solely with the prognosis for language
learning. This fall at Perkins we will be trying out as a first step,
groupings of children according to whether they require at present
a language or a communication program, and reclassifying currently
enrolled younger pupils by presence or absence of potential to
learn language (regardless of whether a child Is sufficiently mature
to be ready to learn). If such a scheme were to be adopted in
screening the larger population, the real limitations of many mini-
mally educable children could be recognized more clearly, without
penalty to a given child, while rather seriously developmentally

Here and below the term "aphasic" has been avoided because aphasic-like
behavior in this population appears to be one aspect of a broader deficiency
in learning so often that application of the term at Perkins has been re-
stricted whenever possible to wellcircumscribed symptoms of language dis-
order (echolalic or apraxic speech, for example, or particular associational
difficulty) occurring where there is evidence of relative integrity in other
cognitive areas.

Adoption of the earliest "abstract attitude" does not imply that a child has
any understanding of language-related concepts, and even at higher levels
we can take it for granted that deafness leads to a smaller share in the com-
munity of knowledge if only because so many ideas, such as those of certain
polar opposites, which appear to arise spontaneously and inevitably in the
course of normal development turn out upon investigation to be language-
embedded and conveyed through common usage.
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retarded youngsters having sufficient hearing or central nervous
system integrity to acquire some language over an extended train-
ing period could be classified more naturally with (if not grouped
together in a single program with) language-learning children of
considerably greater promise. From the teacher's point of view,
there are several advantages of a language-communication distinc-
tion; she need not feel that she is marking time before "real" teach-
ing begins during the years in which a pupil may be absorbing
the elements of natural gestural communication which he failed to
acquire on his own; since in any case the child's needs are para-
mount (and tend to be unaffected by the teacher's attitudes or ex-
pectations concerning her role), she need not see putting her ener-
gies into helping a child expand his skill in communicating
however he can as "cheating" or as mere preliminary work; actual.
classroom dilemmas concerning what to emphasize can be circum-
vented from the beginnings

Unfortunately, even under a revised classification scheme, pro-
gram needs of individual children are not always easily determined.
In assessing developmental level (which beats directly on communi-
cation skill), several hazards appear. I know from my own experi-
ence that it is extremely difficult when doing diagnostic work over
a period of time with deaf-blind children not to begin avoiding
test items which a majority of even better motivated children fails;
this is especially a temptation whenever a child's attention is fleet-
ing and initial rapport has been hard to achieve. As evidence that
others are having such problems, a recently developed screening
test for the partially-sighted deaf-blind includes no item on which
a passable performance cannot be achieved through training, pro-
vided a child has the necessary perceptual-cognitive maturity. This
comment is not intended to be disparaging; omissions in the instru-
ment suggest that strictly cognitive abilities are so rarely displayed
by children referred to the setting where the test originated that the
question of whether a child has potential for learning language will
seldom arise. If this is the case, my one objection to narrowed test-
ing would be that staff may continue to hope that a child will pro-
gress to the point of eventually attaining "language learning status"
and may perhaps implicitly promise such progress to parents un-
less the possibility is clearly ruled out.

To be most useful for assessing the educational needs of an in-

' "I got to my classroom expecting to teach not just language but speech,
and there was a child who hardly knew how to wave bye-bye."
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dividual child, a screening test should guarantee that his basal level
of functioning has been established. It is not at all unusual to see a
child 5 or 6 years old whose level of interest and self-occupation
are still infantile but whose fine and gross motor skills are compa-
rable to those of the normally-develop;ng 2 or 3 year-old, and who
often after some pressure or coaxingwill offer a performance
on puzzles, and occasionally even in drawing, of a kind and quality
considered adequate at a mental age of 2 years. In most cases he
will appear to have no visual difficulty so severe that it is likely to
be significantly affecting learning. Are we to assume that such a
child is ready for instruction at the 2-year level in the use of sym-
bols and in self-help? As screening has proceeded, we have no way
to know whether the child is ready and no information about his
understanding of social communications. He very well may be
able to begin learning a few words or signs and interpreting simple
pictures orwhat is more likely if he was extremely difficult to
testhe may not have acquired the ability to attend and understand
of even a normal one-year-old; on investigation there may be no
evidence whatsoever for the presence of mental imagery or of abil-
ity to draw analogies comparable to that already possessed by the
mimicking, jargoning toddler.

A brief and rather "ruthless" screening test, for use with par-
tially-sighted children who demonstrate sonic skill above the 18
month level, is appended to this paper. A child under about 7 years
of age passing all items at the first level is almost certainly going
to prove to be minimally educable (in the expanded sense of the
term) except in those cases where development is essentially at a
standstill because of progressive disease or similarly grave disorder.
Even using this test, however, without fairly precise information
describing the child's motivational status, the nature of his handi-
caps, and his rate of learning, it will still be impossible to say
whether he will be better served in a program to further communica-
tion skills and competence in daily living or in a program of
language instruction. A broader approach to educational evalua-
tion seems to be necessary.

11, A Psychodiagnostic Approach and Educational Groupings

Of first importance in developmental assessment of the deaf-
blind is discovering as much as possible about the kind and extent
of a child's senscry handicaps. Certain emotional reactions and
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developmental delays can be attributed directly to loss or decrease
of vision or hearing, and reactions to uneasy handling by family
members, periods of hospitalization, or inappropriate school ex-
periences may further complicate development. Judging the degree
of sensory handicap, however, is often reduced to a best-guess,
especially with younger children, Of 82 children in residence at
Perkins for an educational evaluation during 1970 (surveyed in
order of referral), the records of 37 show major changes in esti-
mate of hearing level; smaller shifts or inconsistencies over time
are recorded for another 18. The tendency is for an estimate of
severe to profound loss to be revised toward moderate as a child
matures and learns to respond more reliably in testing. A similar
trend in estimating visual acuity, particularly in post-cataract cases,
leads to attributions of better and more useful remaining vision
than earlier seemed the case. Where there are broad signs of neuro-
logical damage or dysfunction, often in the presence of pronounced
mental retardation, circular difficulties in evaluating either sensory
or intellectual capacity appear. A useful strategy is to assume that
the greater sensory loss exists until there is very strong evidence
contradicting the estimate and to make maximum allowance for
its effect on development.

In testing a child not only do we need to discover how far be-
hind normally developing children he may be, assigning a reliable
basal mental age, we also need to know something about the range
of skill he possesses at that basal (beyond those abilities pulled for
in testing), the breadth of his interests at the developmental level
on which he functions most comfortably (which may bc. well below
test basal), and his degree of social orientation. Does he confine
himself when left to his own devices to only a few highly familiar
activities? If so, are these constructive in intent, merely repetitive
play, or essentially self-stimulating or "vacuum" activities (mouth-
ing, posturing, playing visually with light and patterns, masturbat-
ing)? Since an understanding of daily events and ordinary social
communications must precede any attempt to learn language, how
much attention does he pay to other people? Does he look at
faces, does he learn by observation and imitation, does he show
any understanding of gestures and expressions, or try to make his
wants known in more refined ways than crying or pushing and
pulling? Does he understand that his communications should be
directed toward another person? Does he express directly, and
with a desire to communicate, emotions other than reactive ones?
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From the drift of these questions it is obvious that a child's aims,
if not his motivational status, and his ability to express wishes and
feelings, if not his responsiveness, largely depend on his cognitive
level; they further depend on the presence or absence of physio-
logical disturbance and the integrity of his central nervous system.
(Central lesions, however, or metabolic disturbances, endocrine
disorders, or the like, can also directly influence apparent moth a-
tional status and emotional responsiveness, as well as temperament
and stability of mood. Diminished drive is often associated with
thyroid dysfunction, for example; the disconcertingly affectionate
nature and phys!cal fearfulness of some athetolds are well known).
Behaviour patterns, as described in testing and diagnostic class-
room reports, of 115 children (selected In order of referral from
the somewhat larger group in residence at Perkins for educational
evaluation during the last year and a half) have been compared
according tofor want of a better termresponse type. Below
are the seven major categories which emerged. Number in each
category has been tabulated for 60 of these 115 whose profiles are
enatined a little further on.

Response Types

A. Characteristics: Normal or near-normal affect for mental
age; there may be circumscribed behavioural or attentional
difficulties, usually apparently un a CNS basis, yet there is
fairly continuous interest In activity in the immediate en-
vironment and attention to overtures from others.

Placing a child in this category does not exclude the pos-
sibility of difficult behaviour as long as an impression of
integrity prevails and the child is essentially self-motivating
in a learning situation, so that what is "instructive" is also
by and /arge pleasing to him. Spontaneous and reliably de-
monstrable social and emotional responsiveness commen-
surate with the child's basal mental age is essential for
inclusion.

Unless development is arrested or other serious disturb-
ance intervenes, there is a positive prognosis for language
learning, possible aphasic difficulties notwithstanding.

B. Characteristics: Grossly symbol deficient, "cold", often
deeply non-expressive; there may be evidence that in many
ways the child is a good observer (he may retrieve hidden
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objects or recreate arrangements of objects long 'after the
initial observation, or may play in imitation of adult activ-
ity), but he appears to have little or no ability to communi-
cate or understand communications above the infant level;
possibly ritualistic but does not have obsessive mannerisms
and is not withdrawn.

The test performances and behaviour patterns of children
in this category often resemble those of the classically
"brain-injured", with very low basal mental ages established
in a majority of cases and peak performances at or above
age level; the children tend to be rigid and have difficulty
switching from one way of order'ng perceptions, or even
objects, to another (unexpectedly poor performances on
the Columbia Mental Maturity Scale are the rule, when pic-
tures can be understood at all). These children are not au-
tistic-like although some behaviour may be bizarre; they
enjoy attention and affection yet may not seek it out; they
look at faces frequently in most cases, if sometimes briefly
and not for information or expressive contact.

It is not unusual for a child in this category when
strongly motivated or provoked to suddenly display unex-
pected skill, use speech when he was believed to have no
language, or to solve a problem theretofore impossible for
him.' It may be of significance that there is evidence that
damage is frequently at least partially lateralized for this
group.

Language outlook is generally poor where communication
is lacking; fair communication skill often can be developed
by a method of association. Number 4 (plus 2 borderline,
I3-C, B-E).

C. Characteristics: Distractible, rigid; rallies when "interested"
(most frequently when activities are simplified and geared
down to the child's level); basal usuai:y depressed well below
level of perceptual-manipulative skill; fair to good attention
to faces (or to touch and to sounds of appropriate intensity
in the blind) and to activity of others; inconsistently re-

' O'Gorman (1970) discusses a recent attempt to develop a therapy to
capitalize on this kind of rage reaction among artistic children. He questions
whether gains made under these conditions are stable once the therapist
ceases regularly to intervene, Our limited experience with similar "provoca.
tive" teaching or testing methods suggests that they are not.
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sponds to communications even where understanding of
simple gesturing is apparently good.

Mannerisms and self-absorbed activity are frequent in
this category, but since the children are basically sociable
if for the most part unspontaneousattention can usually
be drawl outward and new habits established where a child's
mental 4ge allows genuinely expanding interests.a

A majority of high trainable and minimally educable chil-
dren belongs under this heading; prognosis for language
learning depends greatly on hearing level, extent of existing
communication base, and teaching method employed. Num-
ber: 12 (plul 7 borderline C-D or C-E).

D. Characteristics: Impression of vagueness; very slow to act
or to become aroused, but responds to affection or deliberate,
judiciously sustained stimulation; off and on offers attention
to faces, or reaches out for a companion if blind; may dem-
onstrate some understanding of simplest communications.

Almost without exception these children have been classi-
fied as being only trainable. Developmental changes tend to
be especially slow to appear, with gains taking place seem-
ingly all at once; their sociability can mislead during an ini-
tial assessment. Results of training are easily lost, and in
several cases biochemical disturbance at some level is sus-
pected. For children in this category the development of
some expressive communication skill is a reasonable goal.
Number: 10.

E. Characteristics: "Autistic-like" in most situations; relates
dependably only during highly familiar routines or when
hungry or in distress; no interest in faces; shows pleasure
when manipulated as if he were an infant; very short atten-
tion span, generally, and little tolerance of even pleasurable
stimulation.

These children, without exception, are highly limited in-
tellectually. Mannerisms and other signs of neurological dis-
order are noted in every case and are difficult to curb.

Training goals are appropriate, including efforts to abrt
the child to communication cues. Ability to relate frequently

*Almost any child can be conditioned to avoid light-switches and to fum-
ble blocks instead. I am referring to an actual shift in preference growing
out of satisfying new experience.
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improves with consistent, objective, warm and somewhat
coercive handling.° Number; 11 (plus I borderline E.G) .

F. Characteristics: Autistic, almost unremittingly irritabil when
approached; some response to training but does little or
nothing out of own initiative.

This category is a conglomerate. Children either (I) are
obviously profoundly congenitally damaged, or (2) fairly
closely resemble descriptions of cases of true infantile autism.

Results of training ve unlikely to be stable or impressive
among children in the first division; effective intervention
may be possible in the second, with some skill in communica-
tion resulting. Number: 3.

0. Characteristics; Austistic, pathologically content unless
grossly disturbed; some response to training but does little
or nothing out of own initiative.

This, too, is a mixed group. Children either (1) show
profound developmental retardation and have strikingly little
interest in their surroundings, or (2) resemble descriptions
of cases of true infantile autism. Although the size of the
group is very small, even when drawn from the total of 115
children, it is of interest that the majority is blind.

In both divisions, training seems unlikely to effect marked
improvement. Number: 2.

Developmental delay may be seen in only one or two, or extend
to may areas of functioning. or evin appear in such degree that
a child is completely and permanency infantilized. Mental retarda-
tion may be the slink symptom (other than sensory impairment)
of organic damage or dysfunctioa, or it may be present in associa-
tion with fine or gross mOtor difficulty, evidence of sensory proc-
essing or perceptual disorder, or of a symbolizing or specific lan-
guage disorder; signs of any of these difficulties can appear, of
course, without there being generalized retardation. Apparent

' Deslauriers and Carlson (1969, Chpts, IV and V) present a rationale for
a therapeutic teaching approach for use with one group of autistic children
which is very similar to the teaching-play most effective with children in this
category, and which involves calling attention during fairly vigorous, ap-
propriately exciting physical activity. O'Gorman (1970, p. 61, 85) mentions
an electroencephalographic technique which has uncovered in a significant
number of children described as autistic brain wave patterns suggesting that
visual and auditory stimuli very often are reaching the hypothalamus but not
the frontal cortex and that anticipation based on perceptual cues may not
be taking place, An analogous if not identical situation appears to be the
case with many of the deaf-blind.

94



seizures or seizure-like behaviours are also frequently seen. Because
it is symptoms such as these which are of greatest immediate con-
cern in the classroom, and which at the same time seem most likely
to yield to therapy, we keep notes for each child on evidence for the
presence of any additional Impediment to learning. A partial list-
ing of difficulties seen among the 60 children in the key study
group for this presentation highlights problems in making a rea-
sonable educational assessment and in program planning.

Number
Seizures by history 4
Seizure-like behaviours (for example: frequent staring spells;

excitements or periods of self-stimulation ending In general-
ized motor discharge; prolonged giggling or heavy breath-
ing)? 12

Perseverative behaviour (for example: hand-waving and
light-gazing; compulsive mouthing; involuntary fine or gross
movements)'' 47

Fine motor involvement (significant difficulty which cannot be
attributed to immaturity) 5

Gross motor involvement 14
Disturbance in sleeping or eating 13
Inordinate appetite, small weight gain 6
Hyperactivity (stimulus-bound as distinguished from disinhib-

ited responses)° 5?
Sudden and seemingly unprovoked mood swings or shifts in

state of arousal 15

Language disorder (assessed independently only where the
child has sufficient maturity) 12

Recently we have been discussing with consultants in neurology the pos.
sible benefits of administering central stimulants to certain passive, disorga-
nized children who appear to be experiencing seizurelike episodes of one
sort, Although amphetamine should not be given when petit mall seems
likely, "pyknoteetic

amphetamine
seizures have been described (Slater and Roth, 1969, p.

673) which a stimulant may control,
'Perseerative behaviour from immature children, and particularly from

the blind, should be carefully assessed. What appears to be stereopathic ac-
tivity may be developmentally appropriate repetitive play, perhaps bizarrely
elaborated because of an absence of needed stimulation or opportunity to
vary activity. For the congenitally blind the "sensori-motor" period of de-
velopment normally will be extended an additional 6 to 12 months, and in
slower children habits may be built up which are difficult to abandon.

' Defining hyperactivity and then reaching a consensus in its application
is so treacherous one wonders about the usefulness of the term for educators.
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educational Groupings

Although there is no necessary correlation between severe diffi-
culty in communicating, relative lack of interest in other people
and deep retardation, a child's response type in this population, as
well as the number of signs of additional interferences with learn-
ing he may show, is rather closely related to mental age. (Atten-
tion-seeking and often indiscriminately affectionate behaviour ap-
pear frequently in chronic brain syndrome, cases of types seldom
referred to Perkins because they do not carry sensory handicaps
with them as a rule.) One consequence is that sensory loss can-
not be seen as a major cause of remote, non-communicating be-
haviJur; some children referred behave in this way without hav-
ing significant peripheral impairment. Nor is the part played by
sensory loss In determining educational classification (beyond that
of deaf-blind) of great importance. Degree of sensory impairment,
and particularly hearing level, becomes critical, however, where
language prognosis is questionable.

Within certain limits, the age of a child in any given educational
grouping is relatively insignificant whet goals are being outlined. A
3-year-old who is remote and distractible, and who is functioning
in approximately the 18 month range, should be considered for
the time being to have possibilities for growth and better organiza-
tion of responses that a 5-year-old showing very similar behaviour
does notalthough in fact the 3-year-old may still be behaving
in much the same way when he, himself, reaches 5. A 9-year-old
just acquiring some of the normal toddler's cognitive and manipu-
lative skills can be said with assurance to have only highly limited
growth possibilities even placed in the finest communication pro-
gram. Greater age significantly benefits a child most often in those
cases where fair to good potential for training already can be seen
but where neurological or other difficulties are such that the child
cannot offer attention or control himself easily before late child-
hood or early adolescence; occasionally, striking improvements
come about apparently as a by-product of physical maturation.

The total number of children in the following groupings is 60.

A. Performance 1.Q. of 50 or above, relatively little test scatter. Number: 3

Hearing: Response type:

moderate to severe loss: 2
severe to profound loss: I
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Viston:
educationally useful: 2
blind: I
(bilateral cataracts In I case)

Age:

4-0 to 4.11: I
6.0 to 6-II: 2

Associated Difficulties:

fine and gross motor Involve-
ment.

perseverative behaviour.
seizures by history.
language disorder.

D. Scattered test profile, often with low basal but ceiling at or beyond C.A.
(I.Q. of 50+ In two cases). Number: 6

Hearing:
moderate loss: 1

moderate to severe loss: I
moderate to severe loss: 2
very severe to profound loss: I
? very severe to profound loss: I

Vision,

educationally useful: 6
(monocular cataract in 4 cases:

bilateral cataracts in I case).

Age:

5.0 to 5.11: 5
7.0+: I

Response type:

A: 1
B: 3
8-C: 1
B-E: I

Associated Difficulties:

fine and gross motor involve-
ment.

prseverative behaviour,
seizure-like behaviour.
disturbances in sleeping or eat-

ing.
language disorder.

C. Rasa' at 16.18 months, strong ceiling at about rh C.A. Number: 8

Hearing:
moderate loss: 2
moderate to severe loss: I
severe to very severe loss: I
very severe to profound loss: 4

Vision

educationally useful: 7
gross

n: 1

form and light percep-
tio

(bilateral cataracts in all cases)

Age:

5.0 to 5-11: 3
6-0 to 6.II: 4
7+: I

Response type:

A-C: I
AD: I
C: 1
C-13: 4
ID: I

Associated Difficulties:

fine and gross motor involve-
ment.

perseverative bet,aviour.
seizure-like behaviour.
inordinate appetite.
mood swings, changes in state.

Acuity with correction, if any. Cataracts are congenital and operated In
most cases.
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D. Basal at 16.18 months (ttn-table), weak
Hearing:

mild to moderate toss: 1
moderate to severe:
? severe to very severe loss: 1

Vision:
poor: 2
blind: I
(bilateral cataracts in 2 cities).

Age:
5.0 to 5.11: I
7+ :2

ceiling to 36 months. Number: 3
Response type:

C: 2
CE: 1

Associated Difficulties:
perseverative behaviour.
hyperactivity,
mood swings, changes In state.

E. Basal at 14.16 months, ceiling at 24.30 months (rare poceptual.maniptr
lative successes above 30 months), Number: 4
Hearing: Response type:

C:
OD: 1
D: I
B:

Vision: Associated Difficulties:
gross motor involvement,
perseverative behaviour,
seizure-like behaviour.
disturbances in sleeping or eat.

ing.
? language disorder.

moderate to severe loss:
severe to very severe loss: I
very severe to profound loss: 1

educationally useful: 3
blind: I
(bilateral cataracts In 3 cases).

Age:
3-0 to 3-11: I
5-0 to 5.11: 2
6.0 to 6.11: 1

F. Basal at 12.13 months, ceiling under 24 months. Number: 4
Hearing:

mild to moderate loss:
moderate loss: I
very severe to profowl.1 loss: 2

Vision:
educationally useful: 2
poor: 2
(bilateral cataracts In two cases;

monocular cataract In two
cases)

Age:
5-0 to S-11:
6-0 to 6.11: 3

Response type:
C: 2
CD: 1
D:

Associated Difficulties:
perseverative behaviour.
seizure-like behaviour.

O. Basal at 10-12 months, ceiling at 18.20 months. Number: 3
Hearing:

mild to moderate loss (greater
in high frequencies?): 1

severe to very severe loss: I
very severe to profound loss: 1
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1//siott:
educationally useful; 2
poor; I
(bilateral cataracts in 2 cases;

monocular cataract in I case)

Age:
2.0 to 2.11: I
3.0 to 3.11; 1

5.0 to 5-11; I

H. Basal at 8.10 months, ceiling at 18.20
ances to 24.30 months). Number: 6
Hearing:

? mild to moderate loss: 3
moderate loss: I
very severe to profound loss:

Associated Difficulties:
perseverative behaviour.
7 hyperactivity

months (some trained perform-

Response type:
C: 2
C-D: I

2 E; 1
F: I
0: I

Associated Difficulties:
perseverative behaviour
mood swings, changes in state

Vision:
educationally useful: 5
poor: 1
(bilateral cataracts In 4 cases;

monocular cataract in 1 case)

Age:
3.0 to 3.11 :2
4.0 to 4.11: 1
5.0 to 5.11: 2
7+; 1

I. Basal at 8.10 months, ceiling at 12.15
Bearing:

normal or mild loss; 3
mild to moderate loss:
mode:ate to severe loss: I

very severe to profound loss: I

Vision.
educationally useful: 4
poor: 2
blind; 1
(bilateral cataracts in 5 cases;

monocular cataract in 1 case)

1.

Age:
4.0 to 4.11; 2
5.0 to 5-11: 3
6-0 to 6.11:
7+; 1

months. Number: 7

Response type:
C:
D: 2
E; 3
F.-0: 1

Associated Difficulties:
gross motor involvement
seizure-like behaviour,
mood swings, changes In state
generalized Immaturity affect-

ing eating, sleeping, play
habits

Basal under 8 months, ceiling at 12-14 months. Number: 4
Hearing: Response type:

moderate to severe loss: 1

severe to very severe loss: 1
very severe to profound toss: 2
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Vision: Associated Difficulties:
educationally useful: I

poor: 3
(bilateral cataracts in all cases)

Age:
4.0 to 4.11: 1
5-0 to 5-11: 2
6.0 to 6.11: 1

K. Basal and ceiling under 12 n. %Ida (r
In two cases). Number: 11
Hearing:

? normal; 3
? normal or mild loss: 1
mild to moderate toss; 1
? moderate loss: 2
severe to very severe loss: 3
very severe to profound toss: 1

Waco:
educationally useful: 3
poor: 3
gross form and light percep-

tion: 2
blind: 3
(bilateral cataracts in 6 cases)

Age;
3.0 to 3.11; 2
4-0 to 441: 1
5-0 to 5.11: 4
6-0 to 6.11: 2
7+: 2

seizures by history
seizure-like behaviour
generalized immaturity

are performance above 12 months

Response type:
C: 2
DI 4
E: 4
0: 1

Associated Difficulties:
mood swings, charges in state
generalized immaturity

L. Untenable: impression 01 at least borderline intelligence. Number: 1

Hearing: Response type:
normal acuity

Vision: Associated Difficulties:
blind ? gross motor involvement

disturbances in sleeping and
eating

mood swings, changes in state
language disorder.

Age:
4-0 to 4.11 range

It may seem to be splitting hairs to group children by basals as
little distant from each other as some of these are. Yet there are
extraordinary differences in level of skill and social knowhow
among normal infants at 8, 10, 12, 14 and 16 months, and the
extent to which more severely damaged deaf-blind children func-
tioning at these mental levels share in such gains is crucial for edu-
cational planning. Enwever, while it is unnecessary to stress that we
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are dealing with deviant rather than normal development, it should
be mentioned that gains are rarely as clear as they are in normal
children: a deaf-blind child Interested In but experiencing difficulty
in mastering a 12mont% manipulative task may have a relatively
advanced grasp and release yet at the same time find it almost im-
possible to keep his eyes on what he is doingin strong contrast
to the intent but clumsy performance of a normally maturing
infant, Similarly, the deaf-blind child's lack of response in a too-
complex situation is very seldom merely infantile. He does not
simply ignore what he cannot do or does not understand; he more
often actively avoids potentially "stressful" encounters and closes
off opportunities for learning.

Relating poorly can be considered another direct consequence
of retarding damage, or it can be seen as a response to the emo-
tional climate which may surround a child, especially to ambiva-
lence in caretakers provoked by his handicapped condition and
prolonged dependence. In the latter view, a child becomes further
entrenched in his unfortunate way of meeting the world because of
his limited ability to moderate or improve responses on his own
initiative. Whichever the view of the teacher, if the child's basal
level is above approximately 10 months, affectionate and appropri-
ately structured attention almost always will lead fairly rapidly to
improved "mood" tone, greater tolerance of physical handling and
of necessary restrictions, and to more child-like and enthusiastic
responses to social overtures. And all of this usually without sig-
nificant change in the child's present level of functioning. It is hard
to avoid concluding that withdrawal in the majority of children in
this population indicates basic limitation, and unfortunately it is
often the case that the more severely injured the child, the more
complex and difficult to interpret the social-emotional environment
he must negotiate and learn to comprehend.

111. Etiological Considerations

When a handicapping cause and its timing, when therapeutic
efforts, family situation, level of intelligence and mental health of
the parents all appear to be about the same in two cases, and yet
learning difficulties and degree of retardation are much more pro-
nounced in the first child than in the second, one is led to specu-
late about possible predisposing factors. We tend to talk about the
deaf-blind referral population as if it were made up almost entirely
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of younger children severely congenitally damaged by maternal ru-
bella, Yet if only for future program planning, it should be recog-
nized that white a large number of children certainly meet this de-
scription, by no means all of them do. For example: of a group of
85 children surveyed in order of referral, 58 were considered by phy-
sicians to have been handicapped as a consequence of maternal ru-
bella; in many of these cases, the diagnosis was probable but not
certain. Another 3 referrals came with well-established alternative
diagnoses, but for the remainder of the group, 24 children, handicap-
ping causes were unknown (15 cases among these 24 also possibly
may have been damaged as a result of maternal rubella; however,
the physical appearance of these children, their behaviour and
medical histories suggested that rubella as a cause was unlikely). A
preliminary survey of the family and medical histories of this
group of 85 (previously reported during the First National Work-
shop on Deaf-Blind Children in January, 1971) found strong evi-
dence for multiple causes of damage in 29 of the 58 cases in
which maternal rubella was probable or certain, and in 4 of the 15
cases in which rubella was a possible agent. Just over one-half of
the largest conceivable rubella group, then, may have been handi-
capped as a result of complex systemic or genetic interaction with
the disease, which itself effects chromosome changes, or may have
been handicapped by an independently operating influence on de-
velopment appearing in combination with rubella.

Just what constitutes ie(al vulnerability to the virus is not known,
and probably differs from child to child, but it is clear that only
a relatively small percentage of those exposed in utero are severely
and multiply handicapped,10 With this variability of effect in mind,
it seemed worthwhile to review the records of a large number of
recent referrals to Perkins in search of possible evidence for the
existence of etiologically significant factors (excluding post-natal
damage or disease) other than rubella or, in a few cases, another
apparent immediate cause of pre- or perinatal damage. Histories
of the 115 cases mentioned above were examined, and medical
conditions of possible import appearing in members of the greater
family were tabulated.

'° Figures vary considerably. A common estimate of the risk of transmis-
sion to the placenta by susceptible women is approximately 20%. Crome
and Stern (1967, pp. 36.37) cite conclusions of a respected study in Britain,
that 70 of 100 infants whose mothers contract Rubella during the first trI-
mester can be expected to have no serious defect (other than a degree of
hearing loss in 10 of these 70), but caution that there are major differences
in results of British and American surveys.
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By greater family Is meant siblings, parents, aid grandparents
of the referral child, his parents' siblings and their children, Where
a condition is reported as occurring in several members of a fam-
ily it has been recordet here once, so that only one example in
each category appears per family. Only one disorder or defect,
where these occur in a usual combination, is recorded per indi-
vidual, so that a retarded, epileptic sibling or cousin of the referred
child, for example, has been classified under epilepsy but not men-
tal retardation; similarly, cerebral palsy Is recorded separately only
when it does not appear together with primary mental retardation.
In all cases, an effort has been made not to inflate the figures mis-
leadingly; questionable histories have been ignored, and late-ap-
pearing sensory disorders in family members hay.s been dropped
from the count. Even when evidence is condensed in this way, the
figures are suggestive. An impression is that prematurity of the
referred child and complications during other pregnancies of the
mother are more common than can be easily explained, and that
some conditions appear more frequently in the families of children
referred than one would expect them to appear in families of nor-
mal schoolage children (when there is no major biasing character-
istic of these families, in turn), Making an adequately controlled
comparison is a more ambitious project than we have had time to
undertake, however. One fact that can be noted at this point ac-
cords well with a common finding of studies of other handicapped
groups: among these 115 children there are just under 11(2 times
as many boys as girls.

Circumstances 01 Pregnancy

Birth order of referred children (excluding miscarriages but not
stillbirths):

First born 39 (Twin pairs, only one of
Second born 23 whom was referred in
Third born 25 each case 2)
Fourth born or below ... 22 (Unmarried mothers 7)
No information 6

Less than 38-week gestation period: 23 referred children.
Rh incompatibility: 5 sets of parents.
Serious complications during other pregnancy of mother (toxemia,

miscarriage, stillbirth, sudden death of newborn): 30 women.
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Conditions Reported In Greater Family (history may touch one
or more individuals)

A. Conditions possibly immediately related to handicaps of re-
ferred child:

Number
of families

Hearing disorder having early onset 12 families

Serious congenital ocular defect or early
blindness 13 families

Significant mental retardation 14 families

Adequately diagnosed learning disability 1 family

Epilepsy 12 families

Other: cerebral palsy, spina bifida, multiple
sclerosis, orthopedic disorder, heritable heart
defect 16 families

B. Conditions possibly suggesting unusual vulnerability to noxae
or underlying biochemical disturbance:

Diabetes 19 families
Thyroid disorder 3 families

Severe allergies or asthma 10 families

Cancer 8 families
(leukemia 1 family)

Tuberculosis 2 families
Recurring febrile seizures 1 family

Emotional disturbance (sufficiently serious
to require 1. hospitalization, IL thug therapy
beyond temporary medication during periods
of stress, or ill. neurological investigation) 14 families

Alcoholism 3 families

"Histories were not available for 6 families, while 4 families are entered
under 5 or more categories. In 4 other cases one or more of the child's
handicaps seemingly are the result of an anomalous chromosome or reces-
sive gene effect, and there is no related instance known in the greater family.
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Screening Test for Use with the Visually-
Oden:ed Deal-Blind

AMA, Re rge.. 24 to 48 months.

Pocus: Acquisition of second-level concepts and development of cognitive
strategies. Sensori-motor competence to 18 months Is presupposed,

The aim of the test is to uncover the extent of a child's ability to see re
lationships and remember, learn by observation, anticipate and plan simple
procedures. Earlier items provide some additional information about fine
motor skill and impulse control, A teaching-testing approach to assessing
mental ability is assumed; where a child can learn, retain, and generalize a
solution to a test problem (when different materials ate u:ed), the item is
considered passed without qualification. Note shouldbe made, however, of
the kind and amount of Instruction required and whether repeated motor
patterning was necessary.

24 months

Discriminates square and round pegs, Wallin pegboard (MerrillPalmer).
Draws horizontal and vertical lines in imitation.
Strings several large beads in Imitation and with little urging,
Watches with interest and some comprehension while examiner draws

a simple picture of a face and points out features (draw circle, eyes,
mouth, nose, ears, hair, in tits order).

Shows pleasure in possibility of "naming" (See Robbins paper this con
ference on the diagnostic value of teaching a sign).

30 months

Builds tower of 3 cubes in direct imitation of examiner upon gestured
instruction.

Screws top on jar in imitation.
Folds 8 inch square of paper once in half in imitation.
Matches several common objects to bright simplified pictures of each

object (shoe, spoon, comb, and the like: colors in the pictures should
not be identical with those of the objects).

Makes circle from 2 halves in imitation (stiff 2 inch half-moon cutouts
presented back to back).

36 months

Sorts 4 colors with good attention and few errors (poker chips, Pea-
body chips, or similar tokens, into boxes where several of each color
are already amassed).

--Copies picture of cross.
Places 12 cubes neatly in box.
Categorizes by sorting simple pictures of common objects (clothes,

food, toys, for example).
Understands at least 10 signs or natural gestures with little help from

context.
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42 months*

Builds a bridge of cubes from a pictured model.
Pits 4 nesting boxes deliberately, correcting easily.
Continues alternating patttrn of cubes of 2 different colors placed In

line (red, yellow, red yellow).
Categorizes simple pictures of furniture by usual arrangement In rooms

(matching to a picture of the appropriate room).
Engages in narrative doliplay (may be very elementary: "Toileting ",

"putting to bed", "work"),

48 months

Matches 7 of 10 line drawings of geometric forms by to.inting (1960
Stanford.Binet "Discrimination of Forms", 1VS).

Taps once on each of 4 cubes spaced out in a line, left to right in Imi'
tatlon of the examiner (Ontario School Ability Examination "Knox
Blocks"Series A).

Copies picture of squltre,
Places I, 2 or 3 cubes over groups of I, 2, or 3 large dots on page.
identifies one of three hidden objects by gestures (modified 1960 Stan-

ford-Binet "Naming Objects from Memory", 1V2).

If a child can be credited on most hems at 42 months, he is fully ready
to take a standard performance test of intelligence.

Parents playing with their cleal.blInd youngster.
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TOWARD ASSESSING THE LANGUAGE LEVEL OF
OLDER DEAF-BLIND PUPILSI CORRELATES OF

ACHIEVEMENT ON THE
PEABODY PICTURE VOCABULARY TEST

By JANE ELIOSEFF

Currently in the United States much careful work is being done
to develop psychodiagnostic techniques and new approaches in
educational evaluation for use with the very large, and suddenly
quite visible, population of multiply-handicapped children educa-
tionally classified as deaf-blind. There is little research to fall
back on, however, when the problem becomes one of how to assess
the school progress of this same group of children once they have
been screened and appropriately placed. We have tended to com-
pare a pupil to himself of the year before, relying on the teacher's
estimate of progress, comments from the family, and on testing-by-
encounter, or to compare him to others of his age in the same in-
telligence range, using various rules of thumb. In the Perkins
Deaf-Blind Department, when a pupil appears "ready" annual
Stanford Achievement Tests are introduced and the results rather
uneasily related to reported results in the field of the deaf.

Because pupils are taught individually, a given department can
make do with such a system very wellin Perkins' experience, for
years. But with the growth of new programs and emphasis on re-
search with new methods of instruction (in all branches of special
education), more objective measures of pupil progress become
necessary, if only for the self-evaluation of programs. The critical
goal of education for the deaf-blind is assuring that pupils will
leave school having some command of language; yet, it is in the
area of language attainment, especially, that at, instrument stand-
ardized for use with the deaf-blind is wanted, one which does not
unduly penalize the pupil for having highly limited experience in
the world or little knowledge of conventional ways of ordering
facts. Of the achievement tests with which I am familiar, each pre-
supposes at least normal gradeschool exposure to certain informa-
tion, through the manipulation of which formal skills can be
revealed. The suspicion is that such tests are not adequate for as-
sessing either the base of knowledge or the formal skills of our
pupils, given the environment in which learning takes place and
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the specialized applications teachers encourage from pupils who
are progressing "normally".

The simplest, most work-free 'approach to developing the nec-
essary Instrument Is not, of course, to begin from scratch design-
ing a test to measure language achievement but to adapt and re-
standardize an existing instrument. When the pilot to be described
here was planned, an initial decision had to be made between lin-
guistic inventories, proper, and wide-range vocabulary tests. (For-
mal tests of grammar were not considered; these are not appro-
plate for pupils in the early stages of language learning and they
contain many pitfalls even for the more advanced deaf 'n addi-
tion to being heavily loaded in favor of children having larger
vocabularies,) Unfortunately, while the ideal linguistic inventory
would yield more infv -%nation than a test of vocabulary about the
depth of a pupil's unJerstanding of the forms of language, most
well-known inventories are screening tests for use with young
hearing children, designed to call attention to particular broad lan-
guage deficiencies, if they are present, or to underscore evidence of
language disorder. For these purposes the tests are extremely valu-
able, but they have limited range end are not intended to discrimi-
nate among children demonstrating the same general level of lan-
guage competence. Conversely, the Illinois Test of Psycho linguistic
Abilities (ITPA) related by type to the Inventories, is a sophisti-
cated, many-purpose diagnostic instrument, but potentially the
most informative subtests are too advanced for use with the
younger deaf. Of vocabulary tests, the 1960 Stanford-Binet and,
Wechsler Intelligence Scale for Children vocabulary subtests appear
most frequently to be offered to both normal and exceptional chil-
dren. As with achievement tests, however, the form of response
called for is such that some skills to be tested for are presupposed:
the word to be identified must be verbally defined.

The Peabody Picture Vocabulary Test seemed to have several
advantages. Compared to other instruments, it is relatively inex-
pensive; administration and scoring are straightforward. Because
the test requires only that a pupil select one of four pictures in
response to a stimulus word, it appeared to have few hidden de-
mands, provided the pupil is familiar with picture conventions;
there seemed to be less room for the kind of error resulting from
misunderstanding or fluctuating attention common in the testing of
pupils who - -often as a result of central nervous system damage
or diseasehave difficulty carrying through on complex tasks. The
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constructor of the Peabody, Lloyd M. Dunn, described the test
as having an exceptionally wide range, with a (for our purposes,
necessary) concentration of items at what would be the preschool
level for children acquiring language normally, Finally, Professor
Dunn had collected and commented on studies (published to 1965)
of the reliability and validity of various aspects of the tests, in.
eluding a few studies with the deaf and retarded. Such prelimi-
nary work is essential if we are to be confident that the test chosen
is appropriate for the wider population and suitably difficult for
pupils of differing abilities; and, this was labor-saving research of
great benefit once Perkins' results were in hand,

The limitations of the Peabody were no greater than they would
have been with any test available. It cannot be offered to the pupil
who is blind or whose vision is so reduced that he, is tactually-
oriented for learning. This eliminates the truly deaf-blind but affects
only a small proportion of the present population of educable chil-
dren if the ratio at Perkins is representative, Of less immediate im-
portance, generalizing conclusions based on the scores of normal
and retarded hearing children, the test probably should be used
only with subjects who have learned English in the United States;
items and illustrations are by no means (and were not intended to
be) "culture fair". An impression is that for pupils not exposed to
the language and subject matter of television and radio several
items also have regional bias (e.g., "weiner," "saddle," "whip");
there does not seem to be a sufficient number of such items, how-
ever, to jeopardize results.

Sub Jeers: The Peabody was administered to 20 older pupils en-
rolled in the Department for Deaf-Blind Children at Perkinsthat
is, to almost every older child and adolescent in the department
capable of performance, a group very well representing the intelli-
gence range and language handicap types of the educable younger
children now being referred in large numbers here and to other
evaluation centers. At the time of testing the pupils' ages ranged
from 9 years, 9 months to 18 years, 4 months. The minimum num-
ber of years of formal instruction was 4 years, 7 months. Some of
these pupils are more academically capable and eager to learn than
others, but the group includes no one presenting extreme behavior
problems or showing signs of severe emotional distulbauce. A sig-
nificant number have diagnosed language. disorders in addition to
hearing loss, and for one-half the group oral instruction has not
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been attempted or has been discontinued, and language instruction
through fingerspelling and print (in one case, through fingerspell-
ing, print and signs) undertaken in its place. Brief individual pro-
files of the pupils are appended (A); information used in drawing
conclusions from testing has been tabled on the next page.

Non-verbal Intelligence quotients were estimated using the pu-
pils' most recent scores on the WISC Performance Scale and the
Ontario School Ability Examination; each estimate was then
rounded down to a multiple of 5 so that, for example, an estimated
IQ of 98 became 95 in the table. The Ontario, although less well-
known than the WISC, is also a performance test, one which re-
quires less elaborate gestured instructions and which has been
standardized, as well, for use with children who are deaf or lacking
language facility. In this department over a number of years WISC
Performance scores an Ontario scores, which can be obtained
from pupils somewhat earlier in their school careers, have tended
to agree within a few points of each other, and for these reasons
Perkins has continued to make use of the Ontario although it is no
longer published.

Ten pupils had school experience previous to enrollment at Per-
kins. The number of years in school with which a pupil has been
credited, then, Is the total number of years of formal instruction
received, regardless of place or method, but excluding preschool
or other early therapy experience.

Procedure: Both forms or the Peabody, A and B, were offered,
in most cases on the sq.i.ie day and with less than an hour's inter-
miss!on between tests; Ow order was A.B for half the group, and
B A for the other half. Presentation differed from standard in two
re; exts: stimulus words were not spoken but were hand-lettered
in 2" print on classroom sentence-strip paper cut to 12" lengths;
testing was discontinued after 8 consecutive errors or when the
pupil obviously was successful only by guessing (normally, the test
is discontinued when 6 of 8 responses are incorrect). There was
no time limit; pupils were free to adjust the materials in any way
they found helpful.

Scoring: Each test was scored twice, after 6 errors in 8 responses
and after 8 errors in 8. There were two related reasons for experi-
menting with alternate methods of scoring. It was believed that an
8/8 scoring would provide more data for determining the validity
of the order of the items, at the same time that it would expand the
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range of scores, giving pupils with large but spotty vocabularies a
better opportunity to demonstrate their knowledge if the order of
the items proved to be relatively unsatisfactory.

Results:i

Test Construction:' With three possible exceptions, plates 17, 18,
and 22, the drawings of the Peabody, at least through plate 60,
were sufficiently bold in outline and clearly defined to be recognized
even by pupils having visual acuities of 5/200 or less; no errors
could be attributed directly to poor vision other than on the plates
enumerated, and even these errors were not unambiguously due to
inadequacy of the drawings. Indirect effects of visual strain are
difficult to gauge. The child having the least vision in the group,
as well as a limited visual field, brought the page in good light to
within an inch of his eyes and scanned each picture systematically
until it was identified. One guesses that this way of viewing the pic-
tures is taxing and that another child might be less cheerfully persist.
ent, and, in fact, in a previous study the performances of a group of
legally blind pupils having low average to average intelligence im-
proved somewhat when enlarged plates were presented; no such
improvement was observed among the partially-sighted, however .3

Against expectation, item validity coefficients (apparent order of
difficulty vs. order of presentation) for both forms of the test were
very high: ra = .84, Form A; r, = .86, Form B (values corrected
for ties; in both cases, p < .01). Items were ranked by number of
correct identifications (under 8/8 scoring) to the point at which
one-half of the pupils had been eliminated from the test; this oc-
curred at item #67 of 150 on Form A, at item #62 of 150 on Form
B. Extreme deviations from natural rank order primarily involved
verbal forms for pupils having the smallest vocabularies and those
abstract or relatively unusual nouns which happen regularly to be
introduced into classroom unit work for pupils in the intermediate
stages of early vocabulary building. (The exact ranking may be of
interest to other researchers and is included in Appendix B.) It is

' Wherever reasonable, procedure for analyzing results and statistical
method has conformed to those of previous research on the Peabody so
that findings can be compared. For advice, I am grateful to Barbara Wil-
liams, M.A., Cambridge, Massachusetts.

For rationale and discussion of the tegi'c cAnctruction, see the Manual of
the Peabody Picture Vocabulary Test. 1965 edition, American Guidance
Service, Inc., Circle Pines, Minnesota.

' Mueller M. W. Effects of illustratIon size on PPVT test performance of
visually limited children. Exceptional Children, 1962, Vol. 29, 124 -B.
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likely that item rank correlations are somewhat inflated, however,
because pupils were eliminated from the test so rapidly even under
the revised method of scoring. Tt also should be noted that here
and in the relations examined below there is some evidence that
Form A may be slightly more useful with this population than
Form B.

Rank correlations of scores obtained by alternative methods of
scoring (6/8 vs. 8/8) were also higher than had been anticipattd:
r = .77, Form A; r .90, Form B (values corrected for ties).
The ranges and means of points gained over scoring 6/8 by scor-
ing 8/8 were almost identical for the two forms, Order of presenta-
tion appeared not to affect scores. (This latter result was not a
surprise; if word - finding is a fairly vulnerable activity, for most of
us receptive vocabulary is very stable, slow to be influenced by
anxiety or fatigue.) With these findings, 8/8 scoring was aban-
doned; it offered no clear advantage, it prolonged the test unduly
(pupils frequently became restless during the second testing ses-
sion, as for the second time recognizable words appeared less and
less often), and it unnecessarily introduced a subjective element
into a decision to discontinue the test.

With item validity appearing to be high and standard scoring to
be at least as useful as extended scoring, raw scores obtained by
the standard method were ranked and correlated to test the equiva-
lence of Forms A and B, with the resulting coefficient being more
than satisfactory: r,, .87 (p < .01). Given the fairly wide range
of ability in this group of pupils, an even closer correlation between
performances on alternative forms might have been expected. Sev-
eral of the pupils ate erratic, however, in academics as on tests
(there were two 17-point shifts upward in score from Form B to
Form A, for example, and one 18-point drop), and they provide an
excellent introduction to what we can expect when we assume a
too-close relation in this population between a pupil's performance
on any one test and his capabilities when he is most wilting and best
able to attend; with experience of the child, we can specify only
the range in which we anticipate that a performance will fall, and
mentally correct for individual fluctuations if called upon to be
more precise. To disallow these few extreme cases, a test average
for each pupil was computed and it is rank based on this figure
which has been used below.

Correlates of Achievement; If the Peabody is to be adopted as
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an achievement test, educators might hopo that a reasonably close
relation could be demonstrated between language attainment as
measured by the test and time dedicated to a child's formal in-
siruction. The actual correlation for this group of pupils of num-
ber of years with Peabody test average is positive but not impres-
sive: r = .20 (this, and all values below have been corrected for
ties when necessary). The coefficient is so small that it might be
suspected that chronological age, atonethe sheer number of years
during which a pupil has been gaining experience and being ex-
posed to others communicating around himis responsible for the
relation. This would make some sense; the older pupil is in gen-
eral more self-aware than the younger and better motivated in most
cases to communicate about subjects beyond his immediate needs
(although, even without other evidence, such an enlarged horizon
could easily be attributed to expanding language skill, itself). Un-
like for public school pupils, chronological age and number of years
in school are related for this group only in the magnitude of .54,
and, in fact, when the possible influence of age on the relation of
test average to years in tehool is pat-Wiled out the apparent ad-
vantage of longer schooling disappears: Txy.z = .0005.

This should not be understood to imply that schooling is of no
benefit. When the assumption is turned on its head and the relation
of age to test average calculated with the possible influence of
schooling held constant, the coefficient also drops: r = .37, Txy.z
= .16. It is safe to conclude only what we already know: that in
this population both age and number of years of instruction are
related to progress in language learning, but that neither can be
said to be determining language attainment independently of the
other, and that the mere passage of years, in either case, does not
guarantee high achievement, relative to a group norm; other pos-
sible influences on progress being equal, a younger child will take
longer to cover the same ground than an older child, so that
within the age range represented here greater age becomes a posi-
tive advantage.

Recognizing intellectual differences among the pupils is obvi-
ously necessary for understanding the test scores. Approximate
learning ages therefore were calculated using the IQ estimate in
Table I and chronological age at the time of testing, and these
learning ages were then correlated with test averages to yield a
highly significant coefficient: r = .67 (z = 4.06, p < .01). As-
signing a learning age in this fashion, however, implies an expec-
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tatlon that older, less intelligent pupils will have continued well
into adolescence to make gains which will remain proportionate by
some measure to those of brighter pupils in the ratio of their IQs.
This is contrary to the educator's experience; there seem to be addi-
tional constricting effects on learning of low general intelligence,
and when pupils having estimated IQs in the 50 to 60 range are
omitted from the study group the correlation of learning age
ranked against test average improves: N = 13, r = .74 (z =
4.93). (For results of an attempt to impose a graduated "IQ tax"
which might compensate for the slowed mental growth of low -IQ
pupils, see Appendix C.)

There were no differences in performance which could be at-
tributed to sex differences, and differences in performance between
manual and oral students can better be referred back to differences
in intelligence, since In most cases relative intellectual ability was
important to the decision to change over to manual Instruction.

Last, to gauge the usefulness of the Peabody as a measure of
language achievement compared to the instrument routinely ad-
ministered in the department, pupil performance on the Peabody
was correlated with performance on related-area subtests of the
Stanford Achievement Tests of May, 1971scores from approxi-
mately one month later: test average vs. Word Meaning grade
scores, N = 12, r = .51; test average vs. Paragraph Meaning
grade scores, r = .85. Paragraph Meaning is the more informative
subtest at any of the levels of the test usually offered our pupils
(Primary II, Intermediate I and II), and it is of great interest that,
while no Stanford grade score below 2.0 is considered to be es-
pecially reliable, Peabody performance ranking follows that by
Paragraph Meaning grade score so closelyand this, even though
the pupils of the group having the most language by either measure
can be adjudged according to Peabody norms scarcely to have
vocabularies the size of that of an average beginning first grader.

General Conclusions: With an adapted presentation to create
a fair test for pupils trained in fingerspefling or signs, the Peabody
picture Vocabulary Test appears to be a suitable instrument, as it
has been constructed, for measuring language achievement among
the visually-oriented deaf-blind--provided, of course, that teach-
inf, to the test does not begin to occur. As with normal children,
size of vocabulary seems to be good reflection of broader language
skill, and if norms are developed for this population the Peabody
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should prove to be more useful as an early measure of language
progress than, for example, the Stanford Achievement Primary II
language subtests because it can be offered sooner and to pupils
of more varying abilities and language attainments than standard
school reading and vocabulary tests, and because it is apparently
less vulnerable to testing error. The test also should be useful as
a screening tool to determine when a pupil is ready to attempt
other achievement tests and at what level. Results from this study
suggest that a pupil scoring above 50 on the Peabody is capable
of a reliable performance on the Stanford Achievement Intermedi-
ate II battery, and on Intermediate I above a score of 40. With an
alternative available, It is not recommended that Primary II be
used except perhaps to prepare a pupil for achievement testing
when he is very near being able to offer a performance on Interme-
diate I; if Primary II is introduced earlier, a Peabody score of 30
seems for most pupils to be a necessary minimum,

APPENDIX A

Pupil Profiles

PIA Maternal rubella. Vision: bilateral congenital cataracts, operated;
acuity of 5 10/40 with correction. Hearing: moderate to moderately
severe loss, bilaterally. Language disorder. Transferred from school
for the deaf. Progress; beginning to take social initiative, be more
observant; fingerspells single words, rare short sentences; receptive
vocabulary still very limited; knows numbers to 30.

RR: Unknown etiology- congenital diabetes. Vision: congenital nystagmus,
diabetes retinopat, monocular vision; acuity of S - 10/200 OS,
light perception OD. Hearing: severe to profound loss In the better
ear. Enlarged heart, obese, stunted growth. Early convulsions. Lan-
guage disorder. Discontinuous schooling: began in school for the
deaf, dismissed; at home several years; currently, many lengthy ab-
sences. French-speaking family, Progress; uses gestures and signs,
fingerspells only a very few words; enjoys reading, where able; writes
numerals to 50, makes use of numbers to 20.

DR: Maternal rubella. Vision; bilateral congenital cataracts, operated: no
measure of acuity; demonstrates useful vision with correction. Hear-
ing; profound loss, bilaterally. Language disorder. Has attended sev-
eral schools. Progress: relies heavily on natural gestures, fingerspells
single words and phrases; writes lists of words and phrases to express
a sequence of ideas; attempts to read only with urging; has difficulty
recognizing familiar words in print.

MD: Maternal rubella; mentally retarded sibling. Vision: bilateral con-
genital cataracts, operated; acuity of 5/40 OD, 10/100 OS, with cor-
rection. P^aring: profound loss, bilaterally. Progress: difficulty se-
quencing oughts, yet can narrate in full simple sentences; often
talks so quickly that speech is unintelligible; can do simple addition
and subtraction within 50; beginning to understand money; very
willing to learn but requires careful supervision, much repetition and
regular review,
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BA: One or more heritable defects; premature; possible encephalitis dt
age 5 or 8 months. Vision: receulvely Inherited refinitis plgMentosa,
corneal scarring secondary to conjunctivitis at age 3 years; acuity of
10/200. Hearing: profound toss In the better ear. Cerebral palsy, be-
lieved to be a result of cerebral anoxia. Progress: fingerspells, string.
Ins words together to express simple Ideas; attends well to short
sentences, repeats what is understood; knows numbers to 15.

EM: Congenital ichthyosiform erythroderma, Vision: corneal scarring sec-
ondary to conjunctivitis at age 9 months; acuity of 5/200 or less.
Hearing: profound toss, bilaterally. Enlarged heart, anemic, stunted
growth. Chronic skin infections; cancer of the tongue. Early training
for the oral deaf. Progress: fingerspells single words and phrases,
often too quickly to be understood; relies heavily on gestures; under-
stands much of what is spelled In context, reads simplified stories;
knows numbers through 30.

CT: Unknown etiology. Vision: nystagmus, diminished acuity, possible
"central" component; 5/200 OU with correction. Hearing: profound
loss, bilaterally. Progress; fingerspells strings of words and phrases,
constructs some simple sentences, including questions; has difficulty
understanding fingerspelled sentences, requiring well-elaborated ex-
planations; reads very short, simplified stories; beginning to under-
stand money.

BV: Maternal rubella. Vision: bilateral congenital cataracts, operated;
retinal detachment OS at age 2 years, eye enucleated; monocular
acuity of 5/200 with correction, Hearing: profound loss in the better
ear, Progress; fingerspells simple complete sentences, ideas fleshed
out through gestures and extended pantomime; reads short, simpli-
fied stories; uses numbers within 10; beginning to understand meth-
ods of measurement.

VP: Maternal rubella. Vision: rubella retinitis, nystagmus, essentially
monocular vision; acuity of 20/30 with correction OD, gross form
and light perceplion OS. Hearing: severe loss in the better ear. Prob.
able language disorder. Transferred from school for the deaf. Prog-
ress: communicates through speech and fingerspellin3, speech essen-
tially unintelligible; except when writing letters, writes only single
words; willingly reads only single sentences; second grade number-
work; careless, often unhappy and antagonistic; requires close super-
vision.

MS: Congenital ichthyosiform erythroderma, or a closely related condi-
tion. Vision: corneal scarring; no measure of acuity, appears to have
seriously limited vision, Hearing: profound loss, bilaterally. Progress:
eager to acquire new words; fingerspells words and phrases, a few
short sentences; understands much in context, reads short, simple
stories; uses numbers to 10, understands numbers to 20,

KR: Probable maternr1 rubella, Vision: bilateral congenital cataracts,
operated; acuity of 20/200 with correction. Hearing: profound loss,
bilaterally. Heart condition of concern. Progress: fingerspells words
and phrases, occasional sentences; reads and writes on own initiative;
still requires structure to understand questions, most conversetional
forms; writes numerals to 100, does simple addition and subtraction;
beginning to understand money.

HS: Friedriech's ataxia, inherited progressive neurological disease char-
acterized in this case by loss of vestibular function, optic atrophy,
scoliosis, cardiac involvement, tremor and gradually more pro-
nounced fine and gross movement difficulties. Vision: acuity of 5/200
OS, blind OD. Hearing: progressive deterioration, loss estimated to
be very severe at last testing. Apparently normal early development;
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now confined to wheelchair. Progress: sociable, enjoys talking, sense
of humor' spontaneous use of new words; weak in formal grammar;
reads well at early gradeschool level on own initiative and asks for
explanations; understands money basic units of measurement, does
"elementary multiplication and division.

