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‘FOREWORD

The Resecarch and Training Center in Mental Retardation
at Texas Tech University is one of several facilities sup-

ported,in part by grants from the Research and Training Cen- .
ters Division of the Social and Rehabilitation Service in ,
HEW. . The Center's major,purpose is to initiate applied re- ’
search aimed toward alleviating disability, reddcing depen— .

dency, and formulating more effective rehabllltatlon service
delivery systems. The Center .also. seeks ways to share its !
research findings with and participate in the training of ’
mental.retardation and vocatibnal rehabilitation personnel
in the states of Arkansas, Louisiana, New México, Oklahoma,
" and ‘Texas.
One project completed in 1974 has special significance
for rehabilitators, especially in view of the increased con-
cern With extending rehabilitation services to thie severely
and miltiply handicapped. The Research and Training Center
conducted a mail survey of state institutions for the men- - -
tally retarded in order to gain much-needed information about
the extent of hearing impairment among the mentally retarded
and the current status of programs geargd toward the special ~
needs of the Hearlng Impalred/Mentally Retarded child and ’
- \ddult.
\u Major responsibility for conductlng the survey rested
with A. Clark Brannon, as part of his work toward a doctorate
in education with an emphasis on deafness. The project was
largely funded through Research and Training Center monies.
and guided by R & T Center staff. The present report, while
drawing on Dr. Brannon's dissertation, omits parts of his
. analysis and offers new analyses in attempt to highlight
vhe findings of the survey most relevant to practitioners
and most suggestive of current strengths and weaknesses in
services for the Hearing Impaired/Mentally Retarded. Thé
reader who desires®a quick overview of the study, its find-
ings, and its implications is referred to the concluding
sectlon of the monograph
Spec1al thanks go to Cathy Lorenzen for her careful
preparation of the ‘typed manuscript; Phillip Davis for his
contributions to the data analysis; Patrice Costello Fleming
for her contrlbutlon to the recommendations section; and .
. last but not least, to the respondents who devoteg time

,and care to completing the survey. -
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. . . -
One of many severe multiple” disabilities whlch has
recelved long overdue attention recently is. the comblna-

tlon of hearing impairment and mental retardatlon. The -

) Hearing Impaired/Mentally Retarded (HI/MR) person has two
digabilities which may produce tiore severe problems than
would be expected if we simply added the effects of hear--
ing impairment and m@ntal retardatioi. In other words,
the whole may be greater than the sum of its parts. The
HI/MR person may not benefit from programs. for. either the
‘hearing iﬁﬁéifed or the mentally retarded. Due to the
compound effect of multiple disability, HI/MR children i
and adults pose special management problems for the facil-
ities which serve them. They may requlre special atten-
tion and distinct programs geared to their unique needs.

. Perhaps the most serious problem for the HI/MR person is
a deficiency in- communication skills. .

It is important to~recognize that ‘there is. much vari-
at;on among HI/MR individuals. First, their intellectual
functlonlng varies from the profound to the mild levels
of retardation. Secondly, they may have the ability to
hear oral speech, or they may Be totally deaf. In ‘this
project, a distinction was made between the Hard of Hear-
ing/Mentally Retarded and the Deaf/Mentally Retarded. A
Hard of Hearing/Mentally Retarded (HOH/MR) person was de~
fined functionally as a mentally retarded person who has
a hearing loss but can use residual hearing to understand
speech (with a hearing aid if necessary). The HOH/MR per-
soh may use oral receptive and expressive language as the
primary means of communication. The Deaf/Mentally Retard-
ed (DEAF/MR) person was defined functionally as a mentally

- retarded person with a severe hearlng loss who cannot hear
or understand speech even with a hearlng aid. The DEAF/MR

‘. person may use some form of manual receptive and expres-
sive language as the primary means. of commutlcatlon. ’
though the DEAF/MR person clearly has the greater dlsabll\P
ity, both the HOH/MR and the DEAF/MR fall in the broader
‘category of the Hearing Impalred/Mentally Retarded

There are two general types of speclal educational
services for the HI/MR individudl. Flrst, he or she may .
be placed in..special classes within residential schools R
for the deaf. However, schools for the deaf have tradi- y
tionally rejected or neglected the severe%gﬁﬁentally re-
tarded person (Hall & Talkington, 1972). This has happen-
-ed ,largely because residential schools for the deaf have
aimed their programs at the hearing impaired student with
normal intelligence. As a study of mentally retarded stu-
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dents 1n schools for the ‘deaf indicated, such schools have
stressed academlc excellence and have maintained a formal,
traditional -educational -program which is not alyays appro-
priate for HI/MR students (Andérson-& Stevens+-1970).

fact, thé& history of deaf education has been, in part, a
struggle to dispell the myth that deaf people are mentally
deficient (MacPherson, 1952).

The second option for the HI/MR person is speclallzed
educational programs established within residential facil-
ities for the mentally retarded. However, such spec;al pro—~
grams.are few in number and have developed only recently.
Most state schools for ‘the retarded are not well-prepared
to meet the heeds of the hearing impaired because they ao
not have staff members trained in hearing impairment.

As a result, many ‘HI/MR people with severe disabili-
ties are living in rgsidential facllltles——elther for the
deaf or for the mentally retarded~-but are not receiving
special services. For instance, Darnell (1971) noted that
within the fifteen state schools for the retarded in New

.York, there were no special programs for the deaf retard-

ed. a'Healey and Sonies (1973), in an American Speech and
Hearing’ Assoclatlon pamphlet publicizing a Rehabilitation
Servicés Administration grant to study the-HI/MR, stated
that some deaf mentally retarded students are not placed -
in any type of educational program. The need for services
for the H1/MR population is clear, but in order to de31gn
those servides, we need a great deal more information a-
bout the characteristics of the population and the types
of programs which they need and fail to receive.

°
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WHHT DO WE ALREADY KNOW ABOUT THE
HEARING IMPAIRED/MENTAILY RETARDED9 .

- «
. . ¢
-

1

] -The,Americén,Assqciation'on:Mental Defggieﬁ%y (1973)

. eStimated that the prevalence of mental retardation among

Mental Retardation (Heber et al., 1963), which contalns

the school age population in the United States is 2-3%.
The percentage of these children who are_ hearlng impaired”

-has, to date, not been accurately determlned {(Rittmanic,

19/2) In fact, the Bibliography of World thezature on

~ .

over 16,000 citations of research and scholarly writing on ..
mental retardatlon published between 1940 and 1963, con-
tains a scant s1§ty references concerned with audiology,

hearing, and/or hearing impairment. A great deai of mater-

ial has been Published in the last decade, most of which

has been compiled in bibliography by Hirshoren and Lloyd

(1972) . However, many of the articles on the Hearing Im-

paired/Mentally Retarded focus on audiology--an important

topic, but not.one which fully answers our -questions about

planning for the needs of HI/MR individuals. We will very
briefly review the current state of knowledge in the areas
of prevalence, diagnosis, -and programmlng.

» - ~

.0

The Prevalence of Hearing Impaimment and Mental Retardation

Perhaps the necessary starting point in planning for
the needs of the HI/MR population is a description of the
size and characteristics of the population. Rittmanic (1972),
in a report to-the first national conference on issues in
the education of the H;/MR person detailed this nees:
Presently, there is no study of incidence and pre-
valence of chlldren with multlple handlcaps that has
. been conducted on a national basis using carefully ,
standardized criteria. Therefoxe, it seems that.one
of the most cr1t1ca¥wneeds is to pJlan a mationally
coordlnated survey which would be executed in such
a manner as to provide a xellable and valid assess-—
ment of the incidence of deafness among the mentally
retarded (i.e., in 1nstxtut10ns for the mentally re-
tardnd). ?

L

-

The 1qﬁormatlon available to date suggests the scope

. of the problem but is not comprehens1ve. For example, Craig
and Craig (1973) reported that 17% of the chlldren in schoolsg

Q
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for the deaf were mentally retarded. Lloyd and Moore (1972)
found that 15% of the children in facilities for the mentallx

<

- .
e .
L

~




R 2P

»

.. ] Y

- b r o
retarded had a slgnlflcgnt hearlng ‘loss. Schlaﬁger (1961)
reported on the basis of a mail survey that the prevalence .
0'yof hearing loss among- ~the 1nst1tut10nallzed retarded randed
from 0% to over 56%. Rattmanlc (1971) reviewed the,repprts
of 27 surveys of hearlng loss Whlch indicated a iance of
8% to 56% in the 1nc19ente of hearlng 1mpa1rment ng the
mentally retarded. Part of the reason for such dramatlc

__ "_variation among studies 1s the. lack of standard nomenclature

and procedures for 1dent1fy1ng ‘hearing impairment and men-
tal retardation CStewart, 1972).. « While we can conclude that
the incidence of htaxlng impairment is orobably higher among
the mentally retarded than it is among public school rld-
ren (Johnston & Farrell, 1954),; the HI/MR population r mains
loosely defined. Moreover, few studies to date have attempt-
. d more than a simple head count, we-know very little about
& the characterlstlcs of people who fall ‘in the HI/MR disabil-
ity category.-
We do, howe , have every reason to believe that the
incidence of multiple disabilities has Jncreased in recent
:years. The effects of the 1964-1965 rubella epldemlc are
acutely wvisible to professxonals in_the f1elds of health,
education, and.social welfare. There are few special schools
for the deaf, blind, and retarded ich .have not felt a
"rubella bulge." Vernon (1969) reported that post-rubella
. children number 20,000 to 3C,000. In addition to causing
‘hedring impairment, rubella often results in brain damage
which underlies mental retardation. Cnlldren who are hear-
ing impaired and mentally retarded due to rubella often have
additional disabilities which make their needs especially
acute.

°

.
9
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Diagnosis =~ | 7 - ¢

A large part of the problem in determ1n1ﬁ§ the preva-
. lence of hearing impairment comblned with mental retarda-
tlon can be traced to difficulties in diagnosist For one
“thing, many deaf children have beén 1ncorrectly diagnosed
as. mentally retarded. . Darnell (1971) observel that due to,
the enormous language disability posed by deafneas, many
deaf persons have been diagnosed as severely or profoundly
retarded when their® actual potential was® near or even above
normal. It is not difficult to find cases of hearing im- .
paired individuals 1ncorrectly placed in institutions for
the mentally retarded who were subsequently discharged when |
it was discovered that they had normal intellectual ability..
Vernon and Kilcullen (1972) identified three major causes.
of misdiagnosis. First, the tests used to measure intel-
ligence -may have been inappropriate. Verbal intelligence

- )
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A tésts\are clearly ihappgézr;ate with deaf subjects-—namelyg
becausé they actually m sureolanguage disability -due to

severe hearing loss rather ‘than intelligence. Second, re--

* tardation among'the heaxing impaired-may be confuged with °
other dlfflcultles such. as brain damage, autism; and aphasia,
which are known to be common in deaf populations {(Vernon,

- ' 1969).° Finally, because deaf persons often retain enough

’ , sound perceptlon to- respond to certain noises, they may be
* assumed not to be deaf. Their failure in educational set-

tings is then sometimes interpreted as dWe to lack of ihtel-

ligence rather than due to severe héaring loss. All of these
problems help- to account for the varlablllty in the number -
of people glassified as HI/MR< . )

