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Prepared by Dr. Shazia Siraj Zargar 

SPECIAL EDUCATION: CONCEPT, SIGNIFICANCE AND SCOPE 
Introduction  

All students require support from teachers, classmates, family, and friends in order to thrive and 
to gain full benefit from their school experience. Some students have special needs that require supports 
beyond those ordinarily received in the school setting. Students who have behavioural, communicational, 
intellectual, and physical or multiple exceptionalities, may have educational needs that cannot be met 
through regular instructional and assessment practices. These needs may be met through 
accommodations, and/or an educational program that is modified above or below the ageappropriate 
grade level expectations for a particular subject or course. Such students may be formally identified as 
exceptional pupils. Institutions and schooling are the major formal modes of its delivery. When we intend 
to talk about the history of special education, we must have its description in terms of the growth and 
development of the ways and means of its delivery, objectives set and the system of schooling. However, 
special education in this sense does not seem to possess a long history. It is relatively a new term. In the 
usual mode of historical description, we try to describe it as “once upon a time there was......”. We can 
hardly fill it with the word special education or a system related in name with the delivery of such 
education. It is because that the term special or exceptional children did not exist in our historical past. 
There was a common—descriptive term in the name of disability for any type of exceptionality or 
deviation—positive or negative. So most of the description related to the history of special education in 
the texts is covered by the history of the care and provision made by the society and states for the various 
types of disabilities found in the human beings. Special Education in India  

Special education in India was present since the pre independence time, with very few schools or 
NGOs helping intellectually impaired children. Today India has come a long way and made a good 
progress in the field of disability rehabilitation. Presently India has four national institutes for effective 
implementation of this special education through various government schemes. The popular national level 
institutes for disabled persons are the National institute for Hearing Handicapped, National Institute for 
the Mentally Handicapped, National Institute of the Visually Handicapped and National Institute for 
orthopedically handicapped. National Institute of Rehabilitation, Training and Research and The Institute 
for Physically Handicapped are other two national level institutes run by government. Moreover, 
government has initiated District Rehabilitation Centre (DRC) scheme in ten states to make allinclusive 



 

 

rehabilitation. Moreover, four Regional Rehabilitation Training Centers are there to train the staff and 
teachers who work with these institutes.  

Today due to global competitiveness, education scenario in India is fast changing. Along with 
that, special education is also catching importance and various government agencies are working hard to 
make it available to masses.   

However over the years many scholars have questioned the importance of special education in 
India as they feel that it leads to segregation and isolation of the disabled children. They argue that by 
segregating the children at young age the very purpose bringing all children to the mainstream of the 
purpose of special education is defeated.   

Therefore, to keep the special education at par with regular education, vocational courses are also 
initiated. Also, there has been a National Policy of Education, in which government has declared that 
education of children with gentle disabilities will be in regular schools. Due to such reforms and 
regulations, the quality and reach of special education in India has increased over the years giving new 
hopes and bright future for disabled. In this lesson we shall, discuss Concept, Scope and Objectives of 
Special Education length.   
Historical Background of Special Education  How did the field of special education develop? Special 
education grew from an initial awareness that some children require a type or intensity of education 
different from typical education in order to achieve their potential. The history of special education is 
relatively short. It is less than 200 years ago that Jean-Marc-Gespard Itard, a French physician who is 
considered to be the father of special education. Itard had been working with children with hearing 
impairment, but his most important work came out of his efforts to help the socalled wild boy of 
Averyron. In 1799 a young boy, later named Victor, was discovered in the woods of France. The boy was 
thought to be a “wild child,” untouched by civilization. It is likely that he had mental retardation as well 
as environmental deprivation. Most people thought the case was hopeless. But Itard, believing in the 
power of education, took on the task of teaching Victor all the things that typical children learn from their 
families and in school. He used carefully designed techniques to teach Victor to speak a few words, to 
walk upright, to eat with dishes and utensils, and to interact with other people.   

Fortunately, Itard wrote detailed reports of his techniques, and his philosophy, as well as Victor’s 
progress. Many of these techniques are still used in modern special education. This history has included 
periods of Optimism, periods of neglect, periods of fear, and finally acceptance of exceptionalities in 
children.  



 

 

The Renaissance Movement spread in 17th century in the western world, brought out a new era of 
hope to the disabled children in the shape of establishing special schools (although in isolated settings 
away from the mainstream) for the special categories of disabled children, like deaf, blind and mentally 
retarded. As a result, by the close of 18th century, special education was accepted as a branch of 
education and separate special schools were considered as a perfect alternative for providing the 
education and care to the exceptional children. With the advent of 20th century, there began a new era in 
the history of special education in the shape of moving from the isolated settings of special schools to the 
segregated settings of the special classes within the regular schools. The last modern era in the history of 
special education belongs to the era of inclusive settings, i.e. educating all types of children whether 
exceptional or normal together in the regular classes of the mainstream schools. Most of the countries 
world wide, under the UN initially has now enacted legislative laws for making arrangement for the 
education of the disabled children population of their countries by committing to the philosophy of 
inclusive education in their schools.  

The Indian scenario with regard to its history of special education is not much different than the 
global scenario. Although there has been instances with earlier ancient history of a quite human treatment 
and indiscriminating education to the disabled, the later periods of its history may be known to be passed 
through the same eras of exclusion and extermination, ridicule and amusement, prohibition and 
witchcraft, sympathy and asylum and the beginning of special education efforts in the shape of 
establishing separate special schools, segregated special education classes before coming finally to accept 
inclusive education as the policy of providing education to the exceptional children with the non-disabled 
children in the regular classes of the mainstream schools. It has a quite effective legislative means for this 
purpose. It has recently arrived with a much needed policy in the name of the National Policy for Persons 
with Disabilities in February, 2006, for the caring, education and rehabilitation of its disabled population, 
with an assurance of providing free and compulsory education to all children with disabilities up to the 
minimum age of 18 years by emphasizing a need for mainstreaming them through inclusive education.  
Concept of Special Education  

First and foremost, special education is individualized education for children with special needs. 
Special education means "Specially designed instruction, at no cost to parents, to meet the unique needs 
of a child with a disability." Special education is something special—special materials, special training 
techniques, special equipment and special help or special facilities may be required for special categories 
of children having special needs. For example low vision children may require reading materials in large 



 

 

print. Hearing impaired children may require hearing aid, auditory training, lip reading etc. mentally 
retarded children may need skill training.   

Common special needs include challenges with learning, communication challenges, emotional 
and behavioural disorders, physical disabilities, and developmental disorders. Students with these kinds of 
special needs are likely to benefit from additional educational services such as different approaches to 
teaching, use of technology, a specifically adapted teaching area, or resource room. Intellectual giftedness 
is a difference in learning and can also benefit from specialized teaching techniques or different 
educational programs, but the term "special education" is generally used to specifically indicate 
instruction of students whose special needs reduce their ability to learn independently or in an ordinary 
classroom, and gifted education is handled separately.  

In most developed countries, educators are modifying teaching methods and environments so that 
the maximum number of students are served in general education environments. Special education in 
developed countries is often regarded less as a "place" and more as "a range of services, available in every 
school”. Integration can reduce social stigmas and improve academic achievement for many students.  

Special education is a profession, a service with tools and techniques to meet the special needs of 
exceptional children. It is individually planned, systematically implemented, and carefully evaluated 
instruction to help exceptional learners achieve the greatest possible personal self-sufficiency and success 
in present and future environments.  
Scope of Special Education  

It is an evident truth that educationally backward children, handicapped children and gifted 
children are in need of specific facilities for their optimum development. Educators feel the importance of 
designing special instruction for the benefit of special children. The proponents of special education put 
forth the following reasons in support of their argument.  
1)  In order to overcome the deficiency, educationally backward children require specific teaching 

methods in special classrooms.  
2)  Special education is an essential requirement for gifted students also for it provides them with 

proper stimulation. Generally, the classroom teacher cannot provide proper stimulation to both 
the talented and the dull students in the general class. Unlike average children, gifted children are 
more sensitive and they are quick and alert in thinking. So they need enriched curricular 
programmes to work to their potentials.  



 

 

3)  A classroom teacher usually finds it very difficult to devise his instruction so as to reach out to all 
the categories viz physically and  mentally handicapped, emotionally disturbed, learning disabled, 
slow learners and below average, average and bright . Hence, special education is needed to 
surmount their learning problems.   

4)  Special education is needed to develop independent living and social skills in special children. It 
helps them in meeting out their special needs, overcoming their deficiency and getting due gains 
from the regular and special education programmes.  

5)  With the help of special education visually or aurally impaired may be guided to make use of 
assistive devices for being capable of using the residual sense of sight or hearing.  3.6 Scope of 
Special Education  
In fact the scope of special education is changing and widening with the new research findings 

coming up at international level. Let us discuss the scope of special education step by step:  
In terms of types of children with disabilities special education covers children with visual 

handicaps (blind and low vision children), hearing handicaps (deaf and hard-of-hearing children), mental 
retardation (mentally challenged children), learning disability (reading disability, writing disability and 
numerical disability), speech handicaps (auditory disorder, vocal disorder, stuttering, cleft palate, etc.), 
and multiple handicaps. In some literature delinquent children, emotionally disturbed children and 
socially disadvantaged children are also covered under special education. Gifted and creative children are 
also covered under special education by some authorities.  

In terms of degree of disability, special education covers mildly, moderately and severely 
handicapped children. Mildly and moderately handicapped children are usually included in regular 
schools, and severely handicapped children are included in special schools and residential schools. After 
the World Conference on Special Education Needs held in Spain (1994) and the enactment of PWD Act 
(1995) in India the trend has been changed. Now special education is proposed to be provided to all 
children irrespective of their degree of disability in inclusive schools.  

The scope of special education includes identification of disabled children based on physical and 
behavioural characteristics, assessment of such children (medical, psychological and functional 
assessment), their care and rehabilitation.  
Placement of disabled children in the appropriate setting forms an important part of the scope of special 
education. Placement of disabled children in a particular setting depends upon the degree of disability, 



 

 

nature and extent of previous training and experience of the disabled child and his special educational 
needs.  

The scope of special education includes various types of intervention measures such as, 
environmental, administrative, social and academic and various levels of intervention such as, preventive, 
remedial and compensatory efforts.  

Various support services for children and teachers and allied services medical check up and care 
also come under the scope of special education. Provisions of aids and equipments for meeting the needs 
of exceptional children—their procurement and development by teachers from an important aspect of 
special education  
Summary 

Special education, being relatively a quite new term, does not possess a long history as compared 
to the history of disability and its education which may be said to be as old as the history of the mankind. 
For looking into this history, it may be divided into different eras characterizing the way disability has 
been treated during its varying periods.   