HT: Inherited retinoblastoma; spinal meningitis at age 6 months, Vision:
bilateral tumors, treated with Xray; secondary cataract OU; acuity
of 5/200 OD, blind OS. Hearing: severe sloping loss, bilaterally,
secondary to meningitis or drugs used in its treatment, Progress:
curious, wants explanations; better oral than written language ("quick
to learn and to forget"), needs urging to keep up compitte sentences;
has read through first grade primer; does simple addition and sub-
traction; has some understanding of money.

LS: Premature. Vision: retrolental fibroplasia; acuity of 5/40 OD, 10/100
OS. Hearing: moderately severe sloping loss, bilaterally. Progress:
tries to use complete oral and written sentences, but rushes to ex.
press ideas and often falls into pantomime; understands abstract
terms fairly easily; imaginative, tries to write stories; has difficulty
understanding speech; some knowledge of money.

FL: Maternal rubella. Vision: bilatetal congenital cataracts, operated;
acuity of 10/100 with correction OD, very little vision OS, Hearing;
severe loss in the better ear; aided threshold for speech better than
might be expected. Heart coniition of concern. Progress; tries to speak
and write complete simple: sentences; uses concrete language, finds
any abstract term difficeit; has begun first grade primer; delivers de
partment mail; runs classroom store; does addition and subtraction;
some understanding of money.

HC: Maternal rubella. Vision; bilateral congenital cataracts, glaucoma;
acuity of 5/100. Hearing; profound loss, bilaterally. Progress: uses
speech and fingerspelling, absorbs vocabulary so quickly that actual
understanding often obscured; with guide questions can write 4. or
5-sentence paragraphs; reads primer stories; does elementary multi-
plication and division; sensitive, afraid of being wrong, needs much
encouragement.

1W: Premature. Vision: retrolental fibroplasia' acuity of 10/50 with col..
rection. Hearing; profound loss, bilaterally. Educated early as a i't
Larded child, Spanish.speaking family. Progress: speaks some corn
pound and complex sentences, still working on parts of speech and
sentence forms. Reads on second grade level, interests outstrip Ail
ity; mature personality; learning to budget money, has newspaper
route, runs department errands in near neighborhood; began Spanish
on own initiative to use at home,

SR: Maternal rubella, Vision; bilateral congenital cataracts; acuity of
5/30 OD, 10/100 OS, with correction. Hearing; very profound loss,
bilaterally. Transferred from school for the deaf. Progress: uses what
is learned but is not creative; needs help in building vocabulary, lan-
guage structure usually correct; determined to use her speech, under.
stands speech erratically; reading at second and third grade level;
does simple arithmetic, needing frequent review; recently broadening
understanding of cause and effect.

ME: Maternal rubella. Vision: bilateral congenital cataracts, operated;
acuity of 10/40 with correction. Hearing: profound loss, bilaterally.
Progress: eager to learn new words but needs much explanation; shy
using speech with strangers; can write correctly when careful, often
does not apply what she knows; reading in 4th grade text, attending
5th and 6th grade classes with the blind part of the day; can organize
projects, budget money.
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AT: Premature, cyanotic, very stow weight gain. Vision: retrolental Mg°
plasia, glaucoma OS, eye enucteated; borderline of legal blindnesa
OD. Hearing: profound loss, bilateraliy. Has attended several
schools. Language disorder. Progress; uses simple complete sen
tences, tends to question repetitiously; asks about unfamiliar words,
writes extended compositions; reading in second grade primer, also
newspapers, short pieces Independently; imaginative when Involved,
otherwise easily distracted, silly.

APPENDDC 13

Items in Order of Difficulty

Item

Times
Known/

Form A No. of
Natural Pupils
Rank Responding Item

Form B
Natural

Rank

Times
Known/
No. of
Pupils

Responding

car 1 20/20 bus 2 20/20
baby 3 20/20 dog 4 20/20
ball 5 20/20 boat 1 20/20
cow 2 19/20 bell 9 20/20
girl 4 19/20 table I 19/20

key 8 19/20 horse 3 19/20
drum 16 19/20 shoe 5 19/2t)
fan 12 18/20 ring 16 19/20
clown 7 17/20 ladder 20 18/20
can 9 17/20 kite 28 17/19

teacher 26 17/19 time 30 17/19
bat 20 16/20 finger 6 16/20
block 6 15/20 tire 19 16/20
leaf 17 15/20 snake 21 16/20
bee 21 15/20 climbing 11 15/20

envelope 33 15/19 lamp 12 15/20
chicken 10 14/20 sitting 13 15/20
blowing 11 14/20 Jacket 14 15/20
skirt 14 14/20 nail 17 15/20
fence 19 14/20 children 8 14/20

pouring 23 14/20 turtle 10 14/20
digging 13 13/20 river 22 14/20
peacock 37 13/19 skiing 34 14/19
queen 38 13/19 barber 38 14/19
sewing 24 12/20 pulling IS 13/20

arrow 28 12/19 hitting 18 13/20
kangaroo 29 12/19 cone 25 13/20
coach 39 12/19 ambulance 32 12/19
pi 3 4 1119/ trunk 33 12/19
neckingt 41 11/ 11 parachute 39 11719

signal 49 11/17 temperature 41 11/19
catching 15 10/20 backing, 24 10/20
nest 31 10/19 hook 35 10/19
twist 44 10/19 whale 43 10/19
dial 46 10/18 engineer 26 9/20
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AP11,14D1X 13 (Continued)

Items In Order of Difficulty

Item

Form A
Natural
Rank

Times
Known/

No. of
Pupils

Responding Item

Form B
Natural

Rank

Times
Know/
No. of
Pupils

Responding

building 27 9/19 tweezers 36 9/19
accident 30 9/19 rat 29 8/19
freckle 42 9/19 sail 31 8/19
eagle 43 9/19 cobweb 46 8/19
shining 45 8/19 pledging 47 8/15
yawning 47 8/18 hydrant 49 8/15
capsule 50 8/16 binocular 50 8/14
submarine 51 8/16 Insect 54 9/12
bush 22 7/20 ringing 23 7/20
badge 35 7/19 cash 44 7/19
goggles 36 7/19 argument 48 6/19
whip 40 7/19 saddle 40 6/1)
counter 57 7/15 walrus 60 6/11
ceremony 58 7/15 filing 61 6/11
wiener 23 6/19 peeking 27 5/19
transportation 56 6/15 wasp 37 5/19
funnel 62 6/12 captain 42 4/19
tying 18 5/20 balancing 45 4/19
caboose 32 5/19 hive 52 4/13
projector 53 5/16 reel 53 4/12
group 54 5/16 bannister 57 4/12
directing 61 5/12 globe 59 4/11
tumble 48 4/18 idol 58 3/12
thermos 52 4/16 locomotive 51 2/14
archer 66 4/11 gnawing 55 2/12
communication 65 3/11 weapon 56 2/!2
tackling 55 2/16
bronco 60 2/12
delight 63 2/12
lecturer 64 2/11

Pod 59 0/13

APPENDIX C

Calculating the relation of learning age to Peabody test average with
pupils having IQs in the 50-60 range, as was done in the body of this paper,
not only omits more than a third of the sample, it also excludes two pupils
whose language achievements arc greater than might have been anticipated
from their IQ estimates atone (KR, FL). A more useful approach might
be to weight learning ages in such a way that the slowed mental growth of
lowIQ pupils could be accounted for. Ideally, conversion figures could be
developed to place a "tax" on greater intelligence; the study group was by
no means large enough to attempt to work out a scale reflecting IQ changes
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over time, however, or for the following maneuver to be anything but sug-
gestive. Somewhat arbitrarily, learning ages for pupils having estimated 'Qs
In the 50.60 range were recomputed as if a chronological age of 12 years
represented an absolute ceiling for mental development insofar as language
learning is affected. In the 60.75 range, 14 years; in the +75 range, 16 years'

still, In the opinion of most psychometrists, the outside age at which one
can obtain a reliable IQ. A pupil 17 years old by this method would be con-
sidered to have an adjusted learning age of 6 and his attainment might prop.
'fly be compared to that of any other deaf pupil having a menial age of 6.
The crudity of the method is such that. it places the 17-yearold on a par
with a 12year..old also having an IQ of 50, while pupils of comparable in.
telligence, of course, can be distinguished in performance by age; but the
slight superiority of the low IQ pupil over the younger child of the same
IQ, in this group at least, does not seem in most cases to be sufficient to let
him compete successfully with pupils older than at most 12 in the next range.

The resulting rank correlation of Peabody test average with adjusted
learning age approaches that given In the body of the paper for IQs of 6S
or better with learning ages not adjusted: r = (a = 4.5 against z = 4.93),
As the relation is plotted (Figure I), performances of the few children who
even yet are well off the curve now need to be explained, and it happens that
In each case the pupils, for various reasons, were exceptions in the class-
room of which we were aware before the present testing, Of especial interest
on the graph is the small size of the point gain found between the adjusted
Learning ages of 90 months and 150 months. This gap in performance is
only partly an artifact of the method of adjusting ranking by age and IQ,
and It shows up as two distinct curves when pupils' performances are
graphed by unadjusted learning ages.

t There are many who believe, basing their conclusions on fairly convincing evidencefrom the study of hearing retardates, that a biological timetable affeeting tbe mature-
tion of the central nervous system imposes a clear ceiling on the number of years due'.
Mg which new language kill (knowledge of linguistic structure) can be ecquiredi
beyond puberty (the time o1 a supposedly-irreversible cerebral lateralitation of language
function), regardless of intellectual ability, only "horizontal" learning Is expected to
take place. (This would allow for further vocabulary building and the elaboration of
sentence forms already understood, but not for teaming for the first time to structure a
question for example.) if this were so, mental age could be related directly to language
accomplishment only through age 10 or 19 for any child, and beyond that age one
would be recording merely the Indirect, amplifying effects of greater intelligence, those
extending earlier established language habits.

A care can be made, however, for the continued acquisition of new forms and patterns
well past puberty, at least among pupils who are learning language artificially. Cer'
tainlY, language learning profiles of the deaf tend to flatten out rather tepidly compared
to the gains of normal children (witness the low vocabulary ceiling of even the most
accomplished pupils in the study population); yet, the onset of adolescence-perhaps be-
cause of its boost to the ability to abstract and generalize-often carries with it for the
more sluggish, slower developing deaf-blind pupil a marked improvement in rate of
progress and in almost every instance brings about further "vertical" gains as well as
the continued "horizontal' elaboration of previously acquired skills, Creates intelligence
seems to go on being a direct aid in the process, relative ability to conceptualize and
remember continuing to be of utmost importance, and one much-discussed implication
of these phservations is the possible advantage (considering the time and effort required
to teach language and the deleterious effects of frustration op a pupil's interest in team-
ing of a later rather than an earlier introduction to format language instruction for the
moderately to moderate-severely retarded deaf. As in education generally, the pivot of
the dissent then becomes an argument propounding the benefit of early discipline.
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APPENDIX C

Adjusted Learning
Age (months'
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MANUAL VS. ORAL INSTRUCTION,
GUIDELINES FOR CHOICE

By MISS NAN ROBBINS

Research in the United States suggesting the positive effect of
manual instruction on language acquisition and early achievement
of deaf children and the comparable or slightly better performance
of children using a Combined System over children using an oral
system has been reviewed by Quigley. Experience with deaf-blind
students and review of their educational histories suggest that
some can become linguistically competent using a tactual mode of
input, that others can do so using a combination of visual and
auditory avenues, while othersparticularly in cases of very se-
vere to profound hearing losshave shown increased achievement
it language as well as general improvement in self-concept when
using a manual system of communication (fingerspelling). The
language performance .differences among the population of post-
school age deaf-blind persons clearly suggest a need to attempt to
better evaluate potentialities during early educational years in
order to not waste precious time, Currently, we advocate early
assessment of the child's behaviour in order to choose between
oral and manual systems; we do not advocate a Combined System.
Defense of this position cannot be presented here.

The material from which we have attempted to derive guide-
lines for making an early decision regarding choice between spzech
or fingerspelling is taken from observation of the development of
deaf-blind children in an educational program which was previously
strongly oral, from review of the minimal research in the field of
the deaf and from some knowledge of recent results of research
related to laquage acquisition.

The criteria below are to be applied when the child has demon-
strated a mental age of at least 21/2 to 3 years on performance
tests involving some more purely cognitive rather than visual-per-
ceptual skills. The checklist is designed as a guide to more objective
decision making and to more definitive thinking on the subject,
not as the source of a score. A "plus" rating on an item Is in
favor of oral instruction and a "plus" in the first category is a
necessary primary qualification for an oral program. We do not

124



imply that all behaviours must be evident for oral instruction to
be undertaken.

1. Demonstrated intelligence as related to hearing level (Mykie-
bust, 1960; Hirsh, 1966):
Performance on non-verbal tests yielding an 1.0. of 80

or preferably better.
High Scores on:

Draw-a-Man.
Visual memory for digits.

If the measurement of 1.0. falls below 80, hearing
(aided) should be a primary avenue for speech recep-
tion.
If residual hearing is present throughout the speech
range, an inclination to like to listen to singing and to
talking via amplification is positive (in contrast to a
preference for visual patterns). (Derived from Fried-
lander, 1970.)

Previously demonstrated capacity for representational behav-
iour:

Use of voice to protest.
Use of pointing to communicate to a person.
Use of voice to call attention of a person, shortly after
pointing emerges.
Reasonable clarity of gestural communication.

Personal creation of natural gestures.
Imaginary play with miniature toys; acting out per-

sonally observed experiences.
Picture recognitionin its true representation sense;

looks with curiosity and understanding.
Ability to match similar pictures.

Recognition of schema of face.

3. Absence of overly strong visual imagery in deal children:
Negative history for feats of exceptional visual memory

or visual patterning (calendar reproduction; tendency
to place everything in its place; quick notice of any new
object in cluttered room; very high score on block
design with low basal level; etc.) (Bruner).

Presence of strong visual patterning ability with normal,
functional hearing.
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4. ?: Absence of "pathological" left-handedness (without
evidence of heredity) in combination with deafness (de-
rived from Oeshwlnd).

5. Demonstrated 4oclai interaction:
--Interest in other children and attempts at interaction.

Attention to faces as sources of communication cues;
not in staring behaviour.
Responds to direction from people.

Frequently attempts to communicate with peoplenot
just about his needs,
Readily tries to imitate movement.

6. If a trial on oral language has alresdy been made, the fol-
lowing factors are favorable to a choice of oral mode:
After attention to speech was established, several words

were responded to in a structured situation within a few
weeks.

After a number of words were uttered expressively in
the classroom by the child, he began to use them spon-
taneously in other situations.

After approximately 50 words were acquired expres-
sively, he began to put two together to express a
thought.

Imitation of phonemes is fairly good.
Imitation of paired phonemes is fairly good.
Interest In learning to speak; puts effort into the process,
Ability to use feedbackauditory, visual or tactual.

In addition, one must also consider whether: a) speech
has been made as clear to the child as possible via amplifica-
tion and tactile means as well as visual, b) whether the child
has been involved in a total oral atmosphere in which the
adults sincerely tried to provide motivation and a model for
spoken language, c) the length of time in which he has been
receiving language instruction, and d) his age.

7. In children with severe auditory-visual deficits, absence
of physical conditions inclined to be offensive to people
and to result in frequently encountered aversion to con-
tact-communication via touch, such as severe skin con-
ditions as in congenital icthyosls erythroderma.
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8. Absence of physical conditions interfering significantly
with the production of speech---dysatthria, severe cere-
bellar ataxia affecting speech, conditions related to mus-
cular dystrophy, facial nerve dysfunction, and so on,

Manual communication does not assure language acquisition nor
does every deaf-blind child need to use manual communication,
The ability of some deaf-blind children to acquire oral language
competency has been demonstrated. Similarly, the ability of other
deaf-blind children to acquire language via a manual system when
oral instruction was tediously slowif not impossiblehas also
been demonstrated. We are attempting to discover early which
child's talents lit in which direction and to permit him that direc-
tion.
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THE EFFECT OF VISUAL DEFECTS ON
RECEPTION OF COMMUNICATION/

LANGUAGE SIGNALS

By JOCELYN RECORD

Teacher of Deaf-Blind Children
Perkins School for the Blind

The Purpose ot the Study

Assuming adequate language acquisition capability, language
can be acquired by totally des f-totally blind persons via an ade-
quately received language vehicle; deaf-blind individuals have
clearly demonstrated adequate tactual reception of speech (Vibra-
tion or Tadoma Method) and of the manual alphabet. However,
the question of the effect of partially impaired vision in combina-
tion with profound deafness* on the appreciation of language ve-
hicles has received little attention (see below), Similarly, the
question of the need for supplementary tactile reception in these
instances has been suggested,12 but not actually measured. These
questions become particularly important when teacher-pupil ratio,
and its corollary, distance between teacher and pupil, are to be
determined.

This paper was written to report the findings of a pilot study
done in the spring of 1970 to consider the effects of visual pathol-
ogy and the resulting corrected acuity on the visual reception of
communication. attempt was made to determine the most com-
fortable and optimal distances for the reception of speech signals
and manual signals by each subject. Also considered, was the
effect of the additional tactile information on the accuracy of speech
reception. Finally, the distances at which the subject could read
words on a blackboard and regular typed words on paper were
noted.

Speech reading is difficult even for an intelligent deaf adult with
20/20 vision and a good knowledge of the spoken language. The

* For this paper, the term "deaf child" will be used to refer to a child
with a very severe or profound hearing loss. The child's very limited hear-
ing is of no practical use to him in the reception of speech.

1 Nan Robbins, "Speech Beginnings for the DeafBlind Child: A Guide
for Parents," 1963, p. 6.

' Rose M, Vivian, "The Tadoma Method: A Tactual Approach to Speech
and Speechreading," The Volta Review, December 1966, p. 735.
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following are some of the commonly recognized problems involved
In speechreading.3 The speech signals arc produced very rapidly:
one-twelfth to one-thirteenth of a second is the average time re-
quired per movement in ordinary speech,4 Many speech movements
are obscure, if not invisible: only 40% of spoken English is con-
sidered visible on the lips.6 It is very difficult, if not impossible, to
discriminate between certain phonemes based only on what is seen
when they are formed. Finally, god lighting and a reasonably
close distance between speaker and speechreader is important.

In general, studies have found the relationship between speech-
reading ability and IQ to be negligIble.6 Skill in visilal synthesis
is the one factor which has been found to be directly related to
speechreading ability.' Visual synthesis skill is defined as "the
ability to perceive an apparently disorganized or unrelated group
ok parts as a meaningful whole, or the capacity to construct a whole
from Incomplete or limited material."8 It is not surprising that skill
in visual synthesis is related to speechreading ability for if only
40% of spoken English is visible on the speaker's lips, the speech-
Nader must be able to fill in sufficiently much of the remaining
60% to understand what is being said.

Since most of a deaf child's learning is visual, it is vital that he
see as well as he possibly can. This is true not only for those chil-
dren who fall under the broad classification of deaf-blind, but also
for deaf children who have even a slight visual problem. Suchman
reported the results of a study in which the vision of 103 pro-
foundly deaf children was tested, These subjects were all the chil-
dren aged 4.0 to 12.9 years attending the Speech and Hearing
Center Nursery and the Kendall Elementary Schools of Gallaudet
College, minus one six-year-old girl who refused to be tested"
Compared to the 20 to 30% visual impairment considered normal

' Mary Rose Costello, "Language Development through Speechreading,"
The Volta Review, June 1958, p. 259.

Edward Bartlett Nitchie, LipReading Principles and Practise: a Hand-
Book for Teachers and for Self instruction, 1919, p. 6.

Charlotte Stafford, "Fingerspelling in the Oral Classroom," American
Annals of the Deaf, September 1965, p. 484.

4 Dolores S. Butt and Fred M, Chreist, "A Speechreading Test for Young
Children," The Volta Review, April 1968, p. 232.

'Jay W. Sanders and Janet E. Coscarelli, "The Relationship of Visual
Synthesis Skill to Lipreading," American Annals of the Deal, January 1970,
p. 26.

'Ibid., p. 24.
Rosslyn Gaines Suchman, "Visual Impairment Among Deaf Children

Frequency and Educational Consequences," The Volta Review, January
1968, p. 32.
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among hearing children,10 58% of these children were found to
have somo visual impairment. This 58% can be broken down:
25% had subnormal visual acuity ranging from 20/30 to 20/70,
16% had a visual anomaly not directly affecting their acuity, and
17% had subnormal acuity in addition to one or more anomolies.11
Assuming the diagnoses to be correct, the vision of 54 of these
children, or 52%, could be improved by medical techniques, but 47
of these 54 appeared to have no visual correction.'? Without
knowledge of the visual conditions, the teachers rated the school-
work of the elementary school children in this study: "The vision-
impaired children were rated as significantly less able to lipread,
less cooperative, and less capable in rnarual tasks than children
with normal vision. "t3

Lawson and Mykiebust found Indications that ophthalmological
deficiencies occurred among young school aged deaf children
about twice as often as among children with normal hearing.l4
The results of their study, however, show no relationship between
ophthalmological status and success in speechreading. They con-
cluded that "the implication is that within certain degrees of visual
efficiency ophthalmological factors are not highly consequential to
(success in speechreading)."" They did not specify these degrees
of visual efficiency, nor did they state the range of subnormal
acuity found among the children they tested. However, probably
the subjects in the present study, with the possible exception of
one, had considerably poorer visual acuity than those tested by
Lawson and Mykiebust. With this one exception, the acuity of the
subjects in this study was much poorer than that of the subjects
discussed by Suchman.

Subjects

The subjects in this study were four of the older, more intelli-
gent and cooperative children admitted as rubella children to the
Deaf-Blind Department at Petkins School for the Blind. An at-
tempt was made to arrive at a measure of visual acuity for each
subject using the standard Snellen chart. The test was administered

Ibid., P. 31.
" Ibid., p. 33.
" Ibid., p. 36.
" Ibid., p. 37.
"Lawrence J. Lawson, Jr. and Helmer R. Mykiebust, "Ophthalmological

Deficiencies in Deaf Children," Exceptional Children, September 1970, p. 18.
"Ibid., p. 20.
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nonprofessionally and, as such, may not be entirely accurate. Each
letter was pointed to individually, and some lines were repeated if
the tester were uncertain of the child's response. The test was ad-
ministered at 10 ft. if the subject could not see the 20/200 line
at 20 ft.

There follows some basic information about each subject. This
Information was gathered from the educational files, the ophthal-
mic records, and the results of the Snellen chart test.

etiology: maternal rubella at 6 weeks
birth date: December 11, 1937
sex: male
length of pregnancy: full term
birth weight: 5 lbs. 12 oz,
defects in addition to visual and auditory: heart condition

intelligence: CA Test
8.9 Ontario 88
9.7 WISC (performance) 87

hearing: pure tone average (ASA); right: 73; left: 95
vision:

defects: mild cataract OS
microphthalmia
nystagmus
corioretinitis

onset of visual impairment: birth
acuity when admitted to Perkins (November 16, 1966): right eye

with correction: 20/50; left eye not improved by glass; see
hand movements at 6 Inches,

most recent ophthalmologist's report of acuity (April 3, 1970):
right eye: 20/50.

Snel len chart (April 9, 1970) with correction: right eye: 20/50
to 20/70; left eye: between 20/200 and 10/200.

etiology: rubella at 2 weeks gestation
birth date: January 30, 1954
sex; female
length of pregnancy: full term
birth weight: 5 lbs. 12 oz.
Motor development: slow
defects in addition to visual and auditory: serious heart condition

(successful surgery in January 1960)

Intelligence: CA Test 1g
9.72 Ontario 87

11-0 MSC (performance) 100
15-1 W1SC (full scale) 84

(verbal) 75

hearing; profound, bilateral sensori neural loss
vision:
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R.C.:

defects; bilateral congenital cataracts
searching nystagmus
convergent strabismus (left eye turns)

onset of visual impairment; birth
surgery; needlings on both eyes
acuity wile. I admitted to Perkins (September 21, 1960) with cot*

rection: OD 20/200; OS 3/200
most recent ophthalmologist's report of acuity with cataract glasses

(February 2, 1968): measures at near right eye at 8 in (reads
20/50 line easily; reads 20'40 line with hesitation); left eye
(counts fingers at 4 to 5 ft, easily; at near reads 20/100 line at
6 In.),

Snelten chart (April 9, 1970) with correction: rtghi eye: 20/100;
left eye; 10/200.

etiology: rubella during first month of pregnancy
birth date; December 17, 1952
sex: female
length of pregnancy; delivery was 2 weeks before ETD
instruments used in delivery; forceps were used, resulting in head

cuts and bruises
motor development: a little stow

intelligence: CA Test IQ
6-2 Ontario 90

10.9 WISC (performance) 80
12.9 Columbia 79
16.3 WAIS 87

hearing: profound, bilateral sensorineural loss
vision :

defects: congenital cataracts
albinism, incomplete (?)
nystagmus
convergent strabismus (right eye turns)
microphthalmia
sluggish pupils
anterior chambers perhaps a little shallow
some fine salt and pepper appearance

onset of visual impairment: birth
surgery: cataract
acuity when admitted to Perkins (November 6, 1939): OD: counts

fingers at 5 ft.; OS: counts fingers at 6 ft.
most recent ophthalmologist's report of acuity (March 29, 1968)

20/200 at 8 in. on AMA chart with better eye
Snellen chart (April 9, 1970) with correction: right eye: 20/200;

left eye: 20/200

etiology: The records state maternal rubella as the etiology. How-
ever, several factors in these records suggest that perhaps H.C. is
not a "rubella baby." Three of these factors are a high birth
weight, rapid early motor development, and the absence of a
recorded time at which his mother had rubella. Not included
above, but adding doubt to the reported etiology, is the fact that
at the age of 7, he supposedly had rubella himself.
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blrthdate: October 28, 1958
sex; male
length of pregnancy: full term
birth weight: 9 lbs. 3/4 oz.
motor development: rapid; somewhat sooner than normal

intelligence: CA Test IQ
9-7 Ontario 93+ (refused

to d)two
sub-tests)

10.6 WISC (performance) 107

hearing: severe, bilateral sensors- neural loss
vision:

defects: glaucoma, 01, postoperative
nystagmus
convergent strabismus
corneal leukomas, bilateral (scarring) (reports differ- -

there Is one report of congenital cataracts)
onset of visual impairment: birth
sur

1gery:959)
apparently had a bilateral filtering operation (January

acuity according to Eye Clinic in Washington, right: 6/200;
left: 6/200.

most recent ophthalmologist's report on acuity (September 26,
1969) with no correction: right eye: counts fingers at about 6
ft.; left eye: counts fingers at about 4 ft.

Snellen chart (April 9, 1970) without correction: right eye: 10/
200; left eye: 10/100

Tests

The seven tests administered to the children are discussed be-
low, H.C. was not given the test of speechreading the initial pho-
nemes of monosyllabic words because he had had a limited amount
of training In oral communication and because his eyes were both-
ering him after having taken only a couple of the tests. The other
three children were given all the tests. They were given written
directions for each test. These directions were supplemented by
demonstration and further explanationgestural, oral and manual.

Speechreading Isolated Phonemes

Ten phonemes were selected from the Yale Chartfive vowel
sounds and five consonant sounds. The subject's hearing aid was
removed so that he would have to rely almost entirely on his vi-
sion. He was seated at the desk so that he could write his response
if his own speech were unintelligible. The tester stood facing the
subject and made each of these sounds; usually each sound was
repeated three times at each distance.

Because of his limited experience with speech and his poorer
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vision, N.C. was given this test differently, As each phoneme
was presented, ho was allowed to move forward as much as he
wished and to use vibration if he wanted, Phonemes were pre-
sented first at about 2 ft.

Speechreading Initial Phonemes of Monosyllabic Words

The subject was seated at the desk without his hearing aid. He
was given a large answer sheet on which there were thirty words
arranged in three columns. Reading across the columns, the three
words in each line sounded the same except for the Initial phoneme.
The task of the subject was to watch the tester carefully and then
circle the word which had been spoken. The test was repeated at
various distances.

Reading Isolated Fingerspelled Letters

The subject and tester stood facing each other. The tester then
presented the letters of the manual alphabet one at a time in
random order, The subject formed the same letter to indicate that
he had perceived it correctly. The test was repeated at various dis-
tances.

Reading Fingerspelled Words

The subject and the tester stood facing each other, The tester
spelled a word slowly and the subject had to spell the same word.
This task Included visual memory as well as acuity. The subject
was presented with ten different words, Some of the words were
quite easy to see, including the subject's own name. On the other
hand, some of them involved little movement in going from one
letter to the next and were therefore more difficult to see,

Imitating Signs and Facial Expressions

This test was administered with the tester arid subject standing
facing each other. Initially, the distance between them was 10 ft.
The tester made a sign; the subject then imitated the sign, thereby
indicating that he had perceived it correctly. Depending upon, the
results of the first trial, the distance between them was shortened
or lengthened and the series of signs was repeated, There were
three groups of signs: 1.) four involving the head or face, 2.) four
using only one hand, and 3,) eleven involving both hands, but us-
ing fairly little movement.
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Reading Words on Blackboard

For this test, the subject sat at a desk 10 ft. from the blackboard
(except Y.F., who sat 18 ft. from the board). The subject was
given a piece of paper on which he was to copy the list of five
si-171e words and the short sentence which were on the board,
These words had been written in manuscriptthe capital letters
were 3 in. high, the small letters 11/2 in. If the subject had difficulty,
the board was moved closer to him.

An additional portion of this test, was administered to M.E. and
S.B. to determine at what distance they could discriminate small
differences in cursive writing I/4 to 3/4 in. In height. Sentences
including "where" or "when" in which either word would make
sense were presented.

Reading Regular Type (Pica)

Three simple commands were typed on a piece of paper. They
were: 1.) Please stand up, 2.) Open the door, and 3.) Bring me
this paper. The subject was given the paper and asked to read it.
The subject fingerspelled or read aloud thrsc commands sometimes
supplemented by actions indicating comprehension of the words.
The distance from his eyes at which the subject naturally held the
paper was noted.

RESULTS

Speechreading Isolated Phonemes

(This table shows the percentage of phonemes read at various dicinces by
each subject. 100% -- 10/10. The phoneme was considered read if the re-
sponse were correct 4s of the time. Except at 10 ft, and 5 ft. the first time,
S.B. was presented with the phonemes only once at each distance. There-
fore, she was given credit for reading a phoneme if she responded correctly
that one time, The order in which the trials were presented Is indicated be-
low in parentheses.)

10 ft. 5 ft. 2 ft. I ft. vibration

Y.F.
M.E.
S.B.

(1) 90
(1) 30
(S) SO

(2) 50 (3) 60 (4) 90
(1) 20 (3) 90 (2) 100
(4) 80

60 80 100

As each phoneme was presented to 1-1.C., he was allowed to
move forward as much as he wished and to use vibration if he
wanted. Phonemes were presented first at about 2 ft, Nine
phonemes were presented three times, one only twice. Of his 29
responses, only one was incorrect. He used vibration 740 of the
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lime the phonemes were first presented, Perhaps ho gained con.
Hence, or maybe he just attended better, but by the third time
the phonemes were presented, he could do 60% at 2 ft.,
another 20% at 1 ft., and he used vibration only for the re.
mining 20%.

Speechreading Initial Phonemes of Monosyllabic Words

(This table shows the percentage of correct responses made by each subject
at various distances. 100% = MO. The order in which th* trills were pre-
sented Is indicated below in parentheses.)

10 ft. 5 ft. 2 ft, vibration

144 .E.

S.B.
H.C.

(I) 90 (2) 70 (3) 100
(1) 90 (3) 80 (4) 100
(2) 100
(1) 60 (2) 90 (3) 90 (4) 100
He was not given this test because his eyes were too strained.

Reading isolated Fingerspelled Letters

(This table shows the percentage of correct responses made by each subject
at various distances. 100% = 26/26. The order in which the trials were
presented is indicated below in parentheses.)

18 ft. 10 ft, 8 ft, 6 ft, 4 ft. 2 ft. l ft.
Y,P. (1) 96.2

(2)100.0
M.B.

S.B.
H.C.

(I) 96.2
(2) 92.3
(1)61.5
(1) 0,0
(of five
pre-
sented)

(H.C.'s eyes seemed
watered, he looked
rubbed his left eye.)

(3) 92.3
(2) 84.6
(2) 57.7

(4) 88.5
(3) 96.2

(3)96.2
(4) 92.3
(3) 80.8

(5)100
(6) 100

to be bothering him during this test: his left eye
at the light after every few responses, and he

Reading Fingerspelled Words

(This table shows the percentage of correct responses each subject made at
different distances. 100% = 10/10. Because M.E. was very tired by the
time she was given this test, the results at IS ft. and the second trial at 10
ft, were obtained the following day. The order in which the trials were pre-
sented Is Indicated below In parentheses.)

18 ft. 15 ft. 10 ft. 8 ft. 6 ft. 5 ft. 4 ft,

Y,P. (1) 90
M.B. (2) 70 (1) 80

(3) 80 (4) 100
S.B. (1) 50 (2) 60

H.C. (I) SO (2) 70 (3) 100
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Imitating Signs and Facial Expressions

(This table shows the percentage of signs correctly Imitated by each subject
at various distances. 100% = 19/19, The order in which the trials were pre-
sented is indicated below In patentheses.)

10 ft. 5 ft, 2 ft.

Y.P. (1) 100
M.E. 0) 84.2

(2) 100
S,B, (I) 63.2 (2) 94.7 (3) 100
N.C. (I) 55.6 (2) 73.7 (3) 84.2 to 94.7

Reading Words on Blackboard

(This table shows the distance at which each subject could copy live simple
words and a short sentence written on the board in manuscript, with capital
letters 3 in. high and small letters 11/2 in. The second column states the dip
lance at which KR and S,B, could discriminate small differences in cursive
writing 44 to 44 in, in height.)

100% of Discrimination of
Initial Portion Small Differences

Y.P. 18 ft.
M.E. 10 A.
S.D. 10 ft.
H.C. 5 ft.

8 ft.
2 ft.

Reading Regular Type (Pica)

(This table shows the distance from his eyes at which each subject naturally
held a paper with three typed commands when he was asked to read It.)

Approximate Distance between Eyes and Paper

Y.P. S or 6 in. from right eye
M.B. 10 in.
S.B, 6 In.
H.C. I in. from left eye
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Discussion of Results
Two of the tests presented involved speechreading. As the dis-

tance between tester and subject was decreased, the scores on
speechreading isolated phonemes improved consistently. This was
not strictly true on speechreading initial phonemes of monosyllabic
words although the general trend was in the same direction. Pre-
sumably the less consistent scores on the latter test were due to the
fact that although the initial trial was Identical for each subject,
the words selected from the list for subsequent trials varied depend-
ing in part on the subject's responses on the previous trial. Because
some phonemes are harder to see, as the words presented changed,
the scores sometimes decreased although the distance between
subject and tester decreased. It was particularly difficult to dis-
criminate between some pairs of words: all three subjects given
this test confused "shoe" and "new," and M.E. and S.B. confused
"lap" and "map," "sock" and "lock," but Y.F. was given neither
"lap" nor "sock." With a single exception, once a correct response
had been made, that word was net.lr read incorrectly at a closer
distance.

Unexpectedly, except for S.B.'s first score at 5 ft., her scores on
speechreading isolated phonemes were superior to those of M.E.
at every distance. Initially, S.B. was given this test at 5 ft. and asked
to write her responses. Her performance was very poor: she got
only 20% correct. She partially closed her eyes when looking at
the tester's face. Frequently after watching the tester's face, her
eyes would roll upwards until practically none of the iris remained
visible. After a few moments, the iris would come back into view,
S.B. would pause and then write her response. Because this whole
process seemed so difficult, it was decided to begin with vibration
and have her respond with speech. In this way, S.B. obtained a
score of 80% at 5 ft. Probably part of this improvement was due
to practice. M.E. was given this test at 10 ft. initially and then at
increasingly shorter distances. Perhaps M.E.'s scores would have
been better if the test had first been administered with vibration
and then at increasingly greater distances. Because of more lim-
ited experience with speech and poorer vision, H.C. was given this
test differently, as explained earlier in this paper. He elected to use
vibration 70% of the first time the phonemes were presented, but
by the third time he used vibration for only 20%.

Clearly, tactual speech reading is very useful for the visually-
impaired deaf person. On both speechreading tests, although S.B.
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was able to get 90% correct at 2 ft. she could obtain a score of
100% only with the aid of vibration. KR. got only 90% of the
isolated phonemes correct with vibration, but she was able to get
the other 10% right when that phoneme was presented consecu-
tively with her initi:1 incorrect response. This score shows decided
improvement over the 60% she got right at 2 ft. H.C., allowed
to get as close to the tester as he wanted and to use vibration if he
wished, apparently felt confident to respond only after using vi-
bration for 70% of the phonemes the first time they were pre-
sented.

The use of vibration undoubtedly helps the deaf person focus his
attention on the speaker's face. It is probably particularly useful
when a deaf person tegins to speechread something being said
by a person who is not familiar to him. Vibration is a tactual
aid to the otherwise strictly visual task of speechreading. It seems
reasonable that visually-impaired deaf people should be given
full benefit of this aid.

Two tests involving fingerspelling were given to the subjects.
With a single exception, H.C. at 4 ft., the subjects were able to
read isolated letters with somewhat greater accuracy than common
words at the same distance. When presented with isolated letters,
M.E.'s major problem was discriminating between "p" and "q":
most often she tried to make "q" be "p" which is probably rea-
sonable considering the relative frequency of those two letters in
the English language. She was really able to discriminate between
them only at 1 ft. In reading fingerspelled words, certain words
presented much more difficulty than others. At 18 ft. Y.F. had
trouble with only the word "men." The other three subjects all
had trouble with this word, too. Two other words, "cat" and
"some", gave the other three difficulty also.

A score of 100% on the test involving fingerspelled words was
obtained for all subjects except Y.F. His score of 90% was ac-
quired at 18 ft. His only mistake was with the word "men" which
he read first as "man" and then as "nen," In both cases he mis-
read only one letter. Undoubtedly he would have had no trouble
with this word if It had been presented again at a slightly decreased
distance. He speechread 100% of the initial phonemes only at
2 ft. M,E. obtained a score of 100% at 10 ft. on both the test of
reading fingerspelled words and the test of speechreading initial
phonemes of monosyllabic words. On the latter test she got only
80% correct at 5 ft., and then 100% again at 2 ft. As explained
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previously, this was undoubtedly due to the fact that slightly
different lists were presented at each trial. M.B. was not asked to
read the fingerspelled words at a distance less than 10 ft., but it
seems unlikely that she would have done worse since the words
presented to her would have been Identical to those given at 10
ft. &B. got 100% of the fingerspelled words correct at 6 ft., but
was able to get 100% of the initial phonemes correct only when
she used vibration, H,C,, whose eyes were too strained to take the
Initial phoneme test, got 100% of the fingerspelled words correct
at 4 ft.

This comparison of the results of these two tests suggests that a
visually-Impaired deaf person can read fingerspelling at a greater
distance than he can speechread. This seems logical since the hand
positions are larger and more stable in time, permitting greater ease
of fixation, than are the positions of the mouth. Also, all of the
letters in fingerspelling are clearly visible visually, in contrast to
the phonemic elements of the speech system which are only 40%
visible. Some letters are more easily discriminated than others, but
all can be discriminated visually if the distance between speller
and reader is adjusted for the reader's visual acuity. However, the
results of these two tests cannot be validly compared for several
reasons. First, for the test of speechreading initial phonemes, the
correct response had to be selected from three possible answers;
when reading the fingerspelled words, the subject had no idea what
the word was except from what he could see fingerspelled. Second,
the list of words presented for speechreading initial phonemes var-
ied from one trial to the next, but the fingerspelled words remained
identical throughout all trials. Finally, although for both tests an
attempt was made to present some words which could be easily
read and some which were difficult, it is unknown how the words
in the tests compare in difficulty or how the varying degrees of
difficulty found in each test compare to those found in common
connected language.

A more valid comparison can be made between the results of
reading isolated fingerspelled letters and the results of speechread-
ing isolated phonemes. In these two tests the basic elements of
fingerspelling and speech were presented. The subjects had to rely
on their vision with no additional contextual clues. The only fact
restricting the comparison of the results of these two tests is that
although alt the letters of the manual alphabet were presented, only
ten phonemes were included. Nevertheless, a comparison of the
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results was interesting. All subjects did considerably better reading
single fingerspelled letters than speechreading isolated phonemes,
This difference was most dramatic for subjects M.E. and H.C.

One test was given to all subjects requiring them to imitate some
facial expressions and formal deaf signs. At 10 ft., Y.F. and M.E.
on her second trial both imitated 100% correctly. Y.F. was given
several of the more difficult signs and expressions again at 18 ft.
Of the six presented to him at this distance he got 100% correct,
Then, M.E. was given all but one sign at 15 ft. and she had trouble
with only two of them, When one of these two was presented a
second time at this distance, she imitated it correctly. S.B. got all
but one right at 5 ft. and got 100% correct at 2 ft, H.C. was not
tested until he got 100% correct. His highest score was 84.2% to
94.7% at 2 ft., and he partially closed his eyes at this distance. His
exact score at 2 ft. cannot be determined because two of the signs
he read incorrectly at 5 ft, were not presented at 2 ft.

Several specific problems were encountered during this test by
two or three of the subjects. Only Y.F. clearly understood a frown
the first time it was presented, Even at 2 ft., H.C. did not imitate
a frown. S.B. imitated a frown at 5 ft. and MX. did so the sec-
ond time it was presented at 10 ft. Apparently it is difficult either
to perceive or to imitate a frown. (This might suggest that a
teacher may need to be quite dramatic when trying to discipline a
student who is several feet away.) A second difficulty, encountered
by all but Y.F., was perceiving repetitive motion in a sign such as
"eat," Both M.E. and S.B. had trouble seeing the sign "same" as
fingers rather than fists, These two subjects also waved "bye-bye"
when the sign "yes" was presented.

Both Y.F. and M.E. did slightly better on the test of expressions
and signs than they did on reading fingerspelled words. Both S,B.
and H.C. did better reading signs than fingerspelled words at the
greater distances, but as the distance decreased both of them read
a greater., percentage of fingerspelled words than signs. Therefore,
it seems that some expressions and signs are easier to perceive
than fingerspelled words, but others are harder. It is also true that
although all the subjects had been exposed to both speech and fin-
gerspeiling, their exposure to signs was very minimal. They prob-
ably were not familiar with most of the signs presented on this
test. Since all the subjects were undoubtedly accustomed to waving,
but probably did not know the sign "yes," it is not very surprising
that they made this substitution. Because of their unfamiliarity with
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signs, this test was perhaps more a test of vision than some of the
previous ones. However, comparisons with the toults of the previ-
ous tests, while interesting, cannot be considered conclusive.

The subjects in this study were asked to copy five words and
one short sentence from the blackboard. This initial portion of the
test involved words written in manuscript, with small letters I V2 in.
in height and capital letters 3 in, high. Y,E. was able to copy this
portion at 18 ft., but he partially closed his eyes and covered his
left eye with his hand, M.E. had no trouble reading this at 10 ft.
and could undoubtedly have done so further away had she been
tested at a greater distance. S.B. also read this portion at 10 ft.
successfully. H,C. read the words on the board at 5 ft., but he
covered or shaded his right eye with his hand while reading them.
Originally he was asked to read the board at a distance of 10 ft.
He covered his right eye and partially closed his left, but could
not read the words at that distance.

An attempt was made to determine the distance at which M.E.
and S.B. could discriminate small differences in cursive writing 1/2
to 3/4 in. in height. Apparently it is very difficult to tell the differ-
ence between the words "where" and "when" in sentences in which
either word would make sense. M.E. was able to perceive this
difference at 8 ft.; S.B. could read these sentences accurately only
at 2 ft. One aspect which made this second portion more difficult
was that sentences were erased and new sentences were written
In the same place. This resulted in the blackboard becoming in-

. creasingly chalky, causing the difference between figure and ground
to become less distinct. This meant that it was slightly more diffi-
cult to read each sentence than it was to read the previous one.
Nevertheless, this is precisely the situation with which children
are sometimes forced to cope daily. The number of erasures which
occurred during this test was minimal compared with the number
which might occur during a day in the classroom. This indicates
that the use of blackboards may present problems to some visually-
impaired deaf children.

Jacobs and Katz reported that visually-impaired deaf children
were able to read black words shown on a white wall by an over-

, head projector much better than they could read words written
with white chalk on a green chalkboard." They presented both

" 1 udy Jacobs and Mark Katz, "A Study of the Visual Accuracy of Eight
Deaf-Blind Students and the Theoretical Application of the Finding of the
Study for Teachers of Partially Sighted, Hearing Impaired Children," 1971,
p. 46.
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mafitiscript and cursive writing on the chalkboard, but only manu-
script on the overhead projector. They did not report the size of
the letters used with the overhead projector, but presumably they
were equal in height to those used on the chalkboard, Also, the
words shown with the overhead projector were much simpler than
those presented on the chalkboard, Despite these factors which
make a comparison between chalkboard and overhead projector
not completely accurate, the subjects did sufficiently better with
the overhead projector to be worth mentioning. Probably more
important than the improved discrimination at a greater distance
was the fact that apparently most of the subjects showed less
strain when reading words shown by the overhead projector. An
overhead projector seems to yield greater clarity than a chalkboard.
According to the results of this study, teachers of visuallyimpaired
deaf children might consider using overhead projectors instead
of chalkboards whenever possible.

Finally, one test of near vision was given to all four subjects to
determine what distance from their eyes they would choose to hold
a paper with regular type if they were asked to read it. Unfortu-
nately, the subjects' nearvision acuity was not measured with a
standardized test. M,E. read the typed words easily about 10 in.
from her eyes. S.B. held the paper about 6 in. away. Y.F., whose
good distance vision enabled him to score so well on the previous
tests, held the typed words about 5 or 6 in. from his right eye.
H.C, held the paper only about I in. from his left eye. Clearly it
would be helpful for him to have large type.

Conclusions

There is a need to define "sufficient speech discrimination" and
"sufficient fingerspelling discrimination." Only 40% of spoken
English is considered visible on the lips. Does this mean 40% of
the phonemes found in the English language or 40% of the words
most often spoken or 40% of the entire English language? Also,
does this mean 40% is visible only on the lips but there are also
many clues from the position of the Jaw, teeth and tongue, or are
these clues included in the 40%? "Sufficient speech discrimination"
is that percentage of phonemic information which must be received
in order to enable the reader to speechread adequately. He does
not have to understand every phoneme or even every word. The
question is how much must he see. In order to help answer this
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question, connected language should be presented to the deaf
person, Unfortunately, no test involving connected language was
included in this study. Similarly, it is unnecessary to understand
every single letter or even every word that is fingerspelled to fol.
low what is being said. "Sufficient fingerspelling discrimination" is
that percentage of fingerspelled letters which must be received in
order to enable the reader to read fingerspelling adequately. De-
spite the fact that in general at a given distance the subjects in
this study responded correctly to a higher percentage of isolated
fingerspelled letters compared with their responses to the finger-
spelled words presented, all but Y.F. read 100% of the words at
a greater distance than they read 100% of the isolated letters.
M.E.'s chief difficulty with isolated letters was discriminating tn-
tween "p" and "q." This probably would seldom cause her trot!ble
in normal communication. It remains to be determined whet per-
centage of the letters the reader must be able to see in order to
follow conversation. Probably if the fingerspelling is rapid, he must
be capable of seeing more of the letters than if it is slow.

The results of this study indicate that fingerspelling is somewhat
easier to see than speech. This is probably due to the fact that
fingerspelling positions are larger, more stable in time, and 100%
of them can be discriminated through vision alone if the distance
between speller and reader is adjusted for the reader's visual acuity.
A visually-impaired deaf child probably needs better visual acuity
to function in an oral group than he needs to function in a manual
group. In a group situation, fingerspelling would be more accu-
rately and comfortably received than speech by both M.E. (with
corrected acuity of 20/100 in her better eye) and S.B. (with cor-
rected acuity of 20/200 in both eyes). With uncorrected acuity of
10/100 in his better eye, H.C. could not possibly function orally
in a group and he would probably have considerable difficulty
receiving fingerspelling in a group situation. With corrected acuity
of 20/50 to 20/70 in his better eye, Y.F. could probably receive
speech in a small group situation. In a larger group, he, too, would
be likely to receive fingerspelling more easily than speech.

For a deaf 4-,hild with corrected visual acuity of 20/100 or worse
in the better eye, with nystagmus, strabismus and post-cataract
vision, and with a probable etiology of maternal rubella, speech-
reading accurately through vision alone requires a great deal of
effort. Clearly, tactual speechreading is very helpful to such a
child. With the aid of vibration, S.B. and H.C. were able to im-
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prove their scores on speechreading isolated phonemes to 100%;
M.I3, improved her score from 60% at 2 ft. to 90% with vibra-
tion. Not only did their scores improve when they used vibration,
but also they responded easily, as if the task no longer required
tremendous effort.

Some signs are easier to perceive than fingerspelled words, but
others appear to be considerably more difficult, at least if the per-
sou is not accustomed to sign language.

It is Important to remember that distance vision and near vision
are quite different, A visually-impaired person may be able to see
at a distance with little difficulty, but may have trouble with close
work. In such cases, sometimes better correction is needed, For
example, it is possible that Y.F. would be able to read typed
words further from his eye if he wore bifocals.

The specific pathologies of the eye and the resulting visual acuity
combine as two determinants of what a visually-impaired person
can see. Retinitis pigmentosa results in tunnel vision. Monocular
vision restricts peripheral vision. People who have had cataracts
removed lack accommodation. This problem can be partially allevi-
ated by bifocals. The importance of giving visually-impaired deaf
children the best possible correction for their visual problems can-
not be stressed sufficiently.

From the information stated previously in this paper about the
visual pathologies and the visual acuity of the four subjects in this
study plus the results of their performances on the tests adminis-
tered to them, one can draw the probably self-evident conclusions
that a bilateral defect is worse than the same defect in only one
eye, two major defects are worse than one, and finally, the more
additional ocular defects present, the worse the resulting vision
probably is.

One very important fact to remember when considering the
results of this study is that the subjects undoubtedly performed
better under strain on these tests than they could for hours every
day In class.

Teachers must he as aware as possible of the vision of their stu-
dents. The teacher must consider a child's vision when positioning
him in relation to the teacher, another child, or some material such
as a chalkboard or chart. If the teacher plans to do some group
teaching, even if with only two children, he must consider the
additional problems this may present to a visually-impaired deaf
child. Some children may have trouble scanning to see who is
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talking. The children must be positioned so that they can see
everyone else adequately. Maybe, when possible, the children
should be allowed to position themselves, Probably a child knows
better than his teacher at what distance he can see best. For ex-
ample, of 29 responses on speechreading isolated phonemes, H.C.
made only one incorrect response, He had been allowed to get
as close to the tester as he wanted and to use vibration if he
wished. There are undoubtedly a number of exceptions such as
the child who refuses to use vibration even though it is very help-
ful to him.

Visual acuity in combination with communication mode must
be considered in positioning. Two children with different visual
acuity and the same method of communication need to be posi-
tioned differently within the classroom. Similarly, two children with
approximately the same visual acuity and different methods of
communication require different positioning.

This paper discusses the results of a small pilot study involving
only four children, all of whom supposedly have an etiology of
rubella. A great deal of further research is needed related to the
effects of visual impairment on the learning and behavior of deaf
children.

A study similar to the one reported here could yield very useful
results. Such a study should use a much larger sample of the deaf-
blind population. The subjects should represent different etiolo-
gies and different ocular pathologies. There should be several
subjects in each of these categories so that undue emphasis will
not be placed on a specific etiology or pathology when the results
are Interpreted,

Before the actual testing is done in a similar study, much work
should be done in perfecting the tests, An attempt should be made
to make the speech and fingerspelling tests of approximately equal
difficulty so that the results of these tests can be compared. Sim-
ilarly, the tests using an overhead projector and a chalkboard
should use words of comparable difficulty. Speechreading tests
should include what can be speechread. The speed at which finger-
spelled words are presented should be carefully considered and then
held roughly constant. Finally, in at least one test of speechreading
and one of reading fingerspelling, connected language should be
presented.
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APPENDIX

Speechreiding Isolated Phonemes
The following phonemes were presented:

00
ee
ar

o-e

f
r
th'
sh

Speechreading Initial Phonemes of Monosyllabic Words
The following is a sample of the answer sheet for this test:

lot
rat
fun
ran
fed
wish
lock
lap
pin
blue

hot
fat
run
can
bed
fish
sock
map
win
shoe

Reading Fingerspelled Words

The words fingerspelled were:
hi cat
fish subject's first name
eat one
some

Reading Words on Blackboard
Initial portion (manuscriptsmall letters

high):
subject's first name
coat
boy

pot
sat
sun
man
red
dish
rock
111p

tin
new

black
men
see

t in. high, capital letters 3 in.

dog
teen
he Girl has a blue dress.

Additional portion (cursive writing Y to 44 in. high):
"Where do you go to school?"
"When do you go to church?"
"Where do you live?"
"When is study hall over?"

(M.E. and S.B.)
(M.E.)
(S.B.)
(S.13.)

Imitating Signs and Facial Expressions
The following signs and facial expressions were presented, The first four

involve the head or face; the next four use only one hand; the remaining
eleven involve both hands, but use fairly little movement.

bead shaking no
head nodding yes
frownangry
grin

come
eat; food
thank you
yes
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school work; lob
book alike, like, same, as
break marry
how
sit; seat; chair name
friend
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CONTINENTAL PROGRAMS

By LARS GUMMIER

Assistant Principal, Deaf-Blind Department, Perkins

In order to obtain an overview of deaf-blind programs In con-
tinental Europe, I wrote letters to the following countries: France,
Switzerland, Austria, Finland, East Germany, West Germany,
Greece, Iceland, Ireland, Italy, The Netherlands, Norway, Poland,
Portugal, Spain, Sweden, Turkey, U.S.S.R., and Yugoslavia.
Names of individuals, schools and associations were obtained from
Dr. Edward J. Waterhouse, Perkins School for the Blind and from
Miss Karen Andersen, School for the Deaf, Aalborg, Denmark.
The latter had attended a recent conference on the deaf-blind in
Paris and is also editor of the first European Newsletter for edu-
cators of the deaf-blind which is distributed to most of the agencies
serving deaf-blind children in Europe, The letter written to the
different agencies and schools had the following content:

Dear Mr.

Dr. Edward J. Waterhouse has asked me to present an
overview of European programs for deafblind children at the
Fourth International Conference on the Deaf-Blind at Per-
kins School for the Blind, Watertown, Massachusetts in Au-
gust 1971. I would like to ask for your cooperation in compil-
ing the following data about your program:

Number, age, sex of children. Courses for deaf-biindnesc.
Number of teachers. Education of teachers. Number of teach-
ers' aids. If possible, the mental level of children. Residential
or day program. Private or governmentally supported pro-
gram. Number of deaf-blind children not being served in your
country. Over-ail description of program for deaf-blind chil-
dren from birth to maturity.

If you have any slides or pictures from your program please
include them; I will return them to you after the conference.

I am looking forward to putting this information together
from all the European programs in order to present it at the
conference.

Thank you very much for your cooperation. If you will not
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be able to attend the conference at Perkins in August, 1 hope
we will be able to meet sometime In the near future.

SIncereli yuk.rs,

Forty-eight letters were mailed. In some cases one or more let-
ters were forwarded to the same person to answer. For that rea-
son one could not expect forty-eight answers. Sixteen schools or
agencies responded to my letter and gave information on their
programs. The sixteen responses were received from the following
countries: Switzerland, East Oermany, Iceland, France, Finland,
Sweden, The Netherlands, Denmark, and Spain. The returns had
varying amounts of detailed information which will become clear
later in this paper. I was aware of the major programs for deaf-blind
children in Europe but did try to include other countries in order
to see if there were any programs which were not reported in the
field. Those schools or agencies which answered all my questions
in full were the well - established programs. It is not the intent of
this paper to present details of the different programs; some major
papers are being presented from some of these schools.

NUMBER AND SEX OP DEAP.BLIND CHILDREN

Country Male Female Total
Population

of Countries

Spain 1 I 2 32,949,000
West Germany 49 54 103 60,842,000
East Germany 5 4 9 17,096,000
tcaland 2 4 6 203,400
Switzerland 7 ? 26 6,230,000
The Netherlands, 12 12 24 12,957,584
France 7 7 14 50,330,000
Finland 7 6 13 4,700,000
Sweden ? ? 37 7,978,000
Denmark 3 6 9 4,910,000
Norway 4 I 5 3,867,400

These numbers are probably not accurate. It could well be that
several children are in different programs throughout Europe with-
out being reported to this study. For instance, the author is aware
of a program for deaf-blind children in Russia and that efforts
have been made to establish a program in Italy.
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Act DISTRIBUTION OF ma CHILDREN

Sate===========1
Country 0.3 4.3 6.17 18+ P Total

Spain 2 2
West Germany 13 31 56 1 103
East Germany 7 2 9
Iceland 2 4 6
Switzerland 1 5 20 6
The Netherlands 20 3 I 224
France 14 14
Finland
Sweden 6

6
5

6
24

1

2 37
13

Denmark 4 5 9
Norway 5 5

TOTAL 248

Each age group has need of different services. Age group 0.3 is
obviously in need of parent counseling, a home development pro-
gram. The age group 4-S Is in need foi a nursery school placement
possibly in a nursery school for non-handicapped children with
special help. The age group 6-17 needs a long-term program. This
program could either be In a residential school or as in some
instances (in the United States) in day-programs in public school
setting. Some in the age group 18+ would be in need of an on-
going preparation for college but the major part of the children
would be in need for a pre-vocational or vocational program. A
more specific breakup in age groups is presented in charts later
in this paper.