- ‘The HL/MR person may require special dlagnostlcs. Es-

pecially” whon ap individual is profoundly or severely retard- )

ed, it is extremely dlfFlcult to test for the separate ef-
fects of hearing impairment and retardation. Lloyd. and Cox °
(1972) argued that individuals referred for an audiological
assessment after screenlng should recelve, at minimum, pure-
.’ tone air ahd bone conduction aLdlometry, acouStlc 1mpedance
measurements, and speech audiometry. They suggested that
the severely and profoundly retarded may have to be evalu~
. ated for a longer test perxod‘and may erequire special audio-~
. logical jtechniques. A step“toward improved dxagnosxs was
taken by ‘Bricker, Britker,’and Larsén (1968) with the in- -
troduction of bperant audidlogy. This technique, using re-
1nforcement and sha 1ng procedures, permits the audiologist
to explore more fully the abilities of the dlfflcult-to-test
. child. Although such 1nnovat10ns will certainly help in gain-
ing- accuratc assessments of both hearing impairment and men-
tal retardation, the fact remains that diagnostic procedures
are not all they should be at present.. . The more the diag-
stician knows about hearing impairment’ and mental retar-
'datlon, and the more he ‘or she relies on sophisticated as-
sessment tools, the more accurate w111 be our knowledge of
the ‘Hearing Impalred/Mentally Retarded’population. L

.
PR

. &% amnlng ¢ - . v
. Assumlng that an individual is correctly diagnosed as
mentally retarded and hearlng impaired, there.is still the
problem of deciding on an appropriate placement. Should he
or she be considered primarily a mentally retarded child
.‘and educated as such, or should hearing lmpalrment be given
priority? Anderson and Stevens (1969) argued that it becomes
-v1rtually 1mp0551b1e to know tere the effects of hearlng

1mpa1rnent end and the effects of mental retardatlon begin.
Educators of.the mentally retarded may not be able to cope

.
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with the communication barrier of deafness, while educators ..
) of the deaf may throw up their hands if pupils do not pro-{ .
' gress as quickly as, expected. In response to these problems, N

1“

QOsﬁe;lo (1966) called for: - Y
+1. Programs to ‘educaté academic teachers of the deaf

' retarded. . o *
. .2. Programs to educate vocational teachers of }he deaf -
retarded. . o kK -
=~ == 3. Couhselors trained in both areas. <
o 4. A national center .to provide for the needs of the
' . deaf retarded. ° .

“

Apparerrtly very few curricula and methods have beer -
developed -specificalﬂ,y for the HI/MR student. Some (&.g9., oL
Monaghah, 1964) have argued that a truly i dividualized ap-~
proach is essential if the HI/MR student is\to progress;
. others. (e.g,; Jairston, 1972) have advocated\a heavy re-
. liance on instructional media. The shortage of appropriate
. programs and materials ‘is easy to ‘explain: few prgijessional
,or,p_qraprofessionakworkers have had the be_nefii:\of train-
. ing in both hearing i‘mpairment and mental retardation (Stewart,
1972). . ) ’ . v .
, Sellin (1964) argued that dual training was not neces-
. sary, if experienced teachers of the mentally retarded are,
hired to work with slow, learners in schools for the deaf
~and trained teachers of the deaf are employed in special °
. programs in facilities for the mentally retarded. However, °*
Anderson and Stevens (1969) indicated that teachers tend to
look at the HI/MR resident through their own particular pro-
fessional frame of reference rather than jresponding to a
whole pexson who is mdltiply disabled. Vernon and Kilcul- *. |
len (1972) suggésted that mafy cases of misdiagnosis could ) .
- be avoided if professionals ¢re ‘more thoroughly trained in
multiple-disabilities. Pregsumably, educational programs .
would ‘also improve "if they were engineered by professionals
well-grounded im both education of the hearing impaired and
education of the retarded. Pe'rhaps' we do not yet know pre-
cisely what content should be included in suach training, bu
most observers, have argued that we cannot serve the Hearing -
Impaired/Mentally '8 tarded succ;essfully until teachers are
well-grounded in . mental retardation, hearing impairment, and .
the unique difficulties of the person with both disabiiities.,.
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s oL ”“WHAT WAS ’IHE”»PURPOSE OF ']}{E‘.HI'/MR"SURVEY? . L
*»'Qn view of the current state of knowledge about HI/MR
chlldren “and: adults, it was dec:.ded that a major surxvey of
state ingtitutions for the mentally retarded would provide )
" part-of the base of information which is necessary for pro- .
gram’planning. The {{nst purpose of the study was to de- .
Zermine. the number of HI/MR hesidents in state Anstitutions
“for Zhe retanded,  Since the time when many of the preva- e L
lence studies prev:.ously dlscussed were conducted, insti- :
N "~ tutional repori::.ng procedures have improved greatly. Thus ,\
. - - _ it wag felt tha1t a new "head.count" would be valuable.
. HMore impaortantly, mostoprevn.ous studies, other than : \
_étud1e§ in specific 1nst1tutz.ons, havenot attempted to’ "
gather {ata on such charactgnstlcs of the HI/MR popula- \ -
tion"as age and degree of rétardation. Thus, the second. \ o
puwwpose of the study was to provide preliminary descrip-
> Zive information about the characteristics of the Hearing
Impamed/Menm&Cy Retanrded. Although it was not possible L
to overcome the difficulties created by varying definitions
and diagnostic procedures, the HI/MR Survey requested in- N,
formatJ.on about levels of retardat:.on and offered function-
al def:.n:LtJ.ons of tlie deaf and hard-of-hearing in. order to‘*‘w -
. dJ.fferentJ.ate be tween' these .two major types of hearJ.ng im-
T palrment., It also sought information aliout the types of
. screenng and d:l.agnostJ.c Pprocedures used in institution3 i
for the mentally retarded. Thus, the thind pwipose of the -
. 4Study wasto de,te}mune how rhe HI/MR /Le,é&den,t A8 Ldentified '
. and evaluated. . - .
L The . review of ava11able lJ.terature J.nd:l.cated ‘that know-
ledge of training programs for the. HI/MR resident is. sorely
lacking. The founth punpose of thé study was to deten-
mine what special equipment, programming, and siaff are ~ -
cuwmently available to the HI/MR nesident. With this know- .
ledge in hand, profess:.onals and adm:.n strators will be in
a better posﬂ:.on to meet program ar.d mappower needs for
the 1nst;.tut10nal:.zed hearing impaired rdtarded. .




. HOW WAS THE HI/MR.SURVEY CONDUCTED? . .

_Information about the prevalence of hearing impair-
ment and mental retardation, characteristics of the HI/MR T
population, procedures for diagnosing and evaluating the
HI/MR resident, and thrusts in training and education was

- sought -through a mail questionnaire. The original goal’
was ‘to obtain information from all residential institutions
for the mentally..retarded in the United States.. TWo sources'
- prgviaed the. basis for a complete mailing list: The Direc~
tory of the.National Association of Superintendents of .
Publics Residential Facilities for the Mentally Retarded
.and membership listings for the National Association of
Private Residential Facilities for the Mentally Retarded.
. Copies of .an experimental version. of the survey vere’
given to representdtives of major oérganizations concerned
with hearing impairment and/or mental retardation so that
they could spggest improvements in the survey and even tu~
ally endorse the project: (1) the American Speech and Hear-
ing Association; (2) the Deafness Research and Training .
_Center, at New York Univérsity; (3) the National Association
_of Coordinators of State Programs for the Mentally Retard-
ed; (4) The National Association of PEivate Residential
‘Pacilities for the Mentally Retarded; (5) the National As-
sociation of Superintendents of Public Residential Facili-
ties for the Mentally Retarded,‘

after the advice of these groups was incorporatéd in-
to a revised questionnaire, the research staff had further
consultation with the staffs of the American Speech and
Hearing Association and the Deafness Research and Train-
ing Center at New York University. The final result was .

Jthe HI/MR Survey reproduced in-Arpendix A. It is a rath-

er comprehensive (indeed, lengthy) questionnaire which re-

fiﬁits the concerns of key professionals in the fields of

headring impairment and mental retardation. ’
_____The_suxvey—consists—of—tensections which call for

descriptions of: (1) the facility and the respondent; (2) -

the institution populaticn; (3) procedures used in diagno-

sis and evaluation; (4) the hard-of-hearing population;

(5) services for the hard-of-hearing; (6) the deaf retar- .

ded population; (7). services for the deaf retarded; (8)

staff training and qualifications; (9) special equipment _

____for_ the HI/MR;—and--(10) perceived §trengths and weakneésses

"~ of progtams for the HI/MR resident. ‘

Origfnall , information concerning HI/MR populations

was to be solicited from both state and private facilities.
However, few of the private facilities for the reEarded
which received a preliminary questionnaire responded--in
-part, because many of them were probably small foster homes

e e — - e e
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*and group homes without HI/MR residents. -

return rate of 75%.

" . _‘4 . . ‘g;b
As a result, the
survey focused exclusxvely on publlc facilities for the
mentally retarded. . -

Two copies of the HI/MR Survey were sent‘to each of ,
the. 212 state facilities for the mentally retarded llsted
in the yearly dlrectory of the National Association of Sup-
erintendents of Public Residential Facxlltles for the Men-
tally Retarded. ApProximately two months after the inftial
mailing, a follow-up letter accompanled by the survey was
sent to facilities which had not yet responded. The fol-
low~up procedure was repeated once again. Responses- were
accepted for a period of nine months beglnnlng in July, 1973,
and endlng in April, 1974.

Of ‘the 212 state facilities whlch received the HI/MR
survey, 181 or 85%-responded in some fashion or another.
However, some facilities simply provided letters. of expla-
nation indicating -either that they did not serve HI/MR res-
idents or that for one reason or another they could not
complete the survey. A few of these, letters did proviadé
population figures. In all, 158 facilities returned the
HI/MR. strvey more or less_complete--representing a useable
Not all of these facilitieS completed
everx‘sgqtioﬁ of the survey fully, but in view of the length
of the survey, the response rate was encqurag}ng. It, along
with several comments offered spontaneously by respondents,.
indicated a concern with the multiple disability of hearing
impairment and mental ftetardation and .an interest in the
findings of the study. A higher response rate is dlfflcult
to achieve in mail survey research. -

For our present purposes, we must bear in mind that
the findings of the study are not reflective of all public
facxllulés for the mentally retarded. The safest assumption
‘is probably that non-responding.facilities had fewer HI/MR .. -
res1dants_and_£EWer—programS""VEIB’ed ‘for them. The pre-

sent study may yield slightly higher estimates of the inci- .
dence of hearing impairment in the institutionalized retard-

.ed and may present a somewhat optimistic picture of current
services.

In reporting findings, we will concentrate on
the facilities which provided complete information. We
will also attempt to indicate when response rates: to speci-

_____ __fic questions -fell sxgnlflcantly belcw 158 and treat such

results with caution, especially when it appears that res-
pondents had difficulty providing accurate information.

Q

Aruitoxt provided by Eic:

u‘ E MC




10 .

.

HOW PREVALENT ARE HEARING IMPAIRED/MENTALLY RETARDED
.- - PERSONS IN INSTITUTIONS FOR THE RETARDED?

One of the major purposes of the HI/MR Suryey was to
provide an_estimate of, the incidence of hearing impairment
in the institutionalized retarded population. The task of
arriving at such an estimate, however, is fraught with prob-
lems. Three -such problems”stand out: ~

A

1. Varying definitions of hearing unpa,uunewt Although
responding institutions ‘were offered functional cefinitions
of HOH/MR and the DEAF/MR persons, institutiohs undoubtedly
relled on their own criteria of hearing impairment in arriv-
ing at incidence figures. It is clear that a variety of
more and leéss sophistitated diagnostic Procedures &re in use. -

2. Approximate census figures. Institutional reporting
procedures also vary w1dely. The figures provided to the
research team were often exp11c1t;y labelled approximate
census figures. We have no way of estimating theix validity
or determining the extent to which reporting practices dif-
fer from facility to facility. ~ . .