Special education is something special—special materials, special training techniques, special 
equipment and special help or special facilities may be required for special categories of children having 
special needs. It is a service with tools and techniques; it is individually planned, systematically 
implemented, and carefully evaluated instruction to help exceptional learners achieve the greatest possible 
personal self-sufficiency and success in present and future environments.  
Special education is needed to meet the special needs and requirements of the special/exceptional 
children.  

In fact the scope of special education is changing and widening with the new research findings 
coming up at international level. The scope of special education includes various types of intervention 
measures such as, environmental, administrative, social and academic and various levels of intervention 
such as, preventive, remedial and compensatory efforts.   
 
 

The Individuals with Disabilities Education Act (IDEA) is a federal law that created and governs 
special education.  The law entitles eligible children with disabilities to the specially designed instruction 



 

 

and individualized services and supports they need to benefit from a free public education.  The IDEA has 
six foundational principles:   
Principle 1:  A FREE APPROPRIATE PUBLIC EDUCATION (FAPE)   

The IDEA gives each eligible child with disabilities the right to a free appropriate public 
education.  FAPE means educational services:  

1.  Provided at public expense under public supervision  
2.  Provided at no cost to the parents (other than ordinary costs charged to all students)  
3. That meet the standards established by the state department of education 
4.  That are designed to meet the unique needs of each eligible student  
5. Provided according to a written Individualized Education Program (IEP)  
6.  Provided to students from preschool through high school, ages 3 to 21  
7.  That continue to be provided to students who have been suspended or expelled  
Special education programs must:  
1.  Be designed for the student to progress in the general education curriculum  (there is only 

one curriculum for ALL students)  
2.  Provide more than a minimal benefit but with no requirement to maximize potential (a 

serviceable Chevy vs. a brand new fully -loaded Cadillac)  
3.  Include related services and supports and provide for participation in extracurricular and 

other school activities  
4.  Include extended year services when necessary to provide FAPE   

Principle 2:  APPROPRIATE EVALUATION   
The IDEA requires that a student must receive an evaluation prior to the provision of special 

education services to determine:  
1. whether the student is an eligible “child with a disability” according to the IDEA 

definition, and if so,  
2.  to determine the educational needs of the student. 
3. Parents must give informed consent for evaluation and for services  
4. A student must be evaluated in all areas of suspected disability  The evaluation 

should include a variety of tools and strategies to gather functional, developmental, 
and academic information 



 

 

An evaluation should never be based on a single measure or assessment  
 The instruments and methods used for the evaluation must be:   

1.  Technically sound   
2.  Not culturally discriminatory  
3.  In the language the child use  
4.  Administered by trained and knowledgeable personnel  
5.  A new or updated evaluation is to be conducted if there is reason to suspect a need or if the 

parent requests one  
6. An evaluation must be conducted within 60 calendar days of the parent giving consent  
7. A comprehensive re-evaluation must be conducted every three years unless both the parent 

and educators agree it is not necessary Every three years is the minimum requirement; 
evaluations can be conducted more often if needed, but not more than once a year   

Re-evaluations may occur when:  
1.  Conditions warrant new information  
2.  The parent requests re-evaluation   
Independent educational evaluations:  
1.  Parents have a right to request an independent evaluation at public expense if they disagree 

with the results of the school’s evaluation.  
2. Parents may seek an independent evaluation at their own expense at any time.   

Principle 3:  INDIVIDUALIZED EDUCATION PROGRAM (IEP)   
An IEP is a written statement for each child with a disability that is developed, reviewed, and 

revised at least annually by a team including educators, parents, the student whenever appropriate, and 
others who have knowledge or expertise needed for the development of the student’s special education 
program.  The key word is individualized.     

Special education is not a place: The instructional program is to be designed without regard to 
where it will be implemented.  The educational program is determined first; the placement or educational 
setting is determined second. Parents are involved in both program and placement decisions:  

Parents and the student need to be meaningfully involved in the development of the program 
and any periodic revisions The IEP must:  



 

 

1.  Contain objectively measurable goals  
2.  Be designed to offer meaningful progress in academic achievement in the general education 

curriculum and in functional performance   
Principle 4:  LEAST RESTRICTIVE ENVIRONMENT (LRE)   

The IDEA requires that “ . . . To the maximum extent appropriate, children with disabilities, 
including children in public or private institutions or other care facilities, are educated with children who 
are not disabled.”  Least Restrictive Environment (LRE) means that:  

1. Any placement outside the general education classroom must be justified by the child’s 
individual disability-related need  

2.  Students must have meaningful access to same age peers without disabilities  
3.  Schools must provide supplementary aids and services in the general education 
An evaluation should never be based on a single measure or assessment  

The instruments and methods used for the evaluation must be:   
1. Technically sound   
2. Not culturally discriminatory  
3.  In the language the child use  
4.  Administered by trained and knowledgeable personnel  
5.  A new or updated evaluation is to be conducted if there is reason to suspect a need or if 

the parent requests one  
6.  An evaluation must be conducted within 60 calendar days of the parent giving consent  
7.  A comprehensive re-evaluation must be conducted every three years unless both the 

parent and educators agree it is not necessary Every three years is the minimum 
requirement; evaluations can be conducted more often if needed, but not more than once 
a year   

Re-evaluations may occur when:  
1.  Conditions warrant new information  
2.  The parent requests re-evaluation   
Independent educational evaluations:  



 

 

1.  Parents have a right to request an independent evaluation at public expense if they disagree 
with the results of the school’s evaluation.  

2. Parents may seek an independent evaluation at their own expense at any time.  
Principle 3:  INDIVIDUALIZED EDUCATION PROGRAM (IEP)   

An IEP is a written statement for each child with a disability that is developed, reviewed, and 
revised at least annually by a team including educators, parents, the student whenever appropriate, and 
others who have knowledge or expertise needed for the development of the student’s special education 
program.  The key word is individualized.     

Special education is not a place: The instructional program is to be designed without regard to 
where it will be implemented.  The educational program is determined first; the placement or educational 
setting is determined second. Parents are involved in both program and placement decisions:  

1. Parents and the student need to be meaningfully involved in the development of the program 
and any periodic revisions The IEP must:  

2.  Contain objectively measurable goals  
3.  Be designed to offer meaningful progress in academic achievement in the general education 

curriculum and in functional performance   
Principle 4:  LEAST RESTRICTIVE ENVIRONMENT (LRE)   

The IDEA requires that “ . . . To the maximum extent appropriate, children with disabilities, 
including children in public or private institutions or other care facilities, are educated with children who 
are not disabled.”  Least Restrictive Environment (LRE) means that:  

1.  Any placement outside the general education classroom must be justified by the child’s 
individual disability-related need  

2. Students must have meaningful access to same age peers without disabilities  
3.  Schools must provide supplementary aids and services in the general education’ 
Involvement in music, art, physical education, school trips, clubs, extracurricular and other 

activities must be accommodated  
1.  Funding is never an appropriate reason for a more restrictive placement  
2.  States must maintain a full continuum of placement options to meet the needs of children 

who require specialized treatment or residential placement   



 

 

Principle 5:  PARENT AND STUDENT PARTICIPATION IN DECISION MAKING  
The IDEA is very specific about what schools must do to ensure that parents have the opportunity 

to be active participants in each step of the special education process.  Parents, and (whenever 
appropriate) the student, must be meaningfully involved in:   

1.  The development, review, and revision of the IEP  
2. Educational placement decisions  
3.  Determining what data needs to be collected during evaluation  
4.  Reviewing evaluation data  
5.  Transition planning and services starting by age 14   

Principle 6:  PROCEDURAL SAFEGUARDS  
The IDEA includes important procedural safeguards to ensure that the rights of children with 

disabilities and their parents are protected and that they have access to the information needed to 
effectively participate in the process.     

Parents are entitled to written notices including:     
1. A parental rights notice to provide general information about special education, procedural 

safeguards, and student and parent rights  
2. Prior written notice of IEP and other meetings concerning the student  Prior written notice 

whenever the school proposes to change or refuses to change the  educational programming 
or educational placement of their child   

Parents are entitled to access student records:  
1.  They may review educational records for their child  
2. They may obtain copies of educational records for their child  
3.  They may place a statement of correction or explanation in the student’s record if it contains 

something they disagree with   
Parents have a variety of procedural protections they can invoke when they disagree with 

educators:   
The Resolution Facilitator Process is specific to Iowa and involves an impartial Resolution 

Facilitator who is trained in mediation.  This process may be requested to address issues between 



 

 

educators (school district or AEA) and parents of general education, Section 504, or special education 
students.  It also can be used between other parties involved with the district.   

A Mediation Conference is held to resolve issues between educators and parents about IDEA 
services being provided to a particular student.  It is a voluntary process that has a high rate of success in 
resolving differences.  If an agreement is reached by the parties with the help of a trained, impartial 
mediator, the agreement is considered legally binding and a “shepherd” may be assigned to oversee the 
implementation of the agreement.  A Formal Written Complaint is a signed, written complaint that 
includes a statement that an agency has violated special education rules.  A complaint may be filed with 
the Iowa Department of Education (DE) by any individual or organization.  The DE will review and 
investigate a complaint, then issue a written decision within 60 days.  If the school district is found to be 
in violation of the law it will be required to develop and implement a corrective action plan.   

A Due Process Hearing is a formal hearing before an administrative law judge (ALJ) to decide 
disputes between parents and educators that relate to the provision of special education.  A parent, school 
district, or AEA can file a request for a due process hearing.  During the hearing each side has the 
opportunity to present their case and offer testimony.  The parties may have legal representation.  After 
conducting the hearing, the ALJ will issue a written decision that can be appealed in a state or federal 
district court. 
 (b) VISUALLY IMPAIRED 
Introduction  

Senses are said to be the gateway to knowledge. Out of our five sense organs, the sense of sight 
possesses the most unique advantage of providing knowledge and information of the environment 
surrounding us in a most comprehensive and suitable way. That is why knowledge gained through a 
picture of the object, person or event is said to be hundred times better than its mere description in words. 
Vision and hearing are distance senses, senses that provide us with information outside our bodies. These 
senses developed to alert us to the presence of helpful as well as dangerous elements in the environment.  