The etiology of the handicaps has been reported very incom-
pletely. About 40 of the total 243 have been reported as being
rubella children. However, incompleteness of response leads me
to speculate that there may be more. The following other causes
of deaf-blindness have been reported: toxoplasmosis, encephalitis,
birth trauma, prematurity, Laurence-Moon-Biedl Syndrome, Rh
factor, and accident.

The Teacher of the Deaf-Blind

The first deaf-blind children to be educated had private teachers.
This was true with Ragnhild Kaata in Norway and Helen Keller
in the United States. The first regular classes at Perkins School for
the Blind had one teacher for every two children. This group of
three was usually placed in an individual classroom. It is now
well accepted that deaf-blind children should be taught in groups
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but still with a high ratio of adults to children, It is also well ac-
cepted that not all the teachers In the classroom have to be highly
trained. Teachers' aids may have a wide variety of educational
backgrounds.

At the Oberlinhaus, Potsdam; Fast Germany where nine chil-
dren are in a program, there are three teachers and one teacher's
aid. The teachers have a state education to be a teacher in
special schools. In Finland it is reported that one child has a
teacher of his own and two other children arc in a group with
two teachers, In one situation a child Is In a school for the blind
In Helsinki where he has hearing children around him with whom
he can communicate. He Is integrated with hearing blind children
in some subjects and has his own program in language and speech,
writing and arithmetic, In The Netherlands the children are di-
vided into five groups. Group One has six children, two teachers,
and five assistant teachers, Group Two has five children, two
teachers, and four or five assistant teachers. Group Three has seven
children, one teacher, and five assistants, Group Four has four
children, one teacher, and three assistant teachers. Group Five
has two children, one teacher, and one assistant teacher. A chart
follows showing the relation between age, sex, mental level and
the number of teachers and assistant teachers in a group. The
training of teachers in The Netherlands is extensive. After the
teacher has graduated from teacher training college she can apply
for a job at the Instituut voor Doyen. She is given the responsibility
for a group of children immediately and special training takes
place after school hours for teachers of the deaf, First there is one
year of inservice training, then two years at a semi-university. After
these three years of training, which are compulsory In order to get
a life-time contract, the teacher is given the opportunity to follow
for one year another specialized course on teaching deaf children.
Teachers of the deaf-blind are trained as described above, they
receive additional inservice training twice a week. Their practicum
is supervised either by the head of the department or the director
of the department of multiply-handicapped deaf children, The
American Foundation for Overseas Blind had organized a nine-
week full-time training course at the Instituut voor Doyen for the
past few years. The school year 1971-72 will give an opportunity
for intensifying the inservice training program. Aside from the
teaching job the new Dutch teacher will have several hours off for
observation, lesson planning and formal lessons.
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Nine children are in state programs for the deaf in Aalborg.
Denmark. Pour teachers and one kindergarten teacher work full
time in the department during school hours, The teachers have
their normal tour years teacher training college education, two are
majors in special education. They all participate In the deaf-blind
course that is going to be held at the school this year from August
2 to August 15. Besides inservice training and study touts, three
of the teachers and the kindergarten teacher have no special deaf-
blind training. One teacher has completed the Perkins Teacher
Training Course,

In the Deaf-Blind Department in Hannover, West Germany 11
children are in a program. They are being taught by eight teach-
ers of the deaf-blind and two technical teachers. They are all civil
servants, The German education Is a five-year study at the Uni-
versity with final governmental examination either to be a teacher
of the deaf or a teacher of the blind. In addition to this they re-
ceive a special inservice training course for the deaf-blind, In
Spain there are two sixteen-year-old children in a program. The
teacher who supervises this program has knowledge in teaching
blind and deaf-blind pupils. Two assistants were hired to help
her in the classroom.

In Iceland three newly found deaf-blind children are cared for
in a different way. One child is in the public school system and one
child has been at the school for the deaf and is taught by both a
trained teacher of the deaf and a trained teacher of the blind, A
third child was at the school for the deaf for a short period of
time.but is now at home waiting for a decision for placement for
the fall. In Switzerland six children are being taught by two teach-
ers with a diploma in special education and a course at the Instituut
voor Doyen, The Netherlands, one speech therapist and five
teacher aids,

In Sweden the children over the age of eight are integrated into
blind classes and serve individually five to ten times a week. Chil-
dren at a low level are kept in homes for mentally retarded which
have programs for trainable children, The teachers in the institu-
tions are visited by home teachers for deaf-blind who give them
instructions how to act with their children and also determine
whether or not the children are ready to be moved to the pro-
gram at Ekeskolan School,

In France it is reported the fourteen children in a program are
taught by a director with an education as teacher of the deaf, one
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psychologist and seven teachers, three with a final examination as
teachers of the deaf and four waiting to pass this examination,
plus five educational specialists. In addition to that, consultant
services are given both In psychiatry and pediatrics, It Is not clear
In the report whether the director and psychologist teach.

As can be seen In this report, there is a high teacherchild ratio.
However, from the information it seems to me that most of the
children reported In these programs are educable deafblind chil-
dren. More investigation is needed, though, to make a general
statement of the children's mental level in continental Europe.

The Deal-Blind Child

The following charts give more detailed Information about the
children:

INSTITUTION DE LARNAY, FRANCE

Name Age Sex

LB.
EL
B.O.
11..
N.D.
M.T.

Mt.n.

L.A.
T.O.
PIP
NILL
M,M,
F.L.

8
9

10
7
7

12

IS16
10
12
9

17
s

17

F
0
0
0
F
0
F
F
0
0a
F
F
F

18
SQ
S
S
S
S

s
S
S

(Vineland
(Vineland
(Vineland
(Vineland
(Vineland
(Vineland
(Vineland

38
30
31
58
64
3$
47

100
70

118
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DEAPBLIND CHILDREN FROM 0-8, SWEDEN

!tome
At Pre. or

At Home Sc)foot Menial At
Number Served by for Retarded Ekesko.

Age No Home. Deaf with Pre. Ian Pre.
01 Report Rubella Sex Teachers or Blind School School

2
3
4
5
6
7
8

S 4
I
1 i
4 2
4
7 3
7 5

-
-
m

li
2,2m
11,5m

2
-
7
2

1

29 20 6

- 3 -
1

1-

7 i
1 7

I 1 4
1 - 44.2 et

School
for the
1111nd

3 8 12

DEAFBLIND CHILDREN EKESKOLAN, OREBRO, SWEDEN

Language
Age Number Rubella Sex Oral Sign

8
I

1 f
9 1 1 m

14
I I

1 f I
IS 1 f

18
17 2 1, (

m
m) 2I - I

21 1 - f 1

8 4 4
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OREM-DMUS POTSDAWBARELSBERO, EAST GERMAN CENTER

Deaf
Mod.
Deaf

!lard of
Rearing Rearing

Blind

Braille

Print 3M
(1=16 years)
(2=14 years)

1 years)years)
1

(18
F

years)

I P(15 years)
1 M (15 years)

I F
(14 years)
J

(18 years)

Mental Level

$ Normal Gifted Children

4 Mentally Retarded Children

2 = 1st el.
1 = 4. cl.
1 = 6. ci.
1 = 8. ci.
1 = 1st el.
1 = 3. cl.
2 = 5. ci.

Etiology for Deaf131indness

Deaf or
hard-ofhearing

from birth Deafened by
Blind or partially
sighted from birth Blinded by

Etiology unknown

Rubella mat,

Trauma natale (add. Spasmus,
slight)

Trauma Wale Encephalitis (13
months) (men.
tal retarded)

Rhesus factor (add. Spasmus,
hand)

blind from birth, by
operation par.
daily sighted.

and Myopia

and blind
(mental retarded)

and myopia (added
Poliomyelitis)

(etiology unknown)
(Etiology unknown)

add. deformed legs
and mental retard.

(Etiology unknown)
mental retarded

Fall and ab
!AU° retinae
(at

oth 7e)
age

f
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DEAPBLIND CIIILORI1N AND ADOLESCENTS
IN WEST GERMANY

AgeOroup Girls

1953 li

1954
1955 1

11956

-
9 -

1958
57

-
1959
1960 i
1961 3

51962
1963 4

61964
1965 3

1966 6
1967 $

1968 4
1969 4

1970 1

Department for
Nye Deaf 41W
at Hannover

7
2

7

7
1 3- 4
- 2

7 10
2

- S- 3
6

- 3

Boys

2

2
1

A=11011110

Department tor
the DeafBlInd

at Hannover

1

47 + 45 4. 4
= 54

Total = 103

= 49
t=3
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The last question I asked concerned residential versus day pro-
gram, private or governmentally supported program, number of
deaf-blind children not being served in the country, over-ail de-
scription of program for deaf-blind children from birth to matu-
rity. Tho best way to answer these questions will be to present each
country separately.

In sonic cases very little except for the chart shown above was
written about the programs; in that case the country will not ap-
pear in the coming paragraphs.

Switzerland

Programs for deaf-blind children have just been started in
Switzerland. The number of deaf-blind children not being served
is unknown, Several agencies, however, are hard at work to find
all the deaf-blind children, Hubert Cardinaux has personally seen
sixteen children. Six of them are at a school in Fribourg and four
are enrolled in a program in Zurich, The program in Fribourg is
residential. The children go home for holidays and one weekend
a month. The program is private (the School for the Blind "Son-
nenberg", being a private school), but the finances are given by a
Federal Swiss Insurance (Bidgen8ssische Invaliden-Versicherung)
and also they are governmentally supervised and are inspected by
the inspector for special schools. There are three centers for deaf-
blind children, There Is a small center in Zurich, a small unit near
Bern and a unit for the French-speaking deaf-blind children in the
school Just described in Fribourg.

Spain

The two children reported from Spain are in a residential pro-
gram. This program is entirely maintained by the Spanish National
Organization of the Blind. Spain has no knowledge of any deaf-
blind child waiting to get into a program. The over-all philosophy
in Spain is that the children attend school as soon as possible and
their program is developed in accordance with their ability. It in-
cludes training for work activities, which are a continuation of
the educational program.

Iceland

There is no special program for deaf-blind children in Iceland.
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Only three deaf-blind children have been born in this country. The
boy turned out to have so much brain damage and low Intelligence
that he Is not at all educable and has since been in a home for
retarded children. Two girls, both likely rubella children born In
1955, are blind with more or less defective hearing, turned out to
be trainable children and are now in a home for trainable chil-
dren, The last boy is still at the School for the Deaf,

Norway

Hjemmet for Alive was founded at Nordstrand near Oslo Ir.
1898 by the Norwegian Lutheran Inner Mission Association under
the leadership of the Reverend Conrad Luendsen. Its purpose was
to take care of the hitherto neglected deaf.

In 1931 a farm, at Andebu, was bought as a second home for
the deaf.

Since 1941 Hjemmet for Dove (Nordstrand and Andebu) has
been an independent institution directed by a board of governors,
elected by the Department of Church's "Counselling Committee
for the sacerdotal service of the Dear' in Norway. It Is a home for
multi-handicapped deaf, including the deaf-blind, and offers train-
ing, occupational therapy and rehabilitation.

BOrneafdelingen (the children's department) at Hjemmet for
DOve, Andebu, was officially opened In February, 1949 with 10
children. Today there are 35 multiply-handicapped deaf from
throughout Norway in residence in the school. The children live
in small homes with a house-mother and her assistants. Several of
the pupils have visual defects, Five of these with a severe visual
defect and deafness, and other additional disorders, are placed to-
gether in The deaf-blind group for a common training program,
They live in the home called "Midtstua", They are all functioning
on low intellectual level, Close cooperation between the school and
cottage personnel is achieved through a meeting once a week.

The staff members occupied with the deaf-blind group are:

The house-mother, and her assistant
2 assistants (one of them a qualified kindergarten teacher)
Other assistants (one specially trained for physical education)
2 teachers (qualified teachers of the dead, with courses for

education of deaf-blind children). Individual training.
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The week-program includes:

Home program (In "Midtstua") 10 lessons
Croupprogram (-community) 3 lessons
Sensetraining/various activities 9 lessons
Physical training (gym, swim) 7 lessons
Free activity 3 lessons
Rhythm 1 lesson

Total 33 lessons

In addition to these children there are 6 other children at the
school with severe visual defects, in different programs.

Two pupils In the deaf-blind group (girls, both Rubella) are
now at homes for mentally retarded. A boy (retrolental fibro-
plasia) Is now at a mental hospital.

In one of the homes there is a small apartment for parents com-
ing with their deaf-blind child for observation and guidance to
stay a week or two.

This evacuation service is provided by the Consultant for the
Deaf-Blind in Norway, The Department for Observation and
Guidance, Skodalen School for the Deaf, Oslo, and the social
worker, psychiatrist and psychological consultant at Hjemmet for
DOve.

The consultant for the deaf-blind has arranged meetings and
courses for doaf-blind adults and two of the deaf-blind boys from
the school have taken part in some of these,

Denmark

The Department for Deaf-Blind Children In Denmark is con-
nected with the State School for the Deaf at Aalborg. The de-
partment was opened in 1965, The program is governmentally
supported and offers a day program as well as residential facilities
(full information can be found in "Care of the Handicapped",
Contact 2). There Ere nine children in the program as of August 1,
1961. Six children have been taken on a trial basis, but have been
transferred to mental health care after one or two years. The
total number of deaf-blind children in Denmark has not been regis-
tered, There is no waiting list at the moment, but the school has
home visiting contact with parents of two deaf-blind babies, who
are under one year of age. Deaf-blind children can be enrolled
in a program at the age of three years. Before then, the parents
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have normally received guidance and training through home visit-
ing teachers. Parente meetings are arranged twice a year, a week's
duration for each. A rather impressive "toy library" has been
established from which parents of deaf-blind children can borrow
educational toys for a certain length of time.

Finland

Because Finland is a vastly settled country it is impossible to
help the children when they are still at home. All children have
a rehabilitation course with their mother or father and the coun-
selor goes to their home now and then. When the children are
ready to go to school they are placed either in the school for the
retarded, school for the deaf, or he school for the blind, Ail the
schools are residential state schools. Only one child is In a day
program and that is because he lives close enough to the school
so that he can go home every day,

Sweden

After the children have reached the age of eight and are on
the academic level in Sweden, they are integrated into blind
classes and are also given additional tutoring five to ten times a
week. Children at a lower level are kept in homes for the mentally
retarded which have programs for trainable children. The teachers
at the residential school are visited by a home teacher for the deaf-
blind who gives them instructions on how to teaci these children.
There are no children in Sweden receiving no training. There is
a law which states that all children from seven to sixteen must
have education at their respective levels. At Ekeskolan all the
pupils live in small cottages with specially trained attendants. After
school hours, they have free time attendants who take them out in
town in order to acquaint them with the community. After the
age of twenty-one, they leave the school and are served by or-
ganizations for handicapped adults.

The Netherlands

The Netherlands has one formally recognized program for deaf-
blind children at the lnstituut voor Doyen at St. Michielsgestel.
This is a private school, subsidized by the government, Children of
any religion are accepted from the Netherlands or from Belgium.
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Belgium has no program for deaf-blind children. The program
izsx a residential character, some of the children go home every
weekend, all of them return home every other two weeks.

After tilti child is referred.to the school by the medical or other
authorities, Et is enrolled in a home training program, Parents are
visited by a social worker at least once in two weeks, This social
worker prepares a 5 days' evaluation period at the school, If it ie
likely that the child will be accepted at the age of 4, the child
returns to the school one week every four to six weeks, This class
facilitates the transfer from home to school at the age of 4. He then
enters the group (Group 1) of pre-school deaf-blind children. He
stays them until the age of 7, unless progress is poor, in that case
the child can be transferred to the group of slow developing deaf.
blind children (Group 3). After the age of 7 the child enters the
group of children who are communicating at a fairly good level.
Emphasis is put on reading and conversation, When the child
reaches puberty (13/14 years) he is transferred to a group of peers.
Then the program begins to offer vocational training in coopera-
tion with the school for home economics and the school for voca-
tional training for deaf boys. (In order to stimulate the youngsters'
social maturity all take cooking and elementary housekeeping
classes). For the child who progresses well, classes in the depart-
ment for office preparation are accessible, as well as In the high
school for deaf children. If the child is unable to follow this line,
the following alternatives can be offered:

1, The child stays in Group 3 and receives a broad education in
crafts, elementary housekeeping, sports (swimming) etc.
The child in this section will probably be institutionalized his
whole life.

2. The multiply-handicapped deaf boys who are unable to par-
ticipate in the program of vocational training attend a section
at the technical school where they receive an education whose
goal is functioning as a skilled hand worker in society or
workshop. This program which is accessible, too, for some
deaf-blind boys gives a broad education in using materials,
machinery etc., without the purpose of teaching a certain
occupation.

3. If the school cannot offer proper training for one reason or
another then the possibility exists that the pupil receives
training at a sheltered workshop oil campus. Every other
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week the student returns to the school for a week of theoreti-
cal (language, arithmetic, social studies) schooling.

At the age of 20 the schooling-period ends, although it might
happen that the young deaf-blind adult stays one or two years
longer.

The social worker of the after-care period has the responsibility
to find placement in industry in cooperation with the parents and
the young deaf-blind man or woman himself. Others who are not
capable of living completely independent lives may leave the
school for an institution which has special arrangements for deaf-
blind adults and whose staff receives training at St. Michielsgestel,
The social care keeps in touch with the former student during his
whole life and gives him help when he has run into difficulties.

There is a special organization which organizes meetings during
weekends where the deaf (blind) adult can discuss his problems
in society.

East Germany

According to the report from East Germany, ten children are
not being served in any program but they are going to be accepted
into the Oberlinhaus program next year. Service to deaf-blind
children is given as early as possible. Service and advice to parents
of young babies make them able to educate their babies. They
are given proper training in how to help the child use the hearing
aids and how to select toys. At the age of about five years the
children are taken to a boarding pre-school. There they are taught
self-help skills and pre-language development. The program is
individually oriented. If the child is in the need for one-to-one in-
struction this is given. Most of the children graduating from the
program at Oberlinhaus have also been able to go through the
vocational rehabilitation program. Some of the training given is in
a mechanical metal workshop, brush-making, caning and basket-
making. The min goal for the program is to return the youngster
to his family afteehe has been rehabilitated.

West Germany

The "Deutsches Taubblindenwerk" is an over-regional company
of public service. It is the supporter oy the school for the deaf-
blind and has the following responsibilitias:
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to find and register, bring to school and educate deaf-blind
children, to run a continuation school; to offer training and pro-
fessional training of deaf-blind adolescents; retraining, rehabili-
tation and integration of deaf-blind adults; counseling and train-
ing for patents of deaf-blind et:Urea. In order to accomplish
these tasks, the "Deutsches Taubblindenwerk" is building a
Center for the Deaf-Blind at Hannover-Kirchrode.

The five parts of this Center have the following functions:

Part A: 8 Bungalows in each of which a small group of deaf-
blind children will live and go to school.

Part B: A central atrium-building which contains the adminis-
tration and conference rooms, special classrooms, rooms
for medical consultation and audiometry.

Part C: Living, continuation school and professional training
of deaf-blind adolescents.

Part D: One-room apartments for deaf-blind adults.
Part E: Indoor swimming pool, gmnasium and bowling alley.

Part A will be ready for occupancy at the end of August. The
other building parts are planned to be ready in December. After
the summer vacation, early in September, the department for the
deaf-blind of the Niedersachsische Landesblindenanstalt, Han-
nover will be taken over too, by the Center for the Deaf-Blind,

Up to this date 103 deaf-blind children and adolescents have
been reported in West Germany. At this moment only 11 of the
children are in a department for deaf-blind children. The depart-
ment for deaf-blind at Niedersachsische Landesblindenanstalt is
governmentally supported until the end of July. The new center
will be partially governmentally acknowledged, licensed, and sup-
ported.

The program for deaf-blind children provides for the following
possibilities:

1. Voluntary registration of deaf-blind children by parents,
doctors, public health offices, social offices, education au-
thorities, schools for the deaf and hard of hearing, schools
for the blind and visually handicapped.

2. Home visits and parent-counseling.
3. Procurement of otological, ophthalmological and pedoaudio-

logical care.
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4. Procurement of ambulant occupational and physiothera-
peutical care.

S. Courses for parents at the Center for the Deg-Blind.
6. Admission of deaf-blind children to the Center for the Deaf-

Blind beginning with the age of 4 or 5 years.
7. Beginning of school at the Center for the Deaf-Blind at the

age of 6 years. Nine years of compulsory education. This
time can be prolonged for 3 years.

8, Three to four years of practical and theoretical profes-
sional training at the Center for the Deaf-Blind.

9. Procurement of employment in industry or in the workshops
of the Association of the Blind.

10. Continuation classes at the Center for the Deaf-Blind, de-
pendent on desire and talents.

Summary

It has been very difficult to compile the information on all of
the programs for deaf-blind children in continental Europe. The
reason for that is that most responses were not tackling the ques-
tions the same way. The different charts presented in this paper
give an over-view of the children enrolled in the programs. How-
ever, the information on the daily work in the programs has not
been described in detail; this was not the purpose of this paper nor
was there complete information given by the different programs.
It is interesting to note that the department and programs for
deaf-blind children are placed in very many different kinds of set-
tings. There are programs in schools for the deaf, there are pro-
grams in schools for the blind and now the newest program in
West Germany Is a program not connected to any existing facility
for the deaf or for the blind. In me situation a child is in a program
in a public school; however, it seems to me from the information
given that the child is not severely handicapped,

It is up to us to communicate with each other in order to see
where progress is not made, I think Europe has been able to com-
municate; the workshop recently held in Paris is a sign of that.
Also the Newsletter Contact issued at the School for the Deaf in
Aalborg, Denmark is going to be a link that will help communica-
tion. In the beginning of this month a two-week workshop was held
at the School for the Deaf in Aalborg, Denmark for teachers of
the deaf - blind from the Scandinavian countries. As Mr. Dantona
described &tnday night, this country has divided the responsibility
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for the deafblind into ten parts. This is a very difficult task in
Europe since all the different countries speak different languages.
However, It Is exciting to see that the different countries are able
to get together to discuss problems although they do not use the
same language for communication.

Communication, togetherness, information, are just a few in-
gredients that will make programs for deaf-blind children better in
the future. Europe now has its own newsletter. It's hoped that the
United States will in the coming year get its own newsletter. Would
it be possible for those two newsletters to get together and form
a newsletter that will cover most of the world?

There are several people present from the programs that I have
tried to describe. I hope you have a lot of questions. I might not
be able to answer any of them since most of the information given
to me about the programs has been in a one- or two-page letter.
However trim people present from the different programs might be
able to answer your questions.
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BRITISH PROGRAMS

By ANTHONY B. BEST

Royal Victoria School for the Blind
Benwell Dene, Newcastle upon Tyne, England

I should like to tell you about the programmes we have by de-
scribing two children who, for various reasons, have been to sev-
eral different schools, and in this way I shall be able to give some
Idea of the facilities available and how they differ from one an-
other,

Jane is at present 8 years old and lives In the northwest of
England, near the town of Manchester, She is one of about 320
deaf-blind children we have in the country. Until the age of two,
all the children are under the care of the local health officers who
are trained to look after handicapped people of all ages. At this
stage specialist educational facilities are not generally available for
deaf-blind children, although there is one residential nursery school
for blind children with additional handicaps.

When Jane was three, she was first seen at Pathways school, of
which many of you will have heard, This now incorporates a na-
tional assessment centre for deaf-blind children. Jane stayed here
for ten days, her mother staying for the first two of them. The
teacher spends a lot of time during the day observing the children
at play and watching how they handle new equipment. A variety
of tests is used with the children over the assessment period. Items
are selected from tests by Oesseli, Oriffits Illingworth, Robbins and
Vineland, There is one teacher and one assistant for the two chil-
dren who are normally there at any one time. The house staff also
observe the children carefully and make notes on their perform-
ance. Of course, previous handling by the parents will make a big
difference to the actual level the child is working at, and so par-
ents are invited for part of the assessment time so the staff can
see how they have been handling the child. At the end of the
assessment period the whole staff meet together to fill in a test
form of the adapted Vineland Social Maturity Scale. This scale
has items testing the level of the child's development in motor
skills (climbing stairs, threading beads), manipulation (fastening
buttons, etc.), rocial skills (toileting, hand washing, etc.) and so
on. This score, together with a summary of the staff's observations
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and a recommended placement, are all sent back to the education
authority in the child's local community and It is they who will ar-
range what they think is a suitable placement. It is the aim of the
assessment centre to assess all the children in the country in the
next few months. Children are also re-assessed where the local
authorities feel that this could be useful and Jane has had three
assessments here In the past five years.

In this case, she came out with a score of 76 which put her in
the educable range. She listened to loud sounds (about 70 DB) and
could help with dressing. It was recommended that she bo placed
in the local deaf school which had a nursery class for children be-
tween the ages of 3 and 5. Obviously a number of children can
manage perfectly well in this type of setting and I shall not deal
with these children here. It is sufficient to mention that schools for
the deaf have some vision-Impaired children, ai the -blind schools
have some hearing-impaired children and both groups are ade-
quately dealt with in these settings.

But in Jane's case she was not so lucky. When she was 5, two
years after her first assessment, she was re-assessed at Pathways
and she had made little progress. Her SM score had dropped from
76 to 48 which is only in the trainable range. Now it was terOrry
mended that she would probably benefit from a placement in a
residential subnormality hospital, or a day centre for retarded
childrena Junior Training School. Jane went to Lea Ho..pital
near Birmingham which is unique in having a special unit for deaf-
blind children, and here she was to stay for a year.

Lea Hospital has places for about 25 children in the special
unit. There are some blind children as well as deaf-blind in this
number. The staff, trained to look after pre-school "normal"
children, and assisted by nurses, each have 5 children whom they
look after during the day. They take the children off the ward
for a period, to give them an individual session in the unit each
day. The children are mainly low-grade trainable, scoring adapted
Vineland scores of 15.70, with an average of 40.

There is emphasis on communicationinstant communication
it has been called. There is a great effort to give the children a
method of understanding what is required of them, and later they
are taught to use this method to communicate themselves. Here it
is by use of signals which have been devised at the unit. Some of
these, such as drink, food, go to the toilet, are used in the daily
routine. Other signals are used in the learning situation, These
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would include sign for roll (child taps his sides), being lifted up
(clap hands), being swung round, and so on. The children will
learn about 10 of these signs, and this, I think, gives some Idea of
their level of performance. There is, of course, equipment to make
the children av'are of speech and respond to it, but few of the
children seem to have the mental capacity to use speech as an
efficient way of communicating.

Along with this training the children are taught to play with
simple toys, use sand constructively (I'm sure it would be assimi-
lated as a regular part of the children's diet if they were given
the opportunity!), paint with their fingers, turn switches to make
lights flash, sort out textured squares, match colours, and so on.
Most of the children arki. not at the stage when they can under-
stand dolls or pretend, nor are they likely to reach that stage.

This is where Jane spent a year until Mr. Southweil, the Head
of the unit, was able to write in her report that Jane had acquired
a complete signal system and seemed to be able to do all that was
asked of her in that settitid.

The parents were anxious to have her at home and she went to
a day centre for retarded children for a while. However this did
not really challenge her, and after a few months the local authority
of Jane's town applied for a place in the Newcastle unit for deaf-
blind children where I teach, and where Jane is now. We are a unit
within a school for blind children, much the same as the situation
here at Perkins. At present there are six children.

We visited Jane at home and in the Training Centre, and from
these visits and looking at the Pathways assessments (there were
3), we decided that she could benefit from the kind of teaching we
offer,

The unit is very newit was started in September, 1970, but
much of the programme is similar to those of other units. How-
ever, unlike the other units, the children are residential and so
there are some features not found in other units.

The children, generally from the North of England, are resident
at the school during regular school terms, and go home for the
vacation. Where possible they also spend weekends at home, Five
of the children are Rubella, They vary a great deal in ability from
low trainable (adapted Vineland SM 20) to high educable
(adapted Vineland SM 80). The amount of hearing varies from
nil to a loss of about 40 DB over full speech frequency. None of
the children is totally blind, but the extent of what they can see, as
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with what they are able to hear, depends on intelligence as well as
the physical condition of the eyes or ears.

At present Jane and two other children use the simple signal
system of communication and know about five signs. They eat food
with a spoon and one of them is fully toilet trained. One child has
gained a good grasp of language and is beginning to use two-word
phrases (she Is 6), She spends some time in a class in the main
school where she Is fitting into play activities very successfully.
We are trying finger spelling, speech and signing with the other
children to try to find the best system for them. They are very
aware of what goes on around them, play with dolls, can dress and
feed themselves fairly well, and are beginning to play with each
other.

The classrooms are in a specially adapted hut, separate from the
main school. The main play area has large toys (e.g. slide, see-
saw), water, a carpeted "home" area. The floor is hollow to trans-
mit vibrations. The smaller teaching room has some degree of
soundproofing and has been kept plain to help the children con-
centrate on the work in front of them. There are also toilet and
washing facilitiis. In addition to these rooms, the children are able
to use the same gym and swimming baths as the main school,
and play freely In the six acres of grounds surrounding the school.

In the classroom situation, communication is the most important
skill to learn and we create as many situations as possible in which
the child will want to communicate. The simple signal system that
some of the children use Is similar to that used at Lea Hospital,
The children are given practice in listening to speech and sound
vibrations but often do not respond in any way. Other children
use the Systematic Sign Language and this is proving very suc-
cessful. It is also used at Pathways, and will be described in the
section on Pathways.

When not engaged in direct speech training the lower grade
children play with a teacher or assistant with manipulative toys,
toys that have lights or make noises, crayons, paints, etc. The
higher-grade children work in a group at many activities (e.g.,
gardening, dressing-up, ball games) as well as playing with the
toys. They have daily visits to local stores or the park. During
the day there is one teacher with one or two assistants for the six
children.

Social training (eating, dressing, washing, toileting) Is of great
importance as many of the children will probably learn little more
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than these basic skills, and so each housemother has only one
child at these times. The routine is the same every day and is
standardised so that the child Is asked to do the same things in
the same order no matter who is looking dor them.

We all know that the parents of these children, as with any
multihandicapped child, often need as much help and guidance
as the child. Parents often stay part of the day, or overnight when
they bring and call for the child. Jane's parents always stay over-
night and this is a valuable opportunity to show how we handle
their child, and we can also talk to the parents and answer ques-
tions.

Jane is now settled Into this setting. However, her performance
Is not improving. She is mily able to manage a few of the signs
of which she was capable, she is no longer fully toileted and her
SM score has continued to drop to 38. However, with a fixed
routine and much repetition, we hope she will slowly improve.

Karen lives in London and here the children are luckier than in
the rest of the country. There are two units attached to schools
for "normal" junior children. Karen went to Heathbrook which
takes children from 2-10 years, and having done well there was
moved to Pathways. If she had lived in a different part of London
she would have gone to the other unit for deaf-blind children
Hogarth. Both units have six children with two teachers and two
assistants. At Heathbrook both teachers are trained to teach deaf-
blind children, and at Hogarth the teachers have been to a regular
teacher-training course. All the assistants are untrained. A working
thy in both units is 10:00 a.m. to 3:30 p.m. At Heathbrook, Karen
was given opportunities to develop locomotor skills, occupational
skills and her skills in dressing, washing, feeding, and totieting.
The children are all encouraged to mix socially and to communi-
cate their needs. Communication usually begins with body manipu-
lation and a hand-to-hand hold, To this is also added gesture, sign,
Tadoma and voice. In fact, every method is used to try to convey
a wish, in the hope that only the finer and more sophisticated
means will eventually be necessary. Karen, like the other children,
was encouraged to use speech as in many cases children seem to
have hearing which was not discovered by doctors in previous
brief tests. Activities are varied in as many ways as possible, but
with the realization that a great deal of repetition is needed.
Music and movement, water play, use of clay, sand, paints, and
other media all take their turn.
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From such a medley of activity, one child at a time Is taken by
the teacher into a small Teaching Room. Here, greater concentra-
tion is given to Auditory Training, to Occupational skills and to
show the value and pleasure that can be got from "communication."
With communication, a very close relationship is developed with
much physical contact. With occupational skills a lot of apparatus
Is "tailor-made" to make the exercises more interesting and man-
ageable for the child. Operant Conditioning plays quite a large
part in the auditory training.

As both Heathbrook and Hogarth are day units, contact with the
parents is made in a different way from that at Newcastle, At
Heathbrook, the teacher tries to see each parent at home once a
term. "Home-Unit" books, reports, letters, and telephone calls are
also used to make contact. There have been "Mothers' Meet-
ings" once a month, for the express purpose of free observation,
and a general discussion on difficulties. Here they can give much
mutual help. Parents are encouraged to join the National Associa-
tion for Deaf/Blind and Rubella Children, and to attend the Par-
ents' Courses and Conferences whenever arranged.

In one of the units, relations with the rest of the school are very
good and much equipment is shared, In the other unit there is not
much contact between unit and school, so it is impossible to say
how successful it is to place a unit for deaf-blind children in a
school for sighted children. However, at least one of the teachers
feels it would be an advantage to be placed in a school for the blind
or deaf,

Karen made good progress at Heathbrook, developing faster
than the other children, and was accepted at Pathways school in
March, 1971.

The programme here is more academic than at the units de-
scribed and this suits the children who are of a higher academic
standard. Their Social Maturity scores have a lower limit of about
70. The children are aged 5.16 and aro in classes of two to five,
with one teacher and one, or two, assistants for each class, Lessons
tend to be in one-hour blocks, with the staff taking a different
group of children for each lesson. This gives the staff a change,
and helps the children learn to relate to different adults. The ma-
jority of the work is based on a theme throughout the school.
Each theme lasts one term and includes such topics as food, living
things, transport, communications. Each week all the children
spend half a day on a visit, and this is one of the most successful
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parts of the programme, providing much material for further class-
room work.

Karen is at present in the nursery class. Here four children are
taught by one teacher and one assistant. Each day attempts to
have one painting session, a physical activity (e.g., swimming,
gymnastics), a concentrated academic nession, and cookery once
a week. At the end of one or two years in this class, the children
should be ready to move up and start reading, group work, and
work on formal signs.

When Karen has progressed enough she will move to one of
the seven classes described. Here communication is by speech with
the Systematic Sign Language, developed by Sir Richard Padget.
This is a fully grammatical system which has proved a break-
through in enabling the children to communicate with teachers
and with each other.

Much of the work is visually oriented as nearly all the children
have useful vision. The older children, about 12, are able to read
and write words and phrases. The middle range of children, about 9,
learn many things about the world around them. Although they
may write few words from memory, they are able to use signs quite
readily. The younger children are quite able to sort several groups
of objects, engage in "pretend" play, and are beginning to use a
few signs.

I have already said how important it is for the children to visit
places outside the school, and it is worth noting that two of the
oldest girls went camping in France last summer and also stayed
in a hotel in Paris for a week. They managed very well in this
situation, being able to make short trips out of the hotel on their
own.

There is one more school which has a programme for deaf-blind
children and that is New Ham School for the Deaf, just outside
London. Here there are two groups of children. The younger
group of four children work with one teacher and one assistant.
Although they are unable to speak, they can recognize several
words, for example their names, colours, furniture. In their free
play they are able to play with each other and in the classroom
they work on simple number problems (numbers up to 20), copy
phrases, draw pictures, etc. All these children visit local shops each
day and this is a great help in one of the main aims which is to
make the children socially acceptable in their behavior.

The older group of children (six aged between 15-18) show how
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successful the teaching has been. All the children are at a different
level but on average they are reading at a 9 year level, learning
to tell the time accurately, can write descriptive sentences from
memory. The children can be taught as a class and help each
other with classroom problems as well as working in groups at
cookery, gymnastics, etc.

This brief summary has mentioned many points which I realize
have not been fully explained or described, but I hope it will
provide some ideas for further discussion, which will be of help
to you in your own settings.

Physical activitiesactivities are important For deaf-blind
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The lote Mrs. Rose Vivian using the vibration method with Debbie Brunton, Mrs.
Vivian was a pioneer in teoching deaf-blind children.



SOCIAL PROBLEMS OF DEAF-BLIND CHILDREN

By GERTRUDE M. STENQUIST

Child Care Supervisor, Perkins School for the Blind
Watertown, Massachusetts

1. Introduction

As a foundation for my remarks concerning social problems of
the deaf-blind, I would like first to consider social development, the
broad area within which I intend to delineate some problems and
to suggest some remedial procedures. Social development may be
said to include a number of inter-related facets: self-care; loco-
motion; occupation; communication; socialization; self-direction.
These are the categories defined by Edgar Doll for use in measur-
ing social competence and social maturity.i They serve here as a
frame of reference for our thinking about social development and
social problems of the deaf-blind.

Since "social development" encompasses these many areas, there
is freedom to consider social problems of the deaf-blind in many
respects. I have selected, however, to focus upon socialization for
discussion. Let us remember, though, that all the facets of social
development are inextricably related; growth in one area often de-
pends upon, and contributes to, growth in another. For example,
socialization is vital to communication and language development
and, at the same time, growth in communication and language in-
creases the degree of socialization. One can go only as far in his
social growth and development as his language ability will take
him.

In considering the broad topic of socialization and the problems
involved for the deaf-blind, I shall first discuss three factors which
are basic to this socialization. The next topic will be self-concept,
the starting point for the socialization of each individual. Then I
shall give some attention to the three areas into which Doll divides
his concept of socialiiation: inter-personal relationships; socialized
play and recreation; social responsibility. Basic to all of these are
social perception and social interaction, so important in socializa-
tion but so problematic for the deaf-blind. Social perception will
be particularly stressed. I regret that there is neither time nor space

' Doll, Edgar, The Measurement of Social Competence.
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to discuss the development of communication and language as a
separate topic, for without them there can be no socialization, no
social interaction.

In making suggestions for coping with the problems found
among the deaf-blind in socialization, my emphasis will be upon
what may be done by the vitally important "cottage staff" (at
Perkins, the child care workers and the housemothers*) in a resi-
dential setting during the many hours when the children are not in
the classroom to provide an environment which will foster social
development to the extent of each child's potential. I hasten to add,
however, lest the cottage staff feel too great a burden of responsi-
bility, that in reality, we are "all in this together", child care work-
ers, housemothers, teachers and administrators and we must pool
our knowledge and our thinking and do whatever we can, at every
opportunity, to alleviate the problems of our children.

II. Three Factors Basic to the Socialization of the Deaf-Blind
We should know about and think about three factors basic to

what can be expected of a child in socialization or in any other
area of his development: 1) his particular constellation of handi-
caps; 2) his experiential, emotional and environmental bac1/4ground
before coming to school; 3) his developmental level in all areas of
performance in terms of normal child growth and development If
we think upon these things, we shall be better equipped to work
with the child understandingly and appropr)ately. Some sugges-
tions:

A. The child's handicaps: 1. Think of the child as a child first,
not as a handicapped child. 2. Learn, through reading, talk-
ing and observing whether the child 1) is handicapped pri-
marily because of a serious combined impairment of vision
and hearing or 2) has moderate sensory limitation in com-
bination with other disorders or disabilities in learning.2
Seek and make use of information regarding implications for
functioning and learning. The child whose primary problem

* Housemothers are child care workers in reality. In fact, in a certain
sense, we are all child care workers. At Perkins, however, we differentiate
between housemothers and child care workers and use the term "child care
worker" to indicate the young women and men who work directly with the
deaf-blind children in the after-school hours under the immediate super.
vision of the cottage housemothers.

`See the Perkins Criteria for Enrollment (1969) for a statement regard.
ing the two educational categories of children in the Department for Deaf-
Blind Children at Perkins School for the Blind.
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is sensory deficit and resulting lack of language is quite dif-
ferent from the child with moderate sensory loss combined
with neurological deficit or autistic tendencies or develop-
mental aphasia or mental retardation. Problems and appro-
priate approaches to remediation will vary in characteristic
and significant ways.

B. The child's background: 1. Learn as much as you can about
the life of your child up to the time he came to school or into
your care. Realize the importance and the possible effect,
for present functioning, of his parents' attitude toward him
and of their consequent handling, stimulation and control
of him. 2. Understand, with tolerance, that the frustrated
expectations of parents may set up a chain reaction which
increasingly interferes with a positive parent-child relation-
ship and may carry over into the child's relationships with
people in his school environment. 3. Accept the child as he
is and work with him and play with him with consideration
for his early emotional and environmental experiences.

C. The child's developmental levels of functioning: 1. Study
normal child growth and development. 2. Understand that
all children follow the same sequences of development.
"Their rate of growth will vary; some will stay at a particu-
lar stage longer than others. Handicaps will change the way
in which children learn and may limit how far they can go;
but the sequence of development remains the same."3 3. Ob-
serve your child and determine his approximate level of
functioning, for example, in eating or in play or in communi-
cation. Then, with normal sequences of development in
mind, introduce appropriate activities or concepts at the
right time, that is, when the child has matured to a point of
readiness for them. 4. Keep in mind that the children who
come to us are usually developmentally slow in all areas
with a significant lag between chronological age and devel-
opmental age due to the various kinds of deprivation they
may have experienced.

//I. Development of Self and Self-Concept as a Basis for Sociali-
zation

The development of self and self-concept constitutes the very

'Johnson, Carol (Curriculum, Chapter 8, p. 2), "The Preschool Period
for Deaf-Blind Children."

183



beginning of socialization. Without a self to be socialized, there
can be no socialization. Self is the bask, common factor in all so-
cialization; whatever the socialization in which the individual is
involved, the self is at the center. "The self as it is perceived is the
reference point for the ordering of its world and for the emergence
of language," Integral and related parts of the initial development
of self are the development of: a sense of object permanence; body
awareness; body image; self-concept. After their initial emergence,
their development throughout life is an on-going process. Here we
shall consider only the development of self-concept in deaf-blind
children to the extent that we can isolate it and define it and we
shall place emphasis upon the role which the cottage staff may play
in making this on-going development a positive rather than a nega-
tive one. Self-concept, an aspect of self (or personality) is effected
by the child's developing relationships with those close to him; at
the same time, his relationships are effected by his sell-concept.

"Self-concept is a person's feelings, knowledge and reactions to-
ward his beingphysical, emotional, social and intellectual."3
Self-concept: is the child's feeling about himselfhis feeling about
his worth, about his capability in doing things, about his role in
life and about his ability to perceive himself as an entity separate
from the environment; is the result of the child's own activity and
of his interaction with people and with the object-space world and
of the attitudes and actions of other people toward his developing
self; is tied to a sense of competence in dealing with the environ-
ment; is very dependent upon feed-back in social relationships; is
interwoven with all aspects of socialization.

Concerning the self-concept of deaf-blind children Paisner says:
"In general, it appears that the self-concepts of deaf-blind chil-
dren are not comparable to those of normal children of the same
chronological age, at least, in terms of behavioral manifesta-
tions of self-concept. . . . The development of self-concept
seems, by these measures (behavioral manifestations), to be dis-
rupted. Behavioral manifestations include: use of body, com-
munication that is self-expression of any sort, simple recognition
of self (in mirror or photograph), confidence in self, drawings of
self and people, recognition of similarities and differences between

Paisner, Barbara (Curriculum, Chapter 6), "Developing Self and Self-
Concept in Educating Deaf-Blind Children."

Guldager, Virginia, Body image and the Severely Handicapped Rubella
Child, p. 8.
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oneself and others and how one goes about relating to other peo-
ple and the physical environment." Some causes for the disruption
of the development of self-concept in deaf-blind children are to
be found in the three basic factors discussed in Section II.

A. Type and degree of handicap: When sensory deficit and lan-
guage retardation constitute the major problem, the child is at a
great disadvantage in that he cannot learn about the world and his
own relationship to it and to other people, in it as the normal child
does, fully, through vision, hearing and language. When, in addi-
tiOn to sensory deficit, there is some sort of brain dysfunction, as is
often the case, the development of a positive self-concept may be
seriously disrupted. There may be difficulties in perception; dis-
turbance of body image; motor disability limiting the use of move-
ment to define one's self; difficulty in spatial orientation; difficulty
in regard to time sense; inability to understand non-verbal com-
munication such as facial expression and gesture; problems in con-
ceptual functioning; difficulty in symbolic ability. The possibilities
of sub-normal functioning resulting from brain dysfunction are
many. As a result, children are unable to relate themselves to the
environment and to other people in a satisfactory way.

H. Background: The development of self-concept starts long
before the child comes to school and is rooted in his earliest ex-
periences. It starts in infancy and is a continuing thing, based in
heredity and nurtured by the atmosphere in which the child grows.
For example, if a child has been over-protected and has had every-
thing done for him, his concept of himself will continue his de-
pendency and his feeling of inability. If he has been helped to feel
that he can do things for himself, his self-concept will be positive
in quality and will be a stepping-stone for further accomplishment.

C. Developmental Aspect: The developmental aspect of self-
concept is extremely important. Self-concept develops sequentially
along with other aspects of personality. We cannot expect more of
a child in terms of self-concept than he is developmentally equipped
to contribute.

Some Suggestions Concerning What To Do

1. Be aware that "the developing self is a result of the genetic,
physiological, neurological material brought to the situation and

Paisner, Op. cit.
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of the appropriateness of the environment provided. Some types
of mat-development are remedial by environmental change; oth-
ers are not."1

2. Realize that the appropriateness of the environment is very
much the concern of the cottage staff as well as of the teacher.
All share the responsibility of making the school environment
one which will foster the development of the child's concept of
himself in as positive a way as possible; the out-of-the-classroom
hours are fully as concept-building as are the classroom hours.

3. Remember that concept of self is strengthened by moving
about. Locomotion emphasizes the child's separateness from his
environment; motor activities cause him to feel his own move-
ments and their consequences. Move with the child if he does
not move alone; move with him to extend his contact and his ex-
periences with the environment. Since the self and self-concept
develop by constant interaction with others and with the physical
environment, provide this interaction and assist him in it.

4. Give the child a multitude of positive experiences; they con-
tribute wonderfully to the development of his self-concept (and
of his language). Realize how influential for self-concept devel-
opment every activity and experience is and, vice versa, how re-
sponse to each experience is influenced by present level of self-
concept development. By experiencing the world around him, he
will gain security, will be motivated into further exploration and
will develop a feeling of his own self as an individual.

5. Realize that a poor self-concept may be the cause of inap-
propriate social responses, interaction and behavior. Do every-
thing possible to improve a child's concept of himself and as a
result, hopefully, improve his behavior.

6. Help the child know that he is acceptable and that he can "do
things". If he thinks that you like him and if he feels that he is
capable in come ways, this will build up his concept of himself
and he will have the courage to try to do more. If he feels re-
jected and incapable, he will probably stop trying.

7. "Closely monitor your responses to the child; responses
should be clear, consistent, accepting, controlled, relevant, im-

' Robbins, Nan (Curriculum, Chapter 1, p. 12), "Orientation to the Edu-
cational Problems aid to One Solution."
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mediate (and not subject to the child's whimsonly to his
needs) so that the child can define himself by them; try to put
his confused self into a stable, responsive, communicating en-
vironment."8

8. Realize the role of the child's self-concept in forming satisfy-
ing relationships, in participating increasingly in social interac-
tion and in developing socially acceptable behavior and social
responsibility.

1V. Three Areas of Socialization

The people closest to the child while he is at school, his child
care worker, his housemother and his teacher should strive to do
everything possible to make the environment one which is accept-
ing, beneficial, stimulating and "corrective" in terms of problems.
Let us consider a few of the things which the cottage staff, espe-
cially, may do to help a child have satisfying, rewarding rela-
tionships, interact in play and recreation and assume social re-
sponsibility to the extent of his potential. (These three areas, as
mentioned earlier, are the ones into which Doll divides his concept
of socialization.)

A. Relationships

1. Of basic importance for the deaf-blind child is a secure,
supporting and satisfying relationship with his child care
worker, the person with whom he will spend many after-
school hours. If you are a child care worker aiming to
develop such a relationship, you must first gain the child's
trust and confidence. You will do this only as you give
the child affection, acceptance and approval together with
consistent, understanding help when he needs it and con-
sidered freedom when the situation and his abilities per-
mit.
See that he has rewarding experiences through inter-
action with you as a basis for later interaction with other
people when he is ready. The quality of the relation-
ship he had with his mother will influence the ease
with which he forms a good relationship with you; the
quality of his relationship with you will be important to

°Paisner, Op. cit.
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all his later relationships. Be warm, gentle, accepting, en-
couraging; give him lots of attention; do things with him
that he enjoys. Let him find that he can be happy and
comfortable with you; this will develop, positively, his
self-concept and will nurture in him the courage and the
confidence to begin to move outward from himself, and
from you, and gradually develop relationships with more
and more people.

2. As the child is ready, help him establish relationships
with people other than you and his teacher. His house-
mother will be busy with many children but to the extent
of her available time, she will be attempting to form a
positive relationship with him herself. Tell her what the
child is doing, share him with her, help him become
aware of her and acquainted with her in the dining room,
at bedtime or wherever there is an opportunity. Assist
the child to broaden his relationships by helping him
know the cook in the kitchen, the man at the store and
other people with whom he may come in contact. When-
ever possible, draw his attention to others and to their
activities.

3. Be patient and understanding as you build a relationship
between you and your child and as you help him establish
other relationships. Remember that this is not easy for a
child if he does not see or hear people properly, if he has
little or no communication or language, if he has diffi-
culty in social perceptioa, if he has autistic tendencies or
other interfering characteristics. Slow as it may be, how-
ever, a growing ability to relate to people, both adults and
peers, is indicative of increasing socialization.

B. Play and Recreation

In this discussion involved with socialization we shall not deal
with the deaf-blind child's play when he is alone, a very important
aspect of his development, but rather with his play with other chil-
dren. An integral part of this topic is the factor of his relationships
with other children; a child's ability to relate to other children is
closely connected with how he plays with them. Play activities are
indicative of ability to socialize. Here are some suggestions con-
cerned with encouraging social play and recreation:
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1. Young deaf-blind children
a. Realize that before a child reaches the 18-month level of

development, he is not ready for interaction with other
children; his play should consist of "relationship-build-
ing" activity between him and his child care worker or his
teacher. Many of our little ones enjoy gross, physical play
with a trusted adult; in the process, the child becomes
more aware of himself, the relationship between child and
adult becomes strengthened and non-verbal communica-
tion is stimulated. In this situation, socialization takes
place on a basic level between the child and a participat-
ing, communicating adult. Some children reject the physi-
cal contact involved; this, of course, lengthens the "rela-
tionship-building" period and makes it very difficult.

b. As the normal child nears two years of age, he plays in a
parallel fashion with other children. When the deaf-blind
child is at a developmental level of between 18 and 24
months, therefore, his child care worker should begin to
set up simple situations to encourage play with other chil-
dren. (Miss Johnson, in a discussion of the young deaf-
blind child's play with other children, makes many sug-
gestions regarding play activities to be arranged at this
leve1.9) Although the children will play separately at first,
hopefully, awareness ofand interaction witheach
other will gradually develop. Social play comes much
later for deaf-blind children than for normal children.

2. Older children
a. When children are able to be integrated with non-deaf-

blind children, that is with blind children, or ideally, with
normal children as opportunity provides, guide and con-
trol the play situations so that they are as beneficial and
as much "fun" as possible for each child. As the child ma-
tures, move with him in his play as long as it is necessary,
but be alert to his readiness to play with other children
without the constant, close presence of an adult.

b. When a child is ready for social interaction and recreation
such as scouting, group skating, cottage parties and
dances, encourage him to take these further steps in so-
cialization and give him the support and advice he may

Johnson, Carol, Op. cit., p. 71.
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need. Be present to help him "socialize" when he needs
you; let him be "on his own" whenever possible. Our
children, eventually, will have to live outside the walls of
our schools and will not be surrounded by other handi-
capped children and by persons whose aim is to under-
stand them and make life as easy as possible for them.
Well-planned and supervised activities which involve and
encourage interaction of deaf-blind children with normal
children can be of great value for preparing our children
for interaction with society in general after they leave
school. (See Klein and Bownesi° concerning socialization
between deaf-blind and normal children.)

C. Social Responsibility (and Social Perception)
Concerning social responsibility there is relatively little which

may be said in regard to deaf-blind children in a school setting in
terms of the items which Doll includes in his Social Maturity Scale:
Assumes responsibilities beyond own needs; Contributes to social
welfare; Inspires confidence; Promotes civic progress; Shares com-
munity responsibilities; Advances general welfare. Actually, Doll
says that these items are concerned with "advanced" social respon-
sibilities so we cannot realistically expect them to apply to our
children.

I mention this advanced aspect of social responsibility here,
however, because it points up, all too clearly, the lack of ability of
most of the adult deaf-blind population to assume such responsibil-
ity to any significant degree. Some of us have the privilege of know-
ing a few adventitiously handicapped deaf-blind adults who are
amazingly "responsible" in terms of their own needs and are able,
to a small degree, to "contribute to social welfare"; nevertheless,
they will never completely meet the requirements of advanced re-
sponsibility as listed above. The degree to which some of them are
socially responsible in these ways could be a topic for discussion
during the Conference.

In this paper, I am focusing upon the social responsibility of
deaf-blind children. Items concerned with "social responsibility" in
a school setting might be: Acquires self-care skills; Behaves in a
socially acceptable manner; Performs assigned "work" tasks, very
minor ones in childhood but increasingly responsible in adoles-

°Klein, Mary & Bownes, Barbara, Experiment in Social Integration,
Perkins Teacher Training Program, 1970.
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cence and moving toward some "occupational" activities which
might be within the realm of possibility in adulthood. There are a
number of possible approaches to a discussion of these three areas
and we may become involved in them during the Conference. Here
my intent is to consider them in terms of the social responsibility
involved and In relation to social perception. There Is a close rela-
tionship between social responsibility per se and the perception of it.

"Social perception refers to the ability of the child to project
himself into his environment and relate to it. It emphasizes the
ability to understand social situations, especially to comprehend
what other people do and to behave appropriately. Social percep-
tion is characterized by the child's ability to include other people
in his world."" (The underlined sentence is the part of the defini-
tion which I am emphasizing in this section. The other two sen-
tences, although applicable here, are even more so to the preceding
sections on Self - Concept, Relationships and Play.)

The deaf-blind population is characterized by a high incidence
of problems in social perception. This is not surprising in view of
the multiplicity of handicaps found within the group. In relation
to differential diagnosis, Myklebust describes the "characteristic
social perception" of children with auditory disorders." In my
opinion his findings and comments are sufNiently pertinent to chil-
dren with visual impairment in addition to auditory disorder to be
of value to us in our effort to understand our children in terms of
social perception and to foster social perception to the extent of
potential. In thinking of our children, their handicaps and their
social perception, I suggest that the following general statements
may be made:

1. Children who are handicapped primarily because of a serious
combined impairment of vision and hearing are usually su-
perior, in terms of social perception, to children who have
moderate sensory limitation in combination with other dis-
orders or disabilities in learning. They are better able to in-
terpret the behavior of others, to make appropriate adjust-
ments in their own behavior and to accept social require-
ments in general. Although language develops slowly, they
internalize their world symbolically and acquire language for
use in social situations. "Symbolic behavior, itself, is a mani-

Myktebust, Helmer, Auditory Disorders in Children, p. 134.
" Mykleoust, ibid., pp. 134, 172, 207, 232.
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festation of the internalized environment. When the child
sees relationships mentally, when he 'puts things together in
his mind', when he integrates sensory experiences meaning-
fully, he can be considered to be behaving socially; he has
social perception, a concomitant of symbolic behavior."I3

Social perception is very dependent upon vision and hear-
ing, however; hearing what people say and visually observing
what they do are vital components of the non-handicapped
person's social perceiving. We must recognize, therefore, the
impact of sensory impairment on social perception and real-
ize that deaf-blind children, even if uncomplicated by other
disorders, have tremendous problems in the development of
social perception.

2. Children with moderate sensory limitations in conjunction
with other disorders and disabilities in learning have charac-
teristic difficulties in social perception. I shall not go into de-
tail here but shall make only these very brief, summary state-
ments:

a. Deaf-blind children with the characteristics of aphasia
are deficient in social perception mainly because of lan-
guage disorder and difficulty in internalizing the environ-
ment, integrating sensory impressions and perceiving so-
cial situations correctly.

b. Deaf-blind children with autistic tendencies tend to be-
have according to their own subjective needs and feelings
and often ignore the social world entirely. "They behave
substantially as though people are not present, which
means that they do not use social perception.'"'

c. Deaf-blind children with mental retardation as the pri-
mary handicapping factor, function, in terms of social
perception, in ways consistent with their mental age and
influenced by the degree of visual and auditory impair-
ment.

d. Deaf-blind children with psycho-neurological learning dis-
abilities may present a variety of difficulties in social per-
ception, particularly regarding the significance of basic,
non-verbal aspects of daily living.16

The connecting idea which I wish to make clear concerning the
" Myklebust, Helmer, Auditory Disorders in Children, p. 135.
" Myktebust, ibid., p. 208.
" Myklebust, Helmer, & Johnson, Doris, Learning Disabilities, Chapter 8.
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the characteristic social perception of the sub-groups within the
social perception of our children and social responsibility is this:
deaf-blind population is pertinent to their perception of their social
responsibility regarding self-care, behavior and the performance of
simple "work" tasks. Social responsibility implies and involves the
perception of "the right thing to do" and is over and above, so to
speak, the actual competence required for carrying out the respon-
sibility in a more or less concrete way.