~3.  Incomplete survey data. Many facilities did not.
provide estimates of all -three _populations. in. question--
total institutional population, HOH/MR population, and DEAF/MR
population. Some provided figures for the hearlng impaired
as a combined group; some provided figures on the nupber
of HOH/MR and DEAF/MR residents but did not provide total
population, figures; and still others were unable to provide

" any figures at all.

In order to combat these problems--to the extent that .
__they-ean—be combatted==we made two decisions. First, we

Q

ERIC
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focused our attention on the facilities which prov1ded all
three relevant figures. Of the 212 institutions originally
surveyed, 111 (52%) provided estimates of total, HOH/MR,
and DEAF/MR populations. Althou$h it is impossible to de-
termine the extent to which these institutions might differ
from institutions which did not respond or whi¢h responded
incompletely, the 111 facilities offered the best data for
estimating prevalence. Secondly, in order to gauge the
variability of estimates from facility to faclllty--whether
it is attributable to varying definitions of hearing 1mpa1r—
ment or the approximate nature of the figures provided--we
.décided to report not only overall figures but variations in
incidence across facilities. ) :

How prevalent is,hearing impairment among the institu-
tionalized retarded? The 111l facilities which provided com~
plete data accounted for a combined resident populatlon of
98,034. For this resident population, the £6llowing inci-
dence figures were calculated: . - |

« N - . -




1. 9343.0or 9.53% were'classified as Hearing Impaired
(Hard of Hearing or Deaf)

2. 7100 or 7.24 % were classified as Hard of Hearing

3. 2243 or 2.29% were classified as Deaf

important to determine the extent to which estimates varied
from 1nst1tut10n to institution. 1In order to accompllsh R
this, percentages of HOH/MR and DBAF/MR residents were cal-
culated for each institution, Then the percentages were

. rounded to the nearest whole percent. -

Figure 1 presents the dlstrlbutlon of estimates of the
percentage of the institution population which is Hard of °*
Hearing; Figure 2 is & parallel portrayal of estlmates of
the percentage of Deaf residents. These flgures allew us
to determlne at a glance how many institutions reported
each percentage figure:

What do these figures reveal? First, it is apparent

. that estimates varied. For example, estimates of the per-

cerit of HOH/Mﬁ residents in an institution varied from 0.21%
to 35.40%. The range of estimates-of the percent of resi-
dents who were DEAF/MR was more constrlcted, varying from

., 0.00% to 12.17%.

™

When populatlon flgures were comblned, and percentages
were calcul'ated, we determined that 7.24% of the institu-
tional population for which we had figures was classified

as HOH/MR, while 2.29% was classified as DEAF/MR. Of cpurse,

Figures 1 and 2 ignore the size of an institution, whereas
the overall. percentage-figures giGE‘mBTE’weight to reports

from larger institutions. St111 it is useful to determine
the, probability of our overall populatlon figures holding
true in any given institution. Considering first the HOH/MR,
we find that only four institutions actually reported that
HOH/MR xzesidents represented approximately 7% of their resi-
dent populatlon.. By contrast, 22% of the institutions re-
ported percentages of DEAF/MR residents which approxlmated
the overali figure of 2.29%.

It is clear that estimates of the percent of DEAF/MR
residents clustered around 2.29 percent. For example,

" the modal or most frequent response was 1%, with 2% and 3%

the next most common estimates. In effect, 73% of the insti~

tutions reported an incidence of DBAF/MR residents ranging
from 1 to 3%. This suggests that we would be fairly safe
in guessing, should we visit a new institution, that approxi-

mately 2% of its population is deaf.

ThlS surely is not so easily achieved with respect to

the HOH/MR pqpulatlon, however. First, the modal or most

EMC
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Percents are sometimes misleading, however. It is very
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overall figure of 7.24%. Only 15% of the institutions’ reported
figures indicating that 6, 7, or 8% of the institutionalized
population was Hard of Hearing.. Quite 51mply, it would be
risky, at best, to predict that approximately 7% of an unﬁamll—
iar 1nst1tutlonallzed,retarded population is hard of hearing.
while some of this variability may, of course, reflect
true. differences in the extent of’ hearlng impairment “dmong
1nst1tut10ns, we must suspect that much of it can be attr1—
buted to two of the problems noted -at the beginning of this -
section--varying definitions of hearing impairment, and the
approximate nature of population estimates. bnfortunately,
we cannot separate the true differences from the differences
‘which ‘are more a ‘function o6f error and didgnosti¢ procedure.
We must now ask whether or not the presentflnC1dence
flgures are consistént with those of previous studies. "The
answer is yés and no. For examp1e, our figures are only
slightly higher than those of a recent survey of New York
state schools for the mentally retarded (Darnell, 1971). .
Using functional definitions, that survey reported that 7. 1%

~.0of the resident population was hearing impaired (5.5% HOH/MR;

1. 6%\DEAF/MR) A survey_ of Michigan state schools revealed
an 8% 1nc1dente of hearlng loss, adain close to--the f1gures
in the present-suxvey (Michigan Dept. of Mental Hygiene,
.1971). Our figures are also at the upper bounds of esti-
mates of the extent of hearlng 1mpa1rment in the general
school population, which are generally placed between 3 and
10% (Kirk, 1972). Thus, oux’ figures support the notion
that the prevalence of hearing impairment among\the Lnstl-
tutionalized retarded ls generally higher than that in the o
normal population, as L16yd. (1970) and others have ' concluded
fromxthelr reviews of -the literature. s

On the other hand, out 1gures are lower than those
reported in some studies, particilarly those in which groups
of 1nst1tut10nallzed re31dents were actually admlnlstered
puretone examinations. For example, Schlanger and, Gottsleben
(1956) tested residents .at the Vineland. Training chool
uslng a criterion of a 30 dB loss or greater in either ear
“or both ears. They reported a 35% rate -of hear1ng loss,
with hearing loss more prevalent .among older than younger
.residents. Rittmanic (1559), in a study of testable resi-
dents at the Dixon State School, used a puretone criterion
of 15 @B in one ear or both ears and reported.an overall
rate of hearing loss of 40.5%. Among school aged children
at the Walter E. Fernald School, 24% of the residents had
a3 hearing loss, as réflected by a loss of 20 dB or more
jn either ear (Johnston & Farrell, 1954). Other such studies
could be cited, adding to the confusion. (For an unraveiing
of much confusion and a more complete review of studies,
see Lloyd, 1970.). : ) d
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- We must first note the discreparicy between survey studies
e and studies in which populations were actually tested with
. _puretone audlometry. Although many of the facilities surveyed
in .the present study relied htav11y on puretone results in
i .class1fy1ng residents as hearing impaire~, the study was de-=
L *”Signed to elicit reports in terms of the functional defini-
T tlons -offered.. It is very possible that some respondents
.- . were not prone to include in their estimates residents who '
had a loss in one ear but functlonedunormally through use
- of the othér ear. This could partially account for the fact
that our survey, as well as those conducted in New York and.

- Michigany reported lower -incidence figures than an séveral
studies. in.which residents were actually tested and pure-
tone criteria for loss-in either ear were applied. It is )
also possible that our flgures are lower because meny facili-
ties have not tested their entire resident ‘populations and
know only of residents who have displayed functional diffi-
culties attributable sto s;gniflcant hearing impfirment.

We do not wish to .obscure the ‘more important polnts,
hOWever. It is simply very difficult to assess the extent
.0¥f hearing 1mpaxrment among the mentally retarded without
. xrunning up aga1nst a number of methodological problems. .
Lloyd and Reid (1967) pinpointed the most significant of
these problems. %hen various studies are compared, they
1nev1tably differ in at least three cr1t1cal aspects-—the
audiomeétric techniques used,.:the criteria of hearlng loss,

~R and the percentage of subjects excluded because they were

deemed "difficult-to-test." Audiological assessments dif-
fer with.respect to 1nstructlons, testing env1ronment, compe=
‘tency of -the audiglogist, arid so on. Criteria of hearing
loss; even wherl puretone testing is used, Vary from greater

‘..« than a 15 dB loss in either ear or both ears to a more rig-

" orous criterion of fa111ng to respond at 30 dBs or more in
either ear or both ears. Moreovel, the frequency ranges at’
-which testing “is done vary from study‘to study. Finally,

2 Lloyd and Reid (1967) noted marked discrepancies among

. studies in the number of subjects labelled untestable or.
dlfflcult—to-testh contludlng that most 1nvest1gators report

L . ﬁgndlngs for readily testable and cooperatlve subjects who

may. not represent the total populatlon under scrutlny.

We wish to emphaslze the foIlow1ng points.’. Flrst,
although our own survey reported a 9.53% rate of hearing .
1mpa1rment among the 1nst1tutIonallzed retarded, that figure

. is an estlmat based on 52% of the universe of state 1nst1tu—

. tions and must regarded with caution. Secondly, as our

.analysis of the fén e of estimates among institutions indi-

cated, this flgure i y no means constant from institution

to institution. Estimates of the percent of DEAF/MR resi-
dents were not as varied’a estimates of the percent of HOH/HR
residents, but in both cases;. it is more prudent to suggest

.~
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B . .
a likely nang. of incidence than to settle upoﬁ a single per-
centage flgure. We must also emphasize the fact that if an
institution’conducts its own audicmetric testing of residénts
it will very possibly arrive at different, and often somewhat
higher, figures than the ones presented here.
. Finally, and most importantly, we cannot neglect to note
= ) the fact that the testing -of ‘hearing impairment is ‘plagued
by lack of standardization in procedures and criteria of hear-
ing loss. Both functional need and puretone audionetry re-

. variety .af-methods-so that -functional -criteria and puretone
i - criteria may be compared and contrasted. However, there is
a clear and immediate need for standardized procedures and.

criteria which can be used to make informed decisions abcut
the programs appropriate for individual residentg.

O - Lo .
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«: \ - of total, HOH/MR, and DEAF/MR population sizes by age and

“WHAT ARE THE CHARACTERISTICS OF HI/MR RESIDENTS? . ,
Sur@ey respondents were asked to brelkx down estimates.

\intelli ence level, using the matrices in the suxrvey form

(see 'Appéndix A). Theére were six age categories--under 6,

6-12, 13-18,>19-39, 40-60, and over 60; and there were five . .
standard .intelligence levels--borderline (70-84 19), mil@ -.>_
(55-69) , moderate (40=54).,-severe—(20-39)7 &fd profound - - ’

{0=19). The Primary reason for requesting these breakdowns .
by age and IQ was to determine whether or not the hearing. . - _ .
impaired group in institutions for the mentally retarded- oy
" Qiffers from the general {nstitutional population. . ’

_In~al}f'only“94“ﬁqéilftieé (or 44% of the 212~iﬁgtitu7

tions' which received suxvey forms) .provided useable- age

. and IQ breakdowns for total population, HOH/MR population, .

) and DEAF/MR population. ‘An additional number of facilities
provided one or two of the requested’population ‘figures . .
and breakdowns. For example, several facilities offered

. breakdoyns for their hegring impaired residents but pro-
vided either-a global estimate of total population or no
estimate at all: The figures presented below are based

“on available information for each of the three relevant .
populations considéredrseparately. The, breakdowns of total .
population are based on 93,321 residents in 108 facilities;
breakdowns of the HOH/MR population on 7,573'resident§ in T
123 facilities; and breakddwns of the DEAF/MR population -

- on 2,487 residents in 126 facilities. As a result, the
populatign figures on which percentages are based vary some-

+ vhat from the population figures presernted in the preceding

“'%® Ichapter. 1 _ o .