Clearly, those of us with unimpaired vision profit from this sense. We learn by observing events, 
we use our vision to move freely in our environment, and we are alert to danger by using our sight. People 
with visual impairment have limited use of their sight, but with systematic instruction and advances in 
technology, most can lead fully integrated lives. The rate of severe visual impairments is related to age 
and to ethnicity. The incidence of visual impairments increases with age for all groups of people. Older 
people have a higher probability of having a visual impairment. However, there is also a strong 



 

 

relationship between visual impairments and ethnicity across all ages. Kirchner and Peterson (1988) 
found that even among the school-age population a greater percentage of youngsters from culturally and 
linguistically diverse backgrounds have a severe visual impairment. Although problems with their data 
base exist, this finding suggests that improved preventive and health care procedures need to be 
implemented for this group of youngsters. Also, educational programme need to be developed to better 
address the needs of students with severe visual impairments who come from diverse cultural and 
linguistic backgrounds. In this lesson we shall discuss the Incidence and causes of visual impairment  
            Hearing impairment is inability to receive sounds through the ear. A mild loss of hearing is being 
unable to hear low or distant sounds. It is a generic term including both deaf and hard of hearing which 
refers to persons with any type or degree of hearing loss that causes difficulty working in a traditional 
way. It can affect the whole range or only part of the auditory spectrum which, for speech perception, the 
important region is between 250 and 4,000 Hz. The term deaf is used to describe people with profound 
hearing loss such that they cannot benefit from amplification, while hard of hearing is used for those with 
mild to severe hearing loss but who can benefit from amplification. Although the degree of hearing loss is 
important, the age when the hearing loss occurs is also important. Individuals who become deaf before 
they learn to speak and understand language are referred to as prelingually deaf. They either are born deaf 
or loss their hearing as infants.  

According to data gathered by the Commission on the Education of the Deaf (1988) 
approximately 95% of all children and youth who are deaf are prelingually deaf. Those whose hearing 
impairment occurs after they have learned to speak and understand language are called postlingually deaf. 
Many are able to retain their abilities to use speech and communicate with others orally. The challenges 
facing all those who are deaf, and particularly those who are prelingually deaf, are great. In this lesson, 
we shall throw light on importance of hearing senses and effects of hearing impairment on educational 
process.  

Infants identified with hearing loss can be fit with amplification by as young as 4 weeks of age. 
With early identification and appropriate intervention, children with hearing loss can be mainstreamed in 
regular elementary and secondary education classrooms. Recent research has concluded that children born 
with a hearing loss who are identified and given appropriate intervention before 6 months of age 
demonstrated significantly better speech and reading comprehension than children identified after 6 
months of age. Even mild hearing loss can significantly interfere with the reception of spoken language 
and education performance. Research indicates that children with unilateral hearing loss (in one ear) are 
ten times as likely to be held back at least one grade compared to children with normal hearing. Similar 



 

 

academic achievement lags have been reported for children with even slight hearing loss. Children with 
mild hearing loss miss 25-50% of speech in the classroom and may be inappropriately labelled as having 
a behaviour problem.  Recent clinical studies indicate that early detection of hearing loss followed with 
appropriate intervention minimizes the need for extensive rehabilitation during the school years..  

For those members of our society who have disabilities, education is critical. Children who are 
disabled, and their families, need to receive an intensive educational experience as early as possible. 
Children with severe to profound hearing losses have much to learn, and a considerable amount of that 
learning will be challenging. Professionals in this field debate a number of issues, such as where 
education should be delivered, how much speech and language development should be stressed in the 
curriculum at the expense of more academic subjects, and what mode (oral, manual, or total) of 
communication is best. Regardless of such disagreements, professionals agree: Education should begin at 
birth or at the time the hearing impairment was discovered for the individual and the entire family, 
particularly for those with severe hearing impairments.   
History of the Field  

Our knowledge of people with visual impairments in Western civilization dates back to the days 
of Homar in ancient Greece. Records from ancient Egypt confirm that people with visual impairments 
were accepted in society. Despite these indications of attention and acceptance in early societies of 
Western civilization, there was no systematic attempt to educate and integrate people who were blind into 
Western society until the eighteenth century. The first school for blind, the institution for Blind Youth, 
was founded in Paris 1784 by Valentin Hauy, who also conceived a system of raised letters on the printed 
page. Unfortunately, his developmental efforts ended when the French Revolution began in 1789. In 
1829, Louis Braille, a French musician who was blind, developed a tactile system for reading and writing 
that uses an embossed dot code. This system is a backbone of the education of the blinds in whole world.  
Taking inspiration from the pioneer efforts of Valentine Hauy, a number of institutes for blind were then 
founded in France, Britain and the other countries of the western world including USA. In this 
connection, the first British school for the blind children was established in Liverpool in 1791 by Edward 
Ruston, a blind poet who lost his sight on a slave ship. The curriculum followed in his school was totally 
focused on trade skills and learning of music capable of making the blind children to earn their living and 
respect in the society.  In USA, the initiation in this direction came from Samual Grindley Hows (1801—
1876) who established in 1821, the Perkins school for the blind, the oldest and the best known residential 
school for the blind children. This school is well known for the development of many methods and 
materials used for the education of the blind children. The special education personalities like Anne 



 

 

Sullivan and Helen Keller have been the famous pupils of this institution. The another significant 
landmark in the education of the blind children came from the development of the Snellen chart by 
Herman Snellen, a Dutch ophthalmologist in 1862. The chart provided a fast, standardized test of visual  
acuity and a good visual screening tool even nowadays. Similarly, other inventions and technological 
advancement like production of talking books and other materials for the blind on long playing records, in 
1934; printing of large type of books and development of the Perkins Brailler in 1947, invention of the 
mega-scope to project and magnify printing materials in 1953 and development of the laser cane for use 
by the blind in 1966, the development of talking text writer in 1987 along with the services of computers 
available nowadays for converting Braille text to normal text and its audio translation and vice-versa have 
gone a long way to improve the quality of special education services to the visually impaired children.  
Nature of Visual Impairment  

The terms partially sighted, low vision, legally blind, and totally blind are used in the educational 
context to describe students with visual impairments. They are defined as follows:  "Partially sighted" 
indicates some type of visual problem has resulted in a need for special education; "Low vision" generally 
refers to a severe visual impairment, not necessarily limited to distance vision. Low vision applies to all 
individuals with sight who are unable to read the newspaper at a normal viewing distance, even with the 
aid of eyeglasses or contact lenses. They use a combination of vision and other senses to learn, although 
they may require adaptations in lighting or the size of print, and, sometimes, braille; "Legally blind" 
indicates that a person has less than 20/200 vision in the better eye or a very limited field of vision (20 
degrees at its widest point); and Totally blind students learn via braille or other non-visual media. Visual 
impairment is the consequence of a functional loss of vision, rather than the eye disorder itself. Eye 
disorders which can lead to visual impairments can include retinal degeneration, albinism, cataracts, 
glaucoma, muscular problems that result in visual disturbances, corneal disorders, diabetic retinopathy, 
congenital disorders, and infection.  
Definitions and Categories of Visual Impairment  

Let us try to have a knowledge and understanding of all those terms indicative of one’s visual 
impairment, in one respect of the other through some well-known definitions like the following: Love 
(1975): “Visually impaired children are those children who have such marked visual difficulties that even 
with the best medical and optical care they cannot see well enough to profit by the educational facilities 
that are provided for children with normal vision” (p. 63). Barraga (1983): “A visually handicapped child 
is one whose visual impairments interfere with his optimal learning and achievement, unless adaptations 



 

 

are made in the methods of presenting learning experiences, the nature of materials used and/or in the 
learning environment”. Individuals with Disabilities Education Act, USA (IDEA. 1993):  

“Visual impairment including blindness means impairment in vision, that even with correction, 
adversely affects a child’s educational performance. American Medical Association: “Blindness is central 
visual acuity for distance of 20/200 or less in the better eye with correction or, if greater than 20/200, a 
field of vision not greater than 20 degrees at the widest diameter” (Hatfield, 1975, pp.3-20).  

Rehabilitation Council of India Act 1992: Visually handicapped means a person who suffers 
from any of the following conditions, namely: 

i) Total absence of light 
ii) Visual acuity not exceeding 20/200 (snellen) in the better eye with the correcting lenses, 

or  
iii) Limitation of the field of vision subtending an angle of 20 degree or worse. The broad 

definition of visual impairment in India as adopted in the Persons with Disabilities 
(Equal Opportunities, Protection of Rights and Full Participation) Act, 1995 as well as 
under the National Programme for Control of Blindness (NPCB) is given below:   

Blindness: refers to a condition where a person suffers from any of the following conditions, namely:  
1. Total absence of sight; or  
2. Visual acuity not exceeding 6/60 or 20/200 (Snellen) in the better eye even with correction 

lenses; or  
3.  Limitation of the field of vision subtending an angle of 20 degree or worse. For deciding the 

blindness, the visual acuity as well as field of vision have been considered. Low Vision: The 
Persons with Disabilities Act, 1995 also recognizes low vision as a category of disability and 
defines it as follows:  
“Person with low vision” means a person with impairment of visual functioning even after 

treatment or standard refractive correction but who uses or is potentially capable of using vision 
for the planning or execution of a task with appropriate assistive device”. This definition is 
incomplete as it inadvertently omits quantification of the acuity as well as the field of vision as is 
done in the case of the WHO definition. It is desirable to modify this definition and the following 
quantification should be added: “Low vision are those who suffer visual acuity between 20/200 to 
70/200 (Snellen) or 6/18 to 6/60 in the better eye after the best possible correction or a Field of 
Vision between 20 to 30 degrees”. The WHO working definition of Low Vision (WHO, 1992) is 



 

 

as follows: “A person with low vision is one who has impairment of visual functioning even after 
treatment, and/ or standard refractive correction, and has a visual acuity of less than 6/18 to light 
perception or a visual field of less than 10 degrees from the point of fixation, but who uses, or is 
potentially able to use, vision for the planning and/or execution of a task”. The points emphasized 
are that there is significantly reduced vision, visual performance is affected but that there still is 
vision that can be used. This last point is very important: if there is usable vision, training to use 
that vision might be possible. In addition, this person is not labeled blind. Categories of Visual 
Impairment  

Category      Corrected VA-better eye     WHO Definition Standard   Working        Indian Definition  
0 6/6-6/18 Normal Normal Normal  
1                        <6/18-6/60                    Visual Impairment                     Visual Low                Visual Low 
2<6/60-3/60                  Severe Impairment                 Low Vision Blind  
3<3/60-1/60 BlindLow VisionBlind 
 4 <1/60-PL Blind Low Vision Blind  
5 NPL    Blind                               Total Blindness           Total Blindness  
The standard WHO definition is used in medical reports and publications and is solely based on visual 
acuity and does not take into account functional vision. # The WHO working definition has been adopted 
since WHO Consultation in 1992. This working definition is solely used for reporting purposes and 
should not be used for eligibility of services. The importance of the functional definition lies in the ‘label’ 
people are given, someone with a visual acuity of 2/60 can have useful vision, for example, for mobility. 
However, he or she will be labelled blind person. The consequence is this person is than treated as if 
he/she is a blind. This ignores the usable vision. There should be a difference between legal blindness and 
functional blindness or low vision.  