For example, in terms of self-care: a child, or an adult, may be
competent (skilled) in handling eating utensils but if he is not mak-
ing progress in terms of perceiving the social responsibilities in-
volved with eating, such as remaining seated throughout a meal,
eating a variety of food, eating neatly, using a napkin, being rea-
sonably quiet and well-mannered, then he is not making progress
in terms of his social responsibility in this area and in terms of
"socialization". The same may be said if the skills of dressing are
mastered but the perception is not increasingly present that clothes
are not to be taken off at just any time, that we wear boots in the
snow and wear a coat when the weather is cold, that some clothing
is appropriate for only some situations, that there are social aspects
of dressing in general.

Similar statements might be made concerning the perception of
the social responsibility a) to behave in as socially acceptable a
manner as possible in all areas, not only in self-care but also in
play and recreation, in the routines of daily living and in all events
and circumstances which involve other people and b) to assume
certain responsibilities regarding "work", beginning with small
tasks such as pushing in one's chair at the table after eating; hang-
ing up one's coat after taking it off; putting toys back on the shelf;
then moving on to perceiving at more advanced levels, that one
should do one's homework, that good work habits in industrial arts
are important, that one should do all that one can to support one's
self and, eventuallyif possiblecontribute to the support of oth-
ers. The ability of our deaf-blind children to perceive their "re-
sponsibilities" varies very much as does their ability to act in re-
lation to their perception.

A few final suggestions:

1. Realize that the sub-groups of the deaf-blind, in addition to
having sensory and language impairment and, probably, other dis-
orders and disabilities, have characteristic social perception which
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affects potential in terms of social responsibility, our topic in this
last section, and of socialization in general. Learn about your
child's limitations and abilities in social perception and adjust
your approach to him accordingly, with the goal of helping him as
much as possible in his perception of his environment and of his
responsibilities toward it.

2. Keep in mind: a, the child's self-concept. Perception of self
is basic to social perception. A positive self-concept is a good basis
for growth in the perception that one is capable and can assume re-
sponsibility. Foster the development of a positive self-concept, as
discussed earlier; b. the importance of rewarding relationships. If
the child trusts and likes you, he is much more inclined to "do
things" for you and to behave in a socially acceptable and respon-
sible way; c. the child's level of functioning. Be realistic; do not
expect or demand the impossible.

3. Be an understanding, supporting, guiding, interpreting
"bridge" between your child and his world. He needs your help in
a myriad of ways: in learning about himself; in relating to other
people; in communicating; in learning language; in moving about;
in learning about things and places and people; in playing; in mak-
ing friends; in interacting with people; in assuming responsibility
for such things as self-care; behaving properly and performing re-
quired tasks. In short, he needs your help in overcoming problems
and in developing to his utmost ability in "socialization".
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response, irrespective of its quality or direction. The ratings for
this characteristic are intense, variable, mild.

7. Threshold of responsiveness refers to the intensity level of
stimulation required to evoke a discernible response by the child
to sensory stimuli, environmental objects, and social contacts. A
youngster may have a high, moderate, or low threshold of re-
sponsiveness.

8. Distractability is based on the effectiveness of extraneous en-
vironmental stimuli in interfering with or altering the direction of
the child's ongoing behavior. A child may be rated as distractible,
variable, or nondistractible.

9. Attention span and persistence describe the length of time
a particular activity is pursued and the continuation of an activity
in the face of obstacles to maintaining the activity direction. Per-
sistent, variable and nonpersistent are the ratings for this category.

Clusters of Traits

The most significant implications of the temperamental charac-
teristics emerge when we consider them not as separate categories
but as clusters of traits. Such clusters, or sets of attributes, have
been found to be implicated in parent-child interactions and to be
related to the development of behavior disorders.

One common temperamental constellation, or cluster, comprises
regularity, positive approach responses to new stimuli, high adapt-
ability to changes, and preponderance of positive mood of mild to
moderate intensity. A child with these temperamental characteris-
tics develops regular steep and feeding schedules easily, takes to
most new foods at once, smiles at strangers, adapts quickly to a
new school, accepts most frustrations with a minimum of fuss, and
learns the rules of new games rapidly. Such a youngster is aptly
called the "easy child" and is usually a joy to his parents and
teachers. The easy child generally adapts to the demands for so-
cialization with little or no stress and confronts his parents with
few, if any, problems in routine handling.

At the opposite end of the temperamental spectrum is the child
with irregularity in biological functions, predominantly withdrawal
responses to new stimuli, non-adaptability or slow adaptability to
change, negative mood, and preponderantly intense reactions.
These five temperamental characteristics describe what we have
called the "difficult child". The difficult child manifests irregular
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sleep and feeding patterns, slow acceptance of new foods, pro-
longed adjustment periods to new routines, and frequent and loud
periods of crying. Mothers find such children hard to care for.
They are not easy to feed, put to sleep, bathe, or dress. New places,
unaccustomed activities, and strange faces all may produce initial
responses of loud protest or crying. Frustration generally produces
a violent tantrum.

We found in the New York Longitudinal Study and in our be-
havioral study of mentally retarded children that youngsters with
the cluster of temperamental traits of the difficult child accounted
for a significantly high proportion of the behavior problem groups,
well beyond their representation in each study sample. The specifi-
cally stressful demands for these difficult children were shown to
be those of socialization, the demands for altering spontaneous re-
sponses and patterns to conform to the rules of living of the family,
school, or peer group. Once these children do learn the rules, how-
ever, they usually function easily, consistently, and energetically.
As a result of their temperamental characteristics, these children
require particularly consistent and objective handling by their par-
ents if maladaptive temperament-environment interactions are to
be avoided.

Because of their increased vulnerability to the development of
behavior disorders, we felt it would be productive to isolate those
rubella youngsters with the characteristics of the difficult child for
detailed study and discussion.

Through a structured interview with the mother (or another per-
son responsible for the youngster's daily activity) we obtained a
picture of each child's temperament and of undressing, eating, soil-
ing and wetting, bathing and washing, sensory and neuromuscular
activity, playing, meeing new people and new situations, disci-
pline, illness, verbalizat:on, and crying.

Each descriptive item was scored on a three-point scale, with the
first scale point in each category assigned the value 0, the second
rating l and the third rating 2. A numerical score was then derived
to describe the child's temperament in each category.

The Difficult Child

Since we were particularly interested in the cluster of traits de-
scribing the difficult child, because of their relationship to the de-
velopment of behavior disorders, we focused on their distribution
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among the rubella children. We used the median scores of the
NYLS children on each of the five crucial temperamental traits
(rhythmicity, adaptability, approach/withdrawal, intensity, and
mood) as criteria for scoring. Any rubella child whose score for
one of these traits fell between this criterion point and the vulner-
able extreme was considered to have a "sign" of the difficult child.
For example, any child whose score in rhythmicity was between
the NYLS median and the polar extreme irregularity was consid-
ered to have this temperamental sign of the difficult child.

The frequency with which the number of signs of the difficult
child were found became important when it was related to the inci-
dence of behavior disorder (Table 1) in the rubella childten.

TABLE 1

Number of Signs and Number of Rubella Children with and
without Psychiatric Disorder

Number of Signs No Psychiatric Disorder
of the (N=117)

DiXcult Child N %

Psychiatric Disorder

N
(N=110)

5 6 31.6 13 68.4
4 11 25.6 32 74.4
3 17 44.7 21 55.3
2 27 50.0 27 50.0
1 35 74.5 12 25.5
0 21 80.8 5 19.2

Here we find some particularly striking and significant differ-
ences with respect to the children with the maximal or minimal
number of signs. Children with two or three signs do not show a
distribution among the groups with or without disorder beyond
that which would be found by chance. By contrast, almost three-
fourths (72.6%) of the youngsters with four or five signs of the
difficult child had behavior disorders, and slightly more than three-
fourths (76.7%) of the youngsters with zero or one sign had no
psychiatric disorder. It thus appears that four or five signs found in
combination may be taken as predictive of a certain degree of vul-
nerability to maladaptive development in these rubella children.
Although vulnerability does not constitute inevitability, special
handling that recognizes and deals effectively with these "difficult"
patterns is likely to be required in order to avoid disorders. On the
other hand, while having at most one sign of the difficult child
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seems to imply the least risk for the development of a behavior
disorder, it does not guarantee immunity. Nevertheless, when the
so-called "easy children" found in this group show maladaptation,
one would have to expect that environmental stress was either very
great or of a kind most abrasive to a specifi.: mperamental char-
acteristic. It will be interesting, if follow-up study is done, to see
what the psychiatric outcome is in those difficult children now
without behavioral symptoms when they are confronted with the
greater demands for higher-level functioning that accompany
school age. In this way we may be able to establish, with increased
reliability, the predictive value of these temperamental signs.

Temperament and Physical Defects

As can be seen from Table 2, four or five signs of the difficult
child were found in the rubella children with physical defects three

TABLE 2

Frequency of Concurrent Signs of the Difficult Child in
Rubella Children with or without Physical Defects (N=227)

Number of Signs
Rubella Children
with No Defects

Rubella Children
with Defects

5 3 (6.1%) 16 (9.0%)
4 2 (4.1%) 41 (23.0%)
3 6 (12.2%) 32 (18.0%)
2 12 (24.5%) 42 (23.6%)
1 14 (28.6%) 33 (18.5%)
0 12 (24.5%) 14 (7.9%)

Total 49 100% 178 100%

times more often than they were in physically intact rubella young-
sters (32.0% against 10.2%). The reverse pattern obtains in the
case of zero or one signs, although somewhat less dramatically.
Here, twice as many children with no defects are temperamentally
easy when compared to youngsters with defects. The differences
between the groups with respect to the incidence of two and three
signs are not significant. Thus, in this sample, there does appear to
be a relationship between temperament and the presence of physi-
cal defect. Damaged youngsters are more frequently found to be
difficult, and undamaged children more frequently found to be
easy than random distribution of these characteristics would lead
one to expect. If children with four and five signs are considered
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at high risk for the development of behavior disorders and children
with zero or one sign are considered at low risk, the implications
are highlighted.

TABLE 3

Defects and Percentage of Children at Risk for Behavior
Problem Development

High Risk--4-5 signs Low Risk-0-1 signs

Children with Defects
Children without Defects

54.8% 45.2%
16.1% 83.9%

As Table 3 indicates, somewhat more than half of the children
with defects are at high risk for the sevelopment of behavior prob-
lems, whereas only about one-sixth of the children without defects
are at a high risk. These data thus support the findings reached in
all our analysesno matter what dimension is being investigated,
the handicapped rubella child must be considered particularly vul-
nerable to maladaptive psychological development, and handling
must be geared to avoiding the actualization of this risk.

Temperament and Child-Care Practices

Our data indicated that individuality in the response of different
children to child-care practices is related to temperamental charac-
teristics as well as to the manner in which parents and teachers ap-
ply these practices. It is now of interest to look at some of the
temperamental attributes separately in terms of their implications
for handling techniques in school and at home.

Approach-Withdrawal

A child with high approach responds with positive interest to a
new teacher, a new classroom, a new learning procedure. A child
with high withdrawal, who warms up slowly, typically pulls away
from changes in his familiar surroundings, includirg instruction.

An intellectually normal child may erroneously appear to be
incapable of grasping a new learning task, when he is in fact dem-
onstrating his need to familiarize himself with the novel situation
before becoming productively involved. This factor is perhaps even
more crucial for a handicapped youngster, whose pace of mastery
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Is slow at best. If the need for such a familiarization period is not
taken Into account, the teacher or the parent may mistakenly as-
sume his learning capacity to be lower than it actually is, or may
suspect oppositional motivation where, it either does not exist or
has come about through secondary demoralization.

Intensity

An intense child is either terribly disappointed or exuberantly
joyful; mild reactions are few. The emotions of the mild child, on
the other hand, are difficult to judge from his facial expression or
other overt behavior. Nevertheless, teachers in the classroom must
utilize a child's intensity of reactivity as a primary method of
knowing when they have engaged his attention. The intensely re-
acting child is prone to be misread, since hi' reactions are not true
indices of either deep commitment or deep avc-sion. The vigor of
mood expression also becomes a stimulus to other children, cre-
ating problems of classroom management.

Quality of Mood

A youngster's overall mood is often a determining factor in the
parents' or teachers' ability to accept with equanimity his other
problem characteristics. While trying to be absolutely objective, a
parent finds it easier to tolerate intrusive behaviors in the home
from a cheerful, friendly child than from one who appears angry
and unhappy most of the time. The pleasant child who wanders
about the house can be redirected pleasantly by the parent, even
if the youngster intrudes into the activity of others, asks repetitive
questions, or demands excessive individual involvement. The ir-
ritable, fussy child who carries out identical actions is much more
likely to evoke annoyance from the parent, thus reinforcing his ap-
prehensive view of the world as a threatening place.

Distractibility

A distractible youngster's attention is constantly being drawn to
stimuli which are peripheral to classroom instruction and proce-
dures: a visitor going down the corridor, a question asked by an-
other child, a classmate walking down the aisle. Such a youngster
hears only a part of what is said to him and explanations sufficient
for the major portion of the class may be ineffective for him. To
admonish such a child to pay attention is like telling a short child
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to add several inches to his height. The need is to instruct him in
a manner effective for him: to repeat, to regain attention.

lf, as is frequently the case, distractibility is joined with high
activity level and short attention span, it is all the harder to find
effective instructional techniques that can tap the youngster high-
est learning capacity.

Attention Span and Persistence

The ability to become engaged in productive activity for long
periods of time, to persist in returning to the task even though dis-
tracted, is indispensable for learning. A mentally retarded child
may, however, become engaged in an unproductive way. Short at-
tention span and low persistence in the retarded child are particu-
larly difficult problems, since the child withdraws his attention
from a topic before he has made significant progress in mastering
it.

In no instance is a consideration of temperament alone or en-
vironment alone sufficient to understand the child's functioning,
whether in his response to child-care practices, the evaluation of
specific personality characteristics, functioning in school, or the
development of behavior problems. Rather, it appears that behav-
ioral normality as well as behavioral disturbance is the result of
the interaction between a child with a given patterning of tempera-
ment and significant features of his developmental environment.
Influential environmental factors include intrafamilial as well as

extrafamilial circumstances such as school and peer group. In this
sample, additional special factors such as brain damage or physical
abnormality also interacted with temperament and environment to
produce deviations in behavioral development.

Although their levels of intellectual development and physical
competence will be crucial factors in the ability of these rubella
children to learn, both at home and in school, their individual tem-
peramental styles cannot be overlooked. For in order appropriately
to tailor handling or teaching techniques to meet the needs of the
youngster, his specific behavioral style must be identified and recog-
nized as an integral part of the learning process.
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PARENT COUNSELLING

By MRS. MARGARET D. BROCK

National Association for Deaf/Blind and
Rubella Children, England

If I have understood the purpose of this session on parent coun-
selling correctly, it is to exchange ideas on our approach to this
vast subject, to agree on essentials, and possibly to formulate a
pattern of counselling, though I doubt if this is possible in a situ-
ation of such complexity in which every family presents a different
situation from every other one.

So, from the experience of sixteen years of visiting families of
deaf /blind children in their homes, I propose outlining briefly
what I believe to be first essentials, and then I hope we can discuss
the many different aspects of help required and help available.

The Association I represent is the National Association for Deaf/
Blind and Rubella Children, of which there are three founder-
members here today. Sixteen years ago about seven parents of
deaf/blind children were put in touch with each other, and because
of the mutual help and comfort we found from shared experience,
we gradually built up an organization of parents, doctors, teachers
and welfare workers which has acted as a pressure-group on au-
thority and has accumulated a mass of information and knowledge
about the many problems of "handicapped families" which the
advent of rubella children causes.

The Association hears of rubella children from a great many
different sources, and we feel that as soon as possible it is essen-
tial to go and visit the family in their home to offer shared experi-
ence and the knowledge of where to seek help as a first step to-
wards the adjustment of life families will have to make.

It is essential to make a fairly long first visit, as the child you
have come to see is nearly always presented at his or her best at
first, and only after a while relapses into the habits and perhaps
unacceptable behaviour that parents are trying to hide, and you
are expecting. For this reason I nearly always take photographs
of Christopher (my 24-year-oid son) when he was a baby, not
smiling gently and looking at his toys, but banging his head or
scowlinghow I wish we had some of him throwing food out of a
spoon and bellowing! Once parents realise that you really do un-
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derstand some of their problems, simply because you have faced
them all yourself and come through them somehow, they relax,
and so will the rest of the family, and they will then ask you what
they didn't like to ask at first, and talk to you freely about their
worries.

I think there are three tasks a parent may well do better than
anyone elseor at least before anyone else.

1. Meet child and parent on their own level.
2. Advise parents to accept help when it is offered.
3. Urge families to keep a sense of proportion, and to realise

that they are all-important to the child's development.

1st Task

By meeting a child on its own level, I mean physically. "Our"
children are nearly always lying on the floor, or on a couch, and
it is essential to get down on the floor to establish contact with
them, and then to persuade the Mother as a first priority to get the
child up off the floor so that they can use what sight they have,
and feel more part of the family. Quite often another member of
the family can be induced to make something to help them sit up,
or a "sitting-chair" can be borrowed for the family to see the
difference it makes. But almost more important is to appear as an
equalwhich I am. For this reason, I never take my husband with
mehe looks quite impressive and is known to be a Doctor, and
therefore slightly remote; I don't take Christopher either, certainly
not at a first visit because, although he is more handicapped than
most of the children I see, he appears so normal that the early
nightmares which I am trying to help with must seem impossibly
remote.

Most of all, I make it clear that I am not a professional; not
only have I come as a friend but I have no training in counselling
so I have no fixed pattern to adhere to, no questions I want an-
swered, and I am free to talk to another member of the family,
especially another child if I want to. Sometimes it is these chil-
dren who appeal to me most strongly; so many people have come
to see the handicapped one, and it must be very hard not to feel
jealous or unimportant. Last month, visiting in Southampton, a
four-year-old said to me, "I wish I was a rubella baby, then you'd
come and play with me."

So that's the first visit, which may seem totally useless, but has
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at least established a relationship. I always leave my address of
course, and telephone number. I write to thank them for letting
me comeand I make sure I go again and again and againbe-
cause there's always some improvement to comment on or some
further aspect of help to be tried.

ind Task

One of the most difficult things for parents to do is to accept
offers of help, and they must be persuaded to do this if it is any-
how possible. Parents sometimes say to me, of neighbors and
friends, "when they see you've got a handicapped child, they just
don't want to know, do they?" and I think they're wrongpeople
do want to help, bqt ;,cause we are suspicious that they are sorry
for us, and we dread pity like the plague, we so often refuse, and
that help, once rebuffed, is never offered again.

Even an offer to take the dog for a walk, or to give the other
children tea sometimes, should be accepted, to give the Mother
more time for the handicapped one (or for herself), and to de-
crease the sense of guilt that so often builds up that she is not
doing as much for her child as she might, for she will have been
told from the start that she is all-important to the child's whole
development(as if she didn't know). And once involved, these
friends become proud of their part in the child's development. A
funny, lonely old lady arrived at our house about twenty-three
years ago with a clean, scrubbed bacon bone with a blue ribbon
tied around it for Christopher to chew "to help his teethe' when
he was very small and we were terribly alone. I knew he wouldn't
put it anywhere near his mouth, but I was so touched that I kept
it, and the old lady stayed to tea and became one of our best
babysittersl

Similarly, I find it helpful to involve my friends with this visit-
ing. Sometimes a talkative friend can "chat up" the Mother while
I meet Father or Granny or the other children, and often on a
second visit (always with the same friend of course), they will
notice some improvement I have missed and which, from a disin-
terested party, pleases the family immeasurably.

Our time of adjustment is usually longer than those parents
whose ghastly tragedy, such as a spina-bifida or thalidomide child,
is revealed to them at a single blow. Our child's multiple handicaps
dawn on us one by one, leaving us intensely vulnerable for a long

206



timeuntil we know the whole lot, and are able to start again,
with nowhere to go but forward.

The J.E.D. defines "acceptance" as "to take or receive what is
offered," and during these early days when parents are fighting
against acceptance, it is helpful to have something to do to allevi-
ate the pain and isolation we all feel, and if parents can be per-
suaded to devise alternatives to sight and hearing, and are shown
that no special skills are necessary to start their baby oil exploring
shapes and smells, attempting dressing and undressing, feeding
and drinking, they feel they are contributing and not being en-
tirely defeated. They will often work out splendid "elues to identi-
fication" for themselves, such as always using the same scent or
nail-polish, and Mrs. Freeman's ideas for approaching a baby in
a cot without frightening him, have been invaluable.

At this stage it is too early for parents to accept written help, or
only in very small doses, which is why personal contact achieves
so much more. Later on I want to tell you what we do as an As-
sociation, but all of that only makes sense when the family has
confidence in individuals as sources of help. Here a problem arises
as to the person who is of most value to the parents of multiply-
handicapped children. If the social services system works, a great
many people will see the family, and they may well become be-
wildered as to whose advice to follow, for unfortunately it is often
conflicting. It is very important for one person to emerge as the
coordinator or even interpreter, and I was delighted to hear last
week, from a Senior Health Visitor, that at a conference of mixed
disciplines recently when this question came up, they were urged
that it must be the person "most acceptable to the family"--(an
entirely new concept this!) and that jealousies and professional
pride must be put aside to accept this ruling. I believe that the
term "Health Visitor" and indeed the person, is particular to
England, and so I must explain that a Health Visitor is a State
Registered Nurse and Midwife who has further Public Health
qualifications, and is employed either by County Authorities or by
the National Health Service to be attached to a doctor's practice as
visitor and general adviser on all problems relating to family health,
and as such she might well be the ideal coordinator of advice.

3rd Task

Keeping a sense of proportion. This is the most difficult aspect
of parental advice to present, but one which I am increasingly sure
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is the most essential. There are, mercifully, so few of these children
whose needs are so great and whose dependence is so complete
that it is easy to forget how small a part of the world's prob-
lems they are, and to come to see them as all-important. Obvi-
ously at the time when we first see parents, they are overwhelmingly
absorbed by the sheer day-to-day work of coaxing the child along,
but it is still worth trying to find out what their interests were before
the catastropheand most surprising it sometimes is; I have met,
amongst many others, stamp collecting, tropical fish, flower ar-
rangement, golf, church-going and of course bingo and "a drink
at the pub." If you can suggest that perhaps they accept one of the
offers of help I have already mentioned, and return even once a
week to their old habits, though they may not do it, they will at
least begin realising that life is going on much the same, despite
their disaster, and they can join in again. Just occasionally I have
had a letter saying "I'm glad you made me go back to bingo on
ThursdaysI'd forgotten how much I enjoyed it," and then I feel
I must try again to persuade another Mother to get out and away
from the many tensions that we find within our families. For as
we must all have seen, the advent of a severely-handicapped child
within a family alters all relationships radically, and usually for-
ever.

Sometimes the time-consuming baby drives the Father away
from home, or the dreadful but understandable situation of "either
he goes or I do" arises, which the poor Mother has to solve by
putting the child in care as a rule. There may be active dislike or
even persecution of the deprived child by other children or spin-
ster aunts; over-protective Grandparents, undoing discipline par-
entally imposed, or a closing-in of families round the child to the
exclusion of everyone and everything else. So many of these situ-
ations would be helped by an occasional foray into the outside
world, bringing back a sense of balance and common sense and
increasing the store of experience (rom which parents can enrich
their children's life.

And at this stage it is helpful to show parents that they are the
most important and formative influence on the child's entire life,
for they are adults for so much longer than they are children, and
our responsibility for so much longer than they are yours. This
may sound unnecessary advice but we tend to think, in our panic
state as disabilities emerge one after the other, that we must get
specialist help for our childsurgery, education, training, and so
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on; only a small part of the child's whole life will be spent at
school, and however concentrated and essential this time is, it will
be of very little benefit without the whole-hearted, full-time dedica-
tion of families throughout the child's life. We don't always realise
this, and when we do it is often very frightening to realise our
responsibilities, but it is worth while, in the search for perspectives,
just touching on this aspect early in the parents' long journey
through life as their child's interpreter. Highly relevant to this
aspect of perspectives in family life is my present situation. Today
August 25th, is my only daughter's 21st birthday. I could only
come here today if she returned home from Oxford to "housekeep"
for her father and brotheran odd sort of 21st birthday treat, but
one which she cheerfully accepted, to my great pleasure.

Once families trust you, and have perhaps written to ask you to
come again, it is time to suggest joining the Association, though
of course not all parents want to do this. We send them initially, a
longish duplicated letter of hints and advice, and the Association
leaflet with names and addresses of some Committee Members,
and our aims set out clearly. Last month at Committee meeting, a
new member said firmly that the pamphlet was "too frightening
new parents don't want to know all that at first" and he made us
think that we must produce an even further-back leaflet, simply
stating that these children, because of their many handicaps, will
be slower than normal children in everything they do, i.e. stand-
ing, walking, eating, pot-training--and let parents start from there.

Later, when they have seen that their child has progressed a
very little, often in ways which we suggested they might, it is
time to advise parents whom to write to and whom to approach for
help with education and training. We try to run as many training
courses in various parts of the country as we canmostly single
day courses as weekend ones pose so many more problems.

We have collected a pool of toys which many of us found use-
ful, and publish a list of these which can be borrowed on long
loan by any members, and we hold a certain amount of equipment
such as baby-bouncers, indoor swings and walkie pens on the
same terms.

We have several films available now, the most valuable prob-
ably being Mrs. Freeman's on Social Training which, with her
excellent book called "A Parent's Guide to the early care of a
deaf-blind child," has started many of us of on the right paths
and made sense of so many of our worries.
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Above all, we aim to put parents in touch with each other, so
thatby exchanging ideas, sharing fears and mistakes, they can
find some sort of partial security in the bewilderment that lies
about them in the first years. We, who have been part of the As-
sociation from the start, have the privilege of-knowing the warmth
and friendship that participation in this most exclusive "club"
engenders, and that in so many countries all over the world there
is a handful of parents in exactly the same situation as we are and
who have found at least some help initially in hearing from us
that they weren't aloneas we have all felt in our time.

This business of counselling is a continuing process of course,
though during schooldays parents do have a brief period of semi-
security with the shared responsibility between home and school.
Even so it is always wise to remind them that it is never too soon
to begin thinking about school-leaving, jobs and possible employ-
ment generally, especially as in England our school-leaving age
is 16 which is far too early to expect anything like maturity for
our doubly-handicapped youngsters.

To present a paper at our Association conference in April
this year, I did a series of twenty-five visits to young adult deaf/
blind people and their families, trying to find out about their plans
for the future and the amount of help they were receiving from
authorities in the way of advice and financial aid. I was horrified
to find how little has been done to put them in touch with the
many provisions available, and feel that here is an area of adult
counselling in which there is a tremendous lot of work to be done.
f took with me copies of forms, reports and books all of which
were relevant to application for help, but of course all these were
only of interest to the truly literate, and brought me back to the
inescapable fact that personal involvement is the only possible
way once again.

All through this paper I realise that I have used "they" and
"we" indiscriminately. This is because I am in the privileged posi-
tion of being a fairly senior rubella parent myself who is now
going through the time of difficulties with jobs to the heartbreak of
knowing we can no longer cope with our middle-aged "child" at
home and needing help ourselves.

I have mentioned the word "family" twenty times in this twenty-
minute paperonce a minute, which I feel is a fair proportion
for the importance they hold in this whole complex problem of
the lives of the deaf/blind.
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Another meaning of the word "acceptance" is "to take upon
oneself as a responsibility." Though, as some of you here today
know, I don't believe we parents ever fully accept what has hap-
pened to us, but only adjust our lives round the event, I do feel
that this meaning makes sense. After so long with the Association
for Rubella Children, I have a tremendous sense of responsibility
for all these children, and hope that this morning I have given you
some idea of how I try to pass on experience in a responsible
fashion, and to begin to make sense of a situation which to all
of us "rubella parents" has seemed the end of our world.

4: 4r: 1E014
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Deaf-blind children in the classroom.
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THE DEAF-BLIND INFANT:
A RATIONALE FOR AND AN

APPROACH TO EARLY INTERVENTION

By MRS. SUSAN A. MOUCHKA

Parent, California

I. The Case for Early Intervention
In recent years, research has established the significance of the

preschool years to learning and subsequent intellectual develop-
ment (1, 2, 3, 4). Accordingly, educators of the deaf and blind
have urged early diagnosis, developed home training programs,
and, ideally, have provided a formal education program for the
child by the age of three.

Even more recently, psychologists have stressed the significance
of events in the first year of life for the developing personality.
Studies of cognitive development have demonstrated that in the
normal infant this first year is one of intense and rapid learning.
Gesell and Piaget (5, 6) have given us a clear picture of the dy-
namics and sequence of infant development.

As a result of this scientific interest in infancy we are becoming
increasingly sophisticated in our knowledge of what kinds of infant
practices appear to hinder, and which may serve to enhance his
emotional, physical, intellectual and social potential.

In measuring the import of this research for education of the
deaf-blind, we must begin by looking closely at the deaf-blind in-
fant. With these infants, we are dealing with massive sensory depri-
vation and its effects on sensori-motor development, adaptive be-
havior and emotional adjustment. Neither of the two major senses
is capable of assuming the developmental (7, 8, 9) burdens of the
other. We are dealing with an organism whose drive towards neuro-
logical organization has slowed to a near stop because the food
which nourishes it cannot reach it. We are dealing with an organ-
ism which because of its constitution is predisposed to auto-adapt-
ive solutions which will severely impede any attempts to reach him
from the world of things outside himself. We are dealing with an
organism which cannot receive impetus to act upon its environ-
ment and thus lacks the intentionality to become a causer. To be a
causer it is required that the organism move out and to move out
is to learn. We are dealing with an organism which may have the
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capacity to, but lacks the avenues and tools for, the development of
human or environmental relationships. So we can see that at every
stage in his early development, the deaf-blind infant has special
problems. If adaptive solutions are not found for him, the effects
on ultimate educability are disastrous. Research implies that the
problems we are now groping with in the education of our deaf-
blind children have their roots in infancy and until we invest our
energy in the 'study of the unique developmental problems of the
deaf-blind infant we will not be able to bring his potential to frui-
tion. Until we devise a strategy for infancy, our intellectual integ-
rity demands that we acknowledge the following: that our evalua-
tion of our present educational techniques is based on experience
with children whose problems have been unintentionally, but nev-
ertheless grossly, neglected in the crucial first three years of life;
that we are conceivably expending time, energy and money to solve
problems which would not exist had we not "grown" them; that
statements concerning brain damage and retardation as part of the
congenital anomaly of the deaf-blind infant are conjecture and
may serve only as a commentary on the way in which we have
handled him.

Piaget, Bower, Goldfarb and many others have provided us with
the guidelines for action. We must study and find ways (10) of im-
plementing the knowledge that is at our fingertips, otherwise we
shall continue to cultivate educational problems and be forced to
invent ways of dealing with them.

11. The Intervention Program

Intervention implies the injection or importation of professional
help in a situation where normal parental resources are insufficient
to meet the needs or solve the special problems of growth and de-
velopment posed by the disadvantaged infant. An intervention
program implies assessment of the problems, the employ of pro-
fessionals who have expertise in the problem areas, obstacles to
development presented by the disadvantaged state.

In planning an early intervention program for the deaf-blind in-
fant we must first destroy the notion that the problem is an additive
one, i.e., the sum of the deaf infant plus the blind infant. Such a
misconception would lead to the construction of a program which
would fall far short of the needs of the deaf-blind infant. The com-
bination of deafness and blindness is a multiplicative association,
i.e., creates problems which are unique to the problem itself, and
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require multiplicative solutions. By and large our early home train-
ing programs fail because this phenomenon is not understood. Fur-
ther, our home training programs fail because out teachers have
relatively little knowledge of infant development and how it can
be approached therapeutically and eclectically.

Specialists in the fields of psychology, counseling, early infant
development, education of the sub-normal, and physical therapy
should be recruited as ancillary advisors in the planning of ?,n inter-
vention program for the severely handicapped deaf-blind infant.

It must be acknowledged that this paper is not presenting a
total prescriptive plan for intervention with the deaf-blind infant.
Rather, the author has chosen to comment on certain aspects of
intervention with the hope that further study by professionals will
result. Areas for intervention which will receive emphasis in this
paper concern the development of human relationships in the deaf-
blind infant and adaptive sensori-motor stimulation techniques.

A. Development ol the Primal Human Relationship

We see in our deaf-blind children withdrawn, autistic behavior
and severe difficulty in forming human relationships. It is highly
possible that this problem has its roots in the failure to develop the
primal human relationship, the relationship between mother and
infant (11). Fraiberg in her work with blind infants has stated that
no educational strategy (12) can succeed unless a love bond has
been established between infant and mother, unless he has found
meaning in a human partner. To our infants, the absence of sight
and hearing severely hampers the possibility of developing such a
bond, It is through sight that a baby learns who it is who feeds,
soothes, bathes, and changes him. It is through the continued asso-
ciation of mothering v.ith the sight of the mother herself that the
baby learns to invest value in his human partner and to anticipate
the pleasure which will accompany her appearance. It is through
sight that he is able to differentiate this person from others. Frai-
berg states: "The response smile to the configuration of the human
face, the selective smile for the face of the mother, the father and
siblings, the discrimination of mother and stranger, the entire se-
quence of recognitory experience which leads to mental representa-
tion and evocative memory are organized through visual experi-
ence. To a very large extent eye to eye contact is the matrix of a
signal system which evolves between mother and child." It is
through sight that the infant experiences the emotions associated
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with this person's coming neater and.going further away from him.
ft is through hearing that the mother's voice comes to assume the
importance born of association with the lover. In deaf-blind in-
fants both these sensory avenues which serve the establishment of
a bond are cut off,

Intervention at the outset must stress the development of the
live bonds between the baby and his mother, Parents must be
helped to find their way into the baby's existence. Freeman's sys-
tem of substitute clues (13) should be introduced to the family as
early as possible and used consistently in combination with spoken
language.

B. Behavioral Characteristics of Deaf-Blind Infants
and Their Effects on Mother-Infant Interaction

Certain characteristics of normal mother-infant interaction
should be reviewed before a discussion of the atypical. Normal
interaction between infant and mother consists basically of a cir-
cular system of needs and satisfactions. The very young infant
communicates a state of need to his mother throug:i crying and a
state of satisfaction by not crying. The infant derives satisfaction
from the interaction when he is able to successfully communicate
his needs (14). The mother receives gratification from being able
to "read" and adequately satisfy her baby. Mothering activities are
enhanced when succorance meets with success (15), This "mutual-
ity" (16) invests meaning and eventually love in the relationship.
In a practical sense, the need-satisfaction interaction leads to the
development of a schedule for the infant which provides a frame-
work of time and predictability within which mother and infant
carry on their activities together.

Through observation, discussion and personal experience, the
author has categorized the behavioral characteristics of deaf-blind
infants as follows: 1. The infant who does not behave, i.e., exists
in a state of undifferentiated conttAtment and frequently, flaccid-
ity; 2. The infant who shows differential response to handling-not
handling with a distinct preference for the latter; and 3. The infant
who engages in prolonged periods of undifferentiated, distressed
crying usually accompanied by hypertonicity and hyperkinesthesis.

Each of these three groups poses special interactional problems
which have a direct bearing on the infant's developmental poten-
tial. Detailed description of the dynamics of these interaction pat-
terns is not within the scope of this paper nor are detailed proposals

215



for solutions. It is the author's intent to expose the problems and
to point out the enormous need for intervention.

The most obvious difficulty with the infant in category one is
that there is no interaction. The infant is "contented" in an undif-
ferentiated sense, that is, without any relation to mothering. The
great danger here is that the mothers will be tempted to "let sleep-
ing dogs lie." The infant, then, who actually requires more than
average stimulation will receive less and be deprived of essential
stimulation for physical and emotional growth. This infant does
not cue nor does he reinforce handling. Intervention here will in-
volve the structuring of a schedule for the non-signaling infant and
the encouragement of a regular program of stimulation.

The infant in category two actively rejects mother and thus suc-
cessfully wards off human contact. Handling and stimulation nec-
essary for development are very soon discouraged. The mother
here sees a direct causal relationship between her mothering be-
havior and discomfort in her infant. Intervention here must stress
persistent, calm and assured handling regardless of the objections
of the infant. Such a program will require enormous support for
the mother. She needs assurance that with consistent and cahn
handling, this infant can learn to tolerate and later enjoy physical
contact. Without a program of intervention, there is every indica-
tion to believe that the deaf-blind infant would successfully pre-
vent the development of any significant human relationships and
thwart activities which would promote his growth.

The infant in category three could very easily be the subject of
an entire paper. The key here is undifferentiated crying. The
mother will interpret it as an indication of a need for which she
cannot discover satisfaction. In reality it is not a cue cry and would
continue independent of any method of succorance. This infant
has a devastating effect on family life unless intervention brings
the problem into proportion. The mother is unsuccessful in devel-
oping a schedule for the infant. She is constantly involved in abor-
tive attempts to appease him and as a result other aspects of her
life erode. There is an insidious process of fatigue and physical de-
terioration in the mother. Further, when her attempts are so totally
frustrated over a period of time, a process of alienation sets in. The
infant's difficul:ies are compounded by the fact that handling is be-
coming more and more anxious and unpredictable. Intervention
here would be massive. Some degree of balance must first be re-
stored to family life by the superimposition of a suitable schedule
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on the crying of the infant. The mother must have counseling
aimed at the raising of her threshold for anxiety as regards the cry-
ing. She must also be supported in the continuance of mothering
activities until such time as the infant can accept and benefit from
them.

C. Curriculum Proposals for the Deaf-Blind Infant

1. The parent as stimulator

Vision and hearing are distance senses and bring constant infor-
mation concerning the environment to the infant. The information
so received is the nourishment for neurological organization and
for cross modal coordination of perceptual stimuli (16, 17, 18).
Visual and auditory stimuli from the environment, after a period
of seemingly passive intake, develop in the infant a drive for influ-
encing the environment. Various investigators have called this
drive intentionality and have noted the absence of it in deaf-blind
infants and children. Normal infants are surrounded by a smorgas-
bord of visual and auditory delicacies which are consumed through
intact senses. The parent of a deaf-blind infant should be given a
basic understanding of this process and be shown how it does not
occur naturally in his infant. The food to stimulate his neurologi-
cal organization has to be prepared and served up to him. With
this kind of counseling, the parent can begin to see himself as a
"bringer" of stimulation, a replacement as it were, for the senses
which in normal infants do this bringing. If healthy interaction
patterns and relationships have been established between the deaf-
blind infant and his family, the parents will be anxious and wilting
to proceed to this second phase of the intervention program, a spe-
cific curriculum of infant stimulation. The secondary benefit of a
planned program of stimulation is its ability to reduce diffuse pa-
rental anxiety caused by feelings of helplessness.

2. Specific stimulation techniques
Handling

Handling refers to the tactile stimulation which results from the
bodily contact which is given the infant in his daily routine. Strok-
ing, patting, rocking are all instinctual methods of tactile stimula-
tion and must be emphasized as such to parents. However, prob-
lems arise when the infant reacts defensively to touch. Some finesse
will have to be used in one's approach to such an infant. Varying
degrees of physical closeness can be presented. For example, the
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mother may begin by laying the baby on a pillow (not a hard surface
as this gives the baby less of a sense of where all of him is and
evokes the startle response to, far too long a time). She should lie
down 2-3 feet away from the infant and remain motionless and
non-touching in his presence for a period of time. When she has
done this for several periods of time, the threat that human inter-
vention poses to this infant should become extinguished. The
mother could then progress gradually nearer the infant and later
introduce stroking, talking and so forth. Eventually she should be
able to cradle the infant in her arms. The parent must be urged to
continue handling with firm but gentle tactfulness. With familiarity
and consistency, anxiety associated by the infant with a particular
routine will extinguish. Extinction of physical defensiveness itself
is a major advance towards educability. The deaf-blind infant can-
not be allowed to successfully thwart tactile stimulation. In the sec-
ond half of the first year, lap games and gentle roughhousing pro-
vide important body contact for the infant. One would not think
of explaining this to the average parent, but the parent whose baby
is happier lying alone staring at a light or whose baby is constantly
fretful will have to be reminded that these are the things that he
should be doing; that they are not optional but an important part
of an infant's development which he cannot afford to miss.

Communication

The use of Freeman's system of substitute clues was mentioned
as one of the first ways of entering into the infant's experience. It
is a beginning communication system and should always be used
in combination with normal spoken language. If the baby is fitted
with a hearing aid, parents must be encouraged in its consistent use
and upkeep. If the baby does not yet have an aid, Mother can be
reminded to spend periods of time talking softly, close to the in-
fant's ear, or singing and tapping him rhythmically as a means of
auditory stimulation. The infant should feel the Mother's mouth,
face, throat and breath as she speaks. Parents should be reminded
to speak frequently to the child in the face to face position; if they
assume at the start that the infant does not see lip movements, he
never will. If because he cannot hear, they discontinue talking, he
will not develop language. We fulfill our own predictions.

Auditory stimulation makes the infant aware of sound and as
early as possible one should assure the association of sound with
something pleasurable. Established methods of infant auditory
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training should be implemented as infancy is the time to begin de-
veloping the use of residual hearing.

Parents should be encouraged to talk and babble playfully with
their infant to establish the activity of vocalizing and communicat-
ing as a pleasant experience.

Stimulation of communication is another area where consistency
on the part of the parent will require constant support. There will
be a very long period of pouring-in before the deaf-blind infant
gives any indication that he is responding. Since the infant's behav-
ior will not reinforce continuing auditory stimulation by parents,
the reinforcement must be replaced by the encouragement of the
intervener.

Deaf-blind infants may be extremely resistant and disorganized
within a stimulus setting arranged by the parent. The parent must,
consistently and calmly, continue the planned stimulus exercise,
put him back into an attending posture any number of times, re-
peat the motions, and constantly encourage the child's attention.
When the planned exercise is over the parent should be kept from
pondering unduly over its lack of success but simply instructed to
repeat the exercise at the specified time the following day. Undue
anxiety over lack of success in planned stimulation sessions will be
so burdensome to the parent that he will lose his ability to be con-
sistent in the presentation of the exercise.

Visual-Perceptual; Visual-Motor

Visual stimulation, or the development and encouragement of
visual behavior in the deaf-blind infant, has not been given as
much attention as auditory stimulation. The utilization of residual
vision, where available, is just as essential as the use of residual
hearing and must be stimulated from the earliest possible moment.
Basically, a visual stimulation program should provide experiences
in which the infant finds pleasure in using his vision, i.e., that the
behavior of looking is met with reinforcement and thus is increased
in frequency. The intervention program should stress the following
practices. Beginning at birth a dim light should be kept on in the
nursery at all times. The position of the crib in the room should be
varied from day to day. It is advisable to alternate the baby's po-
sition in the crib so that light excites both eyes and both sides. At
5 to 6 weeks of age, structure an environment in which it is pos-
sible for the infant to notice and possibly follow objects. Hang
some interesting visual phenomena (such as a mobile of 3 large,
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bright, basic shapes or a series of Christmas tree lights) above the
crib at the level of the rails and in line with baby's gaze. Change
the position of the visual stimuli above and to either side of the
crib every other day and experiment with moving it further away.
If the mobile moves very slowly it may encourage following or
tracking behavior. It may be necessary to remind the parent to
move the baby into other rooms of the house during the day so
that visual and auditory stimuli and experience differ. This seems
elementary, but it is not unusual for the infant to be left in his crib
for interminable periods of time.

The infant should be changed and fed from alternating sides.
Very simple lap games with rattles and other objects can be dem-
onstrated to the parent. Put a rattle in one hand, play with it, then
in the other hand, noting the change in direction of visual attend-
ing behavior. Play peek-a-boo, holding baby's hand over his eyes
and then releasing. These activities are also helping baby to realize
that he has two sides to his body and eventually that he can bring
the two sides together. At around 16 weeks the baby can be given
several different objects which he can safely put to his mouth; this
is a precursor to feeding self and also to eye-hand control.

In the normal infant of this age reaching behavior is usually ob-
served. This is where we are likely to meet with considerable diffi-
culty and activities should be geared to inducing this behavior at
the appropriate stage. Reaching requires intention in the infant
and is a very significant step in his development. We must go to
great pains to induce reaching in the deaf-blind infant. The inter-
vention team should attempt to discover an object or activity from
which the infant derives pleasure. It may take some time and an
unbridled imagination to do this. A small flashlight or toy which
catches light may work; an object which vibrates; an activity which
creates vibration such as rapping on the high chair tray; food at a
time when he is hungry; a cup of water in which the infant can
splash his hand. Make sure he first experiences the toy or activity,
then remove it slightly and wait for the reaching response to indi-
cate continuance. Reward the reaching immediately no matter
how small. Gradually increase the requirement for the attainment
of the desired object.

Any activity which has as its goal the development of inten-
tionality or reaching out into the environment cannot receive too
much stress. In the infant who is a little older, one may be able to
elicit intentional behavior through physical activities, such as
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bouncing, swinging or jumping, that is, a reach or pull or some
Indication for continuance.

Somewhere between 3 and 6 months a mobile can be brought
within hitting range of the baby's arms or feet. Things should be
organized so that he will hit it involuntarily at first and it will
move, swing and bounce. If intentional hitting is noticed, move it
away a little so that it requires a small effort to make contact with
it. A large bright balloon tied to a string and hung over the infant
and within his reach may be used, A light tap will send it floating
slowly into the air and perhaps be pleasurable enough to the infant
that he may act upon it again. The balloon is excellent for visual
following as it is large, bright and slow moving.

Give and take games which will help the infant in learning to
visually find, grasp and release objects should be demonstrated and
encouraged. The infant must have this kind of practice in order to
develop eye-hand coordination. The baby needs to throw things
down from the high chair often, parent picks up and hands to
baby and baby throws down again. Parents should be encouraged
to place objects on the high chair and devote some time to this
game each day; it encourages reach, grasp, and release responses
as well as concepts of up and down, near and far, you and me!

Motor
Enough stress cannot be placed on the importance of events in

motor development. Intervention is essential here and rarely avail-
able to the family of the deaf-blind infant. A knowledge of normal
motor development and its relation to later intellectual functioning
is necessary to the intervention plan. If possible the cooperation of
a trained physical therapist should be sought.

When normal postural positions and motor milestones are not
reached at the appropriate time, the infant should be passively
manipulated with consistency and frequency. The baby who is not
pivoting, rolling or turning over must be pivoted, rolled or turned
over. The baby who should be crawling but is not must be manipu-
lated in a crawl. Since he does not have a visual impression of nor-
mal motor activity, we must supply him with a kinesthetic experi-
ence of normalcy, thus we position and manipulate. The child who
is not developing all four creeping can be manipulated by the use
of a sling or other device or can be involved in games with a crawl
box. All four creeping is a very important activity for the coordina-
tion and combination of his sides, his two arms, his two legs and
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his two eyes. These pairs must learn to team with each other, the
eyes most importantly. If the floor is warm, baby should be placed
there nude, on a sheet, as diapers hinder leg movements. When-
ever possible, other children should play in the same room with
the baby. He may begin to watch and try to imitate others. Par-
ents can substitute if other children are not available. They should
move toward and away from him. Thus begins experience in visual
size and distance.

The methods described by Bobath for cerebral palsied children
have been successfully used to elicit reflex behavior (19) and subse-
quent motor development in the deaf-blind infant. The techniques
are relatively simple and with a minimum of explanation can be
executed by the parent or a helping neighbor.

When our children do begin to walk, kick, jump, etc., one of
their major motor problems will be balance. One should begin
early to plan activities which stimulate the vestibular system and
elicit the righting reactions. A good technique is the gentle swing-
ing of the baby in a blanket. The blanket is held like a hammock
by two adults. The infant is swung back and forth on stomach and
then on back and gently bounced up and down in the blanket. This
activity stimulates the vestibular and increases postural tone and
body awareness.

Other motor problems and subsequent learning difficulties can
be seen as a result of the deaf-bind baby's failure; to develop ade-
quate body image and schema. Adaptive solutions for the infant
can begin with a planned system of stroking. A terry-cloth glove,
silk scarf, fur mitt, or soft paint brush can be used by the stimu-
lator. Each part of the body should be stroked gently and named.
For example, stroke the arm while saying "Cathy's arm." Move to
the opposite arm and repeat. Done frequently to all parts of the
body, this activity will increase body awareness and correct body
image. Another possible goal of the stroking routine is the extinc-
tion of tactile defensiveness. Gentle introduction of baby's hands
to various prepared textures such as flour, sand, corn meal, etc., is
also helpful.

A large mirror hung at floor level should be placed in the home
of the deaf-blind baby. He can be placed in front of it during play
times each day as an aid to the development of body image and
schema. It is advisable to purchase a mirror which is about five
feet by five feet so that the child can play actively in front of it up
to at least the fifth birthday.
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One of the first parts of his body that a normal baby discovers
re his feet. Holding his feet is baby's first experience of holding

onto something white freeing his vision for attention to other
stimuli. We must give the deaf-blind baby help in doing this. At-
taching bells, or bright pom-poms to the feet or to other parts of
his body will draw baby's attention to them both visually and tac-
tually.

Another motor difficulty which can be inferred from observation
of older deaf-blind children is their insufficient inner sense of their
physical movement and position in space. Proprioception is the
term given to this inner sense and is important to our knowing
where we are. Having a strong sense of proprioception helps us to
maintain for example our balance in the upright walking position
and to make successful, ideationally directed, physical movement.
We can intensify and increase the flow of proprioceptive impulses
in the infant by attaching small weights (bean or sandbags) to vari-
ous parts of his body (16). The added weight will cause him to in-
vest more effort in moving these parts, intensify his sense of that
movement, and increase his awareness of the weighted parts.

Tactile

Objects of differing textures, surfaces, shapes, hardness, temper-
ature and timbre should be made available to the baby. As he be-
comes able to move out into the house, an environment of these
varied tactual experiences should be structured for him. Place
things within and slightly outside the baby's present range of
movement. Arrange things on the floor and very low down on the
walls. Active tactile exploration of household furnishings and ob-
jects should not only be tolerated but encouraged. Objects of great
value should be removed, but otherwise the household should not
be stripped bare of its characteristics. There should definitely be
items such as a small vase of flowers available for the baby to
reach for, touch and possibly knock over. This is a valuable experi-
ence in cause and effect.

Never, unless there is danger of physical harm, should a deaf-
blind infant be thwarted in a tactile exploratory experience. The
reaching out with the intention to touch and acquire is a major de-
velopmental achievement for the deaf-blind infant and must be
cherished and encouraged.

Touching is the infant's one intact sensory avenue and he forms
many essential early concepts through this sense. Touching helps
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the infant to feel what things SEE like-and to SEE what things
PEEL like. Getman tells us that when an infant has had rich tactual
experience (22) with varied objects he later becomes able to look
at something and know what it is with his hands in his pockets.
With an early program of visual stimulation, more of our deaf-
blind infants with residual vision would be able to do this. Close-up
experiencing of an object will allow the child to see, recognize, and
ideate it at a distance seemingly impossible considering his abso-
lute visual acuity. Tactual experiences help our sightless children
to develop visual skills as well. Helen Keller developed visualiza-
tion, visual imagination and visual perceptions by using the infor-
mation given her by someone else through touch.

III. In Conclusion
The author of this paper is the parent of a five-year-old deaf-

blind child just recently emerged from the crucial years of infancy.
In concluding this paper, it is my consummate hope that the study
and development of an educational strategy for infancy will no
longer be postponed by educators of the deaf-blind.
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EARLIEST COMMUNICATION WITH A
DEAF/BLIND CHILD

By MRS. PEGGY FREEMAN, M.B.E.

Vice-President, National Association for
Deaf/Blind & Rubella Children, England

As the parent of a non-communicating Rubella Deaf/Blind
daughter now aged 18, and as a teacher of multiply handicapped
children (including Rubella deaf/blind), I should like to suggest
that parent counselling rarely begins soon enough and that it should
be begun when the child is born and the handicaps confirmed or
suspected. I would further like to suggest that the form this early
counselling should take (over and above the normal sympathetic
and supportive approach usually made at this time) is linked with
pre-communication techniques.

The best way of countering the inevitable shock of having a se-
verely handicapped child is to have something positive to do,
something which engenders in the parents the right kind of attitude
towards their child and enables them to have a better understand-
ing of the problems which may arise later. Counselling during the
earliest months therefore should have for its aim encouraging the
parents to think of themselves as "communicators" in a one-way
systembringing the "World" to their child by deliberately mak-
ing contact with him through a simple method of touch signs or
"substitute clues" (which better explains their nature).

It is true that some such system does often develop between
mother and the deaf/blind baby without counselling. But such a
system is haphazard and not necessarily consistently used. What I
would counsel a mother to use would be a planned system, con-
sciously and consistently adhered toand it would not require
any new special learning, nor make too great a demand on the
mother's time, because it would be related to the daily routines.

Like any other baby, the deaf/blind one has daily routine han-
dling. For some considerable time several times a day the baby is
picked up, fed, changed and put down to sleeponce a day the
routine includes the handling necessary for undressing, bathing and
dressing again. If mother can be helped to see these as UNITS
which become familiar to the baby because they happen regularly
and frequently, it should not be difficult for her to pick out the ac-
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lions within each Unit which are felt by the baby"felt" is the
operative word for it is not what the child touches at this early age
that is important, but that what touches him becomes meaningful.
If the mother observes what touches baby within the unit of rou-
tine, she has an immediate guide to where the substitute clues will
operate. The clues, because they are always the same (and the ac-
tion within the routine not always exactly so) come to be recognized
and provide the baby with anticipation oflearning aboutwhat
is going to happen next in the same way as a baby does from the
ordinary preparatory sounds and sights.

An example of the kind of substitute clue a mother might use is
a few seconds or so firm pressure of her hands on his body as a
signal that he is about to be picked up or stroking his forehead for
a few seconds when he is tucked back again as a signal that he is
now being left there. As the child gets older and the routines
change, some of these clues will drop out and new ones will de-
velop and ultimately they will lead to the "kind of action signs that
the child can also use to make his wants known and communica-
tion becomes the two-way system between mother and the pre-
school child. This system is explained more fully in Part I of "A
Parent's Guide to the Early Care of a Deaf/Blind Child" recently
published in England by the Association I represent.

If we counsel parents in this way, we shall be helping them to
lay good foundations for whatever form of communication the
child eventually uses. Also not only does the baby come to recog-
nize the clues, but also the "giver" of the cluesand this would
seem to be a firmer basis for the relationship he must make with
his mother than anything else we might do with him at this time.
In the parents we are setting a pattern of stimulating the child
(which is so essential to his future development) and bringing life
to him rather than cushioning him from it.

I would ask, have we really given enough thought to when and
how we should BEGIN to counsel parents? In the early months of
their child's life most parents are filled with desire to be of help
if we give them nothing positive to do we waste a valuable source
of energy. If we do not use this period of his life to lay the basis
of communication skills, the deaf/blind child loses the opportuni-
ties which are open to every seeing/hearing child.
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PARENTS OF DEAF-BLIND CHILDREN:
SOME IMMEDIATE AND CONTINUING NEEDS

By MISS ELIZABETH BANTA

Parent Counsellor, Perkins School for the Blind

1. introduction

It is the major concern of this paper to again bring, in a very
positive sense, families and some of their immediate as well as con-
tinuing needs to the consideration of those who work with them
lest families be slighted in our diligence in seeking to help the
child, himself. It is to everyone's disadvantage to work with one to
the exclusion of the other. It is rare that any program can claim to
have truly extended full involvement with families and in their
behalf.

Why speak about parents of deaf-blind children? Are they dif-
ferent? Certainly not, in the sense that they are real individuals
with maladaptive as well as adaptive behavior patterns, with aspi-
rations, fears, attitudes, thoughts and convictions, with different
ways of communicating needs and ideas, and so forth. The advent
of a child, particularly a multi-handicapped child who most cer-
tainly deviates from the child they expected to produce and rear,
into their lives alters their life pattern. In fact, it plays an important
part in the dynamic interchange between all of the family members.
All of what they are, the severity of the child's problems, the qual-
ity of resources available to them and other reality factors deter-
mine how well they are going to be able to adapt to their circum-
stances not only at the time of the child's birth but as needs change
throughout the preschool, school and post school yearsduring an
entire lifetime.