Figure 3 presents-parallel data red%rding the percen-
tage of’ residents in each. of the six age ranges within the
total institutional population, the HOH/MR population, and
the DEAF/MR population cénsidered separately. For example,

7 710.7% Of thé residents on which we have information. are in
i the 6-12 age-range. By éomparison, 11.7% of the HOH/MR
residents and 15.6% of the DEAF/MR residents are’ in the
¢

K3

“or

o

°

1Appendix B contains”three more complete tables which
show age and IQ distributions for the total .population, the
HOH/MR population, and the DEAF/MR population.. These ‘tables
include data from institutions which did not provide break-
downs by age, IQ, or both. The portions of these tables
marked "Not Reported" do not figure in our present analysis;

it is the main bodies of the tables which will be discussed Y\
below. - ' C . "\
¢ . -~
. £ ,
. £ .
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6=12 range. As the figure clearly shows, the two hearing
. 1mpa1red populatlons do not differ greatly from the general
institutional populatxon with respect to age. As a result,
no formal tests were conducted to compare age distributions.
What is noteworthy 'is the fact that approximately two-thirds
of the total institutional population (67.18%) is over the
! age of 18; that is, the majority of residents are adults
- -beyond the typlcal cut off for inclusion in educatlonal pro—
grams 51m11ar1y, hearing impaired resxdents are generally
Ve ovér the age of 18, with many of them falling in 'the "younger
" adult" category. Within ‘the. HOH/MR population, €9.31% are
. adults; within the DBAF/Mchopulatlon, somewhat fever (60.38%)
. are over 18._ Thus, our f1rst conclusxon ig that programmlng
for the hearing 1mpa1red in state institutions for the re-
tarded should generally concern itself with thé needs of
the HI/MR adult. . - .

. “These -age dlstrlbutlons were sonewhat surprlslng. We
had expected to find hlgher incidences of hearlng impair-
ment among the very young (under 6) and among the very old
(over 60). Yet the flgures 1nd1cate that just as_very few
‘persons in the total institutional resident populatlon are
under 6 or over 60, very few in the.HOH/MR’or DEAF/MR popu-

- 1lations are under 6 -or over- 60. This is understandable‘if
\\T‘ﬁ> we consider aspects of institutional procedure.

) Considering first the very young,-.it is generally the

case that if a child is admltted to an institution under the

. age.of 6, that.child probably has very severe., multiplé handi-

. caps. which require the 1ntensxve medical-nursing care which
an institution can provxde. These children typically receive
care. in an infirmary and do not receive the usual admission
evaluatlons. Thus, while residents under the age of 6 nmay
indeed have multiple disabilities, inclyding hearlng impair-
ment, this fact is not represented in 1nst1tutlonal reports
based on evaluations of the general resident populatlcn.

As for "senior citizens," we would also expect them to
have a high .incidence of ‘hearing 1o$s, in large part because
of hearing impairménts attributable to the aging process.
For example, an earlier study (Rittmanic, 1959) found that
fully 84% of the residents over 60 tested at the, Dixon State
School had a hearing loss. However, as our figures sudgest,
very few people over 60 are left in state institutions for
the retarded, primarily because many have been’ transferred
t6 nursing homes in recent years. Moreover, the elderly
most likely to be transferred to nursxng homes are those
who are more severely involved; the mildly and 'moderately
retarded, and those without multiple disabilities, are not
prime candidates for intensive nursing home care. This would
account for the fact that the percents of HOH/MR and DBAF/HR
residents over the age of 60 are no larger than the percent~
of institutionalized residents. over: 60. Tt

me 2829
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. Flgure 4 presents a breakdown of the three populatxons
by 1nte111gence levels. Agaln, it is apparent that the ' .
hearing impaired groups do not.differ markedly from the
general institutional‘population. In the %otal institu-
tion population, approximately two-thirds (67.22%) of the
residents are severely and profoundly retarded. Simllarlyr,
65.00% of the HOH/MR population and 63.93% of the DEAF/MR

. population f£all in the severe and prdfound'rangeq of retar-

PR . dation. In sam, then, the hearlng impaired retarded, like

; - their hearlng peexs in institutions, are generally severely

retarded, though it would be a mistake to ignore the fact
that like most 1nst1tut10nallzed retarded, they are a varied
lot.

. Severe retardatlon and other handlcaps ofuen sgem to

go hand-ia-hand. As a result, we had expected to find a
disproportionate number of hearing 1mpa1red residents in

e the more severe ranges of retardation. Why was this not

the case? While our firding is consistent with those ot
"dt least two other studies (Siegenthaler & Krzywicki, 1959;
) ‘Schlanger & Gottsleben, 1956), the matter has by no means
been resolved--ln part because of lack of standandlzatlon
- in reportlng incidence figures. Hogan (1973 shed some
llght on the issue when Be noted that some incidence studies
calculate the percent of HI/MR residents by dividing the
umber of subjects falllng the test by the number who pass-
ed plus the number who failed, while others use as the de-
nominator numher passing, rlumber failing, and nunber untest-
able. When Hggan conducted audiometric screening of retard-
ed residents 'of the Plymouth..State HSme and Training School,
he found -that ‘the percentage failing ihe screenlng increased

- -as a function of dedgree of retardatlon~-when the numbe¥

) of failures was divided by the nunber tested. When the
total number of persons upon whom Screening was' attempted
(including the unteetabie! was used jndgalculatihg percents,
it appeared that the more severely retarded had no greater
incidencé of hearing‘Iqss than the less sevirely retarded.
This would suggest that we must interpret past findings in
light of the size of the untestable group and the method by
which incidence figures were calculated.

- What Hogan neglected 'to emphasize was that the severely
and profoundly retarded in his study were the residents most *
llkely to fall in the’"untestable" category. The critical
difficulty is that we .cannot draw conclusions about untest-

. able sub]ects{ They may indeed be hearing impaired, or they
may have nonauditéry impairments--motor, speech, or mental

 disorders--which make them difficult-to-test (Hogan, 1973).

" The net effect is’skepticism regarding our finding of
no relationship between hearing impairment and mental retarda-
tion. We do not know precisely how respondents identified
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hearing impaired residents. It is, however, possible--perhaps '
even probable--that significant nurbers of profoundly and
severely retarded persons are indeed hearing impaired but

are not identified as such because of testing difficulties. ', .
Y In interpréting qur finding, one must also wonder about
the trend toward deinstitutionalizatién and its impact on the
changing complekion of residentizl facilities. In the last
several years, many less severely retarded persons have left
winstitutions--bound for new community residential facilities,
their own homes, and indepéndent living. This, then, would
mean that a greater number of the less severely retarded
still in institutions today are multiply disabled, and it
could account for the fact that multiply handicapped HI/MR
residents were not, in our survey, found to be more severely
retarded than the general institutional population.

Clearly more intensive research is required if the rela-
tionship between héaring impairment and intelligence, as well
as that between hearing impairment and age, are to be under-
stood. Whptever the true relatipnships are, it is still valid
to state that substantial proportions of the institutional
population, including hearing impaired subpopulations, are
severely and profoundly retarded (and relatively 01ld) today.
Our best prediction for the future is that an increasing per-
centage of the institutionalized retarded will be more severely
retarded and will have disabilities in addition to retardation.

¢
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WHAT PROCEDURES ARE USED IN DIM™NOSING AND
- EVALUATING THE HI/MR RES. NT? ’,

4

The develépment of appropriate programs for the HOH/MR
or the DEAF/MR hinges on the ability to identify them ac-
curately. We suspected initially and became further con-
vinced after rev1ew1ng the returned surveys that lnbtltU‘
tions differ greatly in diagnostic services of fered and cri-

- teria used for labelling residents as deaf or hard of hear-
ing. The variability in estimates of the size of the hear- .
ing impaired population bears this out. o

One obvious way to identify an HI/MR resident, and «

. .possibly the best way, is through,a hearing evaluation upon
admission. The HI/MR Survey asked if a hearing examination

.was part of the facility's standard admission procedure.

_ Such an examination was standard in 60% of the 156 facili-
ties responding. A somewhat higher percentage of facilities
(68%) reported that they gave speech and language evalua—
tions as part of standard admission procedure.

Very probably, many of the facilities which did not
routinely giye such evaluations did so if hearing impair-
ment or language disability were suspected in an individual
being admitted to the institution. Facilities were asked
to indicate the types of audiological evaluations which
were.given. Responses to thls questlon are summarized in
Table 1.

. Of the 158 facilities returning useable surveys. 147
reportedly used at leqst one audlologlcalrprocgdure, 83.5%
indicated that they used puretone testing, and this was
clearly the most widély used procedure. However, most fa-
cilities used several types of audiological evaluation, for
the average facility checked between three and four of the
five options listed. -

Quite interestingly, operant or stimulus response au-
diology--~a rather recent innovation--appeared to have had
a broad influence on audiological assessment. Facilities'
were asked this question: If you do give hearing examina-
tions at admission, do you use operant and/or stimulus-
response conditioning audiology? Many of the facilities
which gave hearing examinations routlnely at adm;331on in-
o dicated that they used operant audiology. In addition,
some facilities which did not give routlne hearing exam-
inations nevertheless used operant audiology when hearing
impairmentr was suspected. In all, 60% of the facilities
answered affirmatively to the question about the use of
operant audiology.

Regardless of the SPGlelc evaluation techniques used

- — ——in assessing hearing impairment, there are a variety of ways
to arrive at the decision that a student is hearing 1mpa1red.

ERIC , IR
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- Table 1

What, Types of Audiological Evaluations Are Given?

4
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Percent of
Evaluation ~~__Number of , Facitities
Techru’quoi Fau,?jztéu (N = 158)

! ¢ ) \\’\
‘[Puretone \\ 132 83,5
x \ "\»
Sound- Fiel\d 93 ® '58.9
Speech 104 65.8
Screening |\ 114 72,2
4 N « N
Other-\- \ 57 36.1
No Response ,\ )
or None. X 11 7.0
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When asked to lndlcate thelr primary criterion for classi-
fying a resident as HI/MR, 145 fac¢ilities checked one or
¢ more option: Lo

1. ’32% lndxcated that they relied prlmarlly on pure-
tone audiometry results
R 2. 22% gave first priority to the functional need of
the resident .
3. 26% considered both puretone results and function-
al.need . -
Other scattered responses indicated that still other cri- °
teria or ‘combinations of criteria were used in decision
~mak1ng. The few facilities which .did not answer the ques-
tion may not have had the capability of making such diag-
nostic decisions. For the most part, puretone audiometry
performance was the primary criterion, although functional
need was also important, as evidenced by the fact that it
was given consxdnratlon by approxlmately half of the--fa~ ~
. cilities." . . - -
,_wAnother aspect of 1nst1tutlona1 pro-edure with impli-~
cations for the hearlng impaired is the reevaluation of {
residents. In most cases, reevaluation of the hearing im- :
paired is probably conducted within a larger context of © 3
resident evaluation. Facilities were asked this question:
Are HI/MR residents periodically reevaluated as standard
procedure? Approximately 84% of the respondents said, "Yes."
As was the case with procedures for evaluation at admission,
however, we must recognize that some facilities, while. not
conducting reevaluations routinely, do reevaluate residents--
possibly on a looser or more variable schedule. A total
0f-142 facilities provided information about the frequency
‘of such evaluations. Of these, a bare majority (51%) in-
dicated that residents were evaluated yearly, 17% of the
facllltles reevaluated resxdents at least twice a year;
18% said that evaluations weré conducted 6n an "as needed"
_basis; 7% reevaluated every two years: and 7% reported ar-
rangements which fell in a miscellaneous "other" category.
The most important finding is that approximately two-thirds
of the 142 facilities reevaluated residents at least yearly.
The nature of these reevaluations varied somewhat, al-
though most facilities conduﬂted several types of evalua-
tions. The most common type of evaluation of HI/MR resgi-
dents was audiological (reported by 89% of the facilities). .
Speech, medical, language, and hearing aid reevaluation were
also common. Approximately 75% of the institutions admin-
Ls*azed_eachJMijhesegeualuatlonsf_Jkauwologxcal—reevalua
tions were somewhat less common; they were reported by 64%
of the institutions.