The WHO standard definition defines blindness as visual acuity of less than 3/60 in the better eye 
with the best possible correction as compared to that of 6/60 in India. The WHO functional definition, 
however, considers blindness starting at light perception or when a person has no usable vision. Similarly, 
a person with visual acuity better than 3/60 but equal or less than 6/60 is graded as “blind” in India, while 
WHO grades him as low vision. In India a person with a VA < 6/60 is legally blind, which enables to 
receive certain services and financial benefits. However, a person who is legally blind can still have 
useful vision to do certain tasks, as can be seen in the working definition. This refers to the fact that they 



 

 

still have functional vision, which is the use of vision for a particular purpose. For India or other 
developing countries, it is essential to maintain the legal definition of blindness at the level of visual 
acuity of 6/60 (20/200 Snellen) or less and field of vision of 20 degree or less. Already the travel 
concessions, scholarship and other benefits are very meagre, if “perception of light” to “no perception of 
light” is considered blindness, a large of persons who are at present availing these concessions would fall 
outside the eligibility criteria and thus remain bereft of these benefits. Alternatively, if these concessions 
are extended to all the persons with low vision in the acuity range of 6/18 to “perception of light” as 
defined by WHO, the appropriate Government may not be able to meet the demand due to financial 
constraints.  

For India and other developing countries, it is desirable to maintain the definition of blindness as 
adopted in the Persons with Disability Act, 1995, i.e. visual acuity of 6/60 (20/200) or less and field of 
vision of 20 degree and less and to consider all the persons in the range of acuity of 6/18 to 6/60 (20/60 to 
20/200) as persons with low vision. Thus the recommended definition for low vision in Indian context 
should be “Low vision are those who suffer visual acuity between 20/200 to 70/200 (Snellen) or 6/18 to 
6/60 in the better eye after the best possible correction.” 1. One-Eyed Person: There is a controversy 
regarding the inclusion of oneeyed persons in the category of blindness. The definition of blindness 
adopted in India exclude people with impairment only in one eye from the purview of blindness. Even in 
medical parlance, disability is synonymous to the physical impairment and the level of such impairment 
has been prescribed for certifying a person to be disabled.  

Generally, the impairment of 40 percent or more is considered a handicap. As percentage of 
impairment in the case of a one-eyed person is only 30 percent, according to the approved definition in 
medical parlance, a person with one good eye is not a blind person. In short, a person with visual 
impairment of 40 per cent or more is considered a blind person. The Committee of the Ministry of Social 
Justice and Empowerment on Recommendation of Standard Definition of Disability recommended that 
one eye-eyed persons should be excluded from the other categories of visual impairment so that facilities 
and concessions available to severely and profoundly visually impaired persons are not eroded. The 
committee, however, felt that loss of one eye would not be considered as a disqualification on medical 
grounds unless a particular post is of such a technical nature that it requires of a person to have the 
coordinated use of both eyes or three dimensional vision.  

2. Persons with Deafblindness: Deafblindness is a condition presenting other difficulties than 
those caused by deafness and blindness. It is an “umbrella” term which can include children and adults 
who may suffer from varying degrees of visual and hearing impairment, perhaps combined with learning 



 

 

difficulties and physical disabilities, which can cause: 1 severe communication 2 developmental, and 3. 
educational problems. It includes children and adults who are: 
 1. blind and profoundly deaf 
2. blind and severely or partially hearing 
3.  partially sighted and profoundly deaf  
4.  partially sighted and severely or partially hearing 3. 
 Explanation of Various Terms:- 

 In defining visual impairment, three aspects of vision namely visual acuity, field of vision and 
visual functioning are considered simultaneously. In a broad sense, visual defects result into loss of clear 
vision, central vision or peripheral vision. All these losses are considered by measuring visual acuity, field 
of vision and level of visual functioning.  

(a) Visual Acuity: 
It refers to the ability of the eye to see details. The visual acuity for distance is measured 

as the maximum distance at which person can see a certain object, divided by the maximum 
distance at which a person with normal eyesight can see the same object. Thus a visual acuity of 
6/60 means that the person examined cannot see, at a distance of 6 meters, the object which a 
person with normal eyesight would be able to see at 60 meters. If vision is so impaired that to see 
the biggest E of the E-chart, the person has to come within 6 meters or even nearer, he is 
considered blind. The simplest method of testing visual acuity is to see whether the person can 
count fingers at a distance of six meters.  

(b) Field of Vision:  
It refers to the field which both the eyes can easily see in the front. The normal field of 

vision is 180 degrees in front of eye. It is determined by the Confrontation Test in which mapping 
is done on a chart having concentric circles marked upon it. The simplest method of testing is to 
bring snapping finsger from the side of the ear to the front, move it up and down, and mark the 
position where the person can see the finger. (c) Visual Functioning: It relates in part to the 
condition of the eye. It is determined by the experience, motivation, needs and expectation of 
each individual in relation to whatever visual capacity is available to satisfy curiosity and 
accomplishment activities for personal satisfaction. The visual functioning refers to the degree to 
which/ability of a person to use vision for all (daily) activities. 



 

 

1. WHO Disability Sequence:- 
Generally various terms like impairment, disability and handicap are used 

interchangeably and at random. WHO has adopted a sequence underlying illness-related 
phenomenon as:  
Disease Impairment   Disability  Handicap  

The International Classification of Impairments, Disabilities & Handicaps (ICIDH-2) 
likely to be officially adopted in 2001 proposes a common language of functioning and disability. 
The new terms proposed are “Activity Limitation” for “Disability”; and “Participation 
Restriction” for “Handicap”. “Disability” will be used as an umbrella term covering all three 
terms: Impairment, Activity Limitation and Participative Restriction. In context of vision defects, 
a variety of terms viz. Totally blind, stone blind, blind, partially blind, legally blind, economically 
blind, visually limited, low vision, partially sighted, visually handicapped, visually impaired etc. 
are being used.    
Explanation of Various Terms as Adopted by WHO  
Condition                                  Concerned with                                          Represents  
Impairments               Abnormalities of body structure and Disturbances at organ level  
Disabilitiesappearances; organs or  
system functioning 
Disabilities                 Impairment in terms of functional Disturbances at personal level  
Handicapsperformance and activities  
Handicaps                  Disadvantages resulted from impairmentInteraction with and adaptation  
and disabilities                                         To  individual’s surroundings  
Source:WHO Classification of Impairments, Disabilities & Handicaps 

 The visually impaired is an umbrella term, used widely and understood in an educational 
context. This term is used to describe the total group of persons whose vision is affected by 
impairments in seeing, irrespective of the nature or extent of these. The term refers to all the 
persons where vision disadvantage has resulted from impairment as well as disabilities. 

 In case of persons who are completely without vision, or who have light perception only, 
it is desirable to use the term “blind”. In all other cases of visual defects falling in the definition, 



 

 

the term “visually impaired” should preferably be used. For the persons who do not fall in the 
category of blindness as defined in the Act and whose visual acuity falls between 6/ 18 and 6/60 
in the better eye after the best possible correction, the term “low vision” should be used. In 
addition, the following should be done:  

(a) Use the term “blind” (VA 6/60 or lower) only for legal reasons or to get benefits. 
 (b) For educational and rehabilitation purposes, all persons with a visual acuity <6/18 to 

light perception, who still have useful vision, should be labelled “low vision, not blind” so as to 
encourage the use of vision.  

 Classification of Visual Impairment  
The classification of visual impairment varies worldwide. The WHO classifies levels of 

visual impairment based on visual acuity and/or visual field limitation, and defines blindness as 
profound impairment (this can refer to blindness of one eye or blindness of the individual). The 
World Health Organization International Classification of Impairment, Disabilities, and 
Handicaps (ICIDH) system is used to classify disorders, impairments, disabilities, and handicaps. 
The definitions are as follows:  

A disease is an illness or medical condition, irrespective of origin or source, that 
represents or could represent significant harm to humans.  

An impairment is any loss or abnormality in an anatomical structure or a physiological or 
psychological function.  

A disability is any restriction or lack (resulting from an impairment) of ability to perform 
an activity in the manner or within the range considered normal for a human being. 

A handicap indicates a person’s disadvantaged position in society, resulting from 
impairment and/or disabilities. The eye is a very complicated mechanism damage to any part of 
the eye can result in serious limitations in one’s abilities to see and process information through 
the visual channel. This can result blindness or severe visual impairments. Many can be corrected 
or reduced through medical technology. Unfortunately, not all can be resolved by medical 
treatment at the present time. Disorders of the eye are classified as follows:   
Disorders of the Eye:Myopia or nearsightedness—condition allows focus on objects close but 
not at a distance.   



 

 

Hyperopia or farsightedness—condition allows focus on objects at a distance but not close. 
Astigmatism—an eye disorder that produces images on the retina that are not equally in focus.   
Disorders of the eye muscles: 
Stravismus—improper alignment of the two eyes causes two images being received by the brain, 
with the possible result of one eye becoming unfunctional.  
Nystagmus—rapid, involuntary movements of the eye that interfere with bringing objects into 
focus.  
Disorders of the cornea, iris and lenses: Glaucoma—fluid in the eye is restricted, causing 
pressure to build up and damage the retina.  
Aniridia—undeveloped iris, due to lack of pigment (albinism), results in extreme sensitivity to 
light. Cataract—a cloudy film over the lenses of the eye.   
Disorders of the Retina: Diabetic retinopathy—changes in the eye’s blood vessels are caused by 
diabetes.   
Muscular degeneration—damage to a small area near the centre of the retina results in restricted 
fine central vision and difficulties in reading and writing. Retinopathy of prematurity (ROP)—
excess oxygen to infants causes retinal damage; was called retrolental fibroplasia. Retinal 
detachment—detachment of the retina interrupts transmission of visual information to the brain. 
Retinitis pigmentosa—genetic eye disease leads progressively to blindness; night blindness is the 
first symptom. Retinoblastoma—tumor.  
Optic nerve: Atrophy—reduced function of the optic nerve.  

 Incidence of Visual Impairments  
Blindness affects approximately 45 million people worldwide. Because of aging and population 

growth, this number is expected to double by the year 2020. Indeed, in the US alone, macular 
degeneration is responsible for low vision experienced by more than 15 million people. Estimates of the 
number of visually impaired persons vary, depending upon the criteria used. Criteria which may vary 
include whether the visual impairment is self-reported or verified by screening or examination, whether 
uncorrected refractive error is included in the definition of visual impairment, and the ages included in the 
estimate Several studies report the prevalence of visual impairment (not correctable with conventional 
lenses) to be between 1.5 and 3.4 million visually impaired adults (40 and older) in the United States, It 



 

 

should be noted that because these estimates are based on visual acuity alone, they likely underestimate 
the true prevalence of visual impairment (which includes visual field loss and other functional deficits).  
The incidence of visual impairment increases with age; more than two thirds of persons with low vision 
are over the age of 65. Statistical data regarding the prevalence of visually impaired school-age children 
and younger adults 46 is lacking, however this remains an important population in need of vision 
rehabilitation care and services.  
Risk Factors 

 The factors that place a patient at risk for visual impairment are numerous and are related not 
only to ocular diseases and abnormalities but also to trauma and systemic health conditions. The most 
common causes of visual impairment in the adult population are:  

1.  Age-related macular degeneration  
2. Cataract  
3.  Glaucoma  
4. Diabetic retinopathy.  

The incidence of these conditions increases with the average age. Medical advances that 
increase the survival of infants and adults with severe health problems will also contribute to 
the rising numbers of persons with visual defects.  The increasing incidence and survival of 
persons with traumatic brain injuries further add to the numbers of visually impaired persons 
in need of appropriate rehabilitation. The causes of visual impairment are numerous, 
including not only congenital and acquired ocular conditions, but systemic diseases with 
ocular complications and neurological insult and trauma. 