It would seem, however, that there are some factors which
would place these parents as a group, in a unique situation. The
complexity which accompanies the combination of their children's
disabilities comes immediately to mind. Because these are multi -
handicappl children, medical, diagnostic, child rearing, and edu-
cational or training needs become special. Recently, I heard an-
other phrase coined in an attempt to indicate what can easily
happen to children with multiple special needs. It was "the Crack
and Crevice Syndrome" which I believe was meant to imply that
because it is rare that there is ever real coordination of services in
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such a child's behalf, because multi-handicapped children's com-
bination of disabilities fail to be within experience of some medi-
cal personnel (especially in isolated areas) who are among the first
to work with such a child, because criteria for admission to educa-
tional programs must be specific to the needs of a particular group,
because educational program placement according to what is de-
termined to be the child's greatest handicaps is often inappropriate,
because the preparation of professionals assigned to assist him is
often specific to one and not his multiple disabilities, and further
because some children appear so complex that they overwhelm
professional persons responsible for meeting needs, etc., they tend
to "fall between" and are lost to a responsible person's attention
and therefore subsequent services to themselves and their families.
This is, indeed, the most obvious related parent dilemma! It is the
one which imposes the greatest amount of frustration and which
can be seen in anger and even overt aggression expressed by some
parents. Such an expression of feelings is, then, often misunderstood
and counterattacked by those closely involved.

One cannot negate the fact that superimposed upon that di-
lemma, basic personal needs of parents to find satisfaction in their
child, to provide the proper environment and to teach him and aid
him in his development are altered greatly in gratification. Because
of his peculiar combination of disabilities, he presents varied and
unique problems for which the parent has no model nor prior ex-
perience to draw upon. How do you answer, for instance, to your-
self and others who will ask "will he ever speak?", "if so, how will
he learn to do so?", or "what will he be able to do in the future?"
Lest what is said leads anyone to the assumption that the birth and
subsequent problems of a multi-handicapped child will inevitably
result in disruption, maladaptive and subsequent pathological reac-
tions on the part of parents, it should be emphasized that many
parents succeed in coping with the crisis in a healthy, constructive
fashion. However, many parents are unable to face specific realities
and to deal with the problems facing them in a constructive way
without the help of sensitive, understanding, responsible adults
around them. There is much currently written about the impor-
tance of appropriate intervention and support as early as possible
in crisis situations. It is thought that appropriate intervention dur-
ing periods of stress can often facilitate not only significant but
long-lasting changes in the level of adequacy of persons. Since par-
ents have a lifelong responsibility for their child and since they are
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the best and most important resource, it would seem that thoughts
toward improving the quality and quantity of parent services
should receive some priority attention on the part of us all. This
might take a variety of forms from giving factual information and
recommending resources to lending emotional support to parents
in stress. All parents need information, some need supportive coun-
selling and beyond that range, some will need to be referred for
personal therapy. Periods of special stress, not all of which have
been identified as yet, will require certain services or combinations
of services. Needs must be periodically reassessed since this com-
bination of services required will almost certainly be changing,

James Moody, a recent graduate of the Boston College deaf-
blind teacher-training program, wrote in a paper presented to his
classmates, "if a deaf-blind child has the right to aspire to the high-
est level of functioning and achievement possible in light of his
handicaps and thereby have the most satisfying and productive life
possible, his parents and other members of his family have the
same right. Problems which arise from the presence of a handi-
capped child in the family are as much an appropriate concern of
an organization or person serving the child as the problems of edu-
cation and medical treatment for that child." I have included this
rather lengthy quote because I have rarely seen so cogent an ex-
pression of the rights of parents.

Basic to working with families is a respect for them (for ex-
ample, their rights, feelings, knowledge and coping ability) as well
as a healthy willingness to be involved as a positive force. This
may mean extra effort on our part to remain real in our relation-
ships but to strive to be as knowledgeable and competent as pos-
sible. Certainly, the point is well taken that professionals and lay-
men alike are often well-meaning but ill-informed or in other ways
deficient in assistance offered to families. The family situations are
so varied and often so dynamically complex that no one could pre-
tend to be aware of nor to completely comprehend all of the
nuances of individual needs. It is important for more of us to try
to the best of our ability to learn as much as possible, as quickly
as possible, by reading available literature, by sharing with each
other, and through study and research so that quality service can
be extended to all such families early and so that there is a continu-
ity in those continuing services which are extended.

To take, for the moment, the role of advocate for the families,
the request for further assistance is on the lips of or silently ex-
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pressed by nearly every parent. We are presented with the chal-
lenge to act upon those requests!

11. An Approach: Seek to Build Services on Actual Parent Needs

Perhaps one of the most meaningful ways to learn as well as
perhaps the most beneficial way to obtain information upon which
to build appropriate services for families is to carefully examine
needs as they express themboth needs that are specific to a cer-
tain period of time in their experience and those which are con-
tinning needs.

If we feel, as I particularly do, that listening to parents is of
prime importance for a variety of reasons, many of us need to be-
come better listeners. One must look behind what parents say be-
cause they may intend to be honest but defensively cover some
conscious and unconscious thoughts and motives. For instance, if
one were to examine carefully the reasons behind referrals for edu-
cational evaluations, one would readily find this expression of need
becoming more and more personalized.

In our correspondence prior to evaluations of children, reasons
for referral (which I am sure are representative of what other cen-
ters experience) for the most part are either general requests for
"further evaluation and recommendations for placement" or for
enrollment into our school. To be more specific, represented in the
former requests are:

children who either come from New England or who fall un-
der other Regional Centers for the Deaf-Blind where Coordi-
nators are attempting to define the needs and disabilities in
the population for whom they are responsible.

children already placed in programs but where that agency is
desirous of an assessment of the child's potential and recom-
mendations for appropriate training or educational program-
ming.

children living at home and not attending a program but
whose parents are seeking practical suggestions for child care.

children who have had prior educational evaluations but
whose parents and/or involved agencies are seeking confirma-
tion of that diagnosis.

children whose major disability Is mental retardation and this
disability is clear to the professionals but they wish to pass
on the responsibility of interpretation to the parents to some-
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One else under the guise of not being able to trust their own
results because of "lack of knowledge of the effect of sensory
deprivation".

children who are already placed in programs but where there
is dissatisfaction on the part of the parents and/or that agency
regarding the appropriateness of the placement and where
they are seeking suggestions for other reasonable placement
possibilities.

If, in this example, you then look even further into the situation,
during the evaluation period, the parents and accompanying pro-,
fessional persons break down these more general statements to ex-
press additional, more specific, and more personalized reasons for
the referrals.

They include:

stress from within or without the family unit which results in
an episode or crisis of varying degrees of severity and which
precipitates the expression of that family's need for assistance
of different types, including for their multi-handicapped child.
For example:

birth of another child, especially if the family is already
large, where outside support is not readily available, where
this child also is defective or has expired, or where there
have been several children born in rapid sequence.

strong desire on the part of young parents to consider hav-
ing more children, and to assume what they feel is a more
normal life style -- placing their handicapped child away
from home but appropriately placed, of course.

marital difficulties ranging from strife to separation and
divorce affecting the emotional, social, and financial state
of the family.

loss of a spouse through deathor the prospect or actual
accomplishment of legally claiming another one.

illness, mental or physical, on the part of other members of
the family.

interference and lack of understanding and support on the
part of members of the greater family and/or community
over an extended period.

demands and needs of siblings, ranging from learning to
live with a handicapped sibling to sibling rivalry of vary-
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ing degrees of intensity to a sad case of attempted suicide.
social isolation, exhaustion or frustration resulting from

actual or self-imposed family demands,

there are instances where the family is in a state of disequi-
librium, such as:

fathers are absent because they work away from home,
work conflicting hours, or where they lack the emotional
stability or maturity to accept home responsibilities, leaving
mothers with a heavy load.

where the mothers become over-extended in meeting needs
of normal siblings as well as running taxi service and actu-
ally participating in a school program attended by the
handicapped child.

where a parent imposes upon herself more than is neces-
sary in the care of the handicapped child under an assumed
martyr role or where she over-compensates by becoming
overly involved in work on behalf of the "cause" of the
child while neglecting his direct care.

where the child is so handicapped and behavior such as
sleeping problems and hyperactivity are so difficult that
mothering demands are too great in a home environment.
This kind of situation also exists when the child's needs
remain infant needs for extended periods of time.

where knowledge of child rearing, home management and
coping in general are not sufficient to allow the parent to be
effective. It is especially difficult in a mobile, small, inde-
pendent family unit society to know how to rear a normal
child let alone a multi-handicapped child. Wisdom of the
greater family and lack of precedent make trying insecure.

finally, examples of stress other than that of isolation, inex-
perience and acute family needs include:

financial difficulties, the cause being unemployment or
some such reason not directly related to the handicapped
child, or because of the need for expenditures for medical
care, prosthesis, hiring outside assistance in child manage-
ment, or supporting custodial, training or educational
placementall of which repeatedly exceeds the limits of
the family income.
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cumulative guilt over "why this happened to me" (espe-
cially if there is an unusual family history or a particular
religious belief) or concern over the lack of ability to
mother a defective child and to fulfill the foreseen parental
role or worry over whether or not they are "right" in plac-
ing their child in an institution at an early age even if it is
not self but professional advice initiatedsometimes
reaches a point when parents are compelled to seek out
further professional counsel. The effect of a defective child
is great on a defective parent ego.

a cumulation of many family problems which are for some
reason overlooked so that the cause for them all is focused
upon the handicapped child to the point that there is so
little tolerance for him that placement outside the home is
viewed as essential.

Precipitating events often occur in combination and the list
could go on, but it need not be a crisis which causes parents to re-
quest evaluation for their child. Many of the children we have seen
have been at beginning school age. Parents have fulfilled their role
during the expected preschool period and are seeking programs in
much the same way they would seek out a good school for their
kindergarten age child except that they need professional help in
assessing potential and understanding the type of program to seek.
Placement is sometimes viewed as inevitable and sometimes there
is a real urgency to turn over some of the responsibility for the
child's learning to someone else,

Often, we find that parents have coped through their own good
sense with minimal professional help and are not necessarily ter-
ribly uncomfortable in their situation but are at the point of need-
ing a professional opinion of the child's placement needs in order
to push authorities to provide for their child a future program
which is currently non-existent. Agencies for multi-handicapped or
retarded children, among others, are often open to trying to help
create services for preschool children. Many children referred have
benefitted from such services but the agencies are currently advis-
ing parents that theirs is not really the appropriate facility or if the
maximum age limit is about to be reached are gently pressuring
parents to seek placement elsewhere. Often their workers accom-
pany the parents for the evaluation, and interest in these children
can be high. However, it cannot be assumed that they have, in fact,
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been helpful to the child more especially in attempting to solve
some of the difficulties In the parent-child relationship.

Certainly, this account of some of the reasons behind referrals
is incomplete and is also superficial if a counsellor were to be seek-
ing what he might consider the deeper significant factors for the
purpose of greater understanding of parent needs and for planning
therapy for them. However, my point in all of this is to say that we
can all learn to listen better and by the very act of our concern be
helpful. We may also have gained insight into actual total family
needs which might then be useful in planning appropriate services
or in acting directly or indirectly, in whatever capacity our role
allows us, in that family's behalf.

III. Impression of Some Parent Needs During Selected Periods of
Time

Since I have already moved into the area of some needs verbally
expressed during the period that parents spend with us while their
child is being educationally evaluated, perhaps it would be of inter-
est to some of you for me to share concerns expressed beyond
those specifically listed under reasons behind the referrals. For my
part, I would hope to strengthen the case for more, bettet, and
longer lasting services to families of deaf-blind children. (We need
to defend their right to elect those services, however.)

Let me first explain that during the period that the parents spend
while their child is being evaluated, time is allowed for observa-
tions and scheduled appointments as well as for informal conversa-
tions with members of the staff.

Not unlike other evaluation centers, among our several inten-
tions, we wish to obtain from the parents all that they can recall re-
garding the various aspects of their child's growth and develop-
ment and to clarify historyfamily, medical, social and education
s° that pertinent information can become a part of our impression
of that multi-handicapped child in his family as we work toward
our final assessment and subsequent recommendations. As the
week progresses, parents directly tell us about many concerns
which lend themselves to parent education and counselling. I am
terribly impressed with the opportunity professionals have to com-
municate with parents at this time and in such a way that the edu-
cational evaluation of their child can also be an invaluable learn-
ing experience for the parents, personally.
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Concerns most frequently encountered, without delving, have
been focused on the question, "how can I be more competent in
my role as parent of a multi-handicapped child?" (Rarely are they
actively seeking to relinquish the role.)

Parents are especially interested in assistance concerning:

1. teaching self-help skills, especially feeding, walking and
toileting, although sleep, washing and dressing are often
trouble areas. To look behind the surface of this question a
few common findings must be remembered. Developmental
milestones in this referral population have frequently been
delayed; normal child-rearing practices and expectations
have often not proven to be successful; yet parents feel that
these skills are for parents, not teachers, to teach; they most
often focus their guilt, then, not on the cause of the handi-
capping, but on themselves. Because of their feelings of
inadequacy in child-rearing, their query often means "am I
the primary cause of his lower level of performance in these
areas?"

2. acquiring knowledge to help him to use the hearing and
vision he has. This not only includes training implications
but concern about where and when to receive adequate
medical care, how to use aids and to interpret the child's re-
sponse or lack of it.

3. finding better ways to communicate with him. Very often
parents have been trying very long and hard without much
if any response from their child and without sufficient un-
derstanding of either his problem or what to do about it.

4. finding materials or ways to help the child become more in-
terested in his environment through play.

5. finding ways to set limits and maintain a consistent routine.
(This is especially important to the parent of the child who
has peculiar neurological problems which cause him to be-
have in such a way that he does not respond to normal dis-
ciplining techniques.)

6. discovering how to explain the handicapped child's disabil-
ity to the siblings, grandparents and other involved persons
at the same time they are coping with their own feelings re-
garding being a parent of a multi-handicapped child. There
may be anger because of the imposition and with no one to
blame, disappointment which reoccurs as milestones are de-
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layed, the overwhelming realization of the years of commit-
ment to a child so dependent (beyond what a parent ex-
pects), anxiety over not only the child and his future but
their feelings of ambivalence and again their insecurity
about their own ability to rear the child.

7. finding ways to divide time and energy so that total family
needs are considered and coped with and so that the family
life style remains as unaltered as it can be, is often a di-
lemma.

8. understanding the disability. Loss of vision is often the
easiest to understand. Hearing loss, neurological dysfunc-
tion and mental retardation require a great deal of dialogue.
To sort out the effects of each disability on the child, let
alone the combined effect, is overwhelming. Besides, they
are often already confused because of prior conflicting opin-
ions they have received. Lack of confidence in professionals
and the vast gap in their own knowledge leaves them in a
dilemma which produces anger and makes decision-making
difficult. We find a few parents who would like to retreat
from reality by believing that they can find someone who
could advise them of "where to go to have the defects com-
pletely corrected."

9. finding financial assistance, appropriate medical care, and
appropriate educational programs. (There is a need to ex-
plain the difference in program goals which are set up to
meet the needs of children within different levels of edu-
cability.)

10. "making programs happen" if they do not currently exist.
11 feeling comfortable with their choice of Placement for their

child. This is a question that parents of children needing
residential placement nearly always request time to con-
sider.

12. seeking appropriate professional guidance and counselling
in family or personal problems, for example, genetic, psy-
chiatric, medical.

13. starting or becoming a member of a Parent Group (Associ-
ation) or at least initiating correspondence with another par-
ent to alleviate some of the feeling of isolation and gain
some satisfaction from actively working for their own cause.

It should be noted here that parents whose children are either
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adventitiously deaf-blind or so severely multiply handicapped that
they can derive little benefit from even the best programs of stimu-
lation are dealt with only peripherally in this paper. Some of their
needs are complex and quite different. Exploring them in a sepa-
rate paper would allow them to gain more value in the eyes of the
reader through a different emphasis.

As has beeen obvious to you, I have been dwelling on needs rep-
resenting for the most part parents of preschool congenitally deaf-
blind children since they are most frequently the current referrals
for educational evaluation. (The majority of the children seen re-
cently have been in the chronological age range of three to seven.)

Some of those needs that were just itemized were gleaned from
the initial period of disclosure after which parents want and need
an honest statement of the diagnosis, an explanation of its implica-
tions, an opportunity to ask questions and to begin to make con-
crete plans for the future.

Since parents have found the process, itself, of educationally
evaluating their child of value to them, perhaps it is important to
record some of the things learned from their statements about the
way they like to be encountered and about the opportunities for
learning and growth this period can provide. Some of the many
points they have mentioned are:

an opportunity to be away from all other direct responsibili-
ties and to concentrate on their handicapped child. For many,
it is their first chance to spend that kind of time and they dis-
cover many things about him for themselves as they, in turn,
think about management, sensory loss, his primary problem,
the ability to communicate, his present growth and develop-
}rent and thoughts about his future.

an opportunity to become acquainted with other parents of
multi-handicapped children, to live in the same cottage and to
share not only the week's evaluation experience but many
feelings, ideas and experiences as well.

to receive a full orientation of what to expect, through in-
formal "talk" sessions.

-- perhaps for the first time, to observe other deaf-blind children
and to receive explanations regarding their disabilities, their
program needs and their potential. By observing other chil-
dren in the diagnostic classroom, in the local nursery school
for deaf-blind children and in the Deaf-Blind Department it-
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self, they are better able to see their own child, in perspective,
and to understand program needs.

the advantage of spending at least an entire week so that the
children have a chance to adjust and so that it is felt that the
evaluation personnel have in fact observed his "normal be-
havior" if not some of his better performances. (They are
careful to watch staff at work and appreciate expertise, con-
scientious observation, the care with which children are han-
dled and the "realness" of staff,) If they feel that a staff has
cared and has "really looked" they are more ready to listen
and to trust what is said in conclusion.

the freedom to be involved in the total process and to observe
simultaneously with personnel; to receive explanations of
what is being done as it happens (in essence, learning via live
demonstrations); to have personnel open to their comments
and welcoming their questionsdisplaying at the same time
frankness and honesty and a genuinely caring attitudekeep-
ing in mind the importance of dialogue in language everyone
can understand.

to receive a full report, according to the evaluating staff's un-
derstanding of their children, with no information withheld
and to have an opportunity to ask question3 until information
is clarified, (This is according to the belief that parents have
the tight to know and can understand!) They also appreciate
an expression of general expectations for growth and future
needs because this kind of gross prediction is necessary in or-
der to plan. To know that future contact can be direct and is
easily available, that interest will be continued, and that re-
ports will be available is also important to them.

to have the advantage of a local professional worker experi-
ence the evaluation period with them, to become even more
involved (in most cases) and to assist them when they return
home.

to be presented with a summary and recommendations at the
end of the week but to be left with possibilities to consider
under the assumption that they have the right, the capability
and the responsibility to make their own decisions.

to feel as a parent that one has been thorough in his search,
that he understands the problem and can have confidence in
the recommendations made.

the advantage of having a Center coordinate available infor-
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mation regarding their situation via reviewing medical history,
having a current medical consultant's recommendations, ob-
taining information from prior educational programs and
from the parents themselves and from their own observations
regarding the child's total performance in order to finally de-
scribe to his parents their impression of the childhis disabil-
ity, his potential, and his placement, medical and manage-
ment needs. For many parents, their only prior experiences
have been bewildering, inefficient, inadequate and most cer-
tainly fractured medical care with no attempt on anyone's
part to think about the child's total needs. (This is especially
true of parents from the lower social-economic groups who
cannot afford to be private patients but have received care
primarily via clinics.)

an opportunity for emotional catharsis but with the focus on
their child. It is important that they be heard until they can
no longer think of additional pertinent information and that
their thoughts be requested, respected and used. (It might be
important to note here that Dr. Paulina Fernandez in report-
ing at the San Francisco Conference, stated that "In all situ-
ations, the scoring of data obtained on interviews has been
statistically compared with data obtained on observations and
has been found to be in significant agreement.")

an opportunity to receive counselling which does not work
toward an end of full acceptance of their disabled child. Per-
haps there is no such thing as full acceptance. Why should
there be? To convince ourselves of it as counsellors only en-
courages, in the parent, suppression of real but incompatible
feelings which must exist. lie, instead, should be helped to
realize his feelings may be normal and are best handled when
expressed.

It is important at this time for professionals to recognize that it
is indeed difficult to be responsible for the complex multi-handi-
capped child in such a concentrated way as these parents must be,
to help parents to recognize that some of the child's problems have
a physical base so that they can find some relief from lack of suc-
cess in particular areas of child-rearing, and yet to provide practi-
cal information which is appropriate to what they hive found his
level of functioning to be and which would be helpful to his par-
ents and teachers alike. Parents reflect the need for help in learn-
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ing to live with their handicapped child in the present as well as to
know where to turn for professional help as needs change.

I have spent perhaps too great an amount of time on the period
in which a young child is educationally evaluated. This is often the
error in reality also. Some children are "evaluated to death", medi-
cally, initially, and then educationally, Diagnosis is often viewed as
the end of the professional contact when, indeed, it is but a begin-
ning of extended professional responsibility. For many children
this may be the initial period of contactby the educator. That is
not to say that this is as it should be. Early intervention is very
important but it also has its own complicated history. Beyond the
initial diagnostic period then, many parents, according to their own
statement, need continued help in working through their feelings,
in management of everyday problems and difficulties to a reason-
ably satisfactory degree, and in making long-range plans for the
child's future. Ongoing professional contact should last indefinitely
and may not be with the same person(s) who presented the educa-
tional diagnosis. Needs will be continually changing as the child
grows and time passes. Again, provisions need to be made for this!

Since at least two of our panel members will address themselves
to the stage in which the child is still an infant, and since they are
parents of deaf-blind children, it is far better that they deal with
the subject from their direct experience. Hence, my comments will
be rather brief and from a slightly different point of view.

Parents of infants need time to adjust to the reality of having a
handicapped child. They may or may not have other children but
in any case most parents do not feel fully prepared to be parents,
let alone to cope with all of the other problems a multi-handi-
capped child presents. There is no precedent to rely upon. Often
they are caught up in the need to seek medical care. It frequently
seems that there is no end to the number of defects being found, to
the need to go through tense hospital scenes, to wading through
medical jargon, and so on. As the child grows, he is often notice-
ably different. That cannot be remedied. Part of the excitement of
having an infant is watching him develop and reach the all-im-
portant milestones of walking and talking. Butif he does not do
what he should according to normal standards, it can be very dis-
appointing. Other people notice and so parents must cope with
questions or well-meaning sympathy at the time they are trying to
adjust to the idea, themselves. Both parents, but initially probably
more fathers express the realization of the years of dependency the
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child will need, the limitations on the family and the many ques-
tions regarding what his future will be. Egos can be further crushed
by the notion picked up from professionals who seem to have an
air of special "know-how" which may make the parent realize his
inadequacy even more in this particular situation. At the same
time, the returns in terms of response from the infant may be prac-
tically non-existent for all of the effort on the part of his parents.
The list of possible effects on families could grow but let it suffice
to say that the parent has much to cope with in those early years
which might demand more than he is capable of handling, because,
in fact, it may be part of an overwhelming situation. Factors in that
situation and the kind of support available might determine even
at this early stage that a placement away from home may be neces-
sary although most families attempt to cope with the child at home
in their early years. We all recognize that the early years of a
child's life are the most important and it is also accepted that for
the most part he fares best in his own home environment. All or
part of the factors described above may be occurring in the life of
the deaf-blind child's parents during those important years when
how they handle their child, what they feel for the child, and how
they care for the child can make an, as yet, immeasurable but vital
difference to that child's future. Certainly, these are years when a
base is built by that family upon which the professionals in an edu-
cational or trainir; setting continue to work.

Crisis models describe reactions during the important early pe-
riods and are helpful in planning since they set forth one kind of
therapeutic intervention. However, they are often used as if they
were prescriptive without providing either the model or description
of long-term counselling and family aid or the flexibility which
would allow for meeting family inter-reactions which might vary
from the model.

Agencies have attempted to deal with this early period by urging
early referrals so that individual counselling can be done, by in-
corporating some exposure to parent needs in medical, educational
and para-professional education programs, by setting up Home
Training programs for parents, by bringing parents together in a
group, and by referring parents with deep or complicated problems
for psychiatric or other types of special help. Many parents have
found services at this stage inadequate, inappropriate or absent in
spite of the amount of conscious effort currently being supported.
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We need to thoroughly investigate reasons why and to move rap-
idly to change this situation.

By the time the deaf-blind child is three years old, the trend is
to attempt to enter him into a preschool program. This is often
possible since many new programs have sprung up during the past
few years to meet the increased demand for services presented by
the Rubella epidemic and improved medical techniques to "save
more babies" than ever before. They seem to vary in purpose from
day care, to training a specific skill, to normal nursery school ar-
rangement, to specially tailored individualized programs. Since re-
search does not support the idea that preschool programs contrib-
ute significantly to changes in the normal child in spite of what we
might all "feel" is true, and in light of the fact that it is known, as
we have already said, that the parents have the greatest influence
on the growth and development of the young child, it would seem
that no preschool program should exist without effort to involve
parents as fully as possible. During those years, they could be as-
sisted via regularly scheduled parent group sessions and individual
counselling sessions and even with their own involvement in the
teaching situationall of this structured to lend a great deal of
support. The objectives would be to increase their adjustment to
and understanding of their handicapped child, to become even
more appropriate in child care and to become more realistic in
plans for future educational placement. Hence, the preschool is an
ideal setting for assistance to parents through the stage following
the diagnosis itself. The fact that he is in a program so that re-
sponsibility for change in him is shared, that others are familiar
with and concerned for the child so that thoughts and feelings can
be easily discussed, and that the isolation is reduced by contact
with other families of similarly damaged childrenoften contrib-
ute to coping with reality, the reduction of anxiety and the increase
in the feeling of well-being in the entire family.

Many of the needs felt and expressed by parents are ones that
run throughout their lifetime. There are a few that are conspicuous
among the families of the school-aged child. Whether the child is
placed in a residential situation or a day program, the agencies
share common problems and difficulties and coping can be equally
as tremendous. For instance, the parents have many concerns prior
to entrance into any program. Their involvement has been great so
far. Now, they will no longer provide the lion's share of his ex-
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periences, be the authority on how to cope with his behavior or to
help him learn, be the most important person in his life, etc. They
must adapt to thisas well as to their own lives in the child's ab-
sence. The transition needs to be facilitated. It is also a fact that
all programs suffer the same major problem and that is how to
cope with increased psychological distance between parent and
child, not to mention parent and staff, during the entire period the
child's education or training is in process.

If, in fact, the child returns home for evenings, weekends, vaca-
tions, or forever (once his education or training years are over),
continued meaningful involvement is a must through every pos-
sible means! It is easy for some households to learn to function
best without the handicapped child or to fall into a false sense of
security that the child is "all taken care of" once he enters a pro-
gram without facing the reality of termination dates and, ultimate
responsibility. All must remember that the children are, first, the
children of their parents and the problem of respecting their rights,
feelings and knowledge as well as helping them to cope appropri-
ately with their total family responsibility at this time is certainly
difficult to meet satisfactorily but is essential.

The agency has the responsibility to facilitate consistent involve-
ment via the individual efforts of the teachers and child care staff
as well as through support of other members of the staff so that
parents can meet other parents, confer with members of the profes-
sional staff and visit often and at length in a variety of settings.
Services can be offered to teachers and child care staff in their
efforts with parents via appropriately prepared consultants who can
aid them in interpreting such things as their role, attitude and
practices, parent behavior, and worker-parent communication
breakdowns as well as how to cope more effectively in the actual
situation. The teacher-parent relationship is perhaps the most vital
one existing during those training years. It is to be supported and
encouraged in every way.

One mother wrote that to be kept involved was not only her
right but "beyond that, it was her basic need". Information should
continue to be given in an open, frank way. Reports on learning
and classroom behavior are important. However, it is also essential
not to overlook the sharing through dialogue of what parents are
missing of the child's daily living experience (especially if the child
has a major communication problem).

To have given an early projection related to the general prog-
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nosis of a child is important to the parent. To begin to think and
plan at an early stage, after he has grown and developed and more
specifics are known about him, for his future possibilities after
school is essential.

Here, I will abbreviate thoughts regarding the families of the
school-age child and mention that soon a chapter in our teaching
curriculum will be completed which will be devoted to this very
subject. It is hoped that it will serve as a common base of informa-
tion upon which to build in actual practice as well as being one at-
tempt among litany in developing ways to become more effective in
meeting family needs.

There is little written by parents of deaf-blind children express-
ing their own needs related to the period of time when their chil-
dren are either approaching the end of their school-age years or
are already of such an age. Mrs. Margaret Brock, as many of you
know, is a parent of an older deaf-blind child and a member of the
National Association for the Deaf-Blind Rubella Children in Eng-
land. She visited about twenty-five homes and recorded her own
thoughts as well as those of families interviewed in a paper she pre-
sented at a conference in England this Spring. Her paper is well
worth the consideration of us all.

We would need to concur with her that in most countries it is
increasingly more acceptable to make an investment only in chil-
dren whose possibilities for growth can be visualized. She vividly
points out, however, that there is the long-term dependence to con-
sider; that many parents have for long periods of time tried to cope
with providing security and experience and with improving the
child's personal independence but they are not super-humanthey
become weary; that there is often a resurge of guilt in that the limi-
tations of the child before them are now ones which he will always
have and with which they must cope in some wayeither at home
or in selecting an institutional placement; that again in this age
group there are individuals who become lost to any services espe-
cially if they cannot be served under vocational rehabilitation; that
the fact that the handicapped person is of adult age much longer
than he is a child cannot be overlooked and that again in spite of
tremendous expenditures for children, funds and programs are
minimal for these same individuals after the age of approximately
eighteen. She advocates the assumption by an agency of the re-
sponsibility for bringing to the parent's attention some of the fol-
lowing:
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the availability of trusteeship schemes where personal welfare
services are offered when parents can no longer do so.

the need to appoint someone, preferably not the siblings,
legally responsible for the deaf-blind child in their will.

the caution not to imperil the single lives or marriages of sib-
lings through responsibility for the handicapped child.

the need to be informed of social security, welfare services,
disability regulations, insurance schemes, etc. that might be
of assistance.

the need to find neighbors or relatives to share the load and
to ward of family Isolation.

the need to try to provide for constructive leisure time activi-
ties for the handicapped person. There is worry over the kne-
liness which comes, especially with communication problems.

the need to seek out and support the idea of "hostel life"
which would allow for relief for parents as well as gradual
transition from home to a, then, partially familiar living situ-
ation.

the need to find varied and more appropriate work possibili-
ties.

Neither time nor the purpose of this paper permits exploration
of some other vital issues.

May I quote from Mrs. Brock's concluding paragraph: "Soon
there will be many more families facing the problem of living the
'different' life that the possession of a handicapped adult imposes,
and we must try to blunder on toward a better pattern to offer them
so that together we can offer a more positive contribution and 'not
only just about keep up'."

The recent trend in this country as well as others to begin to
plan on the national level to meet needs of all deaf-blind persons
(and presumably, eventually, their families) from birth throughout
life is an exciting one which will hopefully spread to better serve
all handicapped individuals and minimize the blundering, in Mrs.
Brock's reference, with the ultimate goal being continuous and
effective care. It is certainly a challenge to us all!

IV. Implications for the Future

In conclusion, let me pose some questions to be considered by
all of us who are interested and involved in the field of the deaf-
blind in an attempt to leave us in a questioning attitude concerning
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what might be done to improve the quality of services to families,
including deaf-blind children.

We might ask:

1. Have we recently made a comprehensive assessment of the
services offered to families by the agencies we represent?
This would include such things as determining the exact limi-
tations of services rendered; our underlying attitudes toward
families; our priorities; our "hang-ups"; where direct services
might be extended with careful planning for implementation
of both short and long goals; future plans of re-assessment;
provisions made for parents needing immediate attention;
what is being done in in-service training to increase the effec-
tiveness of staff; the qualifications required of staff employed
to give direct service; our contribution in preparing future
professionals in this specific area of concern; the type of
working relationship there is with other service agencies
which might have as their goal psychotherapy, home man-
agement guidance, part-time assistance in a child's home care
and training, temporary or long-term foster placement for
the child, financial aid for medical care, genetic counselling,
etc.

2. How do we intend to meet not just group, but individual
needs?

Are members of the professional staff prepared, in the broad-
est sense, to work with parent groups as well as with indi-
vidual parents? Is the parent educator prepared with infor-
mation specific to needs of families of deaf-blind children?
Are families from isolated areas made to feel that a Center
is always available to them or that traveling personnel will,
on occasion, come to them to assess and demonstrate or
counsel or in any case lend support? Is there professional
staff who can be frank, honest and caring while being pro-
fessionally competent even if the approach varies?

3. Do we need to urge and participate in further research to
assist us in this area?
We might look at the manner in which a parent adapts to
the role of rearing a deaf-blind child along the design of
Barsch's study reported in The Parent of the Handicapped
Child; when parents are most apt to face periods of stress
and which types of intervention are most effective; what the
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attitudes of parents of multi-handicapped children are and
how they can be influenced; what information, experience
and support teachers or future teachers need in order to cope
competently with the family, but within their role, whether
or not there are better approaches to parents which need not
be based on concepts derived from the studies of T., ental ill-
ness since most parents are basically mentally healthy but
may need intervention in their behalf because of the crisis
the deaf-blind child brings to already complex lives; how
effective, for instance, Parent Group Education as promoted
by the Child Study Association might be in work with groups
of parents of deaf-blind children; how psychological distance
can be minimized between parents and a child placed in a resi-
dential setting; how deaf-blind children can be better inte-
grated into a community; whether or not there is a need for
an academic specialty in educating personnel to work with
parents of multi-handicapped children; what can be learned
about the type of person to be selected who will best, meet
needs for most parents; when parents are ready to accept, in
order to use, specific information regarding rearing his 'child,
an investigation more in the area of learning theory in adults
but vital for understanding the effects of counselling proper.

With these three major questions being only a beginning in the
number of questions we can think to ask ourselves, there would
seem to be a need for active research, the findings of which should
certainly lead to greater understanding of and improvement in this
aspect of our national and international effort.
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PREVENTION AND TREATMENT OF
THE RUBELLA SYNDROME

By THOMAS C. PEEBLES, M.D.

Pediatrician, Assistant Chief, Children's Services
Massachusetts General Hospital

The brilliant epidemiological deductions of the Australian oph-
thalmologist Gregg altered the concept of rubella as a benign ill-
ness and documented a significant incidence of serious congenital
defects in babies whose mothers acquired the disease during preg-
nancy. Although published in 1941,' Gregg's work was not widely
recognized until publicized in a presentation by Boston's Conrad
Wesselhoeft in a 1947 New England Journal of Medicine article?
The full significance of these clinical observations was not realized
until simultaneous isolation of the rubella virus in 1961 by Park-
man and his associatess in Washington and Weller and Neva' in
Boston. The epidemic of 1964 provided an opportunity to utilize
these new laboratory techniques in studying the pathogenesis of
the disease and delineated more specifically the considerable dam-
age caused to the fetus by infection with rubella virus. I would like
to note some medical aspects of the disease, discuss the contro-
versy over the current immunization program, and then say a few
words about the rubella syndrome and its treatment.

We used to consider German measles a benign three-day illness
with a little fever, a generalized rash, and lymph node enlargement
notably behind the ears. About 40% of adult women develop ar-
thritis, which is uncomfortable but lasts only a week or two. Seri-
ous disorders of thrombocytopenia and encephalitis following Ger-
man measles are relatively uncommon. Definite clinical diagnosis
of the disease in a non-epidemic year is impossible because of the
many other virus diseases which cause similar rashes. It is endemic
but major outbreaks occur in six- or seven-year cycles with the last
epidemic in 1964, in which 20,000 rubella syndrome infants are
estimated to have been born. We can expect another epidemic
within the next year or two, and this underscores the urgency in
applying any preventive techniques we have available.

Like most other viral diseases, the peak spread of virus occurs
in childhood during the early school years. Studies of immunity
point out that by age 19, the majority of youngsters have devel-
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aped natural immunity to this disease. Work by Horstmann and
others has shown that by the time of childbearing, an average of
85 %7.8.9. 10 of women have already had this disease and there-
fore their fetuses are presumably not at risk of the rubella syn-
drome. It is interesting that Horstmann's studies also show that in
the lower socio-economic groups, incidence of naturally acquired
immunity is even higher. Overall, then, roughly 15% of child-
bearing women are at risk, and in Britain and other countries, the
thrust of immunization has been directed at this age group. In the
United States, however, after careful consideration by knowledge-
able men of great integrity, the program was planned to eradicate
the virus, and the targets for immunization were school-age and
younger children who would be most likely to develop the disease
and bring it home to their pregnant mothers. This magnificent ex-
periment represents the first time that we have directed immuniza-
tions at an age group not itself at risk from complications of the
disease. It is clear that immunization of boys has little to offer them
directly. It is also clear that immunization of young girls may pre-
sent problems if immunity from the vaccine is not firm and long-
lasting as it is from natural infection.

There is already significant evidence documented by Horst-
mann,1° Chang," and others that vaccine immunity is indeed not
as protective as natural immunity. Horstmann, in particular, has
shown that the re-infection rate of vaccine-immunized individuals
when exposed to live natural virus is close to 100%, as measured
by a. rise in antibody titer, whereas the re-infection rate in individ-
uals who acquired immunity by having the natural infection is only
about 3%. Vaccine-induced protection, as assessed both in terms
of the height of antibodies and the serological re-infection rate in
exposure to wild virus, is significantly less satisfactory than that
afforded by natural disease. It would be tragic, indeed, to immu-
nize millions of our young girls only to have them grow up to
childbearing age with greater risk of fetal anomalies than if we
had let the usual 85% of them acquire solidly protective immunity
naturally. There remain some doubts as to whether virus may be
carried to the fetus in maternal blood during inapparent serological
re-infections. Preliminary studies to date have failed to demon-
strate such transmission, and it is the hope of experts here in this
country that vaccine immunity will be adequate, or that the next
ten years will see the development of improved techniques to pro-
duce such firm immunity. A major problem in our rush to get chil-
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dren immunized is an economic one. While Congress and state
legislatures may appropriate vast sums of money for the implemen-
tation of immunization programs, they are often unwilling at the
same time to provide enough funds for proper surveillance of the
incidence of the disease and vaccine reactions and efficacy. As an
example, a year ago when Congress had voted $48,000,000 for
rubella vaccine, investigators studying the use of this vaccine were
experiencing difficulty in obtaining funds from the National Insti-
tutes of Health. Despite the need for austerity in government
spending, it is vital that funds appropriated for application of new
medical advances be accompanied by sufficient support for con-
tinuing study and re-appraisal.

The need for constant re-appraisal has already been shown in
several immunization programs. Smallpox immunization, for ex-
ample, has been effective in ridding the United States of this dis-
ease so that we have not had a case for over 25 years. Immuniza-
tion programs in Africa and the Near East the past few years have
dramatically reduced the incidence of smallpox so that the time is
now at hand to consider altering smallpox immunization proce-
dures. Studies by John Neff in 19635 suggest that even the small
incidence of serious side effects of the vaccine now makes it de-
sirable to limit its use in the United States. There are an average of
seven deaths from post-vaccination encephalitis yearly as well as
hundreds of non-lethal but still discomforting complications from
use of smallpox vaccine. A recent re-appraisal of tetanus immuni-
zation° suggests that we have been over-zealous in giving emer
gency boosters and have caused an increasing number of discom-
forting side reactions as well as needless expenditure of many mil-
lions of dollars annually. Both polio immunization and measles
immunization, two of the most effective vaccine programs of re
cent years, have problems connected with them. These statements
should not be regarded as reasons for abandoning such programs.
Rather, they should emphasize the need for public support of con-
tinuing study and constant re-appraisal. This need for continuing
study applies even more to the rubella program.

Thus, those of you who are involved with rubella syndrome
children should be aware that some controversy does exist with re-
gard to the nationwide program which is continuing. The dilemma
facing us, of course, is that in order to immunize women of child-
bearing age with a live-virus German measles vaccine we would
want to be sure that they are not pregnant at the time of adminis-
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tratlon of this virus or do not become pregnant for the following
three months, because vaccine virus produces a viremia which
could spread to a fetus. The potential for congenital anomalies
from fetal infection with vaccine virus is not yet satisfactorily de-
termined. Furthermore, it is estimated that the cost of serological
studies to find the 15% of childbearing women who are not im-
mune would possibly be more than the cost of immunizing all chil-
dren, and the development of facilities for testing all women and
actually reaching them before pregnancy presents substantial diffi-
culty. Since success of the rubella immunization program in the
United States depends on widespread acceptance in order to elimi-
nate the virus, it must be recognized that only about 35 million
youngsters have now received such immunization and it seems un-
likely that more than 75% of those susceptible will ever receive
the vaccine. Another unresolved question, therefore, is whether
immunization of only this number of children will be sufficient to
create a barrier to protect the women of childbearing age and
break the back of any widespread epidemic. We hope that it will,
but the issue remains in doubt on many counts! Adequate studies
must be supported to follow this program for the next fifteen years
as a minimum, and I am particularly anxious that we pursue the
option of screening girls during adolescence and women of child-
bearing age so that priority may be given to individualized im-
munization of this non-immune group which is immediately at
risk.

Let us turn now to a simple presentation of the pathogenesis of
congenital rubella. Maternal viremia is necessary in order to trans-
mit the virus through the blood stream to the placenta. Even in
this situation, there may be no transmission of virus to the fetus
and a normal infant born. When fetal viremia occurs, widespread
organ infection may follow with cell death by lysis, chromosomal
breakage, and inhibition of mycosis and cell growth, This can re-
sult in death of the fetus at this point, or it may lead to a continu-
ing rubella virus infection with failure of cell differentiation, slow
growth and failure of cell division in differentiated cells. Damage
to major organs may also result in indirect damage to others.

The risk of congenital anomalies is very high in the first few
weeks of pregnancy, being about 47% during the first month and
gradually diminishing so that during the 13th to 16th week of preg-
nancy, the risk of anomalies is only 6%. The overall risk in the
first trimester has been variously estimated, but most reliable fig-
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urea place it at about 19%. It is interesting that this virus, which
has seemed to produce such a mild disease In the past and seems
to infect cells In tissue culture with little grossly demonstrable dam-
age, results in persistent infection with such devastating damage to
the fetus. Fetal infection with rubella continues after birth so that
virus is excreted for many months and has been found to persist
in cataracts for a matter of years.

Most of you are familiar with the anomalies which are involved
in the congenital syndrome. Babies may be born with active gen-
eralized disease and viral sepsis. During the neonatal period, there
may be encephalitis, bleeding disorders caused by thrombocy-
topenia, bone disease, hepatitis, and other continuing acute and
chronic problems. Congenital heart disease occurs in about 52%
of the rubella syndrome babies and hearing loss in about the same
number. Cataracts and glaucoma occur in about 40%; corneal
opacities and rubella retinopathy also are frequent. Typically, the
babies are low in birth weight and remain underweight and slow
in linear growth all their lives. This is presumably due to slow
growth and failure of cell division instituted in the uterus. Dental
anomalies are very frequent.

As a result of this widespread fetal infection which continues to
do damage during the rapid development of early infancythe ru-
bella syndrome child presents as a mutliply handicapped youngster
requiring medical evaluation by many specialists as well as the
specialized educational evaluation which you have been discussing
at this conference. The specific treatment of the various problems
must constitute a group effort in order to achieve maximum suc-
cess. In most instances, it is treatment of a chronic disorder to im-
prove the condition rather than to cure it. Much can be done with
life-threatening congenital heart disease and more will be done in
the years ahead. Hearing loss is a major medical problem requiring
careful evaluation and the use of auditory support devices wher-
ever indicated. Many of the eye problems are amenable to partial
surgical correction, particularly the cataracts which may be re-
moved with striking success in many instances. It seems likely that
there will be further developments in this area in the not too dis-
tant future that will offer some helpful additions in correction of
sight. The dental anomalies again are fixed and result frequently in
widespread dental caries and orthodontic problems. These children
should receive fluoride supplements routinely from birth onward,
either in drinking water or as supplements to the diet. Orthopedic
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devices and surgery may be very useful adjuncts to medical ther-
apy. Evaluation of the diffuse central nervous system involvement
may be extremely difficult in the presence of impaired hearing
and/or vision.

More studies need to be done with a wide variety of drugs in-
cluding anticonvulsants, tranquilizers, the amphetamine group,
and vitamins in large doses in an effort to bring partial control of
seizure disorders or hyperkinetic activity so that these children may
receive greater educational input. Having worked with the group
at Perkins evaluating a number of these children over the past two
years, I feel very strongly that the team approach to evaluation
and treatment offers the best hope for progress. A significant num-
ber of the children we evaluated had had badly fractionated medi-
cal care with various medical specialists each looking at his own
part of the disease process and yet with no one addressing himself
to the total child in the context of his home and educational en-
vironment. I have felt for a long time that educators and physicians
needed to get together more in the care of children. Certainly no-
where is this mutual input more important!

One of the findings to come out of our work at Perkins was the
observation, not yet followed up completely, of Miss Nan Robbins
that in the Iceland epidemic involving about 35 youngsters, none
of them seem to have had serious cataracts. In considering this fur-
ther, it became apparent that the disease in Iceland may have been
more severe than is customary, perhaps due to the isolated island
position of this population. Unusually high temperatures of 102°
to 104° were frequently recorded in the mothers experiencing this
illness. It is interesting to speculate that the Iceland epidemic may
have hit a population with less natural defense resulting in more
severe maternal disease but sparing the fetuses the eye involve-
ment so frequently seen when maternal disease takes its customary
mild form.

Unfortunately, there is no specific treatment for this virus in-
fection once it begins. Gamma globulin is effective in many dis-
orders, and there is reasonably good evidence that it has a useful
place in treating pregnant women who may be exposzd to rubella.
Evidence summarized by Schiff" demonstrates clear-cut preven-
tion of clinical disease and also significant reduction in incidence
of serological conversion by use of large doses of gamma globulin.
Furthermore, use of gamma globulin does not interfere with sero-
logical studies to determine whether the mother acquires the dis-
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ease in subclinical form, so that abortion is an option still available
for the woman in the first trimester who does develop serologi-
cal evidence of German measles. Liberalization of the abortion
laws in the United States has now made abortion an option to indi-
viduals with this disease. Advice regarding this procedure should
include consideration of the risk of fetal anomalies at a given time
in pregnancy as well as the priority of the pregnancy itself.

The use of antiviral drugs might seem logical both in prevention
after exposure and treatment of the fetus or infant. Unfortunately,
Amantadine, although having antirubella activity in the test tube,
has not been proven effective in treating or preventing the disease
in monkeys. Use of interferon and/or interferon-stimulating agents
may offer something in prevention of virus diseases in general, but
it is not practical for German measles. There is today a tremen-
dous amount of work being done on antiviral activity with various
agents. Hope for the pear future in preventing this syndrome by
use of these agents cannot be considered realistic.

In summary, then, though there is hope that the present im-
munization program may prevent significant numbers of rubella
syndrome babies in the next epidemic, there remain doubts as to
its long-range efficacy. Continuing studies must be pursued and
immunization efforts focused more on the young women at great-
est risk. Gamma globulin should enjoy wider usage, and abortion
is a last resort now thankfully more available to all women. Treat-
ment of this chronic disease in children and their educational eval-
ulation are best accomplished by a team that can follow specific
recommendations through with comprehensive and continuing care.
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POSSIBLE CONTRIBUTIONS FROM PEDIATRIC
NEUROLOGY AND NEUROPATHOLOGY TO THE

UNDERSTANDING AND MANAGEMENT OF
CONGENITAL RUBELLA CHILDREN

By G. ROBERT DELONO, M.D.

Neurologist, Massachusetts General Ijospital

The subject of the neurological problems associated with ru-
bella illustrates, I believe, some of the basic problems of pediatric
neurology. Let me at the start state what must be obvious: that the
study of the neurology and neuropathology of congenital rubella
is not going to cure rubella, or solve the clinical problem. The
study of the neurological problems of rubella does, I believe, help
us think about two of the broad problems of pediatric neurology:
1) First, the nature and consequences of insults to the embryonic
brain. This is the neuropathological question. 2) Second is the
problem of the disturbances in development of behavior and per-
formance that result from damage to the developing brain. While
these may be seen and dealt with, often, as psychological or educa-
tional problems, they are at bottom neurological, and we should
eventually hope to understand them in those terms.

It will be obvious to you that these problems are difficult in
rubella and pediatric neurology in general, because the develop-
mental dimension is added to the usual facts of neuropathology
and neurology. Thus the effects of injuries may be seen only long
after they occur, and the patterns of behavior and neurological de-
velopment may be altered in obscure ways that defy analysis if ap-
proached in a static fashion.

With the above as introduction, I should like to discuss some of
the features of the neurology and neuropathology of rubella in
general terms, hoping to e,nphasize principles that may have
broader applicability in pediatric neurology.

First, concerning the neuropathology. It is well-known that the
developing embryo is susceptible to damage by the rubella virus
only at a discrete time in development. This is generally taken as
the first three months of gestation, though infection at later stages
of pregnancy clearly can produce the congenital rubella syndrome.
We have learned that the range of the congenital rubella syndrome
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must be expanded, In that active infection acquired through the
placenta often persists into post-natal life, sometimes through the
first year or more of life.

The specific susceptibility of organs and cells to the injurious
effects of the virus is well illustrated by the lens. The lens cells be-
come susceptible to the virus only after they begin to differentiate
from primitive lens epithelium at about the fifth week; why that
should be so, we don't know, Later, a tough capsule forms around
the young lens, and this seems to protect it from invasion if the
virus infection occurs after the capsule is formed. Virus inside the
lensspells, however, seems to be protected by the capsule, and virus
has been isolated from lens later than from any other organup
to about three years of age.

The damage to cells and organs from virus depends also on the
morphogenetic, developmental calendar of the organ at the time of
infection. In the heart, for instance, infection at the stage of closure
of the atrial or ventricular septa may cause specific failure of those
critical events, whereas infection at later stages, or continuing into
postnatal life, will produce a diffuseand less interestingnecro-
sis of myocardial cells.

In connection with this idea of critical stages when damage may
occur, I would emphasize that the brain has by far the longest
cycle of development of any organ, and correspondingly is apt to
be at risk for the longest period. Active brain morphogenesis ex-
tends throughout the nine months of gestation, and then through
the first year of life in the important events of myelination and
cellular organization of the cerebellum. By contrast, the lens is
essentially formed by the twelfth week of gestation.

The brain is in fact quite uniformly involved in congenital ru-
bella. This is perhaps best demonstrated by the high incidence of
microcephaly in rubella. In fact, in some series microcephaly has
been the most common single finding, a figure of 62% being given
by Swan. Curiously, he gives an incidence of mental retardation of
only 5% of 101 cases. We shall discuss this apparent discrepancy
later.

It is accepted that head size reflects brain size quite well, in gen-
eral. We must conclude, then, that rubella brains are small. Naeye
has recently presented data indicating that these brains are small
because they have a smaller nu}nber of cells. This is a very im-
portant and interesting finding. It must be considered together with
the evidence from pathological examination of fetal material in-
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fected by rubella. These studies indicate that rubella causes dam-
age and necrosis of brain cellsand indeed of cells in many organs
with virtually no inflammatory or separative reaction. That is,
the infected cells simply drop outand the remaining cells carry
on unchanged. This biological reaction, or lack of it is consistent
with what is found if such a brain is examined later: a smaller
organ composed of fewer cells but with every part present.

This suggests an important biological idea that the number of
cells produced in the formation of an embryo is limited, and if they
are destroyed the deficit can't be made up. Thus, in part at least,
the genetic instructions seem to be "make so many cells", not
"make an organ so big." What I have said is an oversimplification,
of course; for one thing, the virus seems to retard cell proliferation,
in addition to destroying without trace cells that exist already; both
lead to the same result.

There seems to be evidence that rubella virus oftenor usually
continues to infect the brain throughout fetal life, and well into
post-natal life. Virus is often cultured from brain and spinal fluid
for months post-natally, and congenital rubella encephalitis and
meningitis are prominent parts of the "expanded rubella syn-
drome". The pathology of the later stage of the disease is some-
what different from that described above for the early fetus. In
brain, the major damage is to cells of small blood vessels and
capillaries, which then leads to small areas of infarction in the
brain substance. Some inflammatory response may be present at
this stage.

Later, for reasons not known, the active infection subsidesand
the infant's function and neurological development may then begin
to improve substantially. Thus we must think about rubella affec-
tion of the brain as something not simply occurring in the first
months of gestation, but as actively continuing in post-natal life;
thus the neurological disorder and the microcephaly may be actu-
ally progressive through the first months or year of life.

One other aspect of the neuropathology of rubella is illustrated
by the investigations of Dr. Thomas Kemper. He has examined
neuropathologically the brains of rubella children at various ages.
In them, he found no evidence of inflammation, of necrosis, or of
gliosis; that is, they showed no evidence of active destructive dis-
ease. What they do show, quite dramatically, is a marked retarda-
tion in maturation, which is general throughout the brain. For in-
stance, the brain of a rubella child 51/2 months old resembled, in
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terms of myelin development, that of a normal newborn; normally,
by five months there should be a dramatic increase in myelination
over that present at birth. The myelination lag was present in all
parts of the brain and indicated a general retardation in the pace of
brain development.

The concept of retarded development of brain following pre-
natal rubella infection helps in thinking about the clinical neurol-
ogy of congenital rubella. Often, I must admit, the deficit is not so
minimal. However, I would recall the data of Swan's mentioned
previously that while 62% were microcephalic, only 5% were
mentally retarded.

It seems evident, however, that many of those who are not re-
tarded nevertheless have developmental lags, often of significant
degree in one or several areas. I would submit that, in general
terms, it requires a normal mass of brain to develop normally; and
that in the child stricken with congenital rubella, the retardation of
brain growth, both in number of cells and rate of myelination, is
reflected in inefficient development of neurological function.

Let me say quickly, that in many cases this seems to be in fact
a lag and not a permanent deficit. As evidence for this, I may cite
the 25-year follow-up study of Gregg's original patients in Aus-
tralia; of that group of 50 patients, the great majority had made a
remarkably good socio-economic adjustment. Only five were con-
sidered mentally retarded; the other 45 equalled the normal popu-
lation curves for intelligence, despite the fact that most were handi-
capped by severe deafness. Psychiatric illness was no greater
among them than in the general population.

It is reported that the parents of at least three of these patients
who are now normal were told that their children would be sig-
nificantly mentally retarded. I would guess it happened more than
three times, and I believe it continues to happen.

I would like to mention one other problem that always inter-
ests neurologists, but for which I have no real answers, and that
concerns the "localization" of functions which are retarded in the
neurological development of rubella children, as well as other
minimal brain dysfunction children. When we see children with
congenital aphasia, does that mean that their left parietal and
temporal lobe is damaged? Or clumsy childrendoes that mean
their cerebellum, or their frontal lobe, is specifically damaged? Or
organically hyperactive childrenis their limbic system specifically
affected? The answers to these questions are very much harder to
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arrive at In children than in adults. (The most obvious reason is
that the child's neurological function is quite plasticthe best-
known example being the ability of the right hemisphere to medi-
ate speech after damage to the left in childhood.)

In some youngsters, the deficit we observe seems to result from
the combination of a peripheral sensory defect and impaired mat-
uration of brain. An example Is the aphasia often associated with
deafness in rubella children, but going beyond what can ordinarily
be accounted for by the hearing loss alone.

I saw an analogous striking example of this phenomenon in two
congenitally blind girls who had a marked and persistent defect in
spatial orientationin one so severe that she could not find her
brush on her dresser in her room in the morning. The neurologist
would ordinarily like to attribute this to a non-dominant temporal
lobe lesion; but again I wonder if this is not a combination of a se-
vere congenital sensory deficit with a maturational retardation of
cerebral cortex, the combined deficit becoming manifest in the
point of least resistanceor the point of greatest stress, as it may
be.

I would like to give one contrary example to make a fairly spec-
ulative point. We have been interested in youngsters with aphasia
without hearing loss, and often with more or less of the features
associated with what is called autism. In examining EEG's and
pneumoencephalograms on about 15 of such children, we have
be,..1 struck that a large number of them have demonstrable ab-
normalities of the left temporal lobe. It has been tempting to asso-
ciate their language deficit with left temporal lobe pathology or de-
ficiency, but we cannot do this as yet. This does suggest however
and I mention it only for this purposethat local lesions may yet
be found to account for specific neurologic defects in the brain of
the developing child.

I fully realize, to my dismay, that I have given you few facts. I
believe, however, we are discussing an area where there are few
facts to give. A better correlation between development in intellec-
tual, motor, emotional, and behavioral realms, and the state of
brain development and integrity, is a task that lies ahead, for the
most part, and is, I think, as interesting and vital a question as any
man can put.
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TRAINING OF PERSONNEL FOR THE
EDUCATION OF DEAF/BLIND CHILDREN

By KEITH WATKINS

North Rocks School for Blind Children (N.S.W. Department
of Education), Sydney, Australia

Paper for presentation through coloured slides

In designing and implementing a teacher training programme
and at the same time making provision for the training of ancillary
staff, the administrator must take account of the type of child to
be educated and be fully aware of the basic needs of the child.
Again, it is essential that he understand the desirable principles of
approach to be adopted in respect of curriculum and methods.