-




In sumﬁary then, although a small number of institu-
tions surveyed were apparently not equipped and staffed to
diagnose hearing impairment among residents, the overwhelm-
ing majority were. Almost two-thirds of the facilities re-
ported that they gave hearing examinations as part of stan-
dard admission procedure. A very large number of institu-
tions used puretone audiometry. and based their classifica-
tion of students as hearing impaired largely on puretone
avdiometry results, although functional need was alsd re—
ported .as an important consideration by about half of the
institutions. -Operant audiology was used in some manner
by 60% of the facilities. Finally, approximately two-thirds
of the institutions- engaged in a rather ‘broad range of res-
ident reevaluation on at least a yearly basis.
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Do Institutions Have Distinct Programs for the Hearing Impaired? °

- . a-distinct program for for the hard of hearing, while 9% had a

ERIC
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WHAT SERVICES ARE AVAILABLE TO TKE HI/MR BEEHINETP’

‘As the.rev;ew of the 1*+erature suggested, very little
is known about current programming for the Hearing Impalred/
Mentally Retarded person. The developnent of special, dis-
tinct programs for the HI/MR resident in publlc institutions
for the mentally retarded is a relatively recent phenomenon.
According to most observers, the HI/MR resident has tradi-

.tionally received no tralnlng to speak of, or has had access

to general training and education programs within the insti-
tution, but has not often participated in a program Speclfl— : .
cally designed for the HI/MR-student. — =~ T

_The HI/MR Survey provided useful 1nformatlon about cux-
xent trends in programming for the Hearing Impaxred/Mentally
Retarded. In. this section, we will review seven major clus-
ters of findings. First, we will ask how many facilities.
report having distinct programs for HOH/MR and DBAF/MR res;—
dents. Secondly, we will consider the types of therapy,
instruction, and communication techniques used with the hear-
ing 1mpa1red resident, whether or not a distinct program is
in operation. thirdly, we will examine briefly additional
services such as workshops and. community living facilities
which affect the hearing impaired, and fourthly, we will
foous on vocatlonal rehabilitation of the HI/MR resident.
Finally, we will report on the types of special. equipment,
including hearing aids, used by institutions in working with
the hearing impaired; refer briefly to staffing,. staff train-
ing, .and involvement with colleges and universities; and
f£inally, discuss respondents' self-evaluations of programs :
for the hearing impaired. :

When a disability is perceived as serious and wide-
spread, we expect to witness the development of special
prograns, designed to meet special needs. Facilities were
asked thig very 1mportant question: Does your facility have
a distinct program for the (1) hard of hearing, (2) geaf,
or (3) deaf and hard of hearing in a combined setting? Of
the 158 institutions surveyed, only 76 (48%) checked one
or more options. In other words, slightly over half of
the institutions did not have a distinct program for any
hearing impaired group. Of the 76 which clearly felt that =
they had one or more distinct programs, the majority (59%) .
had a single program serving both the deaf and hard of hear- ’
ing. Another 16% had a distinct program for the deaf and

gistinct program for the deaf only. A few facilities (12% .
of the 76) checked all three options, apparently indicating -

-
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that they had distinct programs for the deaf, hard of hear~
ing, and deaf and hard of hearing combined. A few facilities
spontaneously mentioned that they operated specially~funded
Deaf=Blind prograns. . °
As later findings will suggest, it is somewhat diffi-
cult to interpret tbese figures. While slightly over half
of the facilities apparently had no distinct programs for
the hearing impaired, the meaning of the word “distinct™
..is open to varying interpretations. _Many. of the- "nondistinct"
__ __ _.program. .settings—did offer therapy programs whlch would be
- of special benefit to the hearing impaired. Still, we can
conclude that most public institutions do not percelve them- -
selves as offerlng distinct programs for the hearing Aimpaired.
Those which do provide distinct programs generally work with
the deaf and hard of hearing as a 51ngle, hearing impaired

group.
- It became obv10us that the hearing impaired retarded
. were not placed together in 5pec1al living quarters, even

wheri~they were offered a distinct program during the day.
Only 5 facxlltles reported that living arrangements for the
_ HOH/MR were separate from those for hearing residents, and
only 7 separated the- DEAF/MR from the hearing population.
The primary advantage of grouping the HI/MR residents to-
.gether is that cottage or ward staff can be specially trained
. in communication technlques and can work as communication
trainers. In support of this notion, Vernon (1970) argued
on the basis of research that academic lags of the deaf are
partially attributable to an overemphasis on the "oral" approach
and that an earlier and stronger emphasis on manual communi-
cation would be very beneficial. A total communication approach
encompassing both oral and -manual communication might best
, . be carried out in institutions by cottage personnel intensively
‘trained to work with the hearing impaired. If hearing im-
paired residents are scattered throughout an institution, -
this special staff training would not be as feasible and C
HI/MR residents might have contact with many staff members
who are not equipped with appropriate communication skills.
On the other hand, some would argue that HI/MR residents bene-
fit from interacting with hearing residents and can obtain
the special training they require through clasces which adopt
a total communication approach. Whatever the case, in the
overwhelming majority of public institutions, hearing impaired
residents are not presently grouped in separate living-facili-
« ties.

-
-

What Educational Programs and Services Arve Available?

The majority of institutions reported that they do not
Jhave distinct programs for the HI/MR resident and do not

o - 49
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‘Segregate the HI/MR in speéial'cbttages. However, thig does

. Dot mean that the "HI/MR bPopulation ig not keing served in.

Such facilitieg, Often HI/MR residents appeareq to have heen
included in géneral Programming, although it was sometimes ‘

——

difficult to determine exactly what was available—in-figii=

. ‘ties which aig not lauggg"speciai—programs for the HI/MR,

- _ The response Tates for the section on the HOH/MR were
‘§énerally high; 155 facilitieg Provided largely useable data.

- For the section on thé.DEAF/MR, the response rate fell to‘

145. A few facilities haq already described a combined pro-

gram f9r the deaf and hard of hearing in the HOH/MR’section.

. dents, rendering-the~DEAF/MR“s€btion of the Suryey inappli~——
cable. Thug the findinQSAregarding Services for the—deaf
pertain to‘145>fagilities which. have deaf residents and digq |,

HOH/MR and 129 o the qucstion about the DEAF /MR

It must~be»noted,‘first of all, that although the ques-
‘tions askeg réééondents to identify the. Primary me thogd used,
most checked af least two Options, Indeed, several checkea.
all five, indiéating that'facilities apparently fing it use-~
ful to have an arsenal of communigcation methods at ‘their qig-
pPosal. However, some methods weére more central than others,
In working with the HOH/MR, the majority of respondents appar-~
ently relied on oza1|communication, taking advantage of the
ability of the HOH/MR to understand ang use oral speech, Total .
cdmmunication--the flexible use--of .1ip Teading, Speaking,
«eadihg, writing, 1is%eningwwrth—residual hearing, Signing,
and fingerspellihg~jwas the second most common communication :

vas found appropriate for the DEAF/MR resident, For the DEAF/MR,

total Communication ang American Sign Language were the most

PArutText provided by Eic:
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Tahle 2.

Used Wl.th. “the

Jethods of Commnication
and. the: DEAE/MR Resident ___

: prlmarY
- HOH/MR-Besident an

HOH/MR:

* percent 0f
Facllities
N = 1551
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lnstrtutlons for the retarded have Lndlcated that in several
glaces around the country, staffs have developed simplified
sign languages_espec1allyasu1ted for-the—mentally retaxded.
It clearly appears that facilities must have the potential
for fIQXLble use of afvarlety of communication methods in
order to: uork w1th_the Hearlng Impalred/Mentally Retarded
re51dent
What specialized hearing therapy is offered to the HOH/MR
and DEAF/MR residents? As Table 3 illustrates, several facili-
~ ties did not respond :to the question or indicated "None. " -
- Of the*135 facllltles which indicated that they provided at
. least one type of hearlng tHerapy to the HOH/MR, larde major-
- ities provided each of the following: ~ auditory tralnlng, y -
speech therapy, hearing aid orientation, and language train-
ing. , Speechreading was somewhat less available. Similarly
.the DEAF/MR resident was offered ‘a range of theraples, al-
. though only 115 facilities checked one or more option. We
cannot conclude that certain types of therapy are much more
.prevalent than others; rather it seems$ that many types of
programs are available. The average facility which responded
chetked four of the’five options.

How much time does the HI/MR resident spend in instruc-
tional settings? Respondents were asked this question about
.instruction for the HOH/MR resident: For those residents
capable of partlclpatlng in a learning situation, what is -

.the average number of clock hours per day that the individual
HOH/MR resident spends in a spe¢ial (i.e., classroom, tutorial,
therapy) instructional setting? 1In response to this. question,
80% of the facilities indicated that capable HOH/MR residents ‘
were spending at least some time in an instructional setting.
However, the estimates of daily time in such settings were -
varied, ranging from an hour or less to six or more hours.

° Theze was no clear pattern of consensus, although three to
five hours of instruction daily was fairly common. Reports
of the educaticnal involvement of the DEAF/MR resident were

+ almost identical: 8i% of ‘the facilities provided an estimate -
of average time spent in instructional settings, but again
there was no clear standard as to ayveragée hours per resident.

Pupil—teacher ratios also varied widely among facilities.,
Only 55% of the surveyed institutions prov1ded an estimate of
the pupil-teacher ratio for HOH/MR residents. In genéral, the N
facilities which did not prov1de estimates found. it almost 1m- .
possible to do‘so given the fact that they did not separate’
the HI/MR resident from other residents and hadpno basis for
estimating pupil-teacher ratios for the HOH/MR resident in
particular. For the facilities which provided informatidn,
however, the results were encouraglng. Although reported
pupil-teacher ratios varied widely, the vast majorlty (73%)
reported ratios of six puplls or, fewer per teacher. Reports
/rpupll-teacher ratios affectlng the DEAF/MR were very similar.
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. _Table.3.-—. N

Specialized Hearing Therapy for .
HOH/MR and DEAF/MR Résidents . -~

- HOH/MR DEAF/MR T,
Percent, of |, © Percent of
. . . Facilities Facilities -
Thenapy Frequency (N = 155) Frequency (N = 145)
Audi tory : Coe
_Training 108 | 70% 85 " 59%
-Speechreading | 78 50 78, 54"
Speech * ' - SN
Therapy ‘110 71 75 52"
"Hearing Aid ' ° o . ;
Orientation , 116 .| 75 86- " 59
. ‘Lang'uage_ . . - )
wq\ 1s | 74 9% 66
N Wt t . .
Other \/i? . 11 . 20" - a4 '
No Response 1. . . ,
or None 20 |, 23 0 30 21
. e} .. ‘
. : \ o .
N L4
A , ’ . )
. . L . FERE
oy
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Tutorial instruction was availahle in slightly fewer
than ‘half of the. facil‘.LtJ.es ~which.- prov;de.d.useahle surveys.
For i:h& H/MR res:.dent, tutoring was apparently available
in 47% the facilities; for the DEAF/MR resident, it was

available in 43% of the institutions. )

What- Ade.t:Lonal Services Are Ava:n.lah.ne'? . e

e pm—— . “

In addition to spec:.al:.zed hearing ﬂxerapy programs, . :

other programs are avallable to- the HI/MR resident~~most of .