  According to the Twelfth Annual Report to Congress on the Implementation of the 
Education for the Handicapped Act, 4 of every 10,000 school-age children are visually 
handicapped and receive special services (United States Department of Education, 1990). It is 
difficult to get an accurate count of students with visual impairment (Packer) and Kirchner, 
1985; Kirchner, 1988a). For example in the 1984-85 school year, 30,375 students were 
identified as visually handicapped, in the 1987-88, school year, 22,864 students were so 
reported, and in 1988-89, 17,116 students were classified as visually impaired. A primary 
reason for differences in such counts is that different states use different definitions and 
criteria in determining who is eligible for special services. Also, more than half of those 
identified as having severe visual impairments have an additional disability (Kirchner and 
Peterson, 1988b). Many of these students are counted in the multiply handicapped category 



 

 

rather in the visual impairment category, even if visual impairment is their primary 
handicapping condition. Some students with mild to moderate visual impairment are never 
identified throughout their school years. It is possible that many students with and even 
moderate visual impairments are not identified and do not receive services for which they are 
eligible.  

One might think that, because of advances in medical technology and preventive 
techniques (e.g, vaccinations for rubella), the number of students with visual impairment 
should be on the decline. However the incidence of severe visual impairments among school 
children, which was stable across the 15 years period from 1963 to 1978, has continued to 
remain stable because of the high rate of visual impairments in children being caused by 
hereditary factors.     

Causes of Visual Impairment  
There are various causes of visual impairment. Some of the most common are as follows: 

a) Errors of refraction b) Glaucoma c) Cataracts d) Diabetes Retinopathy e) Prenatal causes f) 
Improper muscle functioning Errors of Refraction: 

The most common problems are the result of errors of refraction. Myopia (near 
sightedness), hyperopia (far sightedness), and astigmatism (blurred vision) are all examples of 
refraction errors that affect central visual acuity. Each of these can be serious enough to cause 
significant impairment. Myopia and hyperopia are the most common impairments of low vision. 
In these cases, glasses or contact lenses can bring vision within normal limits. When the eyeball is 
too long, the light rays from the object would be in focus in front rather than on the retina. This 
results in myopia, which affects vision for distant objects, but close vision may be unaffected. 
When the eyeball is too short, the light rays from the object would be in focus behind rather than 
on the retina. This results in hyperopia, which affects vision for close objects, but far vision may 
be unaffected. When cornea or lens of the eye is irregular, the light rays from the object would be 
blurred or distorted. This results in astigmatism (blurred vision).  
 
 
Glaucoma: 



 

 

 is a disease of the eye that is caused by a gradual degeneration of cells in the optic nerve. 
The loss of these cells leads to a gradual narrowing of the field of vision beginning at the 
periphery. There is no known cause for the most common form of glaucoma, primary open angle 
glaucoma, but it is commonly believed to be associated with the inability of fluid to properly 
drain from the eyes causing an increased intraocular pressure. Primary open angle glaucoma 
affects more than 2.2 million people, ages 40 emphasizes the point that glaucoma does not result 
from a single eye disease that can be treated by simply relieving intraocular pressure, but is a 
“final, common pathway of many diseases that affect the eye.” Onset generally occurs later in life 
and people over 60 are six times more likely to get glaucoma than the younger population. In 
some cases congenital glaucoma will be found in children as young as two and three. Not only do 
these children experience more signs and symptoms of eye disease, but these cases directly relate 
to an inability of fluid to drain from the eye. Glaucoma is the leading cause of blindness among 
African-Americans, and Hispanic Americans over the age of 60 are also at an increased risk. 
Common symptoms include elevated inter-ocular pressure, optic disk cupping, and visual field 
loss. Often people will lose vision from primary open angle glaucoma with little warning or 
noticeable symptoms. Major risk factors include advanced age, African or Hispanic descent, 
heredity, and prolonged smoking or steroid usage. While there is no way to prevent glaucoma, it 
can be successfully treated if diagnosed early.   
Cataracts: 

result from a clouding (opacification) of the normally slightly yellowish lens of the eye. 
The loss of transparency causes light to be diffused as it enters the eye which impacts the clarity 
of the visual image. The lens slowly develops a greenish and later a brownish tint which impedes 
the ability of light to pass through the lens. Symptoms of cataract include blurred vision, light 
sensitivity, double vision, and an apparent fading or yellowing of colors. Night vision is generally 
impacted as is the amount of light needed to complete near tasks. While the most common 
cataracts are age-related, there are other types of cataracts, including secondary cataracts 
(resulting from other diseases, such as glaucoma or diabetes); traumatic cataracts (which may 
develop as a result of injury to the eye); or radiation cataracts (which develop as a result of 
exposure to radiation). Congenital cataracts, a very common cause of blindness in the pediatric 
population, can result in bilateral vision impairment if not treated meticulously. Additional risk 
factors include prolonged use of corticosteroids, excessive consumption of alcohol, smoking, and 
excessive exposure to sunlight. Many people develop cataracts as a result of the normal aging 
process.   



 

 

Diabetic Retinopathy: 
is a disease of the eye that all people with diabetes should be aware of. It is a visual 

disorder associated with diabetes that causes retinal blood vessels to leak into the retina causing 
macular oedema. In the advanced stages, called the proliferative stage, new blood vessels grow 
along the retina and into the vitreous humour. Vision loss from diabetic retinopathy generally 
worsens over time. It will begin with a blurring of the vision and as it develops will cause 
development of cloudy vision, blind spots, or floaters. Careful control of diabetes and regular eye 
exams can delay the development of the disorder. While diabetic retinopathy will often develop 
with no pain and minimal symptoms in its early states, it can be treated if it is diagnosed early. 
Photocoagulation is a treatment option for people with diabetic retinopathy.   
Prenatal Causes:  

There are several other visual impairments that primarily affect children. Visual 
impairment of school-age children are often due to prenatal causes, many of which are hereditary. 
Like congenital cataracts and glaucoma, there are other congenital conditions like Coloboma is a 
degenerative disease in which the central and/or peripheral areas of the retina are not completely 
formed. This results in impairment of the visual field and/or central visual acuity. Retinitis 
Pigmentosa is yet another prenatal condition. It is a hereditary disease resulting in degeneration of 
retina. Retinitis pigmentosa causes the person’s field of vision to narrow. Prenatal also include 
infectious diseases that affect the unborn child, such as syphilis and rubella. Improper muscle 
functioning: It causes two other conditions, which results in visual problems. Strabismus is a 
condition in which the eye(s) is(are) directed inward (crossed eyes) or outward. If it is left 
untreated, strabismus will result in permanent blindness because the brain will eventually reject 
signals from a deviating eye. Fortunately, most cases of strabismus can be corrected with eye 
exercises or surgery. Nystagmus is a condition in which there are rapid involuntary movements of 
the eyes. This results in dizziness and nausea. Nystagmus is sometimes a sign of brain 
malfunctioning and/or inner ear problems. 

 
 
Unit –II Hearing Impairment   
Importance of Hearing Sense  



 

 

We use our senses to learn what is going on in the world around us. In ancient times, a 
person's survival depended upon being able to hear and see dangers in the environment. The other 
senses of taste, touch, and smell also helped people to survive. Many people think that sight is the 
most important sense. Early humans would have run right into danger without their sense of sight. 
Even today, it is hard for most of us to imagine living without our sense of sight that the cave 
man used. Today, communication is one of man's most important skills, and communication 
depends on the sense of hearing. Even when we communicate by visual means, such as writing or 
typing, we are still using the language that most of us first learned by listening. The process of 
hearing is quite remarkable; our ears in general, play a major role as a hearing sense organ in 
gathering sound (acoustical energy) from the environment and to transform that energy in the 
form of neural energy. The hearing sensation in the form of neural energy is then sent to auditory 
department of our brain (central nervous system) for its interpretation and as a result we have 
perception of what we hear.       

The ear is the organ of hearing. The outer ear protrudes away from the head and is shaped 
like a cup to direct sounds toward the tympanic membrane, which transmits vibrations to the 
inner ear through a series of small bones in the middle ear called the malleus, incus and stapes. 
The inner ear, or cochlea, is a spiral-shaped chamber covered internally by nerve fibers that react 
to the vibrations and transmit impulses to the brain via the auditory nerve. The brain combines the 
input of our two ears to determine the direction and distance of sounds.  The inner ear has a 
vestibular system formed by three semicircular canals that are approximately at right angles to 
each other and which are responsible for the sense of balance and spatial orientation. The inner 
ear has chambers filled with a viscous fluid and small particles (otoliths) containing calcium 
carbonate. The movement of these particles over small hair cells in the inner ear sends signals to 
the brain that are interpreted as motion and acceleration.   
Effect of Hearing Impairment on Educational Process  

Sense of hearing constitutes not only one of the five senses that are designated a gateway 
of knowledge and a natural means for becoming aware of one’s environment but also works as a 
potent tool for helping child in the task of language and speech acquisition. One who cannot hear 
thus may be subjected to a number of disadvantages in terms of his adequate adjustment, progress 
and education-oriented society of ours.  Effects on language development: Hearing loss can be 
either prelinguistic— that is, it precedes a child’s language development—or postlinguistic, 
occurring after a child has acquired some degree of speech and language skill. Hearing 



 

 

disabilities can also be described as congenital or adventitious. Congenital means that the hearing 
loss is genetic or occurred at birth, and adventitious means that it occurred because of an accident 
or illness after birth. Students who have lost their hearing postlinguistically or adventitiously may 
continue to use speech as a method of communication. Or they may use speech together with sign 
language or speech reading (lip reading). Students who lose their hearing before developing 
speech may not use speech at all, communicating solely with sign language. However, as with all 
other types of disability, no two students are alike. Trying to fit a student into a preconceived 
category will likely lead to embarrassment or frustration for you, the student, and the parents.  