Then, of course, there are the wider aspects such as: the admin-
istrative philosophy and framework through which and by which
the programme will be developed; the availability of resources, in-
cluding those in related fields of study; and the social, political and
economic climate of the times.

So, there will be no universal approach or panacea. Indeed, flex-
ibility and versatility would seem to be key attributes, particularly
in respect of personnel training for the education of deaf/blind
children, a field in which there are so many unknowns and uncer-
tainties. However, from a descriptive analysis of a particular pro-
gramme, certain basic considerations become evident.

Type of Child

At the North Rocks School for Blind Children, in accordance
with the now internationally accepted definition, a deaf/blind child
is regarded as one who has both a visual and auditory impairment
to such an extent, when considered conjointly, that he is unable to
develop or function satisfactorily in either a regular programme
for auditorily impaired children or a regular programme for visu-
ally impaired children. So, in our Deaf/Blind Department we have
pupils with visual and auditory impairments in a great variety of
degrees and combinations.

At the same time, our children display an extremely wide range
of capacities and personality differences. In. fact, as Carl Davis,
Head of Perkins Psychology Department has indicated, the dcaf/
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blind child "is a personality structure that is unique and exceed-
ingly complex." Hence, we do not have a quantitative lower limit
of educability. Still, we have qualitative evaluation for placement
based on the needs of the child and availability of suitable educa-
tional programme.

So, on the one hand, the types of children In our Department
range from the congenital, totally blind/profoundly deaf, function-
ing at a very low educational level, to the adventitious, totally
blind/profoundly deaf, functioning at a very high educational
level. On the other hand, they range from the congenital, partially
seeing /profoundly deaf, to the congenital, partially seeing/hard-of-
hearing, functioning either at a very low or very high educational
level. Then, of course, there will be departures from the range al-
ready mentioned to include some children who might well be de-
scribed as pseudo-deaf/blind. For example, in this category we
have the visually handicapped child with a severe language-learn-
ing problem due to other than severe mental retardation (aphasic,
autistic).

Thus, while each child is a complex individual, there are certain
basic criteria for labelling him deaf/blind and placing him in the
programme. He will have both a visual and auditory impairment
or both a visual and pseudo-auditory impairment other than severe
mental retardation. Moreover, he will be educationally retarded
due mainly to his dual handicap.

Curriculum and Methods

The general philosophy and curriculum theory of the North
Rocks School for Blind Children are based on the principle that
atypical pupils are first and foremost children. Again, provision of
the desirable education for atypical children necessitates construc-
tion of a programme which fully recognises their likeness to the
normal child while at the same time giving full recognition to their
special needs. Such a philosophy is applicable to our deaf/blind
children.

In our Deaf/Blind Department drastic modifications are made
to the regular school curriculum, while methods are applied in ac-
cordance with the needs of the pupils. The curriculum is not con-
fined within subject compartments but is child-centred. A five-
weekly programme based on individual needs is designed by the
class teacher. The main areas of special education from which tech-
niques and technology are drawn are: the auditorily impaired, the
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visually impaired, and the educationally retarded. Other areas in-
clude: the mentally handicapped, emotionally disturbed, autistic,
aphasic, and physically handicapped.

Hence the training programme for personnel has been based and
developed accordingly.

The Class Teacher

All teachers have a responsibility to practise self-improvement
in relation to techniques used and technology applied, thereby fa-
cilitating professional growth. Continuative in-serve education for
the class teacher must be a feature of a deaf/blind programme as
in any educational programme. However, the great variety of meth-
ods and specialized skills applicable with deaf/blind children re-
quires that the class teacher display a high degree of understanding
and flexibility in order to provide the desired programme. In-serv-
ice training alone is insufficient to ensure a supply of teachers with
the necessary skills, attitudes and versatility.

Therefore, all classroom teachers in our Deaf/Blind Department
have had regular training in a Teachers' College, several years of
practical experience in general and/or special education, then an
additional year of training in the education of deaf/blind children
at Perkins School for the Blind or at North Rocks.

Our teaching programme was launched in August, 1966, with
three teachers trained at Perkins. Three more teachers were sent
for training in the face of a growing number of children awaiting
placement. However, it soon became clear that, if the Deaf/Blind
Department were to develop as a comprehensive programme, a
continuing supply of specialty trained teachers would be essential.
Equally evident was the fact that we could not expect to continue
indefinitely to rely on the good graces of Perkins to train our teach-
ers, prticularly in such numbers. Then, of course, there was the
financial aspect of sending trained teachers around-the-world for
an additional year of special training.

Having a nucleus of six Perkins-trained teachers, and having
first-hand knowledge of the experience and design of the Perkins
training programme as a guide, a course of training was planned
along similar lines. The N.S.W. Department of Education accepted
the plan which was put into operation from the beginning of 1969
as the first course for the deaf/blind or blind in this part of the
world.

The course is conducted jointly through the Course for Teachers
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of the Deaf at Sydney Teachers' College and the North Rocks
School for Blind Children. Teachers from regular schools are sec-
onded to the course for one year before taking up an appointment
in our Deaf/Blind Department. In 1969 eight teachers completed
the year, while in 1970 seven were trained, including one from
South Australia and one from Queenslandthese having returned
to their home States to educate deaf/blind children. While some
practise teaching has been undertaken by students from a teachers'
college, the full course has not been conducted during the current
year as sufficient teachers have been trained to meet staff require-
ments, while several have been appointed to schools for deaf chil-
dren until required in the Deaf/Blind Department. However, with
basic procedure and resources well-established under a flexible sys-
tem the course can be re-activated as the need arises. Basic per-
sonnel to conduct the course are readily available, being drawn
from teachers of the blind and deaf/blind within the school and re-
source people from without. At the same time, the Course for
Teachers of the Deaf at Sydney Teachers' College continues each
year.

The following is a broad outline of course structure:

1. Sydney Teachers' College
A. Subjects Related to Deafness
B. Education of the Auditorily Impaired
C. Psychological Aspects of Deafness

2. North Rocks School for Blind Children
A. Subjects Related to Blindness
B. Education of the Visually Impaired
C. Education of the Deaf/Blind
D. Demonstration Lessons: Blind, Deaf, Deaf/Blind
E. Practical Method: Tadoma, Finger Spelling, Braille
F. Practise Teaching: Blind, Deaf, Deaf/Blind (9-10 weeks)
G. Observation and Teachers' Aide: Deaf/Blind Depart-

ment (3-4 weeks)
H. Films

3. Field Trips
Observation schools, classes, establishments, clinics, includ-

ing those for: blind, deaf, partially seeing, autistic, educa-
tionally retarded.

From this outline it will be evident that considerable emphasis
is placed on practical training in the school situation. Moreover,
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the theoretical aspects covered at the school are presented through
a seminar approach rather than through lectures. Again, the semi-
nars are pitched at the level of the practising teacher rather than
at advanced academic levels. Indeed, the consensus of student opin-
ion suggests that for future courses every effort should be made to
devote even a greater proportion of the overall time to theory and
practise within the school situation.

While there is no rigid check list of characteristics for trainees,
there is a selection procedure based on degree of interest and ob-
jective desire to enter the field, coupled with previous teacher
training, experience, and success in regular teaching. At the same
time an opportunity is given to observe the teaching programme
before a decision is made. Thus, the course is an additional year
of professional training and the Deaf/Blind Diploma (North Rocks
or Perkins) is now recognized by the N.S.W. Department of Edu-
cation as an additional year of training in respect of status and
salary increment.

The specially trained teaching staff is regarded as the fulcrum
on which the Deaf/Blind Department balances, being the basic
component for both the teaching programme and the re-cycling of
the training programme. Its functions include: class teaching; as-
sessment of prospective pupils; seminar leading; home teaching;
demonstration teaching; supervision of practise teaching and other
trainee practical work; special speech training.

In 1964, when commenting on the Perkins Teacher Training
Programme for Deaf/Blind, Dr. Waterhouse said: "The effect of
this training programme on the size of our Department has been
conspicuous." We could say the same thing for our programme and
go even further. In fact, the very future of our Deaf/Blind De-
partment, in terms of extent and nature, will be dependent on the
training of teachers. Before the training course was established in
1969, we had six teachers and ten children. In 1970 there were
twenty-two children and thirteen teachers. This year we have
twenty-two pupils, twelve teachers, and three teachers' aides.

Ancillary Personnel

With the trained teacher as the pivot, a variety of in-service
methods is used for the training of ancillary personnel. Included
here are: staff meetings, staff seminars; case studies; supervision
and advice from trained teachers; observation of lessons and activi-
ties; professional reading; instruction in technology; instruction in
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techniques; films. These methods are applicable to the following:
specialist subject teachers (e.g. Physical Education, Home Science,
Industrial Arts); integration teacher (e.g. class for blind, class for
deaf); general teaching staff (e.g. blind department); teachers'
aides; counsellors (e.g. psychologist); medical personnel (e.g. pedi-
atrician); residential staff; parents; and so on.

In Conclusion

The importance of having specially trained teachers to educate
our deaf/blind children cannot be overemphasized. Not only are
they faced with the immense responsibility of providing an educa-
tion for a most complex group of personalities, but they are also
charged with the tasks of providing in-service training for a great
range of ancillary personnel and assisting with the basic training
for future teachers of deaf/blind children. At the same time, as
with all personnel engaged in the educational process, they have
the added responsibility of continuing their own education through
in-service methods such as: seminars, summer schools, professional
reading, conferences, research, observation, and visits to other pro-
grammes (including related special l'klds and regular schools).
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COURSE FOR TEACHERS OF THE DEAF
AT SYDNEY TEACHERS' COLLEGE

Subjects Related to
Deafness and Education of the Deaf

A:

I. Anatomy, Pathology and Physiology of the Ear, Nose and Throat.
2. Nature of Deafness: Causes of Deafness: Medical and Surgical Treat.

ment of Deafness.
3. Acoustics: Nature and Measurement of Physical Sound.
4. Psycho-Physics of Sound: Sound Sensation: The Measurement of

Sound Sensation.
5. Measurement of Hearing and Deafness.
6. Ascertainment of Deafness.
7. Incidence of Deafness.
8. Sound and Electricity: Hearing Aids and Other Amplifying Systems,
9. Phonetics.

10. Speech: Its mechanism and characteristics.
11. Language Development i Hearing Children.

B:
1. Aims of Treatment:

(a) Children
(b) Adults

2. Speech Reading:
(a) For deafened adults
(b) For deaf children

3. Auditory Training:
(a) For deafened adults
(b) For deaf children

4. Developing Language In Deal Children:
(a) Preschool children
(b) School children

(See also under Curriculum
and Teaching methods.)

S. Curriculum Problems and Teaching Methods:
(a) Basic SubjectsReading, Writing, Number
(b) Other SubjectsSocial Studies, etc.
(c) Different kinds of lessons (viz. Picture talks, Stories, News

lessons etc. rewritten and spoken language development.)

6. Speech Improvement: Methoes and Problems:
How to improve the quality of speech of the deaf at various stages,

7. Nature of Educational Provision:
(a) Kinds of Provisionall age levels (0-20)
(b) Ideal and Actual
(a) Methods of classification.

Manual
(d) Basic Methods Oral

Combined
(e) Kinds of provision outside of N.S.W.

8. History of Education of the Deaf:
9. Problems of After Care:

Vocational Guidance: Job Selection:
Vocational Training: Job Adjustment:
Social Life and General Welfare.
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C:

Psychological Aspects of Deafness

I. Essential differences between Deaf and Hearing child at various age
levels. (Effect of various degrees of deafness.)

2. Behaviour Problem of Deaf Children.
3. Problems of parents of deaf children.
4. Problems of deaf adults.
S. Effect of deafness on psychological processes, e.g. Memory, Thinking,
6. Deafness and Personality.

snr

Teacher observing reading lesson.
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MULTIPLE HANDICAPPED (DEAF-BLIND)
TEACHER TRAINING PROGRAM

SAN FRANCISCO STATE COLLEGE

By BARBARA FRANKLIN, Ph.D,

Coordinator, Perkins School for the Blind

The immediate objective of this program is to prepare teachers
for Multi-handicapped (Deaf-Blind) children to meet the increased
demand resulting from the 1964-1965 Rubella epidemic.

The multidisciplinary philosophy of the Multi-handicapped
(Deaf-Blind) teacher training program at San Francisco State Col-
lege is reflected in the course content, practicum experience and
use of outside consultants and guest lecturers.

The trainee's required courses include four specifically in the
Deaf-Blind area, taught by Dr. Franklin and Dr. Jackson, with em-
phasis on task analysis and the preschool child. The students are
required to take a course in Teaching the Blind and Partially
Sighted, taught by Mr. Flatten in the Vision area. They are also re-
quired to take the course in Language Development in the Young
Deaf Child, taught by Dr. Muir, Deaf Area Coordinator. Most of
the students include in their electives a course in Teaching Neuro-
logically Impaired Children, taught by Dr. Bigge, Orthopedically
Handicapped Area Coordinator, and a course in Audiology, taught
by Dr. Lamb of the Communicative Disorders Area.

The students begin their practicum experience by the second
week of the term, and the more experienced trainees are allowed
an active participating role from the outset. The emphasis on the
young child is carried through in their observations and student
teaching, since they obtain their practicum experience in classes for
preschool deaf-blind children at the Home Demonstration Program
in Hayward, the Diagnostic School for the Neurologically Handi-
capped and Sunshine School in San Francisco and the Multi-handi-
capped Center in San Jose. The trainees get practicum experience
on both the preschool and elementary level at the California School
for the Blind, Deaf-Blind Department. The latter provides the stu-
dents with the necessary experience in teaching academic skills to
deaf-blind children. The diversity of the practicum facilities is rep-
resentative of the various settings of Multi-handicapped programs
throughout the country.
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In addition to the course content dealing with developing com-
munication skills and making maximum use of residual hearing,
Dr. Franklin also demonstrates specific techniques with deaf-blind
preschoolers at the Home Demonstration Program sponsored by
San Francisco State College, as well as with older children at the
California School for the Blind, Deaf-Blind Department. Since
many of the deaf-blind children have basic learning problems, the
trainee's practicum includes observation of Mr. Donald Kruse
teaching aphasic children at the Multi-handicapped Center. Each
trainee observes a complete diagnostic evaluation of two multi-
handicapped children at the Diagnostic School for Neurologically
Handicapped, including medical, psychological, speech, language,
hearing and vision testing. Observation of the educational program
at the Diagnostic School familiarizes the student with the various
members of a rehabilitation team. For example, techniques de-
scribed by Dr. Bigge in her course dealing with the neurologically
handicapped are reinforced by watching the physical therapist at
the Diagnostic School. The school also provides an additional fa-
cility for the students to observe specific therapy for children with
aphasia and other learning problems related to central nervous sys-
tem dysfunction.

Guest lecturers from related fields who are used to supplement
the Multi-handicapped (Deaf-Blind) teacher training program in-
clude Dr. Carolyn Compton, Learning Specialist, who lectures on
motor development and cerebral palsy implications; Dr. Douglas
Crowther, Pediatric Neurologist, who describes the Rubella syn-
drome and its neurological implications; Dr. Richard Dixon, Pedi-
atric Audiologist; Dr. Earl Stern, Ophthalmologist; Dr. Louis
Mehr, Optometrist, who discusses low vision aids; and Dr. Hi lde
Schlesinger, Psychiatrist working on the Mental Health Project for
the Deaf.

Practicum facilities have been selected so as to provide a broad
base of experience with multi-handicapped children, particularly
deaf-blind. All of the locations are within one hour's drive from
San Francisco State College.

The trainees do most of their observing and participating on the
preschool level since well-trained teachers are especially needed
to develop programs to meet the needs of the Multi-handicapped
children born during the 1964 Rubella epidemic. Practicum facili-
ties include the preschool deaf-blind program sponsored by San
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Francisco State College and the Multi-handicapped classes in the
San Francisco public schools.

Another practicum facility is the Diagnostic School for the
Neurologically Handicapped which adjoins the San Francisco State
Co liege campus. The students both observe and student teach in
their newly established experimental preschool deaf-blind class. In
addition, the students observe diagnostic evaluations of multi-handi-
capped children at the Diagnostic School, including psychological
testing, audiometric evaluation, speech and language assessment,
pediatric and neurological workups. This type of experience will
help the trainees to better understand diagnostic evaluations.

Another facility is the Multi-handicapped Center in San Jose.
The program has 27 multi-handicapped children, including 12
deaf-blind, The students observe both the deaf-blind and aphasic
classes. Since many of the deaf-blind children have accompanying
degrees of learning and perceptual problems, exposure to aphasia
therapy should prove useful,

The California School for the Blind, Deaf-Blind Department
now has 11 classes. The trainees continue to participate and stu-
dent teach at this facility, primarily on the elementary level. This
provides them with the necessary experience of developing speech
and language skills in deaf-blind children, in conjunction with the
teaching of academic skills.

In addition to the practicum experience already described, the
students also have laboratory assignments, including basic spectro-
graphic analysis of their own speech. An understanding of the
acoustic nature of the spoken word is essential in trying to deter-
mine what children with different types of hearing losses probably
hear. This information can then be used as the basis for planning
the auditory training program. The students also have practice us-
ing the audiometer so that they will have some familiarity with the
procedure.

275



M
U

L
T

IP
L

E
 H

A
N

D
IC

A
PP

E
D

 (
D

E
A

F-
B

L
IN

D
) 

T
E

A
C

H
E

R
 T

R
A

IN
IN

G
 P

R
O

G
R

A
M

SA
N

 F
R

A
N

C
IS

C
O

 S
T

A
T

E
 C

O
L

L
E

G
E

B
ar

ba
ra

 F
ra

nk
lin

. P
hD

., 
C

oo
rd

in
at

or
R

eq
ui

re
d 

C
ou

rs
es

Sp
. E

d.
 2

63
.1

E
du

ca
tio

n 
of

 th
e 

D
ea

f-
B

lin
d

St
ru

ct
ur

e 
an

d 
fu

nc
tio

n 
of

 th
e 

ea
r 

an
d 

ey
e;

 th
e 

R
ub

el
la

 S
yn

dr
om

e
in

cl
ud

in
g 

pa
th

ol
og

y,
 e

tio
lo

gy
, d

eg
re

e.
 P

ro
bl

em
s 

of
 h

ea
ri

ng
 a

nd
vi

su
al

 d
ef

ec
ts

 a
nd

 th
ei

r 
ed

uc
at

io
na

l i
m

pl
ic

at
io

ns
. P

hy
si

ol
og

ic
al

an
d 

ps
yc

ho
lo

gi
ca

l p
ro

bl
em

s 
of

 m
ul

tip
le

 h
an

di
ca

pp
ed

 c
hi

ld
re

n.

Sp
. E

d_
 2

63
.2

T
ea

ch
in

g 
th

e 
D

ea
f-

B
lin

d,
 I

M
et

ho
ds

 o
f 

te
ac

hi
ng

 m
ul

tip
le

 h
an

di
ca

pp
ed

 c
hi

ld
re

n 
fu

nc
tio

ni
ng

at
 th

e 
pr

es
ch

oo
l l

ev
eL

 C
hi

ld
 d

ev
el

op
m

en
t e

va
lu

at
io

n 
an

d 
di

ag
-

no
st

ic
 te

ac
hi

ng
 te

ch
ni

qu
es

. D
ev

el
op

m
en

t o
f 

la
ng

ua
ge

 a
nd

 c
om

-
m

un
ic

at
io

n,
 in

te
lle

ct
ua

l a
nd

 m
ot

or
 d

ev
el

op
m

en
t o

f 
th

e 
pr

es
ch

oo
l

ch
ild

. P
ar

en
t c

ou
ns

el
in

g 
as

 a
n 

in
te

gr
al

 p
ar

t o
f 

th
e 

pr
es

ch
oo

l p
ro

-
gr

am
.

Sp
. E

d.
 2

63
.3

T
ea

ch
in

g 
th

e 
D

ea
f-

B
lin

d,
 I

I
T

ea
ch

in
g 

m
ul

tip
le

 h
an

di
ca

pp
ed

 c
hi

ld
re

n 
in

 th
e 

el
em

en
ta

ry
 s

ch
oo

l.
+

.1
D

if
fe

re
nt

ia
l d

ia
gn

os
is

 o
f 

au
di

to
ry

 d
is

or
de

rs
ap

ha
si

a,
 d

ea
fn

es
s,

cr
%

au
tis

m
, r

et
ar

da
tio

n.
 E

m
ph

as
is

 u
po

n 
de

ve
lo

pm
en

t o
f 

la
ng

ua
ge

an
d 

co
m

m
un

ic
at

io
n 

th
ro

ug
h 

au
di

to
ry

, v
is

ua
l a

nd
 ta

ct
ile

 a
p-

pr
oa

ch
es

. T
ea

ch
in

g 
el

em
en

ta
ry

 s
ch

oo
l s

ub
je

ct
s 

an
d 

B
ra

ill
e 

to
de

af
-b

lin
d 

ch
ild

re
n.

 (
 P

re
re

qu
is

ite
s:

 E
d.

 2
63

2 
m

us
t b

e 
ta

ke
n 

co
n-

cu
rr

en
tly

 w
ith

 E
d.

 2
21

23
)-

Sp
. E

d.
 2

62
.2

L
an

gu
ag

e 
fo

r 
Y

ou
ng

 D
ea

f 
C

hi
ld

re
n

T
he

 in
iti

at
io

n 
an

d 
de

ve
lo

pm
en

t o
f 

co
nn

ec
te

d 
la

ng
ua

ge
 f

or
 d

ea
f

ch
ild

re
n 

at
 p

re
sc

ho
ol

 a
nd

 e
le

m
en

ta
ry

 le
ve

ls
 th

ro
ug

h 
sp

ee
ch

 r
ea

d-
in

g.
 L

an
gu

ag
e 

sy
st

em
sp

ar
tic

ul
ar

ly
 p

ro
ce

ss
es

 in
 a

 v
er

ba
l f

ra
m

e-
w

or
k.

 G
ra

du
at

e 
st

ud
en

ts
 o

nl
y.

Sp
. E

d.
 2

62
.3

Sp
ee

ch
 f

or
 Y

ou
ng

 D
ea

f 
C

hi
ld

re
n

St
ru

ct
ur

e,
 f

un
ct

io
n 

an
d 

pa
th

ol
og

y 
of

 th
e 

sp
ee

ch
 a

nd
 h

ea
ri

ng
m

ec
ha

ni
sm

. M
ot

or
 a

nd
 a

co
us

tic
 p

ho
ne

tic
s.

 M
an

ag
em

en
t o

f 
re

-
si

du
al

 h
ea

ri
ng

; a
m

pl
if

ic
at

io
n 

sy
st

em
s 

an
d 

de
ve

lo
pm

en
t o

f 
au

di
-

to
ry

 s
ki

lls
 to

 s
up

po
rt

 s
pe

ec
h 

im
pr

ov
em

en
t_

Sp
. E

d.
 1

21
.1

3
O

bs
er

va
tio

n 
an

d 
C

lin
ic

al
O

bs
er

vi
ng

 a
nd

 p
ar

tic
ip

at
io

n 
in

 p
re

sc
ho

ol
 a

nd
 e

le
m

en
ta

ry
 s

ch
oo

l
Pr

ac
tic

e 
(D

ea
f-

B
lin

d)
pr

og
ra

m
s 

fo
r 

de
af

-b
lin

d 
ch

ild
re

n.
 O

bs
er

va
tio

ns
 a

nd
 c

ou
rs

e 
co

n-
te

nt
 w

ill
 b

e 
cl

os
el

y 
co

or
di

na
te

d.
 M

us
t b

e 
ta

ke
n 

co
nc

ur
re

nt
ly

 w
ith

E
d.

 2
63

2 
(1

50
 h

ou
rs

).



Sp
, E

d.
 2

21
23

St
ud

en
t T

ea
ch

in
g 

D
ea

f-
B

lin
d

St
ud

en
t t

ea
ch

in
g 

un
de

r 
gu

id
an

ce
 o

f 
a 

su
pe

rv
is

in
g 

te
ac

he
r.

 R
e-

qu
ir

ed
 f

or
 p

ro
gr

am
 le

ad
in

g 
to

 s
ta

nd
ar

d 
or

 r
es

tr
ic

te
d 

te
ac

hi
ng

 c
re

-
de

nt
ia

ls
 w

ho
 h

av
e 

cl
ea

re
d 

pr
er

eq
ui

si
te

s.
 M

us
t b

e 
ta

ke
n 

co
nc

ur
-

re
nt

ly
 w

ith
 a

pp
ro

pr
ia

te
 E

d.
 2

21
3 

co
ur

se
 (

25
0 

ho
ur

s)
.

Sp
. E

d.
 2

21
.3

3
St

ud
en

t T
ea

ch
in

g 
Se

m
in

ar
, D

ea
f-

B
lin

d
St

ud
en

t t
ea

ch
in

g 
se

m
in

ar
s 

in
 th

e 
m

ul
tip

le
 r

ol
es

 o
f 

a 
te

ac
he

r 
in

pl
an

ni
ng

, g
ui

di
ng

 a
nd

 e
va

lu
at

in
g 

le
ar

ni
ng

 e
xp

er
ie

nc
es

 f
or

 e
x-

ce
pt

io
na

l c
hi

ld
re

n.
 M

us
t b

e 
ta

ke
n 

co
nc

ur
re

nt
ly

 w
ith

 E
d_

 2
21

.2
se

ri
es

.

Sp
. E

d.
 1

61
.7

E
le

m
en

ta
ry

 M
et

ho
ds

 T
ea

ch
in

g
Pr

ep
ar

at
io

n 
an

d 
se

le
ct

io
n 

of
 in

st
ru

ct
io

na
l m

at
er

ia
ls

 f
or

 v
is

ua
lly

B
lin

d 
an

d 
Pa

rt
ia

lly
 S

ig
ht

ed
ha

nd
ic

ap
pe

d 
ch

ild
re

n;
 o

pt
ic

al
 a

id
s,

 la
rg

e 
pr

in
t, 

B
ra

ill
e.

 r
ec

or
di

ng
s

an
d 

te
ch

no
lo

gi
ca

l d
ev

ic
es

. V
is

ua
lly

 h
an

di
ca

pp
ed

 w
ith

 a
dd

iti
on

al
pr

ob
le

m
s.

 C
om

pa
ra

bl
e 

ad
m

in
is

tr
at

iv
e 

an
d 

sp
ec

if
ic

 te
ch

ni
qu

es
 a

nd
eq

ui
pm

en
t t

o 
ea

ch
 a

re
a.

 O
bs

er
va

tio
ns

 r
eq

ui
re

d.

E
du

ca
tio

na
l R

es
ea

rc
h

Id
en

tif
ic

at
io

n 
an

d 
an

al
ys

is
 o

f 
re

se
ar

ch
 p

ro
bl

em
s;

 r
es

ea
rc

h 
m

et
h-

od
ol

og
y;

 r
es

ea
rc

h 
te

ch
ni

qu
es

, i
nc

lu
di

ng
 s

uf
fi

ci
en

t f
am

ili
ar

ity
 w

ith
de

sc
ri

pt
iv

e 
st

at
is

tic
s 

to
 in

te
rp

re
t r

es
ea

rc
h 

w
ri

tin
g;

 a
pp

lic
at

io
n 

of
re

se
ar

ch
 f

in
di

ng
s 

to
 s

ch
oo

l p
ro

bl
em

s.
 P

re
re

qu
is

ite
: C

on
se

nt
 o

f
G

ra
du

at
e 

A
dv

is
or

.

Sp
. E

d.
 1

60
.1

E
du

ca
tio

n 
of

 E
xc

ep
tio

na
l C

hi
ld

re
n

T
yp

es
 o

f 
ph

ys
ic

al
ly

, m
en

ta
lly

, e
m

ot
io

na
lly

 a
nd

 s
oc

ia
lly

 h
an

di
-

ca
pp

ed
 c

hi
ld

re
n.

 M
et

ho
ds

 o
f 

di
ag

no
si

s,
 s

ug
ge

st
ed

 e
du

ca
tio

na
l

ad
ju

st
m

en
ts

.

Sp
. E

d.
 2

60
.1

G
ui

da
nc

e 
an

d 
C

ou
ns

el
in

g 
of

 th
e

T
ec

hn
iq

ue
s 

an
d 

or
ga

ni
za

tio
n 

of
 g

ui
da

nc
e 

se
rv

ic
es

 f
or

 p
hy

si
ca

lly
,

H
an

di
ca

pp
ed

m
en

ta
lly

 a
nd

 s
oc

ia
lly

 h
an

di
ca

pp
ed

. H
el

pi
ng

 te
ac

he
rs

 w
or

k 
m

or
e

ef
fe

ct
iv

el
y 

w
ith

 p
ar

en
ts

. R
ol

e 
of

 a
pt

itu
de

 a
nd

 in
te

lli
ge

nc
e 

te
st

s.
co

un
se

lin
g 

te
ch

ni
qu

es
, s

el
ec

tiv
e 

pl
ac

em
en

t, 
ph

ys
ic

al
, m

en
ta

l a
nd

em
ot

io
na

l d
em

an
ds

 o
f 

su
ita

bl
e 

oc
cu

pa
tio

ns
.

Ps
yc

h.
 1

00
L

ea
rn

er
 &

 S
oc

ie
ty

 G
ro

w
th

 &
In

te
gr

at
ed

 s
tu

dy
 o

f 
le

ar
ni

ng
, d

ev
el

op
m

en
t, 

m
en

ta
l h

ea
lth

 a
nd

D
ev

el
op

m
en

t
ev

al
ua

tio
n 

as
 th

ey
 r

el
at

e 
to

 in
di

vi
du

al
s 

an
d 

gr
ou

ps
 in

 e
du

ca
tio

na
l

se
tti

ng
s.

 W
or

k-
st

ud
y 

ex
pe

ri
en

ce
s 

w
ith

 c
hi

ld
re

n 
an

d 
yo

ut
h.

 R
e-

qu
ir

ed
 o

f 
ca

nd
id

at
es

 f
or

 c
re

de
nt

ia
ls

. M
us

t b
e 

ta
ke

n 
co

nc
ur

re
nt

ly
w

ith
 E

d.
 1

00
. C

la
ss

w
or

k 
4 

un
its

, L
ab

. I
 u

ni
t.

Sp
. E

d.
 2

08
.1



M
U

L
T

IP
L

E
 H

A
N

D
IC

A
PP

E
D

 (
D

E
A

F-
B

L
IN

D
) 

T
E

A
C

H
E

R
 'T

R
A

IN
IN

G
 P

R
O

G
R

A
M

SA
N

 F
R

A
N

C
IS

C
O

 S
T

A
T

E
 C

O
L

L
E

G
E

 (
co

nt
in

ue
d)

R
ec

om
m

en
de

d 
E

le
ct

iv
es

Sp
. E

d.
 1

61
.4

B
eg

in
ni

ng
 B

ra
ill

e

Sp
. E

d.
 1

64
.2

Ph
ys

ic
al

 &
 N

eu
ro

lo
gi

ca
l D

is
or

de
rs

of
 th

e 
C

er
eb

ra
l P

al
si

ed
 a

nd
O

rt
ho

pe
di

ca
lly

 H
an

di
ca

pp
ed

C
.D

. 1
65

.2
0

A
ud

io
lo

gy

Sp
. E

d.
 1

66
.1

C
ur

ri
ct

e.
um

 a
nd

 M
et

ho
ds

 o
f 

T
ea

ch
in

g
th

e 
M

en
ta

lly
 R

et
ar

de
d

Sp
. E

d.
 2

67
.2

C
ur

ri
cu

lu
m

 f
or

 th
e 

E
du

ca
tio

na
lly

H
an

di
ca

pp
ed

 C
hi

ld

Sp
. E

d.
 2

60
.8

E
du

ca
tio

n 
of

 th
e 

E
m

ot
io

na
lly

D
is

tu
rb

ed
 C

hi
ld

M
as

te
ry

 o
f 

L
ite

ra
ry

 B
ra

ill
e 

C
od

e.
 P

re
pa

ra
tio

n 
of

 B
ra

ill
e 

ed
uc

a-
tio

na
l m

at
er

ia
ls

 f
or

 s
ch

oo
l u

se
. M

in
im

um
 u

se
 o

f 
T

ay
lo

r 
C

od
e 

of
m

at
he

m
at

ic
s;

 m
as

te
ry

 o
f 

an
 e

xp
er

ie
nc

e 
w

ith
 N

em
et

h 
C

od
e 

as
us

ed
 in

 e
le

m
en

ta
ry

 s
ch

oo
ls

.

T
he

 c
au

se
s,

 tr
ea

tm
en

t a
nd

 e
du

ca
tio

na
l i

m
pl

ic
at

io
ns

 o
f 

ph
ys

ic
al

an
d 

ne
ur

ol
og

ic
al

 d
is

or
de

rs
 o

f 
ch

ild
re

n.
 R

eh
ab

ili
ta

tio
n 

an
d 

lif
e

ad
ju

st
m

en
t p

ro
bl

em
s 

of
 in

di
vi

du
al

s 
w

ith
 s

in
gl

e 
or

 m
ul

tip
le

 h
an

di
-

ca
ps

. F
ac

ili
tie

s 
an

d 
ag

en
ci

cs
 o

rg
an

iz
ed

 to
 h

el
p 

m
ee

t t
he

 n
ee

ds
 o

f
th

e 
ph

ys
ic

al
ly

 h
an

di
ca

pp
ed

.
Se

m
in

ar
 in

 th
e 

st
ru

ct
ur

e 
an

d 
fu

nc
tio

n 
of

 th
e 

ea
r;

 s
tu

dy
 o

f 
so

un
d

as
 r

el
at

ed
 to

 h
ea

ri
ng

 m
ec

ha
ni

sm
; c

au
se

, i
m

pl
ic

at
io

ns
 o

f 
he

ar
in

g
lo

ss
. A

ur
al

 r
eh

ab
ili

ta
tio

n 
in

cl
ud

in
g 

sp
ee

ch
 r

ea
di

ng
, a

ud
ito

ry
tr

ai
ni

ng
, a

m
pl

if
ic

at
io

n 
an

d 
sp

ee
ch

 c
on

se
rv

at
io

n 
an

d/
or

 im
pr

ov
e-

m
en

t.

O
rg

an
iz

at
io

n 
an

d 
pl

im
ni

ng
 o

f 
sc

ho
ol

 p
ro

gr
am

s 
fo

r 
th

e 
cl

as
si

no
m

te
ac

he
r 

of
 th

e 
m

en
ta

lly
 r

et
ar

de
d;

 c
ur

ri
cu

lu
m

 d
ev

el
op

m
en

t a
nd

te
ac

hi
ng

 te
ch

ni
qu

es
. O

bs
er

va
tio

n 
in

 c
la

ss
es

 f
or

 th
e 

m
en

ta
lly

 r
e-

ta
rd

ed
 a

rr
an

ge
d.

Se
m

in
ar

 in
 id

en
tif

ic
at

io
n 

an
d 

di
ag

no
si

s 
of

 th
e 

ed
uc

at
io

na
lly

an
d/

or
 n

eu
ro

lo
gi

ca
lly

 h
an

di
ca

pp
ed

 c
hi

ld
's

 p
ro

bl
em

s;
 e

va
lu

at
io

n
of

 th
ei

r 
m

ea
ni

ng
 in

 th
e 

so
ci

al
, p

sy
ch

ol
og

ic
al

, e
du

ca
tio

na
l a

nd
pe

rs
on

al
 d

ev
el

op
m

en
t o

f 
th

e 
ch

ild
. C

ol
le

ct
in

g,
 r

ec
or

di
ng

 a
nd

 in
-

te
rp

re
tin

g 
ca

se
 s

tu
dy

 d
at

a.

Se
m

in
ar

 in
 th

e 
ed

uc
at

io
n 

of
 c

hi
ld

re
n 

w
ith

 e
m

ot
io

na
l d

is
tu

rb
an

ce
s

as
so

ci
at

ed
 w

ith
 o

th
er

 h
an

di
ca

pp
in

g 
co

nd
iti

on
s.

 A
da

pt
at

io
n 

of
cu

rr
ic

ul
um

, m
et

ho
ds

 o
f 

in
st

ru
ct

io
n,

 s
pe

ci
al

 m
at

er
ia

ls
 a

nd
 a

dj
us

t-
m

en
t o

f 
cl

as
sr

oo
m

 s
ch

ed
ul

es
 a

nd
 e

nv
ir

on
m

en
t.



TRAINING OF CHILD CARE PERSONNEL
FOR DEAF-BLIND CHILDREN

By BENJAMIN F. SMITH

Director Elect, Perkins

Children who are both deaf and blind cannot develop Intellec-
tually and emotionally as normal children do without a great as-
sisting effort from understanding adults. This is, of course, because
these children are unable to receive visual and hearing stimuli from
the environment as normal children do. Knowledgeable adults must
find and exploit substitute pathways for sight and hearing to con-
vey environmental information if these deaf-blind children are to
be educated.

Because of this same severe limitation in effective interaction
with the environment in an educational setting, deaf-blind children
require a great amount of individual attention. In fact, most of the
lessons in language building, communication skills, and concept
awareness brought to these .children by the teacher in the class-
room must be conveyed on a one-to-one basis.

Both the normal child and the deaf-blind child, however, spend
only a portion of their day in the classroom with the teacher, and
on weekends there is no formal schooling for either. The seeing
and hearing child, on the one hand, continues in these many out-of-
school hours to grow educationally through active and meaningful
interrelationship with his environment, Using his vision and hear-
ing, he learns to imitate behavior patterns of adults and of peers.
He acquires accurate concepts of form and space. He comes to
recognize the subtle meaning and social implication in the casual
glance and the spoken word.

Deaf-blind children, on the other hand, depending upon their
degree of visual and auditory impairment, of course, are signifi-
cantly sealed away from these important informal avenues to edu-
cation. In fact, if they are to tap the rich educational stimulation
of the non-formal environment, they require the same structured
interpretation by another person that is provided in the formal
classroom.

Ideally speaking then, we should have another knowledgeable,
trained teacher to guide the deaf-blind child in his out-of-classroom
hours. This plan, however, is rarely possible. In the first place,
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there are r.;:i eaough highly trained teachers to meet this kind of
demand. Furthermore, many trained teachers, accustomed to the
orderly classroom routine of 9:00 a.m. to 4:00 p.m., are unwilling
to undertake work schedules that include 6:30 a.m. to 9:00 a.m.,
and 4:00 p.m. to 8:00 or 9:00 p.m. Finally, salary scales for highly
trained and qualified teachers are such that to involve two of them
instead of one in each child's educational program could impose fi-
nancial demands that are prohibitive.

As we have seen, on the other hand, deaf-blind children must
have carefully structured supervision in the out-of-classroom hours
of the day. The answer, obviously, is to involve less highly trained,
less expensive personnel that is prepared to work early morning
and late evening hours and even through the night, if necessary. In
fact, this is the most common practice in programs where deaf-
blind children are being educated. Young, unskilled girls just out
of high school, older single women without much formal training,
aid some who have had as much as two years of college or junior
college are most frequently available for this kind of service.

Truly, this type of personnel offers a rich reservoir of potential
for child care service. Usually they are enthusiastic about the op-
portunity for working with children. Often, they present a warm,
encouraging, secure image to the children they serve and can ac-
cept extreme behavior of children without offense to a rigid, al-
ready acquired personal code of morality. As a rule, they are physi-
cally energetic and willing to follow instructions and suggestions.

Th.1 features they almost always lack are experience and pro-
fessional training. If we are to use this reservoir of child care per-
sonnel, therefore, and all logic indicates that we should, it is im-
perative that we provide careful training for them. Let us then
examine some of the ingredients that should be included in a train-
ing program for child care personnel working with deaf-blind chil-
dren.

Child Growth and Development

A child who is deaf and blind is first of all a child. As we know,
deafness and blindness impose serious barriers in the path of the
child's normal growth and development. Nevertheless, our educa-
tional goal for the deaf-blind child must be to help him overcome
these barriers and enable him to grow and develop just as normally
as possible. How well he succeeds in surmounting the barrier wilt
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depend largely on how skillful we are in our techniques of stimu-
lating him.

Since much of this stimulation will be in the hands of child care
workers, we must address our advises to them. If the worker is to
help the child to grow and develop as much like normal children
as possible, she must first understand the principles of normal child
growth and development. Our training program, therefore, should
have lectures, readings, demonstrations If possible, and discussions
dealing with these principles. With this knowledge in the mind of
the worker, she is then better able to appraise the behavior of her
deaf-blind child in terms of growth and development and to recog-
nize when her stimulation of the child is helping him toward de-
sirable goals and when it is not. In the Perkins training program
for child care personnel, approximately six one and one-half hour
lectures are given on normal child growth and development to child
care personnel by a qualified instructor.

Analysis of Deafness and Blindness

Closely interrelated with this information on normal child
growth and development is a body of information associated with
visual impairment and with hearing impairment. Our child care
personnel need not be concerned with an understanding in depth
of the medical, the anatomical, or even the physiological aspects of
vision and hearing. They do need enough information, however, to
understand something of the effect of various types and degrees of
faulty vision and hearing upon the training and educational proc-
ess. ft is important, for example, for the worker to understand how
various forms of visual field limitations affect a child's behavior or
how nystagmus limits the seeing process. It is important, as another
example, for her to have some understanding of how children with
varying hearing losses actually do hear environmental stimuli and
to learn how to make hearing patterns as meaningful as possible
for the child in spite of the impairment.

One of the best ways of conveying the implications of visual and
hearing impairment to child care workers is through case studies of
the very children with whom they are working. The best instructors
to use for the purpose are those who not only understand well the
principles of normal child growth and development and have stud-
ied the physiology and psychology of seeing and hearing but who
also have had extensive experience in guiding the educational proc-
ess for these children.
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Since many deaf-blind children have useful vision for which
glasses are prescribed and since almost all of them find hearing
aids beneficial, the child care worker should have instruction in
the care and use of these sensory aids. The worker must learn to
recognize when either glasses or hearing aid is out of adjustment, or
in need of cleaning. She must learn, also, when to attempt adjust-
ment of these instruments herself and when to seek assistance of
an expert. Usually, one or two instructional lectures and demon-
strations by a technician in these devices serves the training needs
of the child care worker.

Communication Skills

Meaningful communication between the deaf-blind child and
the people in his environment is among the earliest and most im-
portant goals to be sought. Obviously, the child care worker will
be an integral part of the team working with the child to reinforce
these skills. Equally obvious, therefore, is the need to prepare the
worker with a thorough understanding of the many and varied
skills necessary. Lectures on non-verbal communication including
gesture and signs will be needed. A short course in fingerspelling
is essential. Depth studies in speech and language development
may not be practical, but some knowledge of how to reinforce
speech patterns in a variety of children is highly desirable. Case
studies and demonstrations can be effective in this area. Applica-
tions to the workers' "own" children, of course, should be basic.

Child Management

Then we come to those activities with children which tradition-
ally have been considered the sphere of the child care worker.
These are generally known as daily living activities outside of the
classroom and include such matters as the health and hygiene care
of children, their daily living skills, recreation, and social interac-
tion.

Certainly, the principles of good health and hygiene care of chil-
dren are vital to the successful child care worker just as they are
necessary to the successful mother. Such matters as recognizing
and reporting the symptoms of an ill child, knowing how to read a
thermometer, understanding the importance of and routines of ad-
ministering medications, and the like, are all matters in which the
worker should be instructed. Standards of cleanliness as they re-
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late both to the bodies of the children and to their clothing and
personal effects are also matters which the worker must thoroughly
understand. Lectures on these and similar topics by a registered
nurse who has had training and experience with children can be
very beneficial.

When supervising normal children in regard to daily living skills,
recreation activity, and social interaction, the primary goal Is to
lead the child to a high degree of independent competence in these
matters. The primary goal with deaf-blind children is exactly the
same. The accomplishment of the goal with these children, how-
ever, is much more difficult because of the faulty visual and audi-
tory rapport the deaf-blind have with their environment dealt with
earlier. Here the child care worker must have considerable instruc-
tion in how to structure the activities of the child so that the child
will not only find them meaningful, but so that he will also want
to acquire the skills necessary to perform them. The making of
beds, the handling of tools and food at table, dressing and undress-
ing, and the like, all must be given detailed attention.

Perhaps the subtlest and most difficult independent skills to
bring to deaf-blind children are those associated with the social
interaction of the child with other children and with adults. The
severe limitations upon communication imposed on the child by
deafness and blindness frustrate not only the child in his efforts at
social interaction with others but also frustrate both the other chil-
dren and adults as well as the child care worker whose responsibil-
ity it is to guide the deaf-blind child to social independence. Yet,
only through meaningful interaction with others, particularly other
children, can the deaf-blind child gain the experience necessary for
adequate social growth.

Through the training program, therefore, the child care worker
must be brought to understand fully her role as a bridge between
the deaf-blind child and other children not doubly handicapped.
She must be taught how to bring the children together, deaf-blind
and non-deaf-blind, in ways that will reduce frustration between
them and promote satisfying experience. As already indicated, this
is not an easy process and requires much patience and usually ad-
vances very slowly.

This segment of the child care training program is probably best
led by the highly experienced professional person who has had
rounded training in the education of deaf-blind children. Perhaps
the best way of approaching subjects in this area is through group
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discussions led by our trained and experienced professionals. Then
each child care worker can bring to the discussion specific prob-
lems she is facing with her children in social interaction or in any
other areas of child management. Case studies in this way can be
very helpful to other workers in the group. Discussion sessions of
this kind on a regular weekly basis beyond the limits of a short-
term training course can be very helpful as an ongoing, in-service
training technique.

interpersonal Relationships

Now we come to the last Ingredient to be considered at this time
in our training program for child care workers with deaf-blind chil-
dren. In some ways, it might head the list of topics in importance,
for it deals with the very important team-work aspect of handling
deaf-blind children.

In a setting where numbers of deaf-blind children are brought
together for education, there must be brought together also a com-
paratively large number of people to share in the educational proc-
ess. This is particularly true in a residential setting. There must be
a teacher and an aide for each three or four children. There should
be a child care worker for each two children, with workers sharing
responsibility for each other's children during time-off periods. In
residential settings, there will be housemothers, other residential
staff members, and ..00ks and maids. In whatever the setting, how-
ever, the chances are that a number of adults, not to forget mothers
and fathers and social workers, are undoubtedly going to be shar-
ing responsibility, or at least believing they are sharing responsi-
bility, for the same deaf-blind child.

Now, human nature being as it is, and educating deaf-blind chil-
dren being the frustrating process that it can be, the chances are
also good that a number of the adults are going to find areas of
disagreement as they share with each other the responsibility for
educating these same children. In fact, disagreements between
teacher and housemother, between child care worker and teacher,
and between parent and any other personnel member have been
known to reach torrid proportions where the normal bounds of co-
operation, respect and courtesy have been submerged.

It would seem practical, therefore, to include a large dose of the
principles of good human relations among the ingredients of our
child care training program. There are probably no better tools for
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the worker than these principles if she Is to add her share of posi-
tive cooperation to the joint effort and, at the same time, keep a
cheerful, positive point of view, It is important, for example, for
the worker to understand how poisonous unbridled criticism can
be when thoughtlessly leveled at a fellow worker. It is Important
also for her to realize how indulging in idle gossip can return to
haunt one, together with the animosity of those about one, Work-
ers should realize as well that there is no sin in admitting that one
has made a mistake as long as one does not repeat the same mis-
take again and again. The sin, in fact, lies in defending one's mis-
take as if it were nai a mistake in spite of the fact that it is obvious
to all that it is a mistake.

Then, there Is the power of positive thinking and positive acting
that should be understood by our worker. She should understand
the happy feelings that arise when one praises a fellow worker
when a job is well done. She should realize that doing a favor for
a fellow worker or lightening her burden by some act of assistance
not only creates a feeling of good will but also imposes a friendly
obligation upon the other person to return the favor sometime.

There are a number of sound principles of good human relations
of this kind that should be brought to the child care worker in a
simple and direct way and, wherever possible, related to the local
setting. Any person who understands these principles thoroughly
and has had experience in articulating them to others may be en-
listed to guide this section of the course. Many times, the saying
has been quoted, "We have no problem childrenwe just have
problem adults." A grounding in the understanding of good human
relations can go far toward eliminating our problem adults.

In- Service Training

There is, of course, an important place in the education of child
care personnel for the format training program suggested above.
Training, however, should not cease with the end of the course.
There should be provision for on-going, in-service training. One
way to help this plan along is to have on the staff an experienced
child care supervisor who has had training in the education of
deaf-blind children. This person can include in her supervisory role
regular group discussions dealing with a great variety of subjects
directly related to the daily work activities of child care personnel.

Another way of providing training is to so arrange the work
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schedules of child care personnel that they spend a portion of their
working day in the classroom under the direction of the trained
teacher. The trained tet.cher is perhaps the best person to instruct
the worker concerning communication problems of the child as
well as his social and emotional needs.

The teacher also can be the best agent to encourage and revive
the enthusiasm of the worker when the frustration of failure to
meet expected goals with her deaf-blind children has leveled her
morale. Certainly, working with the children for a time each day
in the classroom will help the worker reinforce learning patterns
more consistently and effectively in the out-of-class activities with
the children.

The foregoing pages of comment, of course, are not intended as
a detailed outline for a training course. They are designed to sug-
gest subject areas that should be dealt with at length in order to
provide meaningful training for child care workers of deaf-blind
children.

wF

Blind and deafblind boys playing games akar school hours.
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Section I

Introduction

In September, 1969, a training program for child care workers
and housemothers involved with the care of deaf-blind children was
initiated at Perkins School for the Blind. The need for such a pro-
gram has been recognized for many years and has been partially
met, in the past, by weekly meetings of child care workers and
housemothers together with the Dean of Cottages and other ap-
propriate Perkins personnel.

At these meetings, some basic training in important child care
areas was provided; but, for the most part, the focus was upon
current, specific problems regarding the handling of deaf-blind
children and regarding the general functioning of the cottage pro-
gram arranged for them. With the rapid increase, both present
and projected, in enrollment in the Department for Deaf-Blind
Children and in the number of child care workers necessary, par-
ticularly for the care of the many young rubella children, the need
for a formal and thorough training program emerged as an urgent
necessity.
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The child care workers and the housemothers play extremely
Important roles in the development, training and education of our
deaf-blind children, During the many out-of-classroom hours, it is
they who are mainly responsible for giving training in self-care and
for providing social and educational experiences aimed at the at-
tainment of the highest possible level of social growth, Perkins
recognizes the great responsibility Involved in the social training
of deaf-blind children. The training course for child care workers
and housemothers, entitled The Care of Deaf-Blind Children, is a
means of providing the information and the guidance necessary
for meeting this responsibility successfully.

The Training Course: A Brief Description of the Course Content

Part INormal Child Growth and Development: Therapeutic
Child Management

Here, the focus is on normal development and typical behavior
of children from infancy to adolescence. A major topic is child care
management with special attention given to the use of daily events
and activities as teaching opportunities and to the ways of helping
children deal with their feelings.

During the discussion periods following each lecture on the
normal child, the implications of the lecture content for children
with auditory-visual impairment are stressed. Effort is made to help
the child care workers and housemothers understand the develop-
mental aspects of the behavior of the handicapped children in
their care and to know the sequential goals for which to aim.

Part IIChildren with Auditory-Visual Impairment: Their So-
cial Growth and Development; The Role of the Child
Care Worker and the Housemother in This Develop-
ment

Lectures in this area constitute the majority of the sessions of
the course. Specifically, they deal with such topics as: Definition
of a Deaf-Blind Child; Vision and Hearing; Visual and Auditory
Disorders; Social and Educational Implications of Blindness and
Deafness; Social Growth and Development of Deaf-Blind Children;

*Housemothers are child care workers in reality. At Perkins, however,
we differentiate between housemothers and child care workers and use the
term "child care worker" to indicate the young women and men who work
directly with the deaf-blind children in the after - school hours under the im-
mediate supervision of the cottage housemothers.
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Development of Language and Communication in Deaf-Blind Chil-
dren; Development of Self-Care Skills; Motor Development and
Recreational Activities; Intellectual Development; The Child Care
Worker and the Teacher; Definition cf Roles of Child Care Worker
and Housemother.

Lecture material is applied directly to the children in the De-
partment for Deaf-Blind Children at Perkins in order to make it
as practical and useful as possible. Opportunities and procedures
for fostering a child's social development are pointed out with par-
ticular emphasis on language, communication and self-help skills.
The vital importance of the child care worker and the housemother
is stressed.

Part 11IPerkins Policies and Philosophies Regarding Deaf-
Blind Children, Child Care Workers and Housemoth-
ers; Relationships and Communication Among Staff
Members

Some of the topics for discussion in this area: Health Care of
the Children; After-School and Weekend Activities; Allowances
and the Spending of Money; Integration with the Blind Children
in the School; Child Care Workers and the Parents; Work Sched-
ules and Time Off; Definition of Roles of Administrative Person-
nel and of All Staff Members Concerned with Deaf-Blind Children.

The necessity for good inter-personnel communication is stressed
with emphasis upon the value to all staff members, and to the chil-
dren, of free-flowing communication. Some lecture topics in
this area: Administrative Expectations Concerning Inter-personnel
Communication; Desired Channels of Communication; Barriers to
Communication and Ways of Overcoming Them; Basic Principles
Involved in Positive, Inter-personnel Relationships.

The Lectures

The course began in September of 1969 and continued through
April, 1970. There were 48 lectures in all, usually two a week;
the sessions were one and one-half hours in length with the last
half hour devoted to discussion with emphasis on relating the lec-
ture material to children with combined auditory-visual impair-
ment. The lectures focused upon the areas described above and in-
cluded a series of six lectures on Child Growth and Development
and six lectures on Therapeutic Child Management, presented by a
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guest lecturer. Also included was a Seminar consisting of six ses-
sions conducted by the staff of the Boston University Human Re-
lations Center,

The Perkins Certificate

The course for child care workers and housemothers is designed
as an in-service training program. Perkins gives a certificate indi-
cating satisfactory completion of the course.

During 1969.70, child care workers and housemothers were
not required to take the training course. In order to receive the cer-
tificate, however, it was necessary to attend at least two-thirds of
the lectures.

The stipulation that at least two-thirds of the lectures must be
attended is a lenient one, but it was made because of the work
schedule of the child care personnel. Although lecture dates are
"staggered" in such a way that during the year an equal number of
lectures fall on each day of the week, there are always a number of
people off duty on lecture days.

In order to take this into account and to minimize the number
of days when a day off might have to be given in order to attend a
lecture, attendance at only two-thirds of the lectures was required
for certification. Lectures were taped and, therefore, could be lis-
tened to at another time. Half-credit was given for listening to the
tape of a lecture missed when off duty.

At the conclusion of the course in the spring of 1970, nineteen
child care workers and housemothers had earned the Perkins Cer-
tificate for the satisfactory completion of the course, The Care of
Deaf-Blind Children. Of the total group, seven were child care
workers and twelve were housemothers.

Child Care Workers: Only ten child care workers were, in fact,
candidates for the certificate because only these ten were at
Perkins throughout the school year. Seven additional child care
workers were here for approximately the first half of the year
and then left Perkins; another seven came as replacements for
those who left.* Those fourteen child care workers, therefore,
were at Perkins only about half of the time during which the
course was given.

Among the child care workers, the yearly turnover is particularly high
due to the fact that many of these young women leave Perkins because they
wish to continue their schooling or to marry.

290



Of the ten child care workers who were here all year, three did
not attend a sufficient number of lectures and, therefore, did
not receive the certificate.
Housemothers: Twenty-two housemothers were eligible for the
certificate in that they were at Perkins throughout the school
year. Of this number, twelve received the certificate. Five house-
mothers, in addition to the twenty-two, were not eligible be-
cause they were not at Perkins the entire year.

Many of the child care workers who were at Perkins only part
of the year came quite regularly to the lectures. All of those who
were at Perkins during the last half of the year and expect to re-
turn in the fall have said that in 1970-71, they intend to go to the
lectures which they missed last year. Some have said that they
would like to attend all the lectures.

A number of housemothers who did not receive the certificate
went to many lectures but, because of days off and of illness in
their cottages, did not attend the required number. As a group, the
housemothers seemed enthusiastic about the course.

Additional Facts and Comments

Materials: In connection with the training course, the following
materials were provided:

A Syllabus for the course, including topical paragraphs for
each lecture.

A Course Calendar listing the dates and topics of each lecture.
Information concerning the children.
Specific suggestions for fostering development in self-help

skills, communication and language, play and other abilities.
Other materials such as social maturity scales, developmental

sequences of behavior and a suggested reading list.

invited Non-Perkins Child Care Workers: Six young women
who are child care workers at the Walter E. Fernald School, a
state school for the retarded, attended the lectures quite regularly
after a late start. These young women are working with trainable,
rubella children with auditory-visual impairment. They expressed
their desire to take the complete course in 1970-71 and to receive
the Perkins Certificate.

Short Course in Finger-Spelling: Because finger-spelling is the
method of communication most appropriate for some of our chil-
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dren, a course in finger-spelling was given to the child care workers
and housemothers early in September, 1969. The course consisted
of four one-hour sessions.