_ ‘hich -are probably. available to other ifistitutionalized re.- o’

»

©

_ to th HOH/MR, sheltexred workshops and volunteer serv1ces

Q
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tarded gr'oups as-well. Respdndénts were asked to check '

" additional services whiéh are. available to the HOH/MR or

DEAF/MR resident. Of course, the figures pres sented in .
Table 4 do-not indicate how many HI/MR resxd\ts actually
receive each of these services.

Ag was tlie case with other program questions, a s1zab1e ~

number [of fac111t1es either wrote in "None" or left the
questipns blank. Among the 134, facilities reporting that
at least one of the additional serv:.ces listed was avaxlable ve

were st often mentioned, Alpost half of the facllltles
surve ed indicated the availability of each of the followmg

Patterns of additional services ava:.lable to t;he DEAF/MR
resiflent were virtually identical. Sheltered workshgps and
voluhteer programs. were clearly the most common supplement

e programs of finstitutionalized residemts, but it is
encouraging to mote that foster homes %d group homes
are |a significant option in many facilities. ' In both the
HOH/MR and DEAF/MR sect:.ons of the survey, facllltxes whlch

Are Yocational Rehab111tag;n %mces Offened"
7

The Research and Training C?\\ter in Mental Retardation
at Texas Tech University has a special mission to conduct

. research wﬁlch will reduce dependency among mentally retard-

ed adults so that more of them can work and live 1ndependently.
Consefjuently, the HI/MR Survey “pladed some emphasis -on voca-
tional® rehabilitation of the multiply dlsabled HI/MR person.
Respondents were asked to describe any wvocational rehabili-
tation services available to: [1) ‘the HOH/MR resident; and
(2) the DEAF/MR resident. The responses are Swummarized in
Table 5. )
A sizable number of facilities icated by writing in '
“None" or by leaving the questxonﬁthat they did not
provide such_ services. This”was ase for 23% of the

.
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e Table 4. - )
Additional Seryices Available to : iy
HOH/MR . and. DEAF/MR Residents <o
T E e [ .
O o |7 - HOH/MR DEAF/MR
S " PUL&QH{(;K' . Penrcent o0f
Special ) Facilities | —Facilitics
| Services F/Lequency" (N, = 155) Frequency (N = 145)— .
. . ‘T 9.
. S_hgl-tered '
Workshops -111 72% . 95 - 66%
Foster }{c.:mes 4 4? . 6% 48
¢ i
- . #lGroup Homes |* . 71 46 66 a6
. Coe ¢
Volun';eezs 105 68 ., 94 65
]
. Community . ’
Programs 9 69 45 61 42 -
¢t §Other 31 20 25 » 17
! ‘No Response . 1
: or None 21 -1 . 27 19
\ » ! .

—————
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Vocatlonal Rehabllltanon Servmes Avallable to .

}[MR and DnAF/MR Resments

N

»

. . HOH/MR - DEAF/MR
- - ,

- - . Pe/zcen/t“oﬂ Pucenf. oﬂ-
. » - Facilities} o (¢S

Services Frequency (N = 155) F/Lequency (N 745)

. / - ) ‘ . /

-z ) -~ Y
Spécial . . v
Rehabilitation .
Counselo? 65 42% 55 38%

‘| Pre~vocational ‘ . .
Instruction 93 60 80 » 55
S, - '

Work—-Study yA .
*Program 48 31 31 . 21
Other . 31 20 28 17,
o 3 - O}
.No Response i . ,
-or None 35 23 50 34
N .
¢
PN /
t,
" x J 2[
/ ‘f
/
: .
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facilities indicated that at least one Vv tionally—-oriented

- from this that vocational services are more available ‘to the

t <
4

. facilities in reference’ to the HOH/MR and 34% of the facili-
ties in reference to the DEAF/MR. In effect, 12Q of 135

“pPogram was availahle to the HOH/MR residént, and 25 of 145
reported °such. services for the DEAF/MR. As Table 5 indicates,
the mbs=t prevalent type of program was pre-vocational instruc-
tich; over half of the facilities reported that such instruc-
tion was available to hearing impaired residents. Provision
of a special réhabilitation counselor was the next nmost preva~
lent type of vocational rehabilitation service. Work-Study
type programs were available in less than a third of the .
facilities. Many facilities checked "other" and mentioned
special work training. programs and off-campus plgcement pro—
grams. On the whole, we must conclude vocational services
for the HI/MR are not well-developed, at least not as much
so as therapy programs-specificélly directed toward the com-—,
munication problems of the hearing impaired or additional
programs such as sheltered workshops énd_ community volunteers.

This shortage of vocational sexvices becomes even more-
apparent -when we consider how many HI/MR residents are, accord-
ing to the respondents, served by Vocational Rehabilitation.

When asked to indicate the number-of HOH/MR résidents so =
served, only 71 of 155 (46%) facilities provided an estimate.
For the 71 facilities which had one or more HOH/MR resident
being served by Vocational Rehabilitation, the average nurbexr
was eleven per facility. Only 57 of 145 (39%) facilities
indicated that one or more DEAF/MR resident was being served
by Vocational Rehabilitation, and among the 57, an average
of five clients per facility was served. We can conclude

HOH/MR than to the PEAF/MR. The more significant conclusion,
however, is that neither group of hearing inpaired residents
is receiving a great deal of vocational rehabilitation. One
could argue that vocational rehabilitation services are not
appropriate for this multiply handicapped group, but as we
reported ea;lier, the hearing impaired in institutions for
the mentally retarded are not significantly lower in intellec-
tual functioning than their hearing peers and the majorg'.ty

of them. are over eighteen years of age. It appears, then,
that one clear need is the extension of vocational rehabili-
tation to the Hearing Impaired/Mentally Retarded. :

What Equipment Is Available to the "HI/MR ‘Resident?

Successful treatment of the HI/MR person often requires
speciaﬁ. equipment. When facilities were asked to indicate
the number of residents with indiyiddally prescribed hear-
ing aids, 139 of them indicated that one or more resident
had a hearing aid. These.institutions reported a combined
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total of 1, 536 residents with aids, an average of only
eleven residents per institution. Recalling the figures
. Presented earlier regarding the size of the HOH/MR popula-~
tion,know? to reside in institutions for, the retarded, this
Suggests that the majority of HOH/MR residents who could .
possibly'penefit from hearing aids are not equipped with )
them. | ¢ .

Furéhernnre, not all residents with prescribed hear-
ing aids actually wear ‘them. According to the respondents
who provided figures, 1,201 or 78% of the 1,536 persons
reported to have individual aids actually wear them. Quite
understandably, 67% of 151 respondents claimed that HI/MR
residents have difficulty in caring fox' hearing aids. - As
‘one respondent stated, there is a need, not only for more
hearing aids, but for a program designed to. help residents
wear and care for their hearing aids. !

Respondents were also asked whether or not a soundproof
audiological testing booth was avajlable to their facility.
Such testing facilities were apparently fairly common, for
'68% of the facilities reported that one was available. Rooms

. equipped with a gfoup auditory training unit were scarcer.
Only 56 facilities (35% of the responding sample) claimed
to Have at least one room equipped with a group training
unit. -

Who Works with the Hearing Impaired?

An attempt to.determine the number and character of '
personnel involved primarily with HI/MR residents was largely
unsuccessful . t was evident that some institutions listed
their total staff when asked to describe personnel involved
exclusively with the HI/MR population. Others failed to
correctly identify supportive staff.” In large part, the
inadequacy of data regarding staffing patterns was due to

+ the fact that the majority of institutions did not have dis-
! tinct programs for the hearing impaired and almost none seqre~-
gated them in special living facilities. Even when specific
programs for the hearing impaired were in operation, it appear-
ed that many staff members had overlapping duties, serving
hearing as well as hearing impaired residents. The only con-
clusion we would want to put forth on the basis of a prelimi-
nary screening of the data is that staffing patterns vary
\widely. More intensive resea¥ch would be necessary to deter-
mine actual degrees of involvement of various staff members
‘Wwith thé hearing impaired. .
The survey did offer some information about staff train-
ing and the involvement of Eolleges and’ universities in pro-
gramming for the HI/MR resident. When facilities were asked
whether or not they providqd specialized in-service orienta-
tion and/or trainina for staff members working with HI/MR

’ .
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residents, 59% responded "Yes" and 41% responded "No." When
asked whether any colleges or universities were involved in
services for HI/MR residents, 44% responded "Yes." In decreas-
ing order of frequency, thesé involvements by colleges and
universities were practicum, consultation, training, and re-
gsearch. This suggests that significant nunbers of institu-
tions are not providing special training for staff and are
not drawing on the‘resoufces of colleges and universities to
improve programming for the hearing impaired.

-

-

How Do Respondents Perceive Their Program Needs?

Before we discuss implications of the study from the
perspective of the research team, we wish to refer briefly
to comments made by the respondents in evaluating their own
programs and suggesting research and training needs. Responses
to open-ended questioné are always difficult to analyze, and
we will not attempt any formal analysis here. pifficulties
in summarizing were compounded by the fact that different
respondents often expréssed diameﬁ;ically opposed views. ,For
example, while several facilities stated a dire need for bet-
ter diagnostic and evaluative measures, others viewed measure-
ment procedures as a strength of their particular program.
Quite understandably. needs varied widely from institution
to institution. .

There .were, however, some common themes. For eXxample,
many facilities wére concerned about ways to group hearing
impaired residents, means of communication to be used with
the hearing impaired, and a lack of.intensive training far
staff working with the hearing impaired. .Many facilities
raised questions about the validity of diagndstic and evaluax
tive procedures. Several areas of concern, listed here in
no ‘special order of significance, emerged from the respondent$'
commerits;: v

1. The inadequacy of diagnostic/evaluative mmm&
and procedwres. \

2. The need gon better methods ofgrouping nesidentd
acconding to need. \

3. Inadequacy 0f thaining §or aides, attendants, and
professionals. b A

4. The rieed for special materials and methods for wonk-

* ing with the HI/MR, nesdident. ) \

5. A need forn increased parental invofvement.

6. A need for Amproved administrative support. -

7. A shontage of:teachers with dual training in heawring
impainment and mental netarndation.

§. A need for 'ﬂze dissemination and sharing of knowledge

- about HI/MR hesidents and proghams fon them.
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N 2. Various inadequacies in the pht jAu:al plant

10. Inadequacies of audiological facilities and) equip-
. - ment.
L. 17. A need for beﬁavwn modification proghams appho-
priate 1o the needs of the HI/MR nesident.

o 12. Difficulties in instituting manual commum,ca,twn .
Systems, .

13. A deanth of reseanch and training activities by
colleges and universaities.

14. Difficulties created by stafd tuwmoven.

15. A need. for increased visibility of HI/MR nesdidents
and proghams for them.

16. Diggiculiies in funding.costly special proghrams.

17. The need for methods of treating P.anguage diggi- .

) cubliies in the hearing impained. .

18. Unacceptable teacher-pupil natios.

19. A need fon consultants.

20. The shontage of vocationcl nehabilitation services
gon anp!.oyab?.e HI/MR neoddents.

The sheer length ot this list suggests that respondents
perceive a variety of elements of programming for the hear-
ing impaired which could stand improvement, though priorities
for improvement differ widely from institution to institution.
If all of these concerns could be erased in an institution,
its program for the hearing. impaired would undoubtedly be a
model for. all.
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/" HOW DO SELECTED PROGRAMS FOR THE
HEARING IMPATRED OPERATE?