The long-term educational effects of a hearing loss can depend to a great extent on the 
age at which the loss occurred. Children with hearing and those with hearing losses (of normal or 
above average intelligence) follow the same pattern of cognitive development, including initial 
phases of language development such as babbling and the production of other sounds. Further 
development may, however, proceed at a different rate in children with hearing loss. Between the 
ages of one and three, the average child’s vocabulary jumps from 200 words to 900 words. This is 
when both hearing and non-hearing children make the greatest gains in language acquisition.  

A child who has not begun to build a vocabulary or to figure out the rules of grammar by 
age three can find these tasks extremely difficulty later on. That is why early intervention 
programs for students with hearing disabilities are extremely important. Placement Decisions: 
Educator who must decide whether to include a child with a hearing problem in the regular 
classroom follow the same general process as they do when evaluating inclusion for other 
exceptionalities. In order to provide the best learning environment for a child, teachers, parents, 
and related services specialists review the child’s particular needs before making any placement 
decision. In the case of a child with a hearing problem, communication issues are the first 
addressed. A student who has learned speech reading and sign language in an early intervention 
program and is comfortable around hearing persons might be best placed in a regular classroom 
where he can focus on ageappropriate academic material. A student who is not comfortable with 
speech reading and lacks good communication skills might learn best in a selfcontained 
classroom. Although some students with hearing disabilities find inclusion easy, others struggle 
with loneliness in inclusive classrooms. They have difficulty communicating with peers and with 
hearing teachers and parents; often they feel “different.” As a teacher, be prepared to help the 
hearing-disabled student in your classroom who does experience feelings of isolation. Many 
students succeed in the regular classroom once they have mastered communication techniques. 
However, some parents of children with hearing disabilities prefer that their child be placed with 



 

 

children who have similar issues and experiences. Some children with hearing disabilities may 
attend a residential program. In fact, many families of children who are deaf or hard of hearing 
want their children to have a school experience with other students like them, rather than be 
included in a regular school where they might be the lone student with hearing disabilities. In 
addition to school-year programs, students with hearing disabilities may participate in summer-
school programs. These schools for the Deaf have summer sports camps, driver-education 
programs, communication skills workshops, and high school retreats. Meeting the Needs of 
Students with Hearing Disabilities: Teachers who have students with hearing disabilities in a 
regular classroom find a challenge in achieving effective communication that assures the child 
complete access to an education. The challenge implies both a classroom environment and 
instructional techniques that have a strong visual orientation. Here are some suggestions to keep 
in mind:  

1.  The teacher should refrain from speaking with his or her back to the students. This is 
of particular importance when a child is using speech reading.  

2.  The student with a hearing disability should be able to see the teacher and peers from 
his or her vantage point in the classroom. During discussions, too, the student should 
be able to see the faces of all the other students (a circle can work nicely).  

3.  If a sign-language interpreter is present, the lesson pace should allow the interpreter 
enough time to convey the information before the instructor moves on to the next 
point.  

4.  The student should receive visual aids to reinforce the instructor’s verbal delivery of 
lessons. Copies of overhead transparency lecture notes, writing on the board, and 
written handouts of instructions can all reinforce learning. As a side note, giving all 
your students copies of a presentation outline can be helpful, especially for any 
student who has trouble taking notes or focusing on the important elements of a 
lecture or presentation. Self-Esteem for Children with Hearing Disabilities: How 
children perceive and act towards other children is very important to young ones 
whether they are accepted by their friends or society is what gives a child good self-
esteem. Most kids with hearing disabilities feel as though they are different and 
people perceive them differently and don't give them a fair chance. How can children 
learn and want to be in a classroom when they feel that the other kids don't like them 
because they are deaf or wear hearing aids. This article discusses the attitudes of the 
hearing impaired children. Facilitating Interaction with Other Students: Successful 



 

 

classroom discussions and socialization rely on helping your hearing students to 
understand how to communicate effectively and respectfully with a student who has a 
hearing disability. Be sensitive in planning discreet opportunities to convey this 
information to keep the student with special needs from feeling separated from the 
rest of the class. A few modifications to your basic classroom procedures can give the 
student with a hearing impairment an opportunity to be included more fully with his 
or her peers. To make communication easier for the student with a hearing 
impairment, have students arranged in a circle or semicircle and remind them to 
speak one at a time. A simple strategy is to point to the person who will speak next 
and wait for the hearing-disabled student to locate the speaker. You might also pair 
each student with a partner or study buddy. Each person can count on her partner’s 
help to fill any gaps in class notes, clarify directions or assignments, or assist with 
class work. The buddy would not be responsible for taking care of the student with a 
hearing disability, but could provide support and act as a special contact in the 
classroom. Using a buddy system can also give the student with hearing loss an 
opportunity to share responsibilities and to feel that he or she can contribute to the 
learning of another.  

Working with Specialists your school may have a sign-language interpreter available to 
assist students with hearing disabilities. Some schools and school districts assign an interpreter to 
each student with a hearing disability. Others place several students with hearing difficulties in a 
classroom where the interpreter is working. A sign-language interpreter translates the spoken 
communication of the classroom into signs for the hearing-disabled student, and also voices 
(speaks aloud) the signs that the student is making. Keep in mind these two points if you have a 
sign-language interpreter in your classroom:  
1. The interpreter’s job is to facilitate communication between the student with hearing 

problems and you and the other students, not to teach. Do not expect the interpreter to act as a 
teacher’s assistant or classroom aide.  

2.  You and your students should be sure to address the student, not the interpreter, when talking 
or asking questions. Don’t ask the interpreter, “What did he just say (sign)?” Instead, tug on 
the interpreter’s sleeve and then turn to the student and ask, “What did you say?”  

3.  Don’t be afraid of using words like say or hear when addressing a student with a hearing 
disability. These words are regular parts of our vocabulary, and the student knows what you 
mean. Close communication with the school speech-language specialist can also furnish you 



 

 

with practical suggestions for modifications in the curriculum or its presentation. The speech-
language specialist may also work individually with a particular student and have tips to 
share about past successes with that student.  

Levels of Hearing Loss  
There are two general types of hearing loss Conductive and Sensorineural. Conductive 

hearing loss is caused when something interferes with the transmission of sound from your outer 
ear to the inner ear. Sensorineural hearing loss is caused when there is a problem with your inner 
ear, or the pathway from the inner ear to your brain. These two types have different levels of 
hearing loss measured in decibels:  
1. Conductive Hearing Loss: 

  Conductive hearing losses are due to blockage or damage to the outer or middle ear that 
prevents some waves from travelling  (being conducted) to the inner ear. Generally, someone 
with a conductive hearing loss has a mild to moderate disability. Some conductive hearing 
losses are temporary. Infact, we have all probably experienced a conductive hearing loss at 
some point in our lives. Many conductive hearing losses include mild and moderate can be 
corrected through surgery or other medical techniques.   

2. Mild Hearing Loss: 
On average, the most quiet sounds that people can hear with their better ear are between 

25 and 40 dB. People who suffer from mild hearing loss have some difficulties keeping up 
with conversations, especially in noisy surroundings.  

3. Moderate Hearing Loss: 
On average, the most quiet sounds heard by people with their better ear are between 40 

and 70 dB. People who suffer from moderate hearing loss have difficulty keeping up with 
conversations when not using a hearing aid.  

Causes of Conductive Hearing Loss 
  Conductive hearing loss is caused by a blockage that prevents the conduction of sound from the 
outer to inner ear. This blockage can be due to one of the following reasons:  

1.  Infection: The most common cause of conductive hearing loss is fluid in the middle ear. This 
may be a result of repeated or chronic infection (otitis media).  

2. Injury of the outer ear: Holes in the eardrum (tympanic membrane perforation) and skin cysts 
(cholesteatoma)  



 

 

3. Blockage of the ear canal: It may develop as a result of eustachian tube obstruction (eg, due to 
allergies) or due to excessive ear wax that plugs the ear canal or other small objects like food, 
beads or insects. Narrowing of the ear canal can also be due to surgery or disease.  

4. Otosclerosis: It is a condition in which the ossicles of the middle ear become immobile and 
hence there is a defect in the proper conduction of sound through the middle ear, leading to 
conductive hearing loss.  

5. Congenital (in-born) deformities: e.g., Down syndrome, Franceschetti Syndrome, Treacher 
Collins Syndrome or Achondroplasia (dwarfism) Sensorineural Hearing Loss. Sensorineural 
hearing loss occurs when there is damage to the inner ear or the auditory nerve (the eighth cranial 
nerve), and usually cannot be improved medically or surgically. Individuals affected by a 
sensorineural loss are able to hear different frequencies at different intensity levels; there hearing 
losses are not flat or even. Sensorineural losses are less common in young children than the 
conductive types. It includes severe and profound hearing losses.  
Severe Hearing Loss:  On average, the most quiet sounds heard by people with their better ear 
are between 70 and 95 dB. People who suffer from severe hearing loss will benefit from powerful 
hearing aids, but often they rely heavily on lip-reading even when they are using hearing aids. 
Some also use sign language.  
Profound Hearing Loss: On average, the most quiet sounds heard by people with their better ear 
are from 95 dB or more. People who suffer from profound hearing loss are very hard of hearing 
and rely mostly on lip-reading, and/or sign language.  
 Hearing deficits in early childhood can result in lifelong impairments in receptive and 
expressive language skills. The severity of the handicap is determined by the age at which the 
hearing loss occurred; the nature of the loss (its duration, the frequencies affected, and the 
degree); and the susceptibilities of the individual child (eg, coexisting visual impairment, 
intellectual disability, primary language deficits, inadequate linguistic environment). Children 
who have other sensory, linguistic, or cognitive deficiencies are affected most severely.  

 
Causes of Sensorineural Hearing Loss  

The origin of this type of hearing loss, besides the most common reason of noise exposure, is 
thought to be:   



 

 

1. Genetic (runs in the family)  
2. Prenatal (occurs in fetus as a result of infection to the mother)  
3.  Peri-natal (Occurs to the baby during the birth process) e.g. premature/difficult delivery  
4.  Acquired e.g. meningitis, physical trauma (accident)   
5.  Cancer treatments such as:  
6. Chemotherapy: The most common types of chemotherapy that cause hearing loss are the 

platinum drugs or compounds. Common names include Cisplatin and Carboplatin.   
7. Radiation: Radiation may damage the hair cells, much like chemotherapy. Radiation may 

also damage the area of the brain that changes sound into meaning or the nerves that transmit 
electronic signals between the hair cells and the brain.   

8. Surgery or tumors: The areas of the brain that process sound can be damaged during brain 
surgery. The auditory (hearing) nerve can be bruised or even cut. Swelling (edema) or a 
tumor pressing on the nerve can keep the nerve from working properly.  