Workers who were directly responsible for children who use
finger-spelling were expected to attend, Those who had previous
knowledge and experience with finger-spelling were asked to at-
tend one or two lectures for the purpose of review,

Monthly Friday Meetings: Once a month, on Friday mornings at
nine o'clock, meetings were held for the purpose of discussing and
resolving current, specific' problems regarding the handling of chil-
dren and regarding the operation of the program. These meetings
were separate from the scheduled lectures for the course but, very
frequently, lecture material was pertinent and applicable to the
problems and topics being discussed.

Meetings with Teachers: Formal and informal meetings between
child care workers and teachers were arranged and encouraged in
the effort to attain the maximum of knowledge and cooperation
concerning the children. The abilities and problems of the children
as well as methods of handling were topics of discussion. The em-
phasis was upon the need for consistency of approach in the class-
rooms and in the cottages.

The Child Care Workers in the Classroom: A few hours of ob-
servation of their children in the classroom were scheduled for the
child care workers, and for the housemothers if they wished, dur-
ing the year. Also, occasional visiting in the classroom was en-
couraged by the teacher. When teacher trainees were not available
to substitute or to assist when necessary, child care workers were
asked to help if they so desired and were paid for the time spent in
the classroom.

Lecturers: Lecturers who participated in the training course are
listed at the end of this report.

Section II

The Year 1970-71A Protection

Decision to Repeat the Course: Because of the increase in per-
sonnel necessary to give adequate care to our large number of
deaf-blind children* and because there are new members of the
child care staff as a result of turnover, there is justification and

At the time of writing, 58 children are enrolled in the Department for
DeafBlind Children for the school year 1970-71.
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need for repeating the Training Course for Child Care Workers
and Housemothers during the school year of 1970-71. This pro-
gram will not, however, be financed by Federal Funds; the cost
will be borne entirely by Perkins School for the Blind,

Estimated Number Taking the Course: It is estimated that
twenty-eight child care workers and junior housemothers will take
the course, It is expected that a number of senior and relief house-
mothers will take it also. Furthermore, there will be a group of
five or six young women from the Walter E. Fernald School men-
tioned in Section I.

Proposed Changes In the Course:

I. Instead of continuing from September through the following
April, the course will be compressed and will end at the beginning
of February, 1971. Reasons for this change are as follows:

It is important to give the child care workers and housemoth-
ers the course information as early in the year as possible.
Obviously, this is to their advantage and to the advantage of
the children.

Some of the material presented in the series cf lectures on
Normal Child Growth and Development and in the sessions
devoted to Human Relationships and Communication proved
to be repetitious or appropriate for incorporation in other lec-
tures or insufficiently pertinent to the course. Therefore, in
1970-71, there will be fewer lectures in the series on Normal
Growth and Development. Also, the sessions which were con-
ducted in association with the Boston University Human Re-
lations Center will not be resumed; much of the subject matter
for these sessions, however, will continue to be part of the
course.

It is desirable to alleviate the problems which are presented
by the necessity for scheduling lectures on days off. With the
termination of the course at the beginning of February, days
off will not be interrupted by lectures during the latter part
of the year.

2. In 1970-71, the satisfactory completion of the training course
will be a requirement for child care workers and junior house-
mothers who expect to return to Perkins the following year. It is
hoped that senior and relief housemothers, although not required
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to do so, may be interested in taking the course with the goal of re-
ceiving the Perkins Certificate.

3. Attendance at three-fourths, rather than two-thirds, of the
lectures will be required for attainment of the Certificate.

4. Suffolk University, in Boston, is being contacted concerning
the Associate Arts Program in Child Care which is offered there.
The possibility of arranging for a series of lectures by a Suffolk
instructor is being explored.

5. We recognize the Importance of regular meetings between a
child's teacher and his child care worker and housemother for dis-
cussion of the child's abilities and problems and for the cooperative
effort necessary for his maximum progress and happiness in both
the school and cottage setting. Therefore, in addition to the course
lectures and to the monthly Friday morning meetings (mentioned
in Section I), we intend to increase the number and the regularity
of meetings of teachers and child care workers and housemothers.

Section III

Sumntary Statement

It is our opinion that considerable gain, to the children and to
Perkins as a whole, has resulted from the training course con-
ducted for child care workers and housemothers.

There is evidence that the information provided by the course
has made our child care staff more knowledgeable and more com-
petent in their work with the children in their care. It follows,
therefore, that the children, who are indeed our prime concern,
have benefited from the fact that there is a training course for those
who supervise them in the after-school hours.

The course has led to improved relationships among child care
personnel and between cottage staff and teachers and between
cottage staff and administration.

As an outgrowth of the course, two committees of child care
workers and housemothers were formed. These committees have
presented reports incorporating a number of suggestions to the
administration. The administration is already forming plans to
meet with these committees. The expectation is that communica-
tion and relationships between child care staff and the administra-
tion will be improved as a result.

Because of the broad scope of the course, many aspects of the
Perkins program, including cottage life, the academic program and
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the administrative policies, have been topics for discussion, We
feel that child care workers and housemothers are now more cogni-
zant of the total functioning of the school and of their part in it,
As a result, there seems to be a greater sense of unity.

Finally, our impression is that the positions of child care worker
and housemother have been strengthened and elevated in terms of
professional status as a result of our training course. The child
care staff and, in fact, the entire school, has come to a fuller aware-
ness of the vital importance of child care work,

LECTURERS-1969-1970
Part 1

The lectures in Part I were given by:

Albert E. Trieschman, Ph.D. Dr. Trieschman is the Director of the
Walker Home for Children in Needham, Massachusetts. He is Supervising
Psychologist in the Psychiatry Department, Children's Hospital Medical
Center in Boston He Is engaged in the private practice of psychotherapy
and diagnostic evaluation of children. His publications are numerous. Some
of them were suggested reading in this course.

Dr. Bernard Levine and Mr. Robert 1. Paradise, of the staff of the Walker
Home, were guest lecturers.

Part 11 and Part 111

The lectures In Part II and Part III, during the first half of the
course (from September 5, 1969 to the Christmas recess), were
given by the following people, all of whom are members of the
staff of Perkins School for the Blind:
Miss Elizabeth Banta

Mrs. Christine Castro

Mr. Lars Guldager

Mr. William T. Heisler
Mr. Lewis Huffman

Miss Mildred O'Keefe
Miss Nan Robbins

Mr. Benjamin F. Smith

Mrs. Gertrude Stenquist

Mrs. Rose Vivian

Dr. Harold Wolman

Supervisor of Pre-School Program and Par-
ent Counseling

Supervising Teacher, Department for Deaf-
Blind Children

Assistant Principal, Department for Deaf-
Blind Children; Coordinator of New Eng-
land Center for Deaf-Blind Children

Head, Department of Teacher Training
Coordinator of Audio-Visual Equipment,

Department for Deaf-Blind Children
Resident Nurse
Diagnostician, Department for Deaf-Blind

Children; Coordinator of Course Content
fur Teacher Training Program

Assistant Director of Perkins School for
the Blind

Supervisor of Child Care; Diagnostician,
Department for Deaf-Blind Children

Principal, Department for Deaf-Blind Chil-
dren at Perkins; Coordinator of Teacher
Training Program

Consulting Psychiatrist
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Additional lecturers in the last half of the course (from January
through April, 1970) were as follows:

Mr, Dennis Bowers

Mr. David Brower

Mr. and Mrs.
Leonard Dowdy

Mrs. Jane Elioseff

Mr. Claude Ellis
Mr. Clifford Faiby

Mr. William Ilowat

Miss Carol Johnson

Miss Eunice Kenyon
Mrs. Elizabeth Lech

Staff, Boston University Human Relations
Center

Staff, Boston University Human Relations
Center

Deaf-Blind Adults; Guest Lecturers from
Kansas City, Kansas

Diagnostician, Department for DeafBlind
Children at Perkins School for the Blind

Principal, Perkins School for,the Blind
President, New England Association of

Child Care Personnel; Director, New Eng-
land Home for Little Wanderers

Head, Industrial Arts Department, Perkins
School for the Blind

Head Teacher Pre-School for Deaf-Blind
Children, Perkins School for the Blind
Director, Boston Center for Blind Children

Teacher, Department for DeafBlind Chil-
dren, Perkins School for the Blind

Teacher and young deofblird children.
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INTERIM REPORT ON SURVEY OF
MULTIHANDICAPPED BLIND SCHOOL

LEAVERS IN BRITAIN

By S. 0. MYERS, O.B.E.

Research Assistant
University of Birmingham, England

Formerly Headmaster, Condover Hall School for
Blind Children with Additional Handicaps,

Condover, Shropshire, England

Historical

Since a good deal of what I shall state in this paper is based on
personal opinion, I must give some information on my background
and the reasons which prompted the survey. All the school leavers
with which the survey is concerned are ex-pupils of Condover Hall
School for Blind Children with Other Handicaps. This school was
opened in 1948 by the Royal National Institute for the Blind and
takes children, multi-handicapped children, of all types. At first
deaf-blind children were not included, but a few were taken on an
experimental basis in 1952, The experimental period lasted seven
years until. a special department was opened in the grounds of
Condover Hall School in 1959. In Britain, therefore, deaf-blind
pupils are part of a school for multi-handicapped blind children.
Sweden has a long history of this approach to the education of the
deaf-blind, dating back to the 19th century. i am interested to hear
that this pattern of the deaf-blind among other multi-handicapped
children has also been adopted for some fairly new schools in the
U.S.A. (Deaf-blind children at the St. Michielsgestel School for the
Deaf in Holland are part of a larger department for multi-handi-
capped deaf children within a school for deaf children.) I uncle'.
stand, however, that most people attending this Congress work in
departments associated with either schools for the blind or schools
for the deaf, where children of different types of multi-handicaps
are often not admitted.

Historically, in quite a number of countries, the deaf-blind have
been the first group of multi-handicapped blind or multi-handi-
capped deaf children to receive educational help. The great prob-
lem confronting the U.S.A. with the sudden huge increase of ru-
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bells children is another factor which emphasises the needs of the
deaf-blind. Although children, whose difficulties of communication
are associated with deficits of hearing and vision, present probably
the most challenging problems in education and welfare, we must
not forget that children with other multi-handicaps are also in great
need of help. I and, I think, others whose background in dealing
with deaf-blind children is based on work with a variety of other
multi-handicapped children, see deaf-blind children as an impor-
tant part, but nevertheless numerically comparatively small part, of
the education of multi-handicapped children.

When, after 23 years at Condover Hall School, I retired from
teaching, I was fortunate to be appointed as a research assistant at
Birmingham University. In this new post I am able to carry out an
enquiry long advocated by the Governors of Condover Halli.e.
a research into the present situation of all pupils who have ever at-
tended the school. This includes, of course, deaf-blind children
who have left Pathways and I base the interim report which I pre-
sent to you a good deal upon these children, though they are part
of a wider enquiry. I will now present some approximate statistics
in "iceberg" form which will keep the needs of the deaf-blind in
perspective, and also make quickly clear other facets of my enquiry,

Multi-handicapped Blind Children in Britain

These 200 Children) Deaf-Blind
(Pathways)

6004

Not at School

Diagram 1

1T6

in various
schools

Diagram 2

In Britain we have a nearly complete service of registration of
handicapped children. The large number of approximately 600
children who are not at school are, presumably, more seriously
handicapped than the most severely afflicted children at Condover,
where the pupils include some in the I.Q. range of 45-50, some
physically handicapped children who cannot walk and quite a
number of children with severe behaviour difficulties. The wavy
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line in diagram 1 separates the "educable" from the "in-ducable"
though no one would claim that the evaluation is complete and in-
falliblefar from it! Of the 200 children at school nearly half are
at Condover Hall, including the deaf-blind, the others being mottly
in residential nursery schools known as Sunshine Homes and at
Rushton Hatt Primary School.

In diagram 2, the small proportion of deaf-blind is emphasised
but, in Britain we, too, have an increase of rubella children and I
present another "iceberg", diagram 3, concerning rubella children
of school age.

Pathways

Other Schools

Dimraz 3

Poet of these 300 are
AA included in the 600
of Diagram 1.

Again, with reservations concerning evaluation, I have to point
to the large number of children not at school, approximately 300,
compared with the 50 who are likely to become "educated". What
I mean by "educated" will become clearer when I describe my re-
search survey.

Members of the British Association of Parents of Deaf-Blind
and Rubella Children must have been very distressed with the
slowness with which their children were assessed and dealt with
educationally. Naturally, and perhaps no one is to blame for this,
they were led to believe that specialised education would succeed
with their children. Not enough emphasis was laid on the presence
of severe multiple handicaps and brain damage in most of the chil-
dren which would seriously hinder progress. I have the impression
that the parents now have a more realistic appraisal of their chil-
dren and that their main efforts are concentrated on ensuring that,
as children and adults, their sons and daughters shall not be ex-
cluded from the national facilities for the handicapped. Members
of the Rubella Association do, I hope, realise that they have made
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an important contribution to the great stride forward which was
taken in the United Kingdom on 1st April, 1971, when it was en-
acted that all children are now the responsibility of Education
Authorities. No longer will the "ineducable" and "trainable" be
dealt with separately by the Health Authorities. This law, of
course, does not change children miraculously but it implies the
Improvement of facilities, finance and staffing for all severely
handicapped children.

I will now pass to the interim report on my survey of ex-Con-
dover pupils in which I am not considering deaf-blind children
differently from other multi-handicapped children. In this paper,
however, I do lay stress on the deg-blind children who have left
Pathways after having been admitted formally and not merely as-
sessed. I present one final diagram, to put deaf-blind children in
perspective with all the other leavers.

Condover Hall Leavers (N 400)

Deaf Blind

Died

Diagram 4

Blind children with
either sevtreintellectual,
physical or behavioural
aandicape, or a mixture
of such handicaps.

Present and Projected Facilities in Britain

I am extremely interested to know how the 350 young men and
women, who are still alive, have fitted into the national facilities
for handicapped compared with the voluntary specialised facilities
for multi-handicapped blind adults.

Of the latter, these are three:

(a) A residential occupation centre for approximately 200, 30
ex-Condover pupils are there, but there are no vacancies.

(b) A day occupation centre in a large city where 30 multi-
handicapped blind people are cared for, including 4 ex-
Condover pupils. At present there are no vacancies.
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(c) A residential occupation centre for 20 severely physically
handicapped adults, taking people from anywhere in the
country. At present, in this very new centre there are 9 ex-
Condover pupils and there are 5 vacancies.

The national facilities, based mainly on local authorities, have
arisen from laws passed in 1948 and 1958. The implementation is
far from complete, but, legally, Local Authorities must provide the
following facilities. There is one exception, namely that those peo-
ple who are hospitalised are the responsibility of the Regional
Hospital Boards.

The facilities are these:

A. Placement into economically independent work.
B. Sheltered work centres, where the workers, who could not

be expected to face the rigours of open employment, never-
theless are expected to approach normal standards of speed
and skill.

C. Day Training Centres which are not mainly concerned with
training but are Day Occupation Centres where the work
provided varies from diversionary occupations to some real
effective work at slow speeds. Associated residential facili-
ties.

D. Complete care.

Financial Rewards

If I now give an idea of the financial rewards this may help to
clarify the situation. Remember that I am speaking of additionally
handicapped blind people, not of the many blind people who have
no other handicaps and are quite normal wage earners.

A. A very few Condover leavers achieve this standard. They
are earning wages at below average to tow average rates, i.e.
£11 to £20 per week. An average wage would be about
£25 per week.

B. Very few facilities a this type are available for ex-Condover
pupils. Wages vary considerably according to the amount of
subsidy granted to bolster up "real" wages.

C. Social Security payment of £7.30 per week plus up to £2
per week "wages". Where wages exceed £2, deductions
from Social Security pay takes place. Often there are fringe
benefits of free meals and travel.
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D. Social Security payments are incorporated into the cost of
hospitalisation or residential care, which is provided free.
Pocket money is paid where appropriate.

I must emphasise that the provision of these facilities is far from
complete and there is considerable variation among Social Authori-
ties. In a few areas there is already nearly complete provision, but
in others the services are very inadequate. Therefore for my ex-
Condover pupils' survey I had to add a fifth category:

B. Nothing has been done.

Statistics of Pathways ex-Pupils

The following table shows what has happened to the children
who have left Pathways.

PATHWAYS EX-PUPILS. N = 31

Column! Cotumn 11

Left at age 16+
Residence

Occupation Home Hostel

Left before age 16
Residence

Occupation Home Hostel

Category A 3 2 1 I 1

B 1 1

C 5 4 1 1
D 0 II 11
E 2 2 1 1

Died 0 I
Untraced 0 5 ? ?

Total 9 20

I add some notes on the above statistics:

Category A In column I the three pupils were very capable, one
ext ptionally so. The latter is employed as teacher at Pathways.
Thy other two work in repetitive jobs in normal industry. None
of the three was a Rubella child. In column II the one girl in
category A was transferred from Pathways to a school for the
partially sighted.

Category B The only person in this category is employed in his
own family's business, which is not exactly a "sheltered work
centre" but this seemed the appropriate category to describe this
young man's placement.
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Category C In column I, one person Is in a specialised residential
centre for the blind, the other four are in day centres. Only one
of the four has the possibility of residing in a hostel. Three per-
form effectively and one of these may well prove to be in cate-
gory A or B. The fourth is at diversionary level. The one girl in
column II is still of school age and is attending a day centre for
severeI3, retarded children.

Category D All 11 ex-pupils are In hospitals for the severely sub-
normal and only 3 are likely to achieve any sort of occupation
at what I may describe as "C" level.

Category E Both ex-pupils in column I have not yet been placed
in work, both are capable of B, or even A, placement. The girl
in column 11 is at home and ought probably to be in hospital.

Untraced 2 of these pupils emigrated with their parents to South
Africa and I understand they could be placed in Category C.
The latest information about the other 3, at least three years ago,
indicates that they are probably now in hospital.

Some General Observations

I wish to make 6 general observations:

(i) The reason that so many pupils left Pathways before the age
of 16 is explained by the fact that until about five years ago the
school was performing two functionsproviding an educational
programme and carrying out a very long-term residential assess-
ment scheme. Many of the 19 pupils concerned continued at
school long after it was obvious that the children were "inedu-
cable".

(ii) Pathways still continues to have an assessment programme
but this is restricted to a residential period of 11 days. Experi-
ence has shown that very few children now being presented for
assessment are likely to be "educable"possible 10-15%.

(iii) Diagram 3 supports the statement I have just made in para-
graph (ii).

(iv) Pupils who have completed the educational programme in
the past, and certainly those children at present at Pathways are,
on average, more capable than the other multi-handicapped chil-
dren in the main school at Condover. Most of Pathways present
children, all of whom have some sight, are likely to achieve either
Category A or Category B.
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(v) The 26 rubella children at school elsewhere than at Pathways
aro less capable than Pathways children and most are likely to
achieve Category C.

(vi) I am a long way from the end of my enquiry into the present
position of all Condover ex-pupils. At this stages however, I see
no reason to differentiate between the needs of deaf-blind chil-
dren and their parents on the one hand, and the needs of other
types of multi-handicapped blind children and their parents on
the other.

Please bear in mind these general statements when you consider
the following observations arising from my enquiry.

Some Conclusions Based on the Enquiry

While, when the survey is completed, I may have other con-
clusions to state, I am convinced that I shall not modify the state-
ment I will now make. I present some important conclusions under
five headings.

I. The parental dilemma

When their children have left school, the parents are faced more
positively than ever before, with what the young men and women
are going to do and where they are going to live. Often too, I think
parents have deferred facing the problem of the severity of their
children's handicaps. Many parents naturally find it difficult to ac-
cept that their children have a severe intellectual or behavioural
handicap, or both, and that these handicaps cannot be remedied.
Natural love and pride prompt good parents, prompt them to de-
cide that they will care for their children, but behind all this lies
the worrying thought of what will happen when they, the parents,
die or become incapable of caring for their children.

I feel that, towards the end of a professional lifetime, spent
mostly in the education of handicapped children, I ought to ex-
press some firm opinions and I summarise them thus, in a direct
statement to parents:

"You have supported your multi-handicapped son or daughter
for many years. The services and advice available for you have
largely been inadequate. This is inevitable because of the severity
of the handicaps and the individual nature of your child, your own
circumstances and the financial difficulties of providing services
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and facilities. People who have tried to help you have either been
aware of their own inadequacy or have been insensitive and un-
aware of your problems.

"Now that your son or daughter is becoming adult you must do
your best to face facts as objectively as possible. Love, pride, feel-
ings of guilt, fear of what other people may say, should not hinder
you from making arrangements for your son or daughter. Separa-
tion by death is inevitable. In making immediate or deferred ar-
rangements for care you should face certain issues squarely:

"Young handicapped men and women have need of your con-
tinuing love and care but they may need also, companionship of
people of their own age.

"Such companionship may most easily be effected by allowing
your child to join activities, including residential facilities, pro-
vided for handicapped people whom you may consider more seri-
ously affected than your child.

"If you feel discomfort in allowing your son or daughter to be
cared for by the community's facilities for handicapped adults, you
could always help financially or by personal service to the organi-
sations providing the facilities".

2. Integrated services

Those people who provide education for deaf-blind children and
for multi-handicapped children should relate their educational
work to the eventual occupations of the children. Though no op-
portunity should be missed to offer wide intellectual education to
suitable pupils, most multi-handicapped children need an educa-
tional programme of social and practical matters and geared to
their occupation and general life after leaving school. School staffs
should therefore be continually aware of what post-school facilities
are available and should be prepared to help in the transfer from
education to occupation.

3. Priorities

In Britain the main drive for improvement of facilities is not
for completely new types of provision. We have to press for the
provision of facilities already legislated for by Parliament. Priori-
ties are the humanisation and "domestication" of hospitals and the
provision of many more hostels in association with the Day Occu-
pation Centres.
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4. Attitudes of Stags o/ Day Centres
It is often necessary to persuade staff, who are dealing with many

types of multi-handicapped people, that they should not exclude
the blind and deaf-blind. Staff unexperienced in dealing with such
people are over-concerned about the difficulties in taking them
into their centres and plead that they have no training in caring for
the blind and deaf-blind, So much depends on the personal atti-
tudes of the staffs of these centres. We must encourage them and,
where necessary, offer help in the initial integration of the blind or
deaf-blind into the centres. We must be careful not to exaggerate
our specialised area of education so that it appears some kind of
esoteric mystique. Already I have seen good examples of the suc-
cessful integration of multi-handicapped blind adults into Centres
by staff who had no special blind or deaf-blind training.

S. Feed-back to Schools

One of the objectives of my survey, much stressed by the Gov-
ernors of the school, is that I should feed back to Condover infor-
mation which may be useful to the staff of the school. I am already
doing this and I hope you will agree that some of the items which
I have sent to Condover, and which I list below, have a wider sig-
nificance than for one English School.

(i) All your efforts to establish self-care are vitally important,
Often they have been rewarded by people's surprised pleas-
ure in recognition of former pupils' independence.

(ii) Cleanliness, tidiness, eating skills are particularly important.

(iii) Do all you can to:

(a) promote controlled, unobtrusive, co-operative behaviour,
(b) encourage children to work happily in small groups in

combined and "conveyor belt" work,
(c) find ways to give experience in careful movement in

workshop conditions, going as far as making occasional
changes in existing lay -outs.

(iv) People have often said that ex-Condover pupils are polite,
well-mannered and helpful. Keep it up!

(v) Your good work in mobility training in the school and in its
grounds, and the training scheme beyond the school, some-
times does not transfer to Work Centre conditions.
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(vi) The staff of some Centres seem quite unaware of the positive
abilities of ex-Condover

(vii) What can you do to remedy the difficulties expressed in (v)
and (vi)? This is a most important point where our ex-pupil
is the first blind person in a centre.

(WI) Provide many and varied experiences so that young people
give an impression of skill and versatility in simple opera-
tions. I list some of the operations I have seen in centres.
The one skill which seems more important than all others, I
put at the head of the list. In all manipulations increase in
speed after mastering of a skill is vital.

(a) Counting objects repeatedly and accurately.
(b) Use of jigs of many types.
(c) Packing.
(d) Wrapping.
(e) Tying.
(f) Use of scissors, guillotine, hammers, pliers, screwdriv-

ers.
(g) Laundry machine operating. (Large-scale Laundry' is of-

ten an important activity where residential facilities are
associated with a Centre.)

(h) Simple machines -drills, saws, presses.
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SYSTEMATIC STUDIES OF STIMULUS SENSITIVITY
IN DEAF-BLIND PRESCHOOL CHILDREN

By BERNARD Z. FRIEDLANDER, Ph.D.

University of Hartford, West Hartford, Connecticut

and

MARCIA S. KNIGHT, Ph.D.

Oak Hill School for the Blind, Hartford, Connecticut

Abstract

Eighteen deaf-blind retarded preschool rubella children were
tested with an operant procedure which allowed them to choose
preferred illumination as reinforcement for responses on a simple
two-choice lever switch. The purpose of the program was to evalu-
ate light sensitivity systematically with children among whom such
assessments are not customarily considered possible. It was the
rationale of the program that it is essential to assess the boundary
conditions of children's visual competence and disabilities as a pre-
requisite for planning educational procedures that take maximum
advantage of their residual vision.

The testing program consisted of four levels of primary light
discrimination preference and three levels of comparison light dis-
crimination preference. Light intensity levels in the primary phase
were 300 vs. 0 foot-candles (FC); 150 vs. 0 FC; 75 vs. 0 FC; and
5 vs. 0 FC. Intensity levels in the comparison phase were 300 vs.
10 FC; 150 vs. 10 FC; and 75 vs. 10 FC. The children were tested
repeatedly at each level in standard five-minute sessions until they
passed or failed a uniform criterion of preferential performance.

It was unambiguously clear from the extensive data record that
15 children in the group showed light sensitivity down to 5 foot-
candles of intensity. It was equally clear that most of the group
also showed light sensitivity at even lower levels, but a minor limi-
tation of the instrument system prevented systematic testing below
5 foot-candles in this initial procedure. A more extensive evalua-
tion program is now in preparation.

The conclusive results in this assessment of light sensitivity sug-
gest important implications for further assessment and for educa-
tional programming. It is indicated that comparable methods of
evaluation can be applied to measuring other critical aspects of
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visual experience such as sensitivity to contour, movement, color,
figure/ground relationships, and symbolic representation. With re-
spect to educational planning, it is suggested that the systematic
measurement of residual visual capability can lead to the develop-
ment of enhanced teaching objectives and techniques.

Portions of this research were supported by Grant #C-278 from
Maternal and Child Health Services, Health Services and Mental
Health Administration,

TABLE 1

Number of Deaf-Blind Rubella Preschool Children Establishing
Systematic Behavioral Selection of Regulated Light Intensities

N = 18
Light Discrimination

Primary Number
300 vs 0 Foot-candles 16
150 vs 0 Foot-candles 16
75 vs 0 Foot-candles 16

5 vs 0 Foot-candles 15
Comparison

300 vs 10 Foot-candies 13
ISO vs 10 Foot-candles 12
75 vs 10 Foot-candles 9

Response Reversal Adaptation
Intersession 15
Intrasession 12

1 child became ill and was withdrawn from the program after corn-
pitting the 75 vs 0 task.
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SOME GENERAL PRINCIPLES OF
BEHAVIOR MODIFICATION

By MRS. BARBARA A. PITSCH

School Psychologist
Graduate Division of Education, Rivier College

Nashua, New Hampshire

How do people learn? How can we change behavior patterns?
Research regarding the process of animal and human learning has
been conducted since the late 1800's in almost every psychological
research laboratory in the world. This paper will summarize some
of the basic principles of learning theory and behavior changes
which can systematically be utilized in education regardless of the
capabilities or special problems of those being educated.

In the past, it has been the opinion of many that there is very
little that can be done with handicapped individuals. The notion
being that they remain relatively unchanged and unchangeable
throughout their lives. Those of us who utilize the principles of be-
havior modification do not believe this. Central to the belief that
individuals change and can be changed is that people act the way
they do because of the way they have been treated. This includes
living up to (or down to, if you will) the expectations of others
which become internalized to self-expectations. Furthermore, a
growing body of research supports the belief that severely impaired
individuals, previously thought uneducable, can master a large
number of skills.

Behavior modification is defined as systematically structuring
the environment, rewards, and goals so as to change or maintain
behavior. At this point no value judgments are placed on behavior,
rewards or goals, although this is an area which deserves serious
consideration.

Let's start with an ABC approach to behavior. A stands for
antecedent conditions, B stands for behavior, and C stands for the
consequence following the behavior. A influences B, B affects C,
and C in turn affects A. This repetitive, cyclical nature of behavior
will become more apparent through the paper and at the confer-
ence discussion group.

A stands for antecedent conditions. That is, all conditions which
preclude and surround an individual at any given moment, such as
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supplies for a task, sequence of tasks, physical environment, atti-
tudes of individual, etc. Before a child can select a crayon (a unit
of behavior) out of a group of objects, he must have the objects in
front of him. The group of objects would constitute an antecedent
condition necessary for the behavior. The child cannot carry out
the task unless this condition is met. Another child may be able to
function only when seated in a cubicle. The cubicle is an anteced-
ent condition. Breaking down a complex task into simple steps
would also constitute an antecedent condition which may be de-
termined by the appropriateness (or inappropriateness) of a re-
sponse, and whether or not it is rewarded.

B stands for behavior. When behavior is discussed in terms of
behavior modification, it means very specific units of behavior which
can be defined and counted. "Waving arms for 12 minutes" is
measurable as opposed to "immature" which may mean different
things under different conditions. It is essential to talk about be-
havior in specific terms if we are to systematically deal with it.
Think of all the terms you have heard used or seen describing chil-
dren: "Low I.Q.", "unmanageable", "lazy", and "unmotivated" are
just a few terms which are difficult to define and specify. Just how
does one tackle the problem of "motivation"? It is possible, how-
ever, to break down these broad concepts into observable, count-
able units of behavior. It also is possible to further define condi-
tions and circumstances surrounding the behavior. A statement
describing behavior in this manner is, "Mary is able to select three
wooden cubes out of seven wooden geometric forms placed before
her. She is able to perform this task for seven minutes when she is
standing at a table."

C stands for consequences of behavior, i.e. what happens im-
mediately after a behavior occurs. There are three possibilities
which can occur: a behavior is rewarded, a behavior is punished,
a behavior is ignored. Each of these consequences has certain pre-
dictable effects on whether or not the same behavior will tend to
occur again.

A reward is a consequence immediately following a behavior
which increases the like:ihood that the same behavior will occur
again. A reward is also called positive reinforcement. If a child se-
lects the correct crayon from a group of objects and receives a
piece of candy, verbal praise or a hug or all of these together,
chances are increased that he will continue to select the crayon
the next time he is given that task. One important characteristic of
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rewards is that they are effective only if the individual receiving the
reward sees it as such. What one individual sees as a reward an-
other may see as having little or no positive value. As a school psy-
chologist, I have often seen situations where rewards and punish-
ments were confused and were depeAd?nt on who was giving and
who was receiving. A good example of this is the child who con-
tinually acts out in the classroom, disrupting the entire class. The
teacher frequently reprimands and scolds him for his behavior
throughout the day. Despite her "punishments" the child's behav-
ior may increase in intensity or duration. What is happening? The
fact that the teacher's attention is given, regardless of how negative
she thinks it is, may be seen as a reward by the child, and thus
serves to increase misbehavior rather than decrease it.

The range for choosing rewards is endless and quite dependent
upon the child or adult and the circumstances. Rewards can usually
be listed in a hierarchy from extrinsic, concrete rewards to intangi-
bles such as praise to the intrinsic reward of the work or task in
and of itself. It is wise to remember that an individual who has ex-
perienced considerable failure or who cannot delay gratification
will probably respond more readily to concrete rewards. Very few
individuals work consistently by receiving intrinsic rewards alone.
What would you do if your salary were cut in half on the assump-
tion that you would remain in your profession for the intrinsic
value of it? In addition, few of us would continue working on a
task which proved to be totally unrewarding or consistently unsuc-
cessful. Yet many children spend hours in situations which are
full of failure and punishment for them, and we do not accord
them the alternatives for dealing with failure that we accord our-
selves.

The second alternative for responding to a behavior is punishing
the behavior immediately after it occurs in hopes that punishment
will diminish the probability that the behavior will occur again.
Unfortunately, this is not always true. The subject of punishment
deserves careful consideration, especially from educators. We all
use punishment in dealing with children, usually when our frustra-
tion and anger are at an optimum, will' the result that any behav-
ior change is temporary or does not occur at alll Why does this
happen? Punishment is technically defined as a consequence, the
removal of which, is rewarding. For example, a child is spanked
because he soiled his pants. The intention behind spanking is usu-
ally to teach the child that if he can go to the bathroom appropri-
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ately he will avoid or escape being spanked. Several complications
can interfere with the desired outcomes, however. First, punish-
ment alone does not transmit an idea of what should be done, that
is, what is appropriate or desired. This point is especially impor-
tant in working with impaired children who often need to be
shown the appropriate in some way. Second, punishment can take
on a reward value as pointed out in the example of the attention-
getting student. There are also some children who relish spankings
because that may be one of the few ways they get physical contact.
Third, punishment can assume other unexpected characteristics by
becoming generalized to total situations. A child might generalize
being punished in one situation to disliking school or any learning
situation. Punishment may help a child to remember a behavior
which we adults want him to forgetl Last, and probably most im-
portant, when punishment is used in an uncontrolled manner, it
may be teaching children inappropriate behavior in an attempt to
avoid being punished. Remember that punishment is technically
defined as something, the removal of which, increases a behavior.
If an individual is able to avoid being punished by lying or cheat-
ing, probabilities are increased that he will continue to do just that
to avoid punishment in the future. It is the author's contention that
a great del of antisocial behavior is learned in just this manner.
A final note on the disadvantages of punishment. There is some
evidence that punishing behavior has little or no effect on future
behavior, especially with retarded children (Cromwell, J. Mental
Deficiency, 1959). The reasoning behind this is that retardates en-
dure an extreme amount of failure (:-__ punishment) and perhaps
reach a saturation point. It is wondered how many other impaired
persons experience this same thing.

It should be mentioned here that punishment does have a place
in a behavior modification program, but only under carefully con-
trolled conditions when inappropriate behavior is being supplanted
with more appropriate behaviors.

If punishers do not always effect a decrease or removal of cer-
tain behaviors, then what does? The third alternative for respond-
ing to a behavior is to ignore it which in effect is not reinforcing it.
A behavior which is consistently not reinforced will tend to de-
crease in frequency. In education (at any level) the task of ignor-
ing behavior is undoubtedly one of the most difficult responses for
a teacher to accomplish. The point between tolerance for ignoring
undesirable behavior and the need for punishment is a fine one.
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Often behavior which should be rewarded is unintentionally ex-
tinguished because the appropriate behavior gets ignored or not
reinforced too frequently. If a teacher consistently ignores a child
who gives a correct response, the likelihood of his responding cor-
rectly diminishes. // the teacher occasionally rewards the response,
the child's behavior will continue at a high level.

This leads to several other principles governing behavior. When
a new behavior is being established, reinforcement must occur Im-
mediately after each time the behavior occurs. After the behavior
has become well established, however, occasional rewards will
maintain the behavior. Various types of reward schedules have
been investigated and will be discussed during the group discussion.

The immediacy of a reward also has impact on how effective it
will be in establishing a behavior. Immediacy of a reward also
hinges on how long an individual can wait for a reward. The im-
portant factor in giving a reward immediately is that the longer the
time between a behavior and a reward the more likely it is that
some other behavior is getting reinforced. An instance of this was
observed by the author during the viewing of a videotape of a
teacher working with trainable child. The little girl was attempting
to make a vertical mark with a pencil. Her teacher was reinforcing
this behavior by placing an M & M in her mouth for the correct
response. However, it became apparent that the teacher did not
give her the candy until after her mark was finished and she was
looking around in a distracted way. The teacher was unaware that
she was actually rewarding the child's "looking around" behavior
rather than the marking. A side note is that videotapes or movies
are very effective means for observing what is really going on, in-
stead of how it "feels" or what we "think."

Here is another situation in which some of the principles out-
lined above are illustrated. No explanation is offered. Mary is an
eight-year-old blind child who persists in temper tantrums at home,
but not at school. She stomps her feet, flails her arms uncontrol-
lably, and rolls on the floor. This behavior often occurs without any
identifiable reason. Observations made during one of the tantrums
noted that Mary's mother responded to her by putting her arms
about her in a soothing manner in an attempt to calm her. It was
further noted that the tantrums seemed to occur more frequently
around suppertime when Mary's mother was feeling particularly
harried. Over a three-month period the tantrums increased in dura-
tion and frequency. What was happening in terms of the principles
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of reinforcement and punishment? What kind of program could be
set up to decrease this behavior?

It is hoped that during the conference session on behavior modi-
fication we can focus our attention on setting up programs which
will solve problems like the one mentioned above.

Doolblind pupil
learning on his own.
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REPORT FROM THE NATIONAL CENTER FOR
DEAF-BLIND YOUTHS AND ADULTS

By PETER J. SALMON, LL.D.

Director, Administrative Vice President
Industrial Home For the Blind

Brooklyn, New York

I feel privileged to have the opportunity to participate in this
outstanding International Conference on Education of Deaf-Blind
Children. Time was when the programs for deaf-blind children and
adults were carried on separately, but today we see the necessity
and advantage of speaking not only of programs for deaf-blind
children, but those for deaf-blind adults, because children have a
way of growing up; and for the first time In the United States there
is provision it the programs for children and adults to have a con-
tinuity, which is made manifest by the inclusion in the National
Center program of the word "youths" as well as "adults." This
means that unless we fail to carry out the obvious opportunity
made available to us by law, there will be a carry-over from the
training and education program of deaf-blind children to the
youths and adults; and this provision cannot be overstated or un-
derestimated.

My purpose is to carry out the request to speak to you about
the program of the National Center for Deaf-Blind Youths and
Adults, and I will do so promptly. However, I would like to remind
you and to acknowledge the fact that work for the blind, as well as
that for the deaf-blind, had its beginnings over the world by the
educators, later to be followed up by what today we term rehabili-
tation, which encompasses evaluation, training, placement in work
opportunities or other occupations for adults. Programs for the
adult deaf-blind, historically, have taken much longer to develop
than programs for the blind. In fact, it is only within very recent
years that services on a limited basis have been provided for deaf-
blind adults. I do want, however, to emphasize the fact that we
owe a very great debt of appreciation to the educators who have
struggled over the years, under very trying conditions, to provide
services of training and education for deaf-blind children. Also, at
this point, I might say that we have been encouraged in the recent
survey which we made on behalf of the World Council for the Wel-
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fare of the Blind, Committee on Services to the Deaf-Blind, with
the stirring of interest and increasing number of programs and
services for both deaf-blind children and adults. The movement
seems to have gained enough momentum so that we can look for-
ward hopefully to a slow but gradual development and increase in
these services and programs. This International Conference is a
good step in this direction. Perkins School for the Blind, Dr. Ed-
ward J. Waterhouse, and all those who have been responsible for
convening this Conference are to be highly commended. We des-
perately need consultation and strengthening in this pioneering
field of work for deaf-blind individuals.

The National Center for Deaf-Blind Youths and Adults Is the
outgrowth here in the United States of two significant projects. The
Anne Sullivan Centennial Commemoration, sponsored by Perkins
School for the Blind and The Industrial Home for the Blind in
1966, was an educational endeavor which was highly successful
and elicited considerable interest, not only in the United States,
but throughout the world, It culminated in a never-to-be-forgotten
memorial service at the Washington National Cathedral in Wash-
ington, D.C. (where Anne Sullivan Macy's remains were interred
and a provision made for those of Helen Keller, who died in 1968).
The second project was the Anne Sullivan Macy Regional Service,
a Federally funded program conducted by The Industrial Home
for the Blind. This project dealt with about fifteen States along the
eastern seaboard of the United States and was continued for seven
years, until June 1969, when the National Center was inaugurated.
The interest that was developed by these two projects and the
awareness of the problems of deaf-blind persons had a profound
effect on the enactment of the legislation creating the National
Center on October 3, 1967, when President Lyndon B. Johnson
signed this legislation into law.

The Industrial Home for the Blind was selected by the Social
and Rehabilitation Service of the Department of Health, Educa-
tion, and Welfare, to operate the National Center on behalf of
the government. In the meantime, a separate Act was passed in
1968, creating the program of training and education for deaf-blind
children, conducted under the auspices of the U.S. Office of Edu-
cation, Bureau of Education for the Handicapped.

While the children's program is concerned with the training and
education of deaf-blind children, the National Center program is
one of rehabilitation, research, and professional training. A close
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cooperation between these two programs is clearly indicated and
being developed. Incidentally, those interested In obtaining infor-
mation relative to these two programs should communicate with:

Mr. Robert Dantona, Coordinator
Centers and Services for Deaf-Blind Children
Bureau of Education for the Handicapped
U.S. Office of Education
7th & D Streets, S.W.Rm. 2036
Washington, D. C. 20202

or
Peter J. Salmon, LL.D., Director
National Center for Deaf-Blind Youths and Adults
105 Fifth Avenue
New Hyde Park, N.Y. 11040

The National Center began operating on June 24, 1969, under
a permanent agreement with the Social and Rehabilitation Service.
It is now in its third year and is operating from temporary head-
quarters at the above address. As this paper is being written, a
grant of $2.5 million has been made toward the construction of
the permanent Center, and an architect is just about to be selected.
Preliminary plans have already been developed, which were made
possible by a retired architect who is a Trustee of The Industrial
Home for the Blind. A grant of 25 acres of land has been made to
the IFIB for the construction of the National Center by the Office
of Surplus Property Utilization of the Social and Rehabilitation
Service. This is a very fortunate circumstance, as it provides for an
excellent location for the Center. It is a part of an area that is
being developed as a park which comprises, in addition to the 25
acres for the National Center, about 200 acres of property. One
of the chief purposes in mentioning the sponsoring of the National
Center by the government and the acquisition of the land is to indi-
cate to our friends from abroad that this might prove one means
of getting a program for deaf-blind youths and adults under way,
by enlisting the aid of the central government.

When the permanent Center is built it will consist of several
buildings, the chief of which will be a building for the rehabilita-
tion of deaf-blind persons, comprising various services that will be
necessary toward this end. A separate building will house the
trainees who will come from various sections of the United States
and may stay anywhere from three to eighteen months. Some pro-
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vision will be made for on-premises staff, and to this end (tome
small apartment buildings will be erected. An obstacle course for
mobility training and testing electronic devices, and a truck farm
for training in agricultural skills will be provided. The capacity of
the Center will be for fifty trainees, plus at least an equal number
of supporting personnel. In addition, there will be eventually at
least one-half dozen regional offices set up in various areas of the
United States, two of which offices have already been opened over
the past several years. They will provide for a closer contact with
individuals and agencies interested in deaf-blind persons. They
will make the initial contacts for those who will come to the per-
manent Center for training. In addition, agencies within the regions
will be encouraged to develop services for deaf-blind persons with
the advice and support of the regional staff, and also the members
of the national staff, who will be available to go into the regions
to provide expert assistance in problems relating to deaf-blind per-
sons. In this way, additional numbers of deaf-blind individuals will
be served, some of whom may not need to come to the National
Center,

The steps leading up to the point in time where we find our-
selves with the National Center were slow, oftentimes discouraging,
with a lack of understanding and willingness to participate by those
in our' own field of work for the blind, as well as by the general
public. However, we had the encouragement and faith of the late
Helen Keller who, as you know, devoted her life to the deaf-blind,
and Dr. Mary E. Switzer, former Administrator of the Social and
Rehabilitation Service, and her staff.

The following quotation from a speech made by Helen Keller
on June 27, 1945, on her 65th birthday, at The Industrial Home
for the Blind, is both prophetic and challenging to all of us to re-
dedicate ourselves to the cause of deaf-blind persons everywhere.
We have quoted it a number of times, but we feel that it is apropos
here.

"Ever since I realized as a young girl that there were people
without sight or hearing unbefriended, untaught, I have pas-
sionately prayed for and sought a solution of their problem. The
consciousness of the heartbreaking lot of this, the loneliest, most
isolated and defenseless group among the blind has always been
a bitter drop in the cup of my own blessings. They have been
for the most part neglected, not because doers of good are re-
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luctant to aid them, but because those doubly handicapped are
widely scattered over a great continent and often hard to reach.
Consequently there has been no organized effort to educate and
train them for usefulness among their normal fellowmen.

"That such an enterprise can be undertaken is splendidly
proved at this gathering today in the Brooklyn Industrial Home
for the Blind. Here actually you behold thirteen deaf-blind men
who were fitted for many different kinds of work, and they have
all proved their capabilities, strength and human dignity. They
are independent, earning their own way and sharing in the sup-
port of their families and service to the community. What greater
boon is there than this objective of happiness into which they
can throw their once thwarted manhood and immortal spirits?

"The program for the deaf-blind so ably conducted by the
Home is practical as well as humane, and should be enlarged so
as to employ a larger number of persons who neither see nor
hear. It is also urgent that similar programs be established in
cities throughout the United States. For this double purpose a
national service dedicated to the deaf-blind is essential, and I
pledge myself to do what I can for its accomplishment."
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DEAFBLIND CHILDREN IN THE
EMERGENT COUNTRIES

By 0. E. SALISBURY

Ministry of Education
Republic of Zambia

There are some hard inescapable facts which this conference
must face when discussing the deaf-blind children of the younger
nations. Firstly, there is very little reliable statistical material at
hand. Secondly, new nations are faced with a deluge of medical,
social, and educational priorities. Thirdly, plans for handicapped
children which may work well in Europe or America may not nec-
essarily be the answer in countries where background, language,
and traditions must be considered and respected. Finally, there is
a deep fund of good will towards practical, well-thought-out
schemes even though their worth lies in the future rather than the
immediate present. It is in this context that work with the deaf-
blind child must be considered.

One of the fallacies which emerge from time to time in discus-
sions on work amongst handicapped children in the developing na-
tions is that little or nothing is being done in the special education
field. It is particularly relevant in our deliberations on work
amongst the deaf-blind in these countries to remove misconcep-
tions and misunderstandings from the outset. Unless one is aware
Of whet has been done, is being done, and what a country hopes
to achieve, it would be quite unrealistic and impracticable to dis-
cuss ways of helping deaf-blind children and to disregard the local
patterns of special education.

We are ell aware of the high incidence of crippling and blinding
diseases in many areas of Asia and Africa. We should be aware, as
well, of the enormous economic strains, technical, medical and
educational pressures to which new nations are being subjected,
yet few people realize that many of these countries have found
room in tight bedgets to provide a sound framework of a special
education system. Zambia is perhaps typical of the spirit of good
will emanating towards the handicapped child. "Under fives" clinics
in remote areas are already making drastic inroads into the appal-
lingly high rates of disablement amongst children. Smallpox has
virtually ceased, measles is being fought by vaccines, the same with
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poliomyelitis, and nutritional campaigns are being waged with in-
creasing vigour. But the fact remains that an estimated 8% of
children of school age will be restricted by some form of physical,
auditory, visual or mental defect as is the cash in America and
Europe. Many of you who are unfamiliar with the African or
Asian scene will be surprised to know that there are some first-
rate special schools of international standing situated in some cases
deep in the bush. There are teacher training schomes for teachers
of the handicapped, a teacher aids centre in one country especially
for the handicapped and, in fact, a host of new developments
bourne on a wave of enthusiasm to make up for lost time. The
traffic in ideas is now no longer one way as recent international
conferences have shown; nevertheless, the fact remains that many
new nations are faced with grave problems. They include lack of
trained staff, of funds, of equipmentin some cases tens of thou-
sands of handicapped children and in some areas apathy and
indifference. As in Europe there are families who accept the handi-
capped child and others who reject it. It is then against this back-
ground of contrasts, good will and misunderstandings, plenty and
poverty, governments with pressing priorities who can still find in-
creasing time to legislate for the handicapped child, that the deaf-
blind child must be considered.

Amidst the massive surge forward that has been witnessed in
the world of the handicapped child, it is inevitable that handicaps
less well knownthose more difficult to deal with, and those
which sometimes need a one-to-one teacher-child relationship
should be overlooked. How can one help a spina bifida child, a
muscular dystrophy case and others which need highly skilled
nursing? In this perspective, the task we are discussing today, that
of the deaf-blind child in remote areas of the southern hemisphere,
may not appear so enormous. Make no mistake, Africa, Asia, and
South America have their share of tragic cases, not least that of
the deaf-blind child. One cannot quote numbers, no one can, but
that they exist is certain. If I may quote our own experience in
Zambia where we are still wrestling with the enormous problems of
registration, accurate diagnosis, parent and community coopera-
tion (which is becoming increasingly effective)in a spacious sun-
soaked land where distances are very great and population scat-
tered except along the line of rail, reports sometimes come in to
our Ministry of Education Headquarters of deaf-blind children.
We follow these cases up. Sometimes it is mistaken identification
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of handicapon other occasions parents have moved on but these
cases have been positively identified and clearly there are more.
Have you thought of these parents in a remote village who find
themselves with an infant both deaf and blind with no advice and
no help? These are problems we must do more than theorise about
In the security and remoteness of a conference hall. Within the next
five years we shall almost certainly witness a dramatic decline in
the amount of diseases which keep those of us who work with
handicapped children endlessly busy but, make no mistake, the
battle Is not over. Some areas in Central and Western Africa have
exceedingly bad patches in multiple handicaps in addition to blind-
ing diseases present, One Wind child in every village in a certain
area of West Africa was a fact in the early '60's; also three hun-
dred physically handicapped young children in one valley in Cen-
tral Africa plus a whole list of multiple handicaps. Nevertheless,
the time is coming when we can look forward to the percentages of
child handicaps being reduced to proportions which are more man-
ageable. For example, we can look forward to the time when of
the school child population the figure for the deaf and hard of
hearing will be in the region of 1.5 %, the blind and partially
sighted ,2%, the physically handicapped and chronic sick 3.5%
and so on. A breakdown of the relative proportions of child
handicaps in Zambia based on recent statistical information shows
the following:

Blind 7. 7%
Deaf 13.13%
Physically Handicapped 34. 2%
Chronic Sick
T. B.
Leprosy
Retarded, etc. 44. 3%

We must be realisticwith the best will in the world the scourge
of deaf-blindness in developing nation% cannot be relieved in meas-
urable terms for many years, but a start should be made. How is
this to be done? Who is to do it? Where do we begin? What about
funds? and Now many dc:-.f-blind children are there? Will they be
interested or will they write it off as yet another scheme 01 it may
be fine in the sophisticated surroundings of some Western capitals
but quite useless in the utilitarian setting of a new nation? These
are a few of the questions which have to be answered.

323



The whole subject of deaf-blind children in Africa, Asia and the
Caribbean was Initially raised by Mr. John Wilson, Director of
the Royal Commonwealth Society for the Blind, with Dr. Water-
house at a meeting in New York. As you know, Mr. Wilson is a
world authority on blindness particularly in tropical areas and so
it was a happy combination that with Dr. Waterhouse who Is
equally well known internationally and has done so much to pro-
mote and pioneer work amongst the deaf-blind, that their fertile
minds should get to work on what some people may feel are in-
soluble problems.

Two tangible results of the meeting were firstly:

(a) The need for international action In this field was recog-
nized, and

(b) The possibility should be investigated of carrying out a sur-
vey establishing a demonstration scheme for the deaf-blind
with international backing, in one of its developing coun-
tries, or just possibly in two regions at the same time.

Mr. Wilson had hoped to be in Boston to present his thoughts
on the feasibility of the deaf-blind project but unfortunately he has
had a long-standing engagement in Israel at the Ophthalmic confer-
ence.

The question nobody has yet answered is whether there would
be enough deaf-blind children In a convenient geographical area of
Africa to justify the establishment of a scheme big enough to be
viable and to have the necessary technical staff.

We have very little reliable information about the extent of deaf-
blindness amongst children in Africa. It has long been suspected
that there are many deaf-blind children who never came to the
attention of the authorities and who for one reason or another
may not survive. One would expect them to be found where some
cause of deafness such as cerebral spinal meningitis is prevalent and
causes of blindness such as extensive trachoma, onchocerciasis
or vitamin malnutrition exist. There is reason to believe that some

areas have a virulent form of measles which has left in its train
for those children who survive deafness, blindness, and some-
times a combination of both. Little has been heard about rubella
cases, their incidence or degree of severity, but there is no reason
to believe that this disease should play a less prominent part in
deaf-blindness than in countries where medical research is well
advanced. On the contrary, one may feel with some justifica-
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tion that matters might be worse or at least severely aggravated. If
this reasoning is correct, a combination of blinding diseases and
those with auditory effects, plus the assumption that rubella is
present in an incidence bearing some relationship to that experi-
enced in Europe and America, one could assume that there might
be considerable "pockets" of deaf-blind children in certain areas of
Northern Nigeria, a section of the Volta, river region in Ghana,
the central area of Tanzania, the lower Shire Valley in Malawi and
the Luapula Valley in Zambia. It must be stressed that this reason-
ing could be wrong but on the known facts which are few and
far between this might prove a sensible starting point for investi-
gations.

Another question which must be eventually answered is what
sort of school would be possible. There is much to be said for its
being attached to an existing institution where a high standard
of service and facilities for some research and teacher training are
possible, To what extent would a Government be prepared to ac-
cept a scheme of this type? What contribution could existing teacher
training colleges and universities make? A number of countries pre-
sent the type of conditions which have been suggested and, as far as
work with handicapped children is concerned, have already estab-
lished a reputation for genuine humanitarian interest in this sec-
tion of education.

At this stage it is as well to warn the conference that however
much good will exists towards handicapped children, most Gov-
ernments in Asia and Africa will find such high capital and re-
current costs unacceptable. In relation to the small returns they
would quite rightly consider them unjustifiable. This is where
voluntary agencies can step in and carry out pioneer research
work on which, one day, a country can invest using its own re-
sources. Somebody has to set a lead and carry out the exploratory
work. Quite clearly if the conference takes note of the need to
help the deaf-blind child in new countries, as surely it must, it is
the logical body with its professional expertise to mount a com-
bined operation representing the interests of Governments, both
medical and educational authorities and international voluntary
organisations. This is the first stepa step which will include de-
fining objectives and beginning the arduous task of gathering sta-
tistical materialan assignment which could take many years. In
the meantime, I suggest that rather than remaining passively in-
active, this conference should consider, with appropriate approval
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from the countries which may be involved, recommending an ap-
propriate "pilot" deaf-blind unit along the lines already discussed.
It will be expensiveit will be difficult to launch but with co-op-
eration it can be done. One day it will have to be done so why
delay the issue when deaf-blind children need help now, not when
they are dead.

The complexity of this undertaking must not be underestimated
and initially the momentum will have to come from organisations
with the skilled personnel available who are closely in touch with
the needs of new countries. What are the practical problems? Chil-
dren will be drawn from different backgrounds with different tra-
ditions, culture, religions and even languages. The point of "break
through" would vary immensely and might not even be attained,
In the enthusiasm of pioneering a new service of this type it is
easy to forget the people who should be given every consideration
and, if at all possible, consulted at every stage. I refer to the par-
ents of deaf-blind children. Their difficulties do not need enumerat-
ing in this paper so long as they are not forgotten. Parents react
in varims ways to a child's handicap, from rejection to overpro-
tection. A deaf-blind unit will encounter the same understandable
reactions. Let us resolve that if a unit of this type gets the final
go-ahead the ties between child and home will not be forgotten
that we think in terms of not another show piece divorced from
the realities and problems of local life but founded on the strength
of family and community responsibility.

This project has much to offer just as it demands much in in-
genuity, financial support and faith. Today we could easily put
aside recommendations for a project of this type and leave it to
those who in years to come will take on our responsibilitiesyet
is this not the easy way out? Where would work with handicapped
children be if our forefathers had decided that it would be more
expedient to absolve themselves from responsibilities with handi-
capped children? In those early days when the handicapped child
was often regarded as an insurmountable problem a case could be
conveniently argued for passive inaction. With the growing surge
forward in interest in handicapped children increasing in mo-
mentum every year, a growing independence on staffing and tech-
nical "know how" there is much to be said for bringing the plight
of the deaf-blind children to the notice of Governments in develop-
ing countries. This conference can rest assured that if the case of
the deaf-blind child is presented accurately, with understanding
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and consideration for the priorities a developing country is faced
with, particularly in the educational field, a young country will not
lightly turn aside genuine help that is likely to bring new hope to
the deaf-blind child and its parents. It is for this reason alone that
the conference is urged that pious resolutions about the deaf-blind
child in Africa, Asia and other developing areas are not enough. It
is time that the gates which have been locked for so long should be
opened, What better function could this conference perform than
to resolve to provide the golden key.

The capital cost of an experimental unit for deaf-blind children,
even if it is high by African standards, should not be unobtain-
able as clearly such a unit would be regarded as an international
demonstration, Much more important in the acceptability of the
plan will be the recurrent cost.

In a continent where per capita income of $175 per year is
high, where a recurrent expenditure of $160 per annum would be
about the maximum accepted for the education of a primary
school child, and where residential schools for the blind have been
criticised if their annual per capita costs exceed $400, clearly any
proposal to educate deaf-blind children at $3,000 per annum or
more is going to be regarded as impractical. It might be sustained
by overseas assistance for a while but would just not be taken
seriously as a viable addition to a national educational programme.