The presentation thus far has focused, sdmewhat ab-~
stractly, on general patterns of service for the .hearing
impaired in institutions for the mentally retarded. In
this section, we have attempted to bring to life some.of
the issues raised already by describing three concrete pro-
grams. The programs chosen for review are not necessarily
the best programs in the country; y are, however, good
ones, reflecting a concern with thg special néeds of the
Hearing Impaired/Mentally Retarded. We deliberately se-
lected institutions of Qifferent sizes in order to demon-
strate that good programs can operate not only in large,
well-staffed, and well-funded facilities, but also in small-
er institutions with fewer hearing impaired residents.
Finally, we selected surveys, from the file which were rich
in supplemental comments and critical self-evaluations in
order to highlight the concerns of practitioners.

Program A :

~+ Ih a large state school for the retarded in the Mid-
west serving 2316 residents, 512 residents (22%) were identi-
fied as HOH/MR and 91 (4%) were identified as DEAF/MR. ’
Given this relatively large population of hearing impaired
residents, it is not surprising that Facility A has launched’
special programs.- ‘- ' e

. Pweceduwres. Residents .are given both a hearing exam-
ination and a speech and language evaluation upon admission.
In addition to using operant audiology, the speech and hear-
ing specialists use puretone, sound field, speech, Screen-
ing, i@pédance. and' other specialized tests as needed. The
major criterion for classifying the hard of hearing is pure-
tone- testing indicating a bilateral loss of 27 dBs or more
at oné or more frequency level in the 200-2000 range. In
evaluating residents suspected to be deaf, potential for oral
communication with the help of amplification is also considered.

Reevaluation of residents in important areas of func-
tioning is done on a variable basis, with hearing aid reevalua~-
tions conducted. yearly.

Progham. Facility A operates a distinct program for
DEAF/MR residents; HOH/MR residents attend regular special

-

" education classes or other programs, blending into the gen-

eral resident population. .

-For the HOH/MR resident, the primary method of communi-
cation is oral, although total communicatiop is used with the
highly nonverbal resident. Residents capable of benefitting
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from class instruction spend an average of two and a half
hours in an instructional setting daily. Those who cannot
participate in formal ,g:x:ammg have access to a variety of
programs, J.ncludmg a behavior modification program in self-
help skills. All the types of specialized hearing therapy
listed in. the survey are available to HOH/MR residents, a-
long with a total communication program for the highly non-
verbal student who might profit, at least initially, from +
.a .combined approach to communication. All of the addition-
al services listed in the survey—-sheltered workshoﬁs, fos-
ter homes, community programs, and so on--are available to
HOH/MR residents, typically in joint institution—-community
administered programs. Finally, a full range 6f vocation-
al rehabilitation® s'e‘rvices-,—a special counselor, pre-voca-
tional instruction, and a work-study program--is available
to residents, and 45 HOH/MR residents are served by Voca- ~
.tional Rehabilitation. Thus, although the HOH/MR person
is'not placed in -a distinct program, he or she has access
-to a wide range of cempus and community programs wh:.ch meet
special needs. .

The DEAF/MR resident, by contrast, has access to a
distinct program and is, in fact, housed in a separate fa-
cility for the deaf. According to Facility A's respondent,
a deaf resident generally spends 12 hours in an instruction-
al setting. All activities from wake-up time at 6:30 A.M.
to free timg before bed at 8:30 are structured learning si-
tuations conducted by teachers and teacher aides. Again,
residents who cannot profit from this instructional program
" have adcess to a variety of appropriate programs. .

. On the average, one teacher Serves ten residents in
the DEAF/MR program. However, for every four residents,
there is one teacher aide. Aides are intensively trained
in all phases of the program and accompany residents to
various programs. Their primary responsibilities are to
work with individual students in the classroom and rein-
force the work of the teacher back at the cottage. For
the DEAF/MR resident, total communication is relied upon
heavily, and residents not only have access to a full range
of specialized hearing therapy, but also are involved in
additional types, of programs, including vocational rehabil~
itation. Indeed, 29 DEAF/MR residents are reportedly serv-,
ed by Vocational Rehabilitation.

Of the totathearing impaired population, 58 have pre-
scribed hearing aids and almost all use them although res-
idents often have difficulty in caring for them. 'Problems
were reduced through the designation of a staff person as
a "hearing aid consultant" who checks daily on all hearing
aid wearers. While Facility A does not have a room equip-
ped with a group auditory training unit, it uses individual

~
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.ity A foresaw a need for community programs for the HI/MR

aids or the Phonic Ear FM Loopless System aids. Facility
A does have two sound-proof suites. equipped for testing
purpcses.
Such extensive progranmming for the hearing impaired
was facilitated by a Title I grarnt. Clearly such a pro-
gram requires an extensive and well-trained staff. When
asked to indicate the ‘total number of staff ‘ménbers pri-
marily serving the hard of hearing and/or deaf, Facility
A provided the following account: 2 teachers of the deaf
(one at the B.A. level, one at the M.A. level), one teach-
er of the DEAF/MR, a speech pathologist, an audiologist,
fiveé supervisory staff members, twelve attendants, 12 teach~
er aides, and one recreational therapist. Specxal train~
ing is provided for all staff members working in the Title
I Hard-of~Hearing program, though other staff on campus
are not specifically oriented toward the hearing impaired.
The facility has relationships with three universities in-
volved in research, training, practicum, and consultation.
Self-evaluation. In response to an open-ended ques-
tion calling for an evaluation of program strengths, Facil-
ity A had much to label "adequate" or "superior." Aspects
of the program rated superior by the respondent were: meth-
ods of audiological assessment, use of amplification in the
form of the Phonic Ear System, ratio of students to teach-
er aides, resident use of hearing aids, and administrative
cooperation. The pupil-teacher ratio, funding, staff train-
ing, and amount of instruction were also mentioned as strengths
of the program. f
Facility A cited three main areas of lnadequacy. First,
the rate of turnover among teacher aides, who are critical
to the operation of the DEAF/MR .program, was high. Second,
present physical facilities for cottage and classroom were
considered inadequate. Plans had already been made for new
construction and renovation of existing facilities. Flnally,
Facility A mentioned the problem Sf receiving DEAF/MR child-
ren too late, typically when they are five or older. The
feeling was that comprehensive programs for the Hearlng Im-
paired/Mentally Retarded must be started éarlier to be op-
timally successful. Facility A also noted a need for bet-
ter techniques for the early assessment of difficult-to-
test children and more detailed behavior modification pro-
grams in self-help skills. Finally, perhaps because of the
heavy involvement in vocationally~oriented programs, Facil-

Pestaterey

resident-~ideally, a communlty workshop combined with shel-
tered living arrangements. a
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Program B

. Facility B, located in the West, .is considerably small-
er than Facility A, but the incidence of hearing impairment
. within it is apparently high. Of"* 782 residents, 15% were .
identified as hard of hearing and 3% as deaf.

- Paocedune. Residents routinely receive a hearing ex-
amination upon upon admission, with operant audiology used as
needed, and a full range of audiological evaluation tech-
niques part of the standard diagnosis. Classification of:

. @ resident as hearing impaired is done_largely oeﬂthe basis

of functional need. Residents are reevaluated yearly or ,
as recommended by otolaryngologxs* or audiologist. Psy-
chological reevaluations are conducted every three to five
years. .
Program. Facility B has a distinct program for the
deaf and hard of hearing combined. Only about ten of the °
approximately 140 HI/MR residents can presently be served
1n a, formal school progranm for the hearing impaired. For
P the rest, there is a program of day activity classes, rec-

_reatlon, physical education, and fine arts. The deaf and
a few of the hard of hearing are housed separately from the
other residents. Total communication is the preferred
method of communication for both the HOH/MR and DEAF/MR,
although Joral communication is used with a few of the HOH/MR
residents. The pupil-teacher ratio ‘for HOH/MR is six to
one. Tutoring is available to students not enrolled in a
formal training program. Most of the hearing therapy offered
consists of auditory training, hearing aid orientation, and
language training; speechreading and speech therapy are rarely
used. The DEAF/MR resident is offered a special Total Communi-
cations Training program )

Both the deaf and the hard of hearlng have access to .
a sheltered workshop within the institution, as well-as,to
volunteer services and a "Community Action Program!" Foster
homes and group homes are not available. Vocational rehabili-
tation is not provided by the Vocational Rehabilitation Depart-
ment in the state; rather the institution must provide any
vocational programs and does provide pre-vocational instruc-
tion, work-study, evaluation, work adjustment training, and

. on~the-job tralnlng. Fourteen HOH/MR residents .and two DEAF/MR

' residents are served by these institutional programs with a
vocational emphasis. However, the respondent to the survey.
the Director of Communication Therapies, noted the difficulty
of placing these clients once they are trained.

. Of the 21 residents with individually prescribed hear-
ing. aids, 14 can be counted on to wear them regularly, al-
though there are problems associated with helping residents
to care for and wear their hearing aids. Facility B has a
soundproof testing booth and one group audltory tralnlng unit.

Q .
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The staff primarily serving the hearing impaired con-
sists of one teacher of the deaf, a speech pathologist, -a
consultant audiologist, two supervisors, twelve attendants,
and two. teacher aides. Facility B provrdes speclal train-
ing for staff mg@bers working with the hearing impaired.

Self-evaluation.. Facility B provided several useful
comments on its strengths and needs. The aspects of the
program considered most adequate were materials used in
teaching, parentdl involvement through workshop training,
and administrative support. Several important weaknesses
were identified. First, there is a shortage of teachers,
partlcularly for the profoundly and severely retarded hear-
ing impaired student. Second, training for cottage staff
is limited due to staff turnover and a limited staff to
conduct Cocmmunication Therapies training. Third, it was
pointed out that co-ed grouping would be desirable to fur-
ther normalization. At present, deaf, hard of hearing,
‘and low verbal males are on one ‘cottage, while- hearing
1mpa1red glrls are on ano r. The preferred plan would
be to place all deaf and hard of hearlng residents in one
¢ottage, and all minimally verbal and’ nonverbal re51dents

_ on the other, regardless of sex. A related problem is the

physical facility itself. Buildings are overcrowded and
poorly decorated. Finally, Facility B called attention
to a weak relationship with Vogational Rehabiltation and
recognized a need for more help and support in vocational
programming, on campus and off.

In identifying research, training, and service needs, :
the respondent for Facility B emphasized the- need for eval-
vation of teaching materials and methods, and .suggested
the need for a behavior modification program to teach wear-
ing of and caring for hearing aids. In fact, the more gen-
eral call was for behavior modification training for teach-
ers, particularly as a greater segment of =ie institution-
al population becomes profoundly and/Severely retarded.
Another training need was in the area of Total Comnunica-
tion for professionals -and paraprofe551onaLJ. Facility B
recognizes weaknesses in its program and has several pro-
posals for improvement; still its deveJopment of a "Communi-
cation Therapies" program and special arrangements for the
deaf or nearly deaf suggest the beglnnlngs of a . .strong ef-
fort to serve the hearing impaired.