Early Identification and Intervention   
Experts who work with children who have disabilities have long believed that early intervention 

services improve educational and social outcomes The early years of life are important, particularly for 
communication and language development, because this is the time of life when the brain is at its highest 
capacity to undergo structural changes in response to external stimulation, a process known as neural 
plasticity. Although no studies have investigated outcomes associated with early intervention for children 
who are deaf-blind, numerous studies have shown that infants who receive early identification and 
intervention for hearing loss in the first few months of life achieve significantly greater language skills 
than those who are identified later. 

 Additionally, research on the plasticity of the brain related to hearing and visual perception 
strongly supports the need for early identification and early provision of services. It is widely recognized 
that the critical learning period for speech and language development is birth to three years of age. If a 
child has a hearing loss during this critical time period, there can be detrimental effects involving speech 
and language development. An infant or child with hearing impairment is not able to receive adequate 
auditory and linguistic information needed to acquire normal speech and language skills. Delays in 
developing speech and language skills can also have an adverse effect on social development. Lack of 
receiving auditory information due to hearing loss, can also affect neural development of the auditory 
pathways due to auditory deprivation. The earlier a child with hearing impairment is diagnosed, the 
sooner early intervention can begin to help limit and or prevent the negative effects of hearing 



 

 

impairment.  A few researchers have examined the benefits of early diagnosis of hearing loss and early 
intervention. Researchers have examined some 150 deaf and hard of hearing children. The ages ranged 
from 1 year 1 month to 3 years 0 months. The researchers found that the group who was diagnosed before 
6 months of age exhibited significantly better receptive and expressive language skills than the group who 
had been diagnosed after 6 months of age.  

In addition, for normal cognitive development, the finding was evident across all test ages, 
communications modes, degrees of hearing loss, and socioeconomic strata. Moreover, the finding was 
independent of gender, minority status, and the presence or absence of additional disabilities.  
Researchers conducted a longitudinal study to examine the impact of early intervention in the hearing 
impaired children. Children with severe and profound hearing impairments who were fitted with 
amplification prior to six months of age displayed communicative and linguistic skills very similar to 
those of their normally hearing peers. They further concluded that a delay in the fitting of amplification 
for as little as 3 to 6 months was enough to cause a significant delay in speech and language acquisition.  
The topic discussed above clearly demonstrate the importance and advantages of early identification and 
intervention of hearing impairment. Physicians' role in this early diagnosis is very important as they have 
the means to evaluate a child on a regular basis for developmental milestones, and can make prompt 
referrals for hearing testing as appropriate.    
Role of the Practitioner: 

It is the role of the practitioner to be able to recognize when to refer a child for a formal hearing 
test. A formal audiologic evaluation performed by a certified audiologist is the best and most appropriate 
means to assess a child's hearing sensitivity and to rule out hearing loss. Hearing impaired children can 
"pass" typical hearing screenings such as playing noisemakers and clapping hands. Current technology 
allows for hearing testing to be performed as young as the first days of life, therefore a child can be 
referred for a formal hearing test at any age. 

  Due to the current trend towards universal hearing screening, physicians may wish to consider 
referring their infant patients for a hearing test if the infant did not receive an appropriate hearing 
screening in the hospital. An appropriate screening would be considered testing via auditory brainstem 
response or otoacoustic emissions. It has been recommended that hearing impaired children be identified 
by 3 months of age and intervention be in place by 6 months of age.  

 The National Institutes of Health Consensus Development Conference Statement on the Early 
Identification of Hearing Impairment in Infants and Young Children and the Joint Committee on Infant 



 

 

Hearing are in agreement as to when a child should be referred for formal hearing testing. NIH 
recommends that parental concern about a child's hearing or speech/language development at any age is 
enough reason for a prompt referral for a formal hearing test. Physicians should also refer promptly for a 
hearing evaluation if a child does not meet appropriate language milestones especially during the first 18 
months. In addition, if a child acquires an auditory risk factor in early childhood, they should be referred 
for a formal hearing test. This includes middle ear problems. Although middle ear problems do not 
typically cause permanent hearing loss, it is important to refer a child who has middle ear problems for a 
hearing test, as middle ear problems can cause temporary hearing loss.  
Advantages of Early Identification and the Consequences of Late Identification of Hearing 
Impairment 

The primary justification for early identification of hearing impairment in infants relates to the 
impact of hearing impairment on speech and language acquisition, academic achievement, and 
social/emotional development. The first 3 years of life are the most important for speech and language 
acquisition. Consequently, if a child is hard of hearing or deaf at birth or experiences hearing loss in 
infancy or early childhood, it is likely that child will not receive adequate auditory, linguistic, and social 
stimulation requisite to speech and language learning, social and emotional development, and that family 
functioning will suffer. The goal of early identification and intervention is to minimize or prevent these 
adverse effects. 

 The consequences of hearing impairment are many. Animal studies show that early auditory 
deprivation interferes with the development of neural structures necessary for hearing. Human infants 
with hearing loss, particularly those with sensorineural impairments, may experience similar disruptions 
that will have a direct impact on language acquisition. Significant hearing loss interferes with the 
development of phonological and speech perception abilities needed for later language learning, e.g., 
meaningful language at the word, phrase, and sentence levels. These impairments in communication skills 
can lead to poor academic performance (especially reading), and ultimately, to limitations in career 
opportunities.  

The degree and type of hearing impairment impact on a child's development. Other factors can 
further exacerbate the consequences of hearing impairment. For example, some children have additional 
sensory disabilities and/or associated neurological disorders that further interfere with perceiving and 
processing information. Environmental factors, such as the quality of language input provided by the 
parents, can either facilitate or impede communication skills. Socioeconomic-related factors, such as the 
lack of access to health care, other associated health problems, high-risk populations, and social stresses, 



 

 

also may exacerbate the consequences of deficits. Early identification and intervention can address these 
factors, thus minimizing their effects. 

 Over the past two decades, advances in technology have provided everimproving opportunities to 
identify hearing impairments in infants soon after birth. Consequently, the systematic evaluation of the 
effects of earlier identification and earlier intervention can now be conducted. Because such data are not 
presently available, it is difficult to evaluate fully the effectiveness of early identification and intervention 
on language development. There are, however, a wide range of clinical observations, a number of 
descriptive studies, and a few statistically controlled, nonrandomized trials that support the benefits of 
early identification and intervention. The benefits to be gained from early intervention may vary, 
depending on the severity and type of hearing impairment. Children with sensorineural hearing loss who 
receive early amplification, when indicated and a comprehensive habilitation program may show 
improved speech and language skills, school achievement, self-esteem, and psychosocial adaptation when 
compared to hearing-impaired children who do not receive amplification until 2 to 3 years of age. The 
advantages of early intervention can only be attained when the appropriate services are available and 
accessible to these children and their families.  
Historical Background   

In the 1800's Thomas Hopkins Gallaudet went to England in order to find a teaching method to 
teach deaf students. First he visited the Braidwood School whose main methods were oral, but the school 
refused to share the exact methods they used. Thomas, however, soon met a person who taught the deaf, 
Roche Amboise Sicard, who was on tour demonstrating how he taught. Sicard used a method of signing. 
When Gallaudet came back he created the Hartford School now known as the American School of the 
Deaf. Sign language at that point was the main way of teaching.  

Deaf schools began to spread due to the number of students becoming deaf teachers. Then in 
1864 The National Deaf Mute College was established by Congress. This is now Gallaudet University. 
The Conference of Milan occurred shortly after the college was established bringing into question which 
method of communicating was most appropriate in teaching the deaf. Most countries except the United 
States used all oral methods leading to a conclusion that the oral method was better.  

Day schools gained popularity later in the nineteenth century. However, since most American 
cities did not have enough students with severe hearing impairments to fill day schools, and because 
people assumed that living and learning with others with the same impairment was best for this group of 



 

 

people, residential schools remained the common type of school available for these students. Even today, 
most states in America have a residential school for students with severe hearing impairments.   
Education of the Deaf  

Most deaf children in the world are born to hearing parents. Deaf children not only face 
communication difficulties with people in their local communities, but they may also encounter these 
problems with parents and other family members. Both deaf children themselves and professionals who 
try to help them go to great lengths to overcome problems; also there are various technical aids. Still, deaf 
children find it difficult to produce and comprehend oral language in its spoken modality. However, 
waiting several years for deaf children to reach a satisfying linguistic level that eventually might not even 
be attained at all, and in the meantime delaying the children's access to a language that meets their 
immediate needs, such as sign language, is obviously not a good way: it means essentially risking 
children's linguistic, cognitive, social and personal development. 

 In order to avoid development delays among deaf children, a bilingual approach in deaf 
education is important. It gives deaf children a chance to use the sign language used by the deaf 
community and, at the same time, learn the oral language used by the hearing majority of people.   

Techniques for teaching deaf preschoolers are constantly evolving, due to the introduction of new 
technologies and schools of thought. In the past, deaf education yielded disappointing results, as there was 
little known about the best teaching methods and there was a heavy emphasis on teaching speech. Now, 
studies have shown that a firm basis in language by age 5 is crucial, which has encouraged the use of 
American Sign Language with children.  

There are many different educational approaches today. Each approach gives children access to 
language. The choices parents make as to which method their child will use is very important. Deafness 
can be confirmed at 2 1/2 years of age, but most children aren't tested until much later which causes 
problems. When parents are informed later they are told that they need to make decisions right away 
about their child's education, but a lot of the time these decisions are very hard to make because the 
parents minds are still stuck on the fact that they have a deaf child. There are many conflicting views as to 
which are the best method to use in educating the deaf. All have positives and negatives.  
Bilingual Bicultural: 

In this educational approach the student develops American Sign Language as their primary 
language with English as a secondary language. ASL is usually taught first with English being the child's 



 

 

second language. This mostly has to do with the reading/ writing parts of class. This approach however is 
not available in many places. Most bilingual bicultural programs are only offered in residential schools. 
Some parents pair ASL with cued speech instead.  
Auditory Oral: 

 These programs teach children to listen and to talk by using their residual hearing or remaining 
hearing. They combine hearing technology with intensive early intervention. A great emphasis in this 
approach is on speech and speech reading. The overall goal of the program is to eventual mainstream the 
children. Early intervention is very important if a parent decides on this educational approach. Good 
training is also very important. Approximately 30% of the programs in the USA are oral, yet there are 
only 3 residential schools. A lot of schools have a mixture of oral programs with other programs, hardly 
any have purely oral programs. Parents must be really involved for this method to work because they are 
the main teacher, enforcing language use all day long. Challenges of this program are that very little 
improvement is shown in the first few years and it is a lot of hard work for all involved including 
teachers, students, and parents. Cost is also a problem along with quality. Oral programs have not been 
recommended for the profoundly deaf.  
Auditory Verbal:  

These programs promote growing up and living in regular classrooms and environments. This 
program only trains the students to use their residual hearing. The goal is to mainstream the children 
making them more independent. Children are given hearing aids very early and also trained to speech 
read. Speech reading is hard to learn due to the percentage of English sounds visible on the lips along 
with words which look like something else. Students learn to use context and situation to guess at words. 
The great benefit of this approach is the ability to communicate with the English speaking world.   
Total Communication: 