An essential feature of the unit therefore must be its economy
and I think it should be possible to achieve acceptable figures
whilst at the same time retaining a one-to-one staff-pupil ratio so
long as locally recruited staff is us&I and the unit is conceived as
part of an efficient existing institution. An international expert
may be required to set up the unit for, say the first two years and
international training will certainly be required for the local staff
but this could reasonably be regarded as part of the initial capital
expenditure and an investment to make possible economic run-
ning in the future. If, as seems essential, the unit is from the outset
regarded as an interterritorial enterprise, financial backing should
be easier to obtain but the problem of language and of alienation
from the deaf-blind child's home will have to be solved.
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SEXUAL PROBLEMS OF
DEAF -BLIND CHILDREN

By CARL 1. DAVIS

Head, Department of Psychology and Guidance
Perkins School for the Blind

A discussion of "sexual problems" is of necessity a discussion
of psycho-sexual development. In my use of the term, psycho-
sexual development is the acquisition of that constellation of atti-
tudes, habits and actions that an individual develops In relation to
his perception of his own physical structure and his perception of
the physical structure of members of the opposite sex. The acquisi-
tion is the learning of a combination of anatomical and physiologi-
cal facts, and the learning of social attitudes, expectancies and
customs. This process determines the sexual role of the individual.
The term sexual, rather than sex, is used purposefully. Although
the Dictionary of the Social Sciences defines sexuality as "The
complex of drives, attitudes, habits and actions of an organism
organized around coition," the writer uses sexual, or sexuality, in
its broadest or Freudian concept: any interaction between two,
or more, individuals of the same or opposite sex built around the
pleasure principle. Thus, coition may be the ultimate goal, but
this need not be the purpose for sexual interaction. In this sense
interaction between two five-year-olds or a teacher and a five-year-
old is sexual, but it has no connotation of involvement of adult
genitality; whereas interaction between late adolescents or adults
may, but need not, result in copulation. Sexuality during childhood
and adolescence is preparation for adult genitality. Consequently
I shall use the facile term sexuality rather than the cumbersome
psycho-sexual development for the remainder of my discussion.

Historically the reluctance and/or fears of parents have pre-
vented children and adolescents from obtaining honest, meaningful
and realistic information about the anatomical and physiological
aspects of sexuality. Consequently Mary and Johnny have had to
obtain this infOrrnation behind the barn, behind closed doors,
and by surreptitious reading of "forbidden" books. Social attitudes
and values were communicated in a negative or prohibitive fashion,
or via back-room or shower-room conversations with peers, thus
subject to inaccuracy, distortion and negative emotional loading.
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The result has been generations of sexually limited, Insecure or
rigid individuals.

Today as a result of the increase in our knowledge of human de-
velopment we are concerned about sexual development, and we are
trying to implement the teaching of sexuality in our schools. The
earlier, and in too many cases still existent, programs of "sex
education" were concerned solely with the anatomical and physio-
logical aspects of sexuality. If a social component is incorporated
in "sex education," it is usrally moralism or negativism. More re-
cently we have developed a desire to incorporate the teaching of
sexuality in our school programs, most frequently under the label
of "Family Life" or "Family Living." These latter are not pre-
sented as a unit at twelve or thirteen years of age as is "sex educa-
tion." Instead, they are designed for incorporation into the regular
school program beginning in kindergarten and continuing through
the whole school experience. By starting introduction of teaching
sexuality at kindergarten I do not mean that one should introduce
a unit on reproduction at this age level. Rather, the teacher should
be prepared to comfortably answer within the language level and
comprehension level of the child questions relative to anatomy
and physiology both accurately and simply.

I recall a kindergarten teacher who was asked by a five-year-old,
"Do you have a penis?" She felt overwhelmed by anxiety and tried
to figure out how to cope with a question for which she was un-
prepared. Fortunately she could only say, "No." The child said,
"O.K.", and ran back to the group playing with the train saying,
"Nope. She doesn't." He then Joined in the play. This teacher
luckily answered a question, properly that had been asked from a
five-year-old frame of reference and had been listened to from an
adult frame of reference. On another occasion a teacher insisted
that all first graders should be provided with a complete descrip-
tion of copulation and reproduction. Such a person was seeking to
satisfy her own personal needs; not those of the child. The key to
input from a "Family Life" program is to meet spoken and un-
spoken inquiries from the child accurately and at his level of un-
derstanding and language, but it is not to try to stimulate him be-
yond his level of readiness.

In the "Family Life" program as the pupil progresses through
the grades he continues to be provided with adequate sexual infor-
mation commensurate with his need at a given time. This may be
related to the normal curriculum as the opportunity becomes
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available, or the teacher may provide opportune stimuli in the
anatomical, physiological or social areas as a basis for discussion
when the situation indicates the desirability of doing so. Thus the
children can be prepared for the onset of puberty contrasted with
the ex post facto approach of "sex education."

It should be indicated that this type of program is not a panacea.
Unless the teacher is sexually well adjusted he or she cannot avoid
communicating negativistic attitudes and biases. Thus all teachers
cannot be included In such a program. It is better to omit them
than to inhibit the children. It is necessary to have the whole-
hearted support of the majority of the social community served by
the school in order to have a successful program. Some communi-
ties in the United States have been torn asunder, because the popu-
lace has been divided over the meaning and utility (stemming
from lack of true understanding) of such programs. The final criti-
cal item is that the school and teacher must be aware of the social
milieu of the pupils, because there are wide variances in the sexual
attitudes and expectancies from one social grouping to another.
Sexual behavior is quite basic among the lowest classes and there
tends to be a greater freedom of behavior as one moves up the
social scale. Naturally this latter statement is subject to the weak-
nesses of all generalizations. There are differences between Den-
mark and Norway and there are differences between Boston and
Peoria. Nonetheless, within a given community there does exist a
variety of attitudes and expectancies. In addition we must recognize
that in a residential setting the prevailing mores must, in most
instances, incline toward the conservative social behavioral pattern.

The program I have been describing continues, in the same vein
througb-peberty.,Infi adOtscence with the ultimate goal of produc-
ing the sexually mature individual. However, it is necessary to
progress to a consideration of our specific subject group, the deaf-
blind. It seems advisable to consider the obstacles placed in the
path of acquiring a mature sexuality by the presence of visual and
auditory handicaps. The most important aspect of sexual learning
is the acquisition of realistic knowledge of one's physical self in
terms of normality and adequacy. Visual handicap seriously im-
pedes the accomplishment of this task. The seeing child has avail-
able visual stimuli, both human and graphic, while the visually-
handicapped youngster who obtains realistic structural information
via the tactile and kinesthetic modalities is prevented by social
mores from obtaining this information about the human body.
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Some may suggest the use of models, yet even the best of those
are constructed for visual utilization rather than tactile. In addition
they are unable to adequately illustrate the variation in structure
of members of either sex and the varieties of esthetic quality that
are available therein. Graphic stimuli, particularly photographic,
are able to communicate qualities that are impossible via models.
While the visually-handicapped child usually develops normally in
the language area and is able to learn all the necessary terminology
and descriptions of the anatomical and physiological processes in-
volved in sexual development, such information remains an ab-
stract verbalistic conglomerate unless he is able to support it by
tactile kinesthetic perceptions. Thus he approaches adulthood
with an imperfect understanding of himself and of the opposite sex.

The auditorily impaired youngster has the opposite problem. By
the nature of his education he learns easily via visual stimuli, but
the lack of language facility seriously inhibits his acquisition of the
social aspect of sexual learning. While young the child can be ade-
quately and realistically satisfied by adequate, simplistic responses.
As he grows older he needs more elaborate realistic explanations
for social behavior. This is difficult, if not impossible, to achieve
with the auditorily impaired pre-pubertal or adolescent young
person. Thus we are faced with a situation where we can convey
anatomic and physiologic information, but we are severely re-
stricted in the transmission of the information necessary for ade-
quate development of the social aspects of human sexuality.

It is apparent that one is faced with very serious obstacles when
attempting to develop human sexuality in children with combined
auditory and visual handicaps. The presentation of anatomic and
physiologic information via graphic materials and/or models
may be utilized, but their limitations must be recognized. Unless
information is communicated relating structure and function to
social attitudes, expectancies and customs; and unless the child is
able to express his level of understanding, his uncertainties and
his anxieties; an inadequate, incomplete presentation has been
made. As a consequence it is possible that, rather than alleviating
uncertainty, guilt and anxiety, one may be supporting or accentu-
ating those very problems one is attempting to relieve.

The basic axiom of "Family Life" teaching is accuracy in com-
munication. A baby does not grow inside a female's stomach,
growth takes place within the abdominal cavity (indicate the area
on the inquirer's own abdomen). A nocturnal or awaking erection
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is not necessarily the result of sexual fantasy, it may be serving
the very utilitarian function of preventing enuresis. Menstruation
and nocturnal emission are hygienic functions, not unsanitary ac-
tions of the body. The fist of possible errors and Inaccuracies is
infinite. The medium for greatest possible error is language be-
cause, whether oral, manual or sign, multiple meaning for vocabu-
lary elements present a continuing hazard. This hazard becomes
accentuated when the child has a limited vocabulary. The problem
of low language level was very apparent when our counselors
started counseling in this area with five deaf-blind pupils In the
fourteen-to-fifteen-year age range. Their language levels were in
the second to fourth grade range and their social ages fell between
chronr:logical age and language age. The counselors felt a constant
conco about the meaning of language to the pupil in their desire
to satisfy curiosity.

The writer has attempted to establish a frame of reference for
teaching human sexuality to deaf-blind children. Human sexuality
is an essential element of personality development and it plays a
significant role in the determination of one's life style. The degree
to which a given program wants to incorporate "Family Life Edu-
cation" into Its curriculum is a matter of local choice. It is not
possible to present a syllabus, but it is possible to set forth some
basic g,idelines. They are as follows:

1. Ali communication must be accurate and adequate.
2. All information or responses to inquiries must be vesented

in language and content commensurate with the pupil's social
age and language level.

3. The use of graphic materials requires adequate explanation
and complete satisfaction of the pupil's curiosity.

4. Information relative to physical structure and function must
be related to the attitudes, expectancies and customs of the
pupil's sc .ial milieu.

5. Care must be taken that persons teaching "Family Life Edu-
cation" are only those who have themselves developed a
healthy life style.

6. No person should teach "Family Life Education" without
adequate preparation.

RESOURCE REFERENCES
Sex Information and Education Council of the United States, 1855 Broad -

way, New York, New York 10023.
Science Research Associates, Chicago, Illinois.
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THE EXPRESSION OF SEXUAL NEEDS OF
THE DEAF/BLIND ADOLESCENT AS

PERCEIVED BY CLASSROOM TEACHERS

By MARY L. DAVIS

Teacher of Deaf-Blind Children, Perkins

Introduction

In teaching deaf-blind adolescents, I have become aware of the
difficulties they have in understanding and handling sexual feelings.
This is probably due to lack of experience, inadequate language,
and additional handicaps such as mental retardation, brain damage,
and neurological or muscular dysfunction. The other teachers and
I are confused about how to help our students with these difficul-
ties. To compound the problem, some of us are nervous or em-
barrassed about discussing their sexual feelings with them or with
each other. The purpose of this paper is to provide a basis for
fruitful discussion about the sexual needs of our adolescent stu-
dents, and how we can help them express these needs and cope
with them.

This paper will be devoted to specific problems involving ado-
lescents In our own department. I shall write about seven students
who have varying degrees of sight, hearing, intelligence, and addi-
tional handicaps. The first two are my own students. Consequently
more will be written about them.

I would like to thank the following teachers who took the time
to talk with me about their students:

Cynthia Maher
Michael Zimmerman
Marilyn Gregory
Sherrie Hill

Student I

11. D. is congenitally blind and has a severe hearing loss with a
sloping configuration. She is 18 years old and although she is
rated as a six-year-old by the Stanford Binet Achievement Test,
her language level is really that of a three- or four-year-old. Her
reasoning is very concrete. Although her behavior has improved,
she is often nervous and aggressive, pinching and biting both her-
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self and her teacher. She is very upset by schedule changes and
unexpected happenings. She has a small child's need for affection
and approval.

She has always been easily upset and aggressive in the class-
room, and has been taking Mellaril for the past year. I feel that
knowing the reasons for unacceptable behavior is important and I
have worked hard to identify when these reasons are related to
heightened sexual feelings. On days when her sexual feelings are
heightened, her body tone is different; she is confused by things
she usually understands; she is noisier than usual; she makes un-
usual movements with her tongue; and one or two times she has
tried to climb up on the locker where she hangs her coat, She atso
becomes easily upset and sometimes pinches and bites both herself
and me, Sometimes B. D. wants affection badly. She says, "Give me
a kiss, Miss Davis," or "Give me a big hug." She seems to want
to cuddle with the teacher. The Immediate problem is how to fend
her off without making her think that I don't like her anymore. To
think of a way to channel her behavior so that such behavior does
not occur is more difficult.

Although B. D. shows no special interest toward the boys in
the classroom, she does get very excited when she goes to a class
taught by a male teacher. She often makes a great deal of noise
on the way to this class, and sometimes pinches whoever is taking
her to the class. When she returns from class, I sometimes have
to take time to calm her down before she can resume her regular
work.

In thinking about how to help her handle her feelings, I dis-
missed the idea of giving her a formal course in sex education.
Such a course would only confuse her and would not help her
control her behavior. I decided that I should talk to her about her
feelings in a very simple way and that I should provide her with
controls in such a way that she would not think that her feelings
were bad, but that she would realize that certain behavior, like
climbing on the lockers, is definitely not acceptable.

When I realize that her feelings are stronger than usual, we talk
about them. I have found that it does not help to ask questions like,
"What do you feel like?" She only gets upset because she does not
know what she feels like. She has no words for this kind of feeling.
So, I started asking, "Do you feel all mixed up inside?" This she
understands, and it gives her some words to express how she feels.

It provides a basis for further talking. Further talk usually con-
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sists of my saying the following things about feeling Mixed up. "It
Is all right to feel all mixed up inside. It is all right not to under-
stand why you feel this way. Sometimes I get all mixed op, too. I
don't always understand why. Lots of people get all mixed up."
This usually makes her feel much better.

Just talking about her feelings is not enough to make hn be-
havior acceptable. Although I have not been entirely successful
in the areas of control, I have managed to improve her behavior
by telling her very firmly that people do not stick out their tonguas,
climb on lockers, kiss their teachers all the time, pinch or bite
themselves or their teachers, or make loud noises when other chil-
dren are trying to work. I have also tried to provide an atmosphere
in the classroom that will help her to be able to control herself
more easily. If I am planning to do several exciting things with her,
I don't tell her about them all at once. If she is tense or agitated, I
postpone telling her anything that will aggravate the condition.
Even if she does start to lose control, I have shown her that she
can stop herself before she hurts other people.

B. D. has always had difficulty handling her feelings in an
acceptable manner, and the sexual developments of adolescence
only compounded this difficulty. She had to be taught that it is all
tight to be sad, mad, or to feel all mixed up inside. She had to be
shown that she could control her actions or that she would be con-
trolled by the teacher. She will be leaving school soon. It will be
difficult to find a new situation for her in which people will have
the time to help her with her behavior as we have been able to
in this school.

Student 11

D. S. is totally blind and profoundly deaf. She is thirteen years
old and lost her sight and hearing when she was about five. She
was placed in a foster home at the same age. Soon after that she
was sent to Perkins School. She was a very confused and frustrated
little girl when she arrived and was a behavior problem because of
her many tantrums. After an unsuccessful attempt to teach her
speech, she was taught to fingerspell. She has progressed well using
fingerspelling and now functions academically as a seven-year-old.
She communicates about daily events very well. She can talk about
what she does at school and at the cottage. She can answer ques-
tions like, "What would you like to do next week?" or, "Were
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you feeling happy this morning?" However, If the communication
is at a higher level, she gets confused. She often has difficulty an-
swering questions like, "What's the matter?" or "Why did you take
the book back to the cottage?"

D. S. Is probably going to have problems adjusting to adoles-
cence. She can express some of her feelings, but does not have the
language ability to discuss the complex emotions of a teen-ager.
Because of her identification with her teacher and her desire to do
what is right in the eyes of an adult, it is difficult to explain such
emotions to her. If I talk about feeling a certain way, she will say
that she feels that way too, whether she does or not. How can I
teach her to express her feelings at a higher level without making
her think exactly as I do?

She is very affectionate toward men and boys. How can I teach
her when, where, and to whom she may show this affection? One
day she and T. V., a teenage boy in the classroom, went into the
teachers' room, closed the door, and began to kiss each other. I
stood outside wondering what to do. This was very normal behav-
ior for two teenagers. They were not going any farther than kissing
and they were doing it in private. I did go in and tell them to stop,
saying that school was not the appropriate place for kissing. How-
ever, I thought about it later. Totally deaf-blind adolescents have
few opportunities to act as normal adolescents in the area of sexual
relationships. D. S.'s adjustment is made even more difficult by her
confused background and the lack of communication in her foster
home. She had a very deprived childhood before she lost her sight
and hearing. Her foster mother does not fingerspell, so D. S. can't
talk to her about any problems that she might have.

I've had a lot of trouble trying to decide how to best help D. S.
to learn how to express her own feelings, to learn how to behave
in a socially acceptable way, and to learn about sexual reiation-
ship. I really don't know what to do.

Student III

B. A. is legally blind and has a profound hearing loss. She is
fifteen years old. According to an Ontario School Ability Examina-
tion taken in 1967, she has an I. Q. of 55. However her social age
is lower than B. D.'s. Her teacher did not feel that B. A. showed
any concern with sex until she read a letter that B. A, had written
to send home some time last year. The letter said the following:
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B ride in car with Mr.
B silly in bed with Mr.

Knowing Mr. , the teacher was sure that B. A.
had not been silly in bed with him. Perhaps at one time, B. A.
did see a man and a woman in bed together. Maybe she saw it on
the television. She may have just been wondering what men and
women do in bed together. Maybe she was thinking, that she was
growing up and grown women sleep with men. It is impossible to
really know what she was thinking, but it is possible to presume
that she would express what she was thinking in a very concrete
manner. Since Mr. was a man whose name she
knew, she simply used his name. The teacher is now concerned
about what else B. A. might write and say. If she expressed herself
to someone who did not know that her levels of intelligence and
language cause her to express herself the way she does, she could
cause a lot of trouble.

Student 1V

A. T. has poor partial vision and has a profound bilateral hear-
ing loss. He is sixteen years old and functions as a ten-year-old
academically. He recently came to Perkins from a school for the
deaf. His teacher had provided him with a course in sex education.
The teacher was very thorough in teaching him about the physical
aspects of sexual intercourse and the birth process, but he had a
great deal of difficulty explaining the emotional aspects. A. T.
seemed to think that the lessons were just another academic exer-
cise. The day after one discussion he wrote in his news, "My
mother has a uterus," just as he might have written, "I played
baseball yesterday."

The teacher says A. T. never verbalizes feelings other than
happiness. When an attempt to explain feelings to him is made,
he just doesn't .rem to understand. The teacher wonders what can
be done to help him understand the important part that the emo-
tions play in the area of sex and In everything else he does.

Student V

H. S. is legally blind and has a very severe bilateral hearing loss
which is getting progressively worse. She has Frederick's Ataxia
and is confined to a wheelchair. She is eighteen years old and
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functions as an eight-year-old academically. Since there is no
possibility for her to have a normal sex life, her teacher wonders
if sex education is necessary. H. S. does fantasize about boys. For
example, she says she is going to marry a boy she knows at home
and go to England with him. Considering her condition, the teacher
asks how far such fantasies should be allowed to go.

Student VI

J. W. has poor partial vision and a profound bilateral hearing
loss. He is fourteen years old and functions academically as a nine-
year-old, but emotionally and socially he appears to be well in-
tegrated as an adolescent. He seems to be having the problems
which many normal adolescents have, problems which are com-
pounded by his deafness. Perhaps because he has a language deficit
due to deafness, he is having trouble understanding some of the
physiological and emotional aspects of sex. Like some other ado-
lescent boys, he is very shy when he is at a social gathering with
girls whom he does not know. He is sensitive to social situations,
but his deafness and lack of language make him feel especially awk-
ward. Some people who have talked to him feel that he is con-
cerned about his handicaps and how they will affect his adult life.

Student VII

M. E. has fairly good partial vision and a profound bilateral
hearing loss. She is seventeen and functions as an eleven-year-old
academically. M. B.'s mother has handled her sex education, and
the teacher feels that the physiological and moral aspects of sex
have been well explained. However, the teacher feels that because
she has been away from her family, M. B. does not have a well-de-
veloped sense of love and affection. She does not react according
to her feelings, but according to the way she thinks she ought to
react. When she sees her family, she acts very loving and affec-
tionate, but the teacher thinks that real feeling is missing.

Although she is very excited about the idea of having a boy-
friend, she does not have the opportunity to form a good relation-
ship with a boy. Sometimes at social events she meets boys from
outside the school whom she likes very much, but she is shy.
Usually the boys only come to the school one or two times, so
she does not get a chance to know them well.
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Conclusion

In summary, we have seven students with problems related to
adolescence. Student I is very slow and has problems with control.
Student 11 Is not a: slow, but has difficulty understanding and ex-
pressing her feelings. She also is not sure how she should behave
with members of t1.3 opposite sex, Student III is very slow and
could cause problems for herself and other people by what she
writes or says. Student IV cannot seem to understand that sex
has an emotional aspect, Student V has many additional handicaps
and her teacher questions her needs for sex education. She fanta-
sizes about boys and the teacher wonders how far the fantasies
should go. Student VI seems like a rather normal teen-ager who
needs help with adolescent problems, and with the additional prob-
lems which deafness brings to him. Student VII seems to lack a
well-developed sense of love and affection. Like Student VI, she
has problems relating to members of the opposite sex.

Writing and thinking about these students brought several ques-
tions to my mind and I would like to use them in concluding this
paper.

1. How do we identify the sexual needs of our students?
2. What do we define as sexually related problems?
3. What can we teach small children about feelings that will

help them cope with their emotions when they reach ado-
lescence?

4, How can we help the slower children to cope with their feel-
ings and behave appropriately when they reach adolescence?

S. What kind of sex education program can best help the
brighter students to understand the physical, emotional, and
social aspects of sex?

6. How do we find guidelines for such a program?
7. How do we help those with poor home situations?
8. How do we help those with additional handicaps?
9. Who has the responsibility for providing sex education?

10. How can teachers be helped to cope with their students'
sexual needs and their feelings about these needs?

II. Can we provide opportunity for normal adolescent sexual
experiences for the more capable children?

12. What is the effect of the close physical teaching situation?
13. How does a language deficit due to deafness modify coun-

seling?
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THE CONFERENCE IN RETROSPECT

(Including Considerations for Future Conferences)

By KEITH WATKINS

Australia

Introduction

You will notice in the program that I am to give a "brief" sum-
mary. I could be extremely brief and simply say: "an outstanding
success, and congratulations to Dr. Waterhouse, the program com-
mittee, participants and other people associated with planning
and producing a most informative, interesting and enjoyable set of
experiences."

However, if I left it at that, the Chairman would no doubt say:
"Now the audience may wish to know why you feel this way." In
fact, knowing Chairman Myers so well, I feel the word "WHY"
has already flashed across his cerebral cortex. So, I shall tell you
why I am of this opinion. At the same time, I would like to know
what you people think, as I shall endeavour to convey some ideas
for future occasions.

In other words, we would like to have a short discussion, or
"dialogue" I think is the current term. So, my words of wisdom and
then yours.

1. Involvement

I think that the key to a successful Conference is involvement.
As I said at the first session, what we get out of a conference like
this will depend on various factors, but to a large extent it will
depend on the input and amount of active participation.

Conferences such as this provide an opportunity for educational
administrators, class teachers and educators in general to take
account over a short period, world-wide developments in a par-
ticular fieldin this case the education of deaf/blind children. At
the same time an opportunity is provided for the display and illus-
tration of techniques and technology applied in various programs
throughout the world. The degree to which an individual benefits
from such proceedings will depend on the individual's attitudes
and degree of involvement.
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2. Alms 01 the Program Committee

It seems to me that the program committee in Its design for the
Conference had a number of broad goats in view:

(a) to involve as many people as possible from those associ-
ated with the education of the Deaf /Blind, and from as
many countries as possible

(b) to cover as wide a range of areas as possible
( c) to cater for the educational administrator and the practis-

ing teacher
(d) to promote involvement through active participation in the

form of presentation and discuvion.

Attainment of such goals is not an easy task, but I feel that
under the expert leadership of Dr. Waterhouse the Conference has
achieved great success in fulfilling its aims. .

For example, it was truly International;

(a) Countries Participating: Republic of South Africa, Tu-
nisia, Hong Kong, Japan, Vietnam, Australia, The Nether-
lands, Sweden, Switlzrland, United kingdom, France, Ger-
many, West Indies, Canada, United States

(b) Number of People Registered: 197
( c) Broad Areas Covered:

Programs for Deaf/Blind Assessment of Residual Vision
Teaching a Mother Tongue Training of Personnel
Learning Disabilities After Care
Diagnosis and Evaluation Psychological Aspects
European Programs National Centre
Social Problems Emergent Countries
Parent Counselling Sexual Problems
Rubella

These areas have a clear relevance to the task of the educational
administrator as well as the practising teacher. Moreover, the con-
tent of the papers presented gave many ideas and much food for
thought to be applied in the design and further development of
educational programs for children with both visual and auditory
impairments. Then again, the procedure of distributing papers
before the Conference in order that a Seminar approach rather
than Lecture approach could be adopted, gave the desired oppor-
tunities for a broad exchange and clarification of ideas to be used
In problem solving.
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3. Some of the Conclusions Reached

What are some of the implications and considerations raised
during the week and requiring projection from the Conference?
(random order).

(a) an expansion of services and development of additional
educational programs throughout the world--including
the emergent or developing countries

(b) adoption of a regional, comprehensive approach
(c) a more concerted effort to promote research, particularly

in respect of diagnosis and evaluation
(d) development of basic training programs for personnel
(e) a broad exchange of ideas in respect of techniques and

technology
( f ) promotion of a team approach, i.e. educators, medical staff,

psychologists, parents, etc. working together as a team
(possibly with the educator at the centre)

(g) a broadening of the scope and concept of Parent Counsel-
ling

These are a few. You can list many more.

Some additional thoughts

(a) Possibly, a little too much was attempted in the time avail-
able. Some difficulties were experienced in endeavouring
to absorb so much information, particularly as there was
considerable abstract material.

(b) The problem of quantity would have been less evident if all
papers had been to hand for distribution before the Con-
ference. Maybe the solution for the future is to require an
abstract for distribution before the Conference and require
papers to be on hand for distribution during the proceed-
ings. (N.B. The Perkins team has been magnificent in
preparing material for distribution at short notice.)

4. The Dissemination of Ideas

Now, I think we should all endeavour to disseminate the in-
formation and ideas presented during the past few days. This can
and will be done in various ways, particularly through Staff meet-
ings and Seminars at the local level. Of course, our task has been
made much easier by the printing of papers, prior to presentation;
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another special feature of this Conference and in many ways a
contributing factor in its great success,

5. Future International Conference on the Education of Deaf/
Blind Children

It is difficult to be too precise at this stage in advocating action
to be taken for the next Conference. However, here are a few
random thoughts:

(a) Theme

Maybe it would be a good idea to explore the wisdom of having
a specific rather than general theme next time. It may well be that
such action was discussed for this occasion, I don't know. Certainly,
the general theme used this time has served to indicate the diversity
of problems and challenges faced by educators of deaf/blind chil-
dren.

However, it would seem that we have reached the stage where
certain problems or challenges in this field are more pressing than
others. And it would seem that an International Conference should
give a lead in the setting of broad educational goals, patterns and
approaches for deaf/blind children (i.e. Give definite direction to
the world-wide movement). Possibly, the placing of emphasis on
a rnecial problem area would help in this process. A particular
theme could be based on the conclusions reached at this Confer-
ence. For example it might be derived from such areas as:

(I) the need for an additional, pressing service (e.g. compre-
hensive diagnosis and evaluation)

(II) the need for additional educational programs
(III) the need for research
(IV) the need for more planning in the area of after-care
(V) the need for a regional, comprehensive approach
(VI) the need for an expansion and development of basic

training for personnel
(VII) the need for expansion of parent counselling

(b) Regional Seminars and Workshops
Of course, it might be argued that this emphasis on a particular

problem area should be given at the regional seminars or work-
shops. There would certainly seem to be good reasons for this. At
the same time, I feel that an International Seminar should also
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give a lead and this might well be done through a precise rather
than general theme approach.

The practice of holding regional seminars should of course be
promoted through this Conference and I feel sure that we would
all endorse an expansion of these.

(c) Plenary Sessions and Group Discussion

One suggestion that follows on from the particular theme ap-
proach is that of the Plenary Session followed by group discussion.
That is, say two or three papers on a pressing problem or area of
particular interest, followed by discussion of the papers and the
problem in small groups. A reporter from each group could give
the conclusions to the full seminar.

This would most likely make for an "in depth" look at a par-
ticular area and promote more personal involvement,

(d) Techniques and Technology

The best way to learn what techniques and technology are being
used in an educational program is to go and look at the program.
It is ve;y difficult to arrange demonstrations of techniques and
equipment used throughout the world.

However, at Conferences such as this, it may be possible to
make greater use of the advanced technology of our age by pro-
clueing more movie film, coloured slides, photographs and closed
circuit television film to illustrate the work being done.

Conclusion

In conclusion I repeat: "an outstanding success, and congratu-
lations to Dr. Waterhouse, the program committee, participants
and other people associated with planning and producing a most
informative, interesting and enjoyable set of experiences."

I wish to express my grateful thanks in having been given the
opportunity to participate in such a meeting at such a delightful
venue.

Discussion

The following comments and suggestions were presented during
the discussion:

1. Mrs. Johnnie B. DanielLouisiana. The next conference
should provide for even more participation by parents of deaf/
blind children.
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2. Miss Joan ShieldsEngland, It might be advisable to leave
the printing of the final program until fairly late. If the abstract
Is not received in time then the speaker should be changed and the
program altered accordingly.

3. Mr. S. O. Myers -- England, Maybe it would help if a small
booklet containing background material on subjects were to be
printed.

Dr, Edward J. WaterhousePerkins. This aspect was consid-
ered but time and personnel for this task was a great problem.

4. Miss Harriet FurtonOhlo, There should be more time de-
voted to research and scientific studies but particularly from the
point of view of application of such studies to the teaching pro-
gram.

5. Mr. Lars GuldagerPerkins. There should be more papers
based on research directly concerned with deaf/blind children
rather than related fields (1.e, encourage research into the deaf/
blind child),
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REPORT OF NOMINATIONS COMMITTEE

Friday, August 27, 1971
11:00 cm.-12:00 p,m.

Nominations Committee

K. W. Watkins, ChairmanAustralia
B. F. SmithU,S.A,
J. B. ShieldsEngland
S. E. ArmstrongCanada

PauwSouth Africa

Reasons for Remaining Autonomous

The following points were discussed at considerable length dur-
ing the week:

1. One of the basic aims of the International Deaf-Blind Com-
mittee is to sponsor and organize a successful InI,Inational
Conference on the Education of the Deaf-Blind in 1974.
rat )they is the sponsoring of projects to promote the educa-
tion of the deaf-blind.

2. In order to do this, a committee must have a strong leader
and be strong in all its component parts. At the same time,
the members of the committee must be vitally interested not
only in the welfare of the deaf-blind but more particularly in
the education of the deaf-blind.

3. In discussing the pros and cons of affiliating directly with
W.C.W.B. through a joint committee, it became abundantly
clear that to insure that the above objectives will be reached,
the committee should be selected by this Conference and not
left as a "short" list from which the W.C.W.B. would select
educationists for its joint committee.

4. An invitation has been received from the R.N.I.13,, England,
for the next conference to be staged at Condover Hall. (It is
recommended that this invitation be accepted.) An invitation
was also forthcoming from the Australian contingent. How-
ever, it was felt that Australia would need more time than
three years in order to prepare for such an event, particularly
in respect to the raising of finances to assist people travelling
the great distances from Europe and North America.
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It is, therefore, suggested that the Conference endorse the pro-
posal (in principle but without definite commitment) to hold the
1977 Seminar In Sydney, Australia, in order that the people con-
cerned might begin preparations as soon as possible.

Recommended Committee
With the foregoing points of view, the Nominations Committee

set about selecting the International Deaf-Blind Committee, 1971-
1974. The three basic criteria for selection were:

1. Leadership Potentiali.e., people in a position of leadership
in an administrative framework and able to assume a leader-
ship role in the Committee's procedures.

2. Resource PotentialI.e., the availability of time and financial
support to work towards the programming of the 1974 Con-
ference at Condover.

3. Regional Representationi.e., to cover as many world re-
gions as possible, bearing in mind the proportion and scope
of education for the deaf-blind in the regions.

Committee
Dr. Edward J. Waterhouse, ChairmanU.S.A.
Mr. S. 0. Myers, O.B.B. -- England
Di. Peter J. SalmonW.C.W.B.
Mr. Stewart E. ArmstrongCanada
Mr. Johannes Van DijkNetherlands
Mr. Thco PauwSouth Africa
Dr. William D. MayU.S.A.
Miss K. AndersenDenmark
Mr. Keith W. WatkinsAustralia
Mr. Geoffrey E. SalisburyDeveloping Countries
Mr. Michael Colborne-BrownEngland

Moved; That this report, including the above Committee, be ac-
cepted.

It was then moved (Dr. J. Van Dijk) and carried that Dr. Jean
Kenmore be included on the Committee (representing &F.O.B.
in Europe).

Consultants to the Committee on Services for the Deaf/Blind of
the World Council for the Welfare of the Blind

Following a report from Dr. Peter J. Salmon, Chairman of the
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above Committee, a list of Consultants to the Committee was pre-
sented. These nominations were:

Mr. W. MarhauerOermany
Mr. A. MagillCanada
Dr. Sadako ImamuraJapan
Mr. Geoffrey E. SalisburyDeveloping Countries
Mr. Keith WatkinsAustralia

KEITH W. WATKINS, Chaerman
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REPORT OF RESOLUTIONS COMMITTEE

The Congress approved unanimously the following resolutions
presented by its Resolutions Committee:

General Resohition

It is universally agreed that all children have a right to educa-
tion and that citizens of all states should provide a full educational
service. Special efforts are needed to provide a continuum of serv-
ices and facilities In education, health, and welfare for deaf-blind
children and, indeed, for multi-handicapped children of all types.
This conference recommends that appropriate measures should be
taken in all countries to ensure, according to the pattern of culture
and development of each country, that the following facilities are
provided:

(i) Early diagnosis and evaluation, with some form of regis-
tration or notification, so that immediate action' can be
taken to provide appropriate help to all handicapped
children and their families.

(ii) Parent-family counseling.
(iii) Pre-school education at home or in nursery schools or

both.
(iv) An educational program so flexible and varied that the

unique needs of each child can be met,
(v) A service of vocational assessment to ensure that, at the

end of school life, all children have opportunities of work
or occupation according to their abilities.

(vi) A humane system of complete care for children and
adults whose handicaps are so severe that some form of
institutional care is desirable or essential.

(vii) Consultations with parents or guardians at all stages of
the children's progress.

(viii) Services of publicity and information so that a well-in-
formed public (professional and lay) can assure appro-
priate action for each child as soon as a need has been
established.

The conference wishes to emphasize certain features of this
General Resolution with the following Special Resolutions:
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1. Professional Publicity. A service of publicity should be set up
so that:

(a) Successful or experimentally interesting features of in-
dividual existing services together with reports on re-
search can become known to all such services.

(b) The large amount of research into child development
and education is studied and its implications made
available in such forms that any positive results can be
used by parents, teachers, doctors, social workers.

At present, this specialized publicity can be provided through
national professional magazines, "Children of the Silent Night,"
and the European News Letter. The possibility should be ex-
plored of using one existing, internationally known professional
magazine for the publication of important articles and information
concerning multi-handicapped children.

We know that the enormous increase of children handicapped by
Rubella in the U.S.A. has led to an important national effort to
establish centers and services for these children. It is hoped that the
Federal Office responsible for this effort will be able to diffuse any
important information to all countries interested in developing and
improving their own services.

2. General Publicity

Every media should be utilized so that the general public,
locally and nationally, is kept well informed of developments
in the care of deaf-blind and multi-handicapped children so
that the needs of these children are fully understood and
accepted and so that, as adults, they will be able to take part
in community life to the full extent of their capabilities and
potential.

3. Education and Training

In order to give deaf-blind children all the chances for
optimal development, physically, emotionally, and intel-
lectually, education programs of great variety and flexibility
should be developed to meet the many varied and individual
needs of these children. Severely retarded children should
not be excluded from school until they have had the benefit
of a long period of careful evaluation. Children making good

350



progress should be transferred to other more suitable school
programs.

It should be emphasized that all programs should be car-
ried out in cooperation with parents and, wherever possible,
located within their owri communities.

Since education and training of multi-handicapped chil-
dren require teachers and allied professional workers to have
positive attitudes and good insight, training courses for the
various types of staff should be affiliated to those schools
able to offer appropriate training.

4. A Special Resolution concerning newly independent coun-
tries, fully supported by all members of this International
Congress:

( a) These countries are urged to make provision for deaf-
blind and for multi-handicapped children.

(b) Surveys should be initiated by an international agency,
or agencies, to ascertain the incidence and basic needs
of these children.

( c) Subject to the findings of ,uch surveys, demonstration
units should be established in appropriate areas in col-
laboration with the governments concerned.

S. 0. Myers, 0.13.E., ChairmanUnited Kingdom
Miss M. A. Henham-Barrow, 0.13.E.United Kingdom
Dr. Johannes Van DijkNetherlands
Mr. Robert M. DantonaU.S.A.
Mr. Geoffrey E. SalisburyZambia
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LIST OF PARTICIPANTS

AFRICA
Republic of South Africa

Mr. R. B. F. Lotze
School for the Coloured Deaf
Private Bag 147
Worcester
Republic of South Africa
Mr. Theo Pauw
School for the Blind
20, Adder ley Street
Worcester Cape Province
South Africa

Tunisia
Mohammed Rajhl
Union Nationale des Aveugles

de Tunisia
21, Bd. Bab Benat
Tunis

ZAMBIA
Mr. Geoffrey E. Salisbury
Inspector of (Special) Services
Ministry of Education
Lusaka, Zambia

ASIA
Hong Kong

Mrs, Teresa Cho-Wai Wong
Special Education Section
Education Department
Lee Gardens
Hysan Avenue
Hong Kong

Japan
Dr. Sadako Imamura
Yokohama Christian School for

the Blind
181 Takenomaru Nakaku

JYokohama 232, Japan
Vietnam

Mrs. Vy Trait
10 Lo Van Thanh
Saigon, Vietnam

AUSTRALIA
Miss Elizabeth Bills
2 Daphne Street
Prospect
South Australia
Mr. fan 1. Lowe
Narbethong School for Visually

Handicapped
Salisbury Street Buronda 4102
Brisbane, Queensland, Australia

Mr. Noel W. Melvin
The Royal New South Wales

Institution for Deaf and Blind
Children

258 Castlereagh Street, Box
4120, G.P.O.

Sydney, 2001, Australia

Mr. Keith Watkins
North Rocks School for Blind

Children
(New South Wales Department

of Education)
P. 0, Box 95
Parramatta, New South Wales

2150, Australia

EUROPE

France
Sister Therese Orimault
Institution de Larnay
86 Poitiers
France

Mr. Jacques Souriau
Institution de Larnay
86 Poitiers
France

Mrs. Marie-Claude Souriau
Institution de Larnay
86 Poitiers
France
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Germany
Sister Christine Schmidt
1502 Potsdam-Babetsberg
Rud, Breitscheid-Str.
Oberlinhaus, DDRGermany

(East)

Sister Luise Strohmeyer
1502 Potsdam-Babelsberg
Rud. Breitscheld -Str.
Oberlinhaus, DDR--Germany

(East)

Miss Ruth Machwitz
School for Blind
3 Hannover Kirchrode Bleekstr.

22
Germany

Miss Ursula Sigmundt
3 Hannover
Wedeskindstr. 26
West Germany



The Netherlands
Father Josephus Van Corven
Instituut voor
Sint Michielsgestel
The Netherlands
Mr, Johannes Van Dijk
I Elzenstraat
St, M ichielsgestel
The Netherlands
Mrs. Riet Van Dijk
1 Elzenstraat
Sint Michielsgestel
The Netherlands

Sweden

Mr. Stig Ericsson
Ekeskolan
Skolhem for Blinda
700 09 Orebro 9
Sweden

Mrs. Barbro Goras
Varby Grand 29
702 28 Orebro
Sweden

Switzerland

Mrs. Brigette Giger
Wibichslr. 94
8037 Zurich
Switzerland

United Kingdom
Mr. Anthony B. Best
Royal Victoria School for the

Blind
Benwell Lane
Newcastle-upon-Tyne S
England

Mrs. Margaret D. Brock
The ElmsWinterbourne
Dauntsey, Salisbury
Wilks., England
Mr. Derek K. Burton
10 Winsford Grove
Dean, Bolton
Lancashire, England
Mrs. Lily Cook
38 Stanhope Drive
HorsforthLeeds LSI8 4ET
Yorkshire, England
Mrs. Peggy Freeman
18, Stonor Park Road
Solihull, Warks., England
Miss M. A. Henham-Barrow
15 Bramham Gardens
London, S.W. 5, England

Ms. Kathleen Hutchinson
80 Low Hills Lane
Oakes, Huddersfield
Yorkshire, England
Mrs. Sylvia Hutchinson
"Lynton", 13 Dudley Road
Gledhoit, Huddersfield
Yorkshire, England
Miss Christine M. Long
Over ley Hall
Over ley, Telford
Salop., England
Mr. S. O. Myers
37 Preston Street
Shrewsbury
Shropshire, England

Mrs. L. J. Plumb
2 Hereker Drive
Sunbury-onThames
Middlesex, England
Mr. Douglas V. Price
Condover House
Condover, Shrewsbury
Salop., England
Miss Joan E. Shields
10 Station Road
Condover, Shrewsbury
England

Mr. F. J. Southwell
Lea Castle Hospital
Wolverly, Nr. Kidderminster
Wors., England
Mrs. F. J. Southwell
Lea Castle Hospital
Wolverly, Nr. Kidderminster
Wors., England
Miss Mary L. Thurston
Pathways (Deaf/Blind Unit)
Condover, Shrewsbury
SYS 7AA
Salop., England

LATIN AMERICA
West Indies

Captain Olive M. Drummond
The Salvation Army School for

Blind and Visually Handi-
capped Children

191/2 Slipe Pen Road
Kingston, Jamaica, West Indies
Mrs. Inez McLaughlin
The Salvation Army School for

Blind and Visually Handi-
capped Children

19 Slipe Pen Road
Kingston, Jamaica, West Indies
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NORTH AMERICA

Canada

Mr. Stewart E. Armstrong
Ontario School for Ilse Blind
Brantford, Ontario, Canada

MN, Barbara B. McLetchle
24 Armshore Drive
Halifax, Nova Scotia, Canada

Miss Jacquelyn Treffry
R. R.4
Brantford, Ontario, Canada

Miss Janice E. Zatzman
Spring Garden Terrace
Spring Garden Road
Halifax, Nova Scotia, Canada

United States

Ms. Madeline Appel!
New York University Medical

Center
School of Medicine
550 First Avenue
New York, New York 10016

Ms. Kathryn J. Anderson
Minnesota Braille and Sight

Saving School
Faribault, Minnesota 55021

Ms. Laura V. Bates
Greater Detroit Society for the

Blind
1401 Ash Street
Detroit, Michigan 48208

Dr: Mary K, Bauman
Association for the Education

of the Visually Handicapped
Personnel Research Center
1604 Spruce Street
Philadelphia, Pennsylvania

19103

Mrs. Honora Bender
130-04 229 Street
Laurelton, New York 11413

Mr. Byron Berhow
Northwest Regional Center for

Deaf-Blind Children
P. 0. Box 1865
Vancouver, Washington 98663

Mrs. Katherine Best
Boston College
Department of Special Educa-

tion
Chestnut Hill, Massachusetts
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Mr. Louis 1. Betties
National Council for Deaf.

Blind Youth and Adults
105 Fifth Avenue
New Hyde Park, New York

10040

Mrs. Judith A. Black
c/o Community Coordinating

Center for Rehabilitation and
Health Services, Inc.

227 East Washington Boulevard
Fort Wayne, Indiana 46802

Mr. Richard W. Branting
Division of Special Education
State Office Building
Montpelier, Vermont 05602

Mrs. Peggy B. Bruton
641 Burnham Road
Philadelphia, Pennsylvania

19119

Mr. Daniel J. Burns
North Carolina Department of

Public Instruction
400 Oberlin Road
Raleigh, North Carolina 27602

Mr. Robert M. Campbell
Campbell Films
Academy Avenue
Ssztons River, Vermont 05154

Mrs. Evelyn Carr
Southwestern Region D/B Cen-

ter
Room 803 H
217 West First St.
Los Angeles, Calif.

Mrs. Gertrude K. C. Cheng
2408 Drexel Street
Hyattsville, Maryland 20783

Dr. Gloria Grimes Cochran
Child Development Clinic
Texas Childrens Hospital
6624 Fannin Street
Houston, Texas 77025

Dr. Louis Z. Cooper
Associate Professor of Pediat-

rics
New York University Medical

Center
Bellevue Hospital, New York

City, N. Y.

Ms. Sheila L. Cullen
1927 Wynnewood Road
Philadelphia, Pennsylvania

19151



Mr. Scott W. Curtis
University of Georgia
School of Education
125 Arborview Drive
Athens, Georgia
Mr, Donald Cyphers
P. 0. Box 698
Talladega, Alabama 35160
Mrs. Johnnie B. Daniel
Louisiana Coordinator
Area Centers ,Services to Deaf.

Blind Children
1636 Toledano Street
New Orleans, Louisiana 70115
Mr. Robert Dantona
Centers and Services for Deaf.

Blind Children
Project Centers Branch
Bureau of Education for the

Handicapped
ROB 3 Room 2038
7th and D Streets, SW
Washington, D. C. 20202
Mr. Khogendra Das
New York Institute for the

Education of the Blind
999 Pelham Parkway
New York, New York 10469
Ms. Shelia Davis
4105 K. Conway Avenue
Charlotte, North Carolina
Dr. Robert C. De Long
Neurologist
Massachusetts General Hospital
Fruit Street
Boston, Massachusetts
Miss Loraine DiPietro
905 Bonifant Street
Silver Spring, Maryland
Mr. William Do ion
Massachusetts Association for

the Blind
120 Boylston Street
Boston, Massachusetts
Mr. Robert H. Dombro
Vermont Association for the

Crippled, Inc.
Rutland, Vermont 05701
Dr. Edward Donlon
Multiple Disabilities Project
University of Syracuse
1907 South Crouse Avenue
Syracuse, New York
Ms. Rebecca F. Du Bose
106 Oilman Avenue
Nashville, Tennessee 37205
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Dr. Anna Elonen
Department of Psychology, Pe.

diatrics & Psychiatry
University Hospital
Ann Arbor, Michigan 48104
Mr. lack R. English
The Cattier Center
1966 Inwood Road
Dallas, Texas 75235
Mr. Jimmy Fernlcola
Ellisville State School
Ellisville, Mississippi 39437
Dr. Pau lina Fernandez
Professor of Psychology
New York University Medical

Center
University, Hospital, New York

City, N, Y.
Dr. Barbara Franklin
Department of Special Educa-

tion
San Francisco State College
1600 Holloway
San Francisco, California
Dr. Bernard Z. Friedlander
Professor of Psychology and

Director of Infant/Child Lan-
guage Research Laboratory

University of Hartford
West Hartford, Connecticut
Miss Harriet Furton
24455 Lake Shore Blvd.
Apt. 816 E
Euclid, Ohio 44123
Dr. N. C. Gaddis
The Hissom Memorial Center
Sand Springs
Oklahoma 74063
Mr. M. S. Gold
National Center for Deaf/Blind

Youth and Adults
105 Fifth Avenue
New Hyde Park, New York

11040

Mrs. Myra Goldberg
National Center for D/B Youth

and Adults
105 Fifth Avenue
New Hyde Park, N. Y. 11040
Mr. Robert Hansen
Texas School for the Blind
1100 West 45th Street
Austin, Texas 78756
Dr. Verna Hart
Peabody College
Nashville, Tennessee 37203



Dr. Philip Hat len
San Francisco State College
Department of Special Educts

lion
1600 Holloway
San Francisco, California 94132

Mr. Robert C. Heaton
The Maryland School for the

Blind
3501 Taylor Avenue
Baltimore, Maryland 21236

Miss Sheryl Herman
19241 Hardy
Livonia, Michigan 48152

Mr. Joel Hoff
15 Flamingo Drive
St. Augustine, Florida

Mr. Byron Huck le
North Carolina Department of

Public Instruction
400 Oberlin Road
Raleigh, North Carolina 27602

Miss Kathy Hyman
The Maryland School for the

Blind
3501 Taylor Ave.
Baltimore, Maryland 21236

Ms. Judy Jacobs
1986 Commonwealth Avenue
Brighton, Massachusetts

Mr. C. Kent Jensen
Services Visually Handicapped
Capitol Building
Cheyenne, Wyoming 82001

Ms. Marcia L Jensen
Oak Hill School
120 Holcomb Street
Hartford, Conn. 06112

Mr. Frank Johns, Jr.
Oak Hill School
The Conn. Institute for the

Blind
120 Holcomb Street
Hartford, Conn. 06112

Mrs. Janie Fox Jones
Division of Special Education
Texas Education Agency
201 E. 11th Street
Austin, Texas 78701

Ms. Susan Louise Jones
P. 0. Box 652
Porterville, California
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Dr. Edith Kaplan
Research Associate
Department of Psychiatry
Children, Hospital
Boston, Massachusetts

Miss Linda Kates
122 Evans Avenue
Willow

0
Grove, Pennsylvania

1909

Mr. William Kaufmann
800 West Douglas
Jacksonville, Illinois

Mrs. Enid Kelly
Industrial Home for the Blind
57 Willoughby Street
Brooklyn, New York 11201

Dr. Joseph P. Kesler
44 Medical Drive
c/o State Division of Health
Salt Lake City, Utah 84113

Dr. Marcia Knight
Psychologist
Oak Hill School for the Blind
West Hartford, Connecticut

Ms. Lynne Krammer
National Center for D/B Youth

and Adults
105 Fifth Avenue
New Hyde Park, New York

11040

Mr. Jack C. Loadman
Massachusetts Association tor

the Blind
120 Boylston Street, Room 446
Boston, Massachusetts 02116

Dr. Cornelia Long
New York University Medical

Center
Bellevue Hospital
New York City, N. Y.

Ms. Maxine B. L,ng
5540 Roswell Road, N.W., Apt.

F201
Atlanta, Georgia 30342

Ms. Doris Maesei.
1 1 1 Orange Road
Montclair, New Jersey

Mrs. Ariel Mandel
369 Westwood Road
Woodmere, Long Island 11598

Ms, Leda Margolin
29520 Sharon Lane
Southfield, Michigan 48076



Dr. George E. Marriott
The Hissom Memorial Center
Sand Springs, Oklahoma 74063

Ms. Barbara Martin
National Center for D/B Youth

and Adults
105 Fifth Avenue
New Hyde Park, N. Y.

Dr. William D. May
New York Institute for the Ed-

ucation of the Blind
999 Pelham Parkway
New York, New York 10469

Mrs. Jay C. McGill
Eleanor Palmer Center
Chicago Lighthouse for the

Blind
1643 W. Ogden Avenue
Chicago, Illinois 60610

Ms. Sandra Meyer
9622 Sylvia Avenue
Northridge, California

Mr. Samuel D. Milcsky
Department of Public Instruc-

tion
126 Langdon Street
Madison, Wisconsin 53702

Mr. George T. Monk
Midwest Regional Center for

Services to DeafBlind Chil-
dren

715 West Willow Street
Lansing, Michigan 48906

Mr. Donald F. Moriarty
1346 Lincoln Street
Denver, Colorado 80203

Mrs. Susan Mouchka
161 Maywood Way
San Rafael, California 94901

Ms. Wendie K. Nowlin
Georgia Center for the Multi.

Handicapped
P. 0. Box 15739
2040 Ridgewood Drive, N.E.
Atlanta, Georgia 30333

Miss Josephine Pace
150 Holcomb Street
Hartford, Connecticut 06112

Mr. Joseph J. Parnicky
5531 Holly Avenue
Harvey Cedars, New Jersey

08008
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Dr. Thomas C. Peebles, Pedia.
triclan

Asst. Chief, Children's Services
Massachusetts General Hospital
Fruit Street
Boston, Massachusetts

Mr. Albert Pimental
Director, World Congress for

the Deaf
905 Bonifant Street
Silver Spring, Maryland
Mrs. Barbara A. Pitsch, School

Psychologist
Graduate Division of Educa-

tion
Rivier College
Nashua, New Hampshire

Ms. Brenda Proctor
North Carolina Department of

Public Instruction
400 Oberlin Road
Raleigh, North Carolina 27602
Ms. Margaret Robertson
George Peabody College
Nashville, Tennessee

Mrs. Lois Sates
107 Oilman Avenue
Nashville, Tennessee 37205

Dr. Peter J. Salmon, Director
National Center for D/13 Youth

and Adults
105 Fifth Avenue
New Hyde Park, New York

11040

Mrs. Marilyn B. Salter
DeafBlind Unit
Special Schools Division
School for the Deaf
999 Locust Street, N.E.
Salem, Oregon 97310

Mrs. Florence B. Searle
State Division of Health
44 Medical Drive
Salt Lake City, Utah 84113
Ms. Judith L. Seeley
2817 College Avenue 16
Berkeley, California 94705
Ms. Nanette Segal
Industrial Home for the Blind
Services for Blind Children
57 Willoughby Street
Brooklyn, New York 11201
Mrs. Elizabeth W. Sigafoos
1919 Wynnewood Road
Philadelphia, Pennsylvania
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Ms. Elizabeth Smith
North Carolina Department of

Public Instruction
400 Oberlin Road
Raleigh, North Carolina 27602
Mr. Robert J. Smithdas
Director of Community Educe.

tion
National Center for D/B Youth

and Adults
105 Fifth Avenue
New Hyde Park, New York

11040

Ms. Joyce Ann Smoot
1927 Wynnewood Road
Philadelphia, Pennsylvania
Miss Joanne Sterling
New York Institute for the Ed.

ucation of the Blind
999 Pelham Parkway
New York, New York 10469
Mr. P. Coker Stogner
New Jersey Commission for the

Blind and Visually Impaired
649 Summit Avenue
Westfield, New Jersey

Ms. Janice Stroud
229 LaFayette Street
Wood Dale, Illinois

Miss Josephine Taylor
Education Program Officer
Bureau of Education for the

Handicapped
U. S. Office of Education
Washington, D. C.

Mrs. Frances Terry
12505 Phillips .32
Cuyahoga County Board of

Mental Retardation
Cleveland, Ohio

Mr. Robert D. Twamley
Kennedy Memorial Hospital
Brighton, Massachusetts

Dr, Richard O. Umsted
Department of Special Educa

lion
Northern Illinois University
De Kalb, Illinois 60115

Miss Janet Visconti
New York Institute for the Ed.

ucation of the Blind
999 Pelham Parkway
New York, New York 10469

Mrs. Thomas D. Walsh
3509 Indian Creek Way
Clarkston, Georgia 30021

STAFF OF PERKINS SCHOOL FOR THE BLIND

Mrs. Irene Allisot
Miss Elizabeth Banta
Mrs. Storm Barkus
Mrs. Peggy Basch
Miss Carol A. Benoit
Miss Faye Bergsman
Miss Barbara Birge
Mrs. Christina Castro
Mrs. Diane Cordner
Mrs. Diana Darr
Miss Jeannette David
Mr. Carl Davis
Miss Mary Davis
Miss Sandra DeGweck
Mrs. Jane Elioseff
Miss Carmelta Ficaciello
Mrs. Jo Anne Glicklich
Mrs. Marilyn Gregory
Mr. Lars Guldager
Mrs. Virginia Guldager
Miss Susan Guralnick
Miss Nancy Holbert
Mrs. Christine Hotarek
Mr. Lewis Huffman
Mr. Christopher Huggins

Mr.

Miss Kathy Hyman
Mrs. Audrey Jacobsen
Miss Carol Johnson
Miss Valerie Johnson
Miss Trudy Kaehier
Miss Helen Kelleher
Mr. Justin M. Kelly
Mrs. Mary Krieger
Miss Katherine Kumler
Miss Ellen A. Lang
Mrs. Cynthia Maher
Mr. Francis Maher
Miss Kathleen Muiready
Sgt. Michael D. Orlansky
Miss Barbara Paisner
Miss Jocelyn Record
Miss Nan Robbins
Mrs. Linda P. Rossman
Miss Barbara B. Smith
Miss Margaret Stein
Mrs. Gertrude Stenquist
Miss Jean Thomas
Mrs. Bryndis Viglundsdottir
Miss Ingrid Watkins
Mrs. Susan E. Young

Michael Zimmerman
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