 This program uses any means of communication necessary to fit the child. This includes sign 
language, oral communication, writing, gestures, mime, and pictures. Speech and listening skills are 
stressed in this approach. The benefit of this approach is that if a child is having problems with an oral 
method, then they still have sign as a backup. A disadvantage however is that it tends to limit the quality 
each child has with a language. They are never proficient in ASL or English and never grasp the complex 
topics in each.   
Cued Speech: 



 

 

This is a visual communication system that children can use. They use their hands to make shapes 
while making mouth movements in order to see the sounds of spoken language and differentiate between 
them. Dr. Orin Cornett invented it in 1966 at Gallaudet University. (17) In the American version there are 
8 hand shapes and 4 locations around the mouth to make those shapes in. The goal by using these is to 
eliminate any speech reading ambiguity. The benefits of this approach are that it can be learned very 
quickly. People can usually learn it in a weekend. This can be used while parents are learning ASL. Cued 
speech is also a way to keep parents from oversimplifying what they say to their kids. Many times parents 
leave out adjectives and such because they don't know how to sign them. This does not help the children 
to learn language.   
American Sign Language (ASL): 

This is a language designed for the hearing impaired because it is completely visual. The 
advantages are that it provides a great language base for children and is also quick and easy so that 
communicating with others isn't a chore. The disadvantages however, is that there is no written form. This 
means that people using this language will never be able to read their history. The only way to transcribe 
their history would be to take videos of it. If speaking is not an option it is also important to be able to 
write especially in a mainly English speaking country. Seeking employment will be easier this way.  
Manual Codes for English:  

The purpose of manual codes is to visually show spoken English. Literacy in English is the goal. 
These codes use speaking and signing simultaneously. These systems are easier for parents and teachers 
to learn, however, the signs take a long time making sentences extremely long. Different kinds of manual 
codes include;  
Signing Exact English— 

this code parallels the number of signs with the number of morphemes. This is a literal way of 
communicating, but often the children miss concepts. Signed English is also a code system in which 
people speak and sign at the same time. English words remain in the same order as if they were spoken. 
The youngest children usually begin with this approach. Contact Sign—this is a way to communicate 
with a person who speaks a different language. It is a natural way to communicate like when asking for 
food pointing to one's mouth and pretending to eat. This type isn't taught. The only purpose is to 
understand one another.  
Use of Developed Technological Means: 



 

 

Advances in technology have led to a great improvement in hearing function of children with 
hearing impairments. By making use of these technological advances we can help hearing impaired 
children develop their ability to learn, integrate within the mainstream classrooms and become an able 
and active member of society. Some of the technological advances in this field are listed below:  

1. Cochlear implantation has helped hearing impaired children on many levels in achieving success 
in learning. Implantation is suitable for children who suffer from sensorineural hearing loss in 
both ears. An electronic device is implanted in the cochlea of a hearing impaired child through 
surgery. It stimulates the healthy cochlear nerves thus resulting in hearing.\ 

2.  Another technology used these days to help children with hearing difficulties to study in the 
regular classroom is the "Assistive Listening System." This system has a microphone clipped to 
the collar of the teacher to speak and transmit information to the hearing impaired child. This 
device makes the voice of the teacher clear for easy audible understanding to the affected child. 

3.  Computer technology has opened many new fields for easy learning of hearing impaired 
children. Different software programs are available for the education of children with hearing 
needs in the classroom. Various websites on education specially designed for children with 
hearing issues have helped them in proper guidance and adoption of suitable career goals and 
higher education goals. 

4. To assist students, speech-to-text-systems have also been developed. In these systems, spoken 
language is converted into written language. Thus written transcripts can enrich the academic 
knowledge of hearing impaired children.  

5. Telecommunication devices are also an important means of communication for hearing impaired 
children. In this system hearing impaired child can make use of mobile phone for sending and 
receiving text messages. With the help of this system children with hearing difficulties can share 
important information with their normal peers by sending notes through emails. Technological 
advances have made communication more effective and efficient for children with hearing loss. 
By using the available technological means we can foster enrichment and promote the success in 
education of children with hearing impairments along with their normal hearing peers.  

Assistive Technology for Deaf Students 
Deaf children can use special devices to hear their teacher in class. For deaf students, following 

along in class is nearly impossible without the use of some assistive technology. These devices are 
necessary for allowing deaf students to learn in a classroom along with students with normal hearing 



 

 

abilities. In fact, there are laws in place to protect a student's right to assistive technology in the case of 
deafness.  
Devices 

An assortment of devices is available for deaf students to increase their ability to participate and 
learn in school. Teachers have used communication boards to make sure students can follow along in 
class. At younger ages, pictures, objects and photographs are also helpful in teaching deaf students. Once 
a student is able to read, they can use one of the programs that have been developed to translate speech 
into real-time text on a computer.   
Human Aids 

Some cases, a trained professional is assigned to a deaf student to take notes so that the student 
can focus on the teacher during their lessons in school. The person taking notes can be situated near the 
student, allowing them to review the notes as necessary throughout the lesson. Certain aids may have a 
program that allows the notes they type to appear on a computer in front of the student.   
Authorization  

Your child may need to see the school district's certified audiologist in order to determine their 
need for a certain type of assistive technology in school. In a case of complete deafness, students may be 
able to submit paperwork from a doctor rather than an in-person evaluation.   
Teachers 

 In some cases, a teacher may need to make special accommodations for a deaf student's assistive 
technology. This may involve wearing a special microphone for a computer text translator, or simply 
seating the student in a place where they are able to see what their note-taker has written.   
Laws   

Three laws protect the rights of children to have assistive technology in schools when needed: the 
Americans with Disabilities Act, Section 504 of the Rehabilitation Act and the Individuals with 
Disabilities Education Act (IDEA). Each of these laws has provisions for every child to have access to 
instruction, which for a deaf student would mean the assistive technology necessary for them to learn at 
the same pace as the rest of the class.  



 

 

The World Health Organization International Classification of Impairment, Disabilities, and 
Handicaps (ICIDH) system is used to classify disorders, impairments, disabilities, and handicaps. 

1.  The incidence of visual impairment increases with age; more than two thirds of persons with 
low vision are over the age of 65. Statistical data regarding the prevalence of visually impaired 
school-age children and younger adults 46 is lacking, however this remains an important 
population in need of vision rehabilitation care and services. Moreover, there are some factors 
that place a patient at risk for visual impairment are numerous and are related not only to ocular 
diseases and abnormalities but also to trauma and systemic health conditions. The most common 
causes of visual impairment in the adult population are: Age-related macular degeneration, 
Cataract, Glaucoma, Diabetic retinopathy. The incidence of these conditions increases with the 
average age.   

2.  The causes of visual impairment are numerous, including not only congenital and acquired 
ocular conditions, but systemic diseases with ocular complications and neurological insult and 
trauma. There are various causes of visual impairment. Some of the most common are Errors of 
refraction, Glaucoma, Cataracts, Diabetes Retinopathy, Prenatal causes, Improper muscle 
functioning.  

3.  The process of hearing is quite remarkable; our ears in general, play a major role as a hearing 
sense organ in gathering sound (acoustical energy) from the environment and to transform that 
energy in the form of neural energy. The hearing sensation in the form of neural energy is then 
sent to auditory department of our brain (central nervous system) for its interpretation and as a 
result we have perception of what we hear.   

4.  Sense of hearing constitutes not only one of the five senses that are designated a gateway of 
knowledge and a natural means for becoming aware of one’s environment but also works as a 
potent tool for helping child in the task of language and speech acquisition. One who cannot hear 
thus may be subjected to a number of disadvantages in terms of his adequate adjustment, 
progress and education-oriented society of ours.   

5.  The long-term educational effects of a hearing loss can depend to a great extent on the age at 
which the loss occurred. Children with hearing and those with hearing losses (of normal or above 
average intelligence) follow the same pattern of cognitive development, including initial phases 
of language development such as babbling and the production of other sounds. Further 
development may, however, proceed at a different rate in children with hearing loss. Between the 
ages of one and three, the average child’s vocabulary jumps from 200 words to 900 words.  



 

 

6.  Research indicates that children with unilateral hearing loss (in one ear) are ten times as likely to 
be held back at least one grade compared to children with normal hearing. Similar academic 
achievement lags have been reported for children with even slight hearing loss. Children with 
mild hearing loss miss 25-50% of speech in the classroom and may be inappropriately labelled as 
having a behaviour problem.   

7.  Communication is the cornerstone of today's society. The focus of early intervention as it 
pertains to communication is to identify and intervene in instances where there is a barrier to 
language acquisition. There is a major improvement in the communication skills of hearing-
impaired children identified prior to six months of age as opposed to hearingimpaired children 
identified later. It is often the case that the primary care physician is the first individual contacted 
when a problem is suspected. An audiologist can perform formal hearing testing on a child of 
any age. There is never a time that is considered to be "too early". Whenever there is a concern 
with the speech, language, or hearing abilities of a child of any age, formal hearing testing can 
easily rule out or confirm a problem in that area and provide an opportunity to begin the 
appropriate services for that child.  

8.  Experts who work with children who have disabilities have long believed that early intervention 
services improve educational and social outcomes. The early years of life are important, 
particularly for communication and language development. Numerous studies have shown that 
infants who receive early identification and intervention for hearing loss in the first few months 
of life achieve significantly greater language skills than those who are identified later.  

9.  Regarding educational placement of the hearing impaired children there may lie many options 
ranging from least restricted to most restricted. For this purpose as far as possible, attempts 
should be made to provide education to the hearing impaired in the inclusive settings, i.e. in the 
normal schools along with the non-disabled peers. However, for the severe and profoundly 
impaired children like deaf, there must be a separate special provision in the shape of residential 
school, special day school or special classes equipped with all necessary support materials.  

10. Use of developmental technological means may prove quite fruitful in the adequate adjustment 
and educational progress of the hearing impaired children. As example of the use of such aids we 
may name the use of hearing aids, cochlear implants, assistive listening devices, alerting devices, 
television and film captioning, text telephone, and computer technology, etc.   

11. Three laws protect the rights of children to have assistive technology in schools when needed: 
the Americans with Disabilities Act, Section 504 of the Rehabilitation Act and the Individuals 
with Disabilities Education Act (IDEA). Each of these laws has provisions for every child to 



 

 

have access to instruction, which for a deaf student would mean the assistive technology 
necessary for them to learn at the same pace as the rest of the class.  

12.  Deaf children can use special devices to hear their teacher in class. These devices are necessary 
for allowing deaf students to learn in a classroom along with students with normal hearing 
abilities. In fact, there are laws in place to protect a student's right to assistive technology in the 
case of deafness.  
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