Program C

The final program which we will describe is located
in a smaller institution in the Southeast. Of 363 yesi-~ :
dents, only three had been labelled as hard of hearing,
while fourteen (4%) were identified as DEAF/MR. At least

{
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these were the residents targetted for special programming.
Facility C, in contrast to Facilities A and B, does not.
group any hearing impaired residents in separate living
fac111t1es, but ‘it does provide a spec1a1 program.
Procedunre.. Residents are glven a hearing examination
as part of\standard admission procedure, primarily through
puretone, sound fleld, and screening evaluations. , The
facility is urrently launching an operant audiology pro-
gram -and hope to become equlpped to do speech testing.
Functional need is the prlmary criterion for classifying

-

' residents as hearlng impaired.. In :actual practice, the

dlstlnctlon between the hard of hearing and the deaf is -

‘used only to decide whether oral or manual cormmunication

is mpst approprlate.' Other factors besides functional
need which are consxdered include puretone results, age,
prevxous tralnlng, response to amplification, estimated

: ceptlve_langqage level, and present communication skills.
s Residents are: resvaluated at approximately six~month
intervals in a wide variety of areas. If a need exists,
a re ident can be referred to & university center special-
izing\in communicdtion disorders for further evaluation.

1 Pnogaam Fac111ty C-refers to its program as one

?or the Q;gzlng Impaired. All residents. lcentlfled as
hearing impaired are in some type of formallzed instruc~
‘1ona1 set ing, though not necessarlly an academic one.
?ach resldeﬁ§ spends an hour dally with one or two other
reSLGents in gmall group instruction in a classroom set-
tlng, ‘along with a minimum of two additional hours of train-
ing in the cottage 11V1ng mit, under the superv1sxon of
the cottage teacher. The emphasis 1n small group instruc-
tion for the HOH/MR is on speech, gpeechreadlng, and audi-
tory tralnlng, 1nc1ud1ng hearing ald orientation. .In addi-
tlon,/putﬁrlal 1nstr ctlon is provaed by a teacher aide
who graduated from a dhool for the ‘deaf and by volunteers.
Programmlng for the DEAF/MR places a heavier emphasis on
Total Commgnlcatlon. For most QBAF/MR resxdents, manual
communication is the primary means of communication, but

an attempt is made to continue speech and auditory train-
ing as well. B -

Facility C is consideri g grouping the hearing im=-.
palred residents within one o2 two campus units, each of
which consists of three or four\cottages housxng 24 resi-
dents apiece. The main purpose qf,thrs rearrangement would

. be ‘to facilitate staff training, pifticularly of cottage.

personnel. However, the idea of s gregg;ing~the’ﬁéaring
impaired in a cottage or two. was—st¥ongly rejected.

The hearing impaired at Facility, \Cr while they do not
have access to foster homes .or group thes at present, can
benefit from a campus sheltered workshop, volunteer programs,

.




and communlty programs such as church. . .

Vocational rehabilitation takes the form of. pre—voca- '
tional instruction with. an emphasis on campus job placements,
primarily .in’ the woz“‘ﬂop, housekeeping department, food
.service, and educational department. At present, three
DEAF/MR residents hold On-camnpus work placements. No hear-
lng impaired resxdents axe currently;ln vocatlonally-orlented
. prégrams. .

" Only three. residents currently wear individual hear— .
) ©  ing aids, largely due to a difficulty in obtaining funds. .
. .Others use Zenith training aids during class sessions.

Close Superv151on of residents wearing hearlng aids 1s

needed. "The facility has a Zenith FM Audltory Tralnlng
. Unit with ten training aids. : : -

o The, staff primarily serving the Hearing Impaired/ . &

Mentally Retarded consists of one teacher of the deaf,

a speech pathologlst, and one teacher aide. The teacher

aide coordlnate both classroom instruction and act1v1t1es

for hearlng lmpalred residents in their 1iving vhits. Be- -
. cause the hearing impaired are dlspefsed across campus,
- attendants have not been heavily involved in programmlng
for the hearing, lhpalred resident,’. However, the general . A .
in-service training for all attendants: includes a brief - s

session on hearing impairments, and specific activity sug-
gestions and 'homework". assxgnments for individual resi-
dents are glven to the . cottage personnel to execute. Facil-
ity € has the agvantage of interactions with four colleges
and universities, one of which has a clinic for communica= .
tlon disorders to which residents can be referred. for evalu-
ation. > ’ .7
Set {-evaluation. Facility C is largely satisfied with
its efforts on behalf of the hearing impaired--primarily
becauSe the teacher,\ speech pathologist, and teacher aide
are well~qua11f19d and have the classroom and testing equip-
‘ment and facilities to work effectively. The respondent .
6t FacilityC ge;geLVed‘a—need’for research on the effec-
t1Venes§»g£,varlous language tralnlng programs, partlcu—
,larly as they are adapted for use with the hearing impaired.
R A need was+also expressed for a training manual and audio-
visual aids for use in training cottage staff working with
the hearing imgaired, primarily be;ause of the dlfflculty
. of developing such materials in. house without enough tinme
and staff to do so. Mention was also made Of the need for
a conpllatlon of material on the Hearing Impalred/wentally
- Retarded and the facilitation of communication among pro-
grams across the country.
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VHAT ARE THE CONCLUSINS AND IMPLICATIONS OF THE STUDY?

’

At this point, it is time to stand back from the data,

consider their implications, and recommend steps toward the

improvement of services for HI/MR residents in institutions
for the retarded. ’

o

Review of Significant Findings ‘ :

A. review of the literature uncovered a large degree-
of confusion over the multiple disability of hgaring im-
paxrment and mental retardation, not only with respect to
its prevalence, but also with respect to diagnosis and pro-
dgrarming--even though the general consensus was that hear-
ing impairment is more widespread among ‘the mentally re-
tarded tQan it is in the general populati?n.

aAs a result, the Research and Training Center in Mental
Retardation at Texas Tech University undertook a mail sur-
vey of public institutions for thé mentally retarded in or-
der to determine: (1) the prevalence of Hearing Impalred/

~Menta11y Retarded. (HI/MR) residents, both the hard of hear-

ing (HOH/MR) and the DEAF/MR, in state institutions; (2)
characteristics of the HI/MR populatlon, (3) procedures
used in identifying and evaluatlng HI/MR residents; and
(4) special programs, equlpment, and staff available to the
HI/MR resident.

With the aid of .several organlzatlons concerned with

.the heaxing impaired and/or the men%tally retarded, the

HI/MR Survey was constructed@ and mailed to 212 facilities
listed in ‘the, directory of the National Association of
Superintendents of Public Residential Facilities for the
Mentally Retarded. After the initial mailing and two rounds
of follow-up inquiries to nonresponders during a period )
from July, 1973, to April, 1974, 181 or 85% of the facili-
ties responded in one fashion or another, although a smaller
percentage (75%) returned largely useable surveys. Il

The major findings of the study were as follows:

1. Prevafence. According to populatlon figures pro-
vided by respondents, 9.53% of the 1nst1tut10nallzed popu-
lation is Hearing Impaired, with 7.24% of the population
falllng in the Hard of Hearlng category and 2.29% classi-
fied as Deaf. However, the validity of these incidence
figures was jeopardized by varying definitions of hear-
ing impairment, approximate census figures, and incomplete
survey data. Percents of hearing impaired residents varied

: considerably from institution to institution, though more

so with respect to the Hard of Hearing than with ‘respect
to the Deaf. The figures are in accord-with other survey
results and suggest that the HI/MR population is a signifi-

o
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2. Chanacternisiics of the HI/MR Population. Charace
teristics of the HOH/MR and DEAF/MR popu-atlons were com-~
pared to those of the general inst: tutlonallzeg population.
The ages of HI/MR residents, whether they were'deaf or hard
of hearing, were, distributed much like those of'the total
institutionalized population. Approximately tonthirds of
hearing and hearing impaired residents were reportedly over
the age of 18. Similarly, the two hearing impaired groups
appeared to be no more or less retarded than the general
ins€itution popglatlon. Approximately two-thirds of them
fell in the severe and profound ranges of retardation. The |
precise relationship between intelligence or age and hearing
impairment is, however’, difficult to deteimfine. \th

3. Diagnosis and Evaluation. At ledst part of
varlablllty in ectimates of the size of the HI/MR populatlon
is probably attributable to variations in diagnostic pro—

,fedure. A hearing examination upon admission was reportedly
standard procedure in 60% of the facilities; 5peech and
language evaluations were more commonly given at admission.
Most facilities used a variety of audiological testing pro-
cedures. Puretone audiometry, the most widely used, was
employed in 83.5% of the institutions. Operant or stimulus-

. respopse audiology, & more recent 1nnovat10n, was used in
60% of the facilities. In classifying residents as hear-
ing 1mpa1red 32% relled primarily ‘on puretone results,
22% relied primarily on functional need,-26% considered °-
both puretone results and functional need, and the rest

. used various multiple criteria. Approxrmately two-thirds
of the institu}ions reevaluated resldeﬂts at least yearly
in a broad range of areas, emphaslzlng audlologlcal re~ »
evaluation. '

4. Services and. Programs. Only 48% of the respon-
dents indicatéd that ‘they had a distinct program for the
Hard of Hearing, Deaf, and/or Hard of Hearing and Deaf com-
bined. Of these, the majority operated a single program
serving both HOH/MR and DEAF/MR res1dent§. Only a hand-

; ful of institutions clustered hearlng’}mpalred residents
in special 11vang quarters.

Whether br not "dlstlnct" progrdms were available,
institutions appeared to offer a wide range of educational
services. Most facilities used moZe than one communica-
tion ‘method with the hearing 1mpa1red. Oral communication,
. followed by total communication, was the predom;nant me thod
used with HOH/MR residents; total communication, ‘followed
by sign language, was the predominant method used with the
DEAF/MR.,

- Although 13% of the facilities apparently offered no
. specialized hearing therapies, roughly 70% of them offered
eachﬁof the following: auditory traxnlng, .speech therapy,
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hearlng a1d orientation; and language training.
reading was less commonly offered. The average f c111ty
indicated that it offered four distinct types of herapy.
As for classrocm 1nstruct1on, approxlmately éO% of

the fac111t1es 1nd1cated that capable res1dents sQent at
least some time in an instructional settlng each day. \ ow—~
ever,wamounts of daily instruction varied wxdely,‘lndlc t1ng
no standard for classroom involvement. Pupll-teacherﬁia
also varied widely, in part because so many facilities di

.ot operate d1st1nct\programs fer HI/MR residents and had

difficulty providing estlmates. However, 73% oi the instl-\
tutions which provided estimates reported ratios of six or
fewer pupils per teacher. Tutorial instruction was avail-
able in slightly less than half of the 1nst1tutlons.

HI/MR residents’ often had atcess to additionall services
which were presumably offe:ed to hearing reS1dents°aS well.
Roughly two-thirds of the Instltutlons 1nd1cated that shel-
tered workshops and volunteetr services were avallable to

) HI/MR residents. Slightly less than half of the fac111t1es”

offered foster homes, group homes, or various community pro-
grams. However, these figures do not reveal how many HI/MR
residents actually benefit from offered serv1ces.

With respect to vocatlonally-orlent°d programs such as
a spec1a1 rehabilitation counselor, prevocat1ona1 training,
and work-study, 23% of the respondents apparently did not
prov1de any such services ‘for the HOH/MR and 34% apparently
did ‘not do so for the DEAF/MR. Prevocational 1nstruct1on
was the only vocational program reportedly avallable in a
majority of institutions. Only 46% of the respondents pro-
vided a figure indicating that one or more HOH/MR resident

. was belng served by Vocational Rehabilitation. And in these

institutions, the average number served was eleven. Even
fewer facilities (39%) reported that DBAF/MR residents were
served, and the average number served was only five. The
vast majorrty of HI/MR residents are not touched by' Voca-
t10na1 Réhabilitation. ) \

Needs for equipment for HI/MR residents were also de-
tected\ The majority of HOH/MR residents who could poten-
tially benefit from individual hearing aids do not have them.
Among the 1,536 persons reported to have &nd1v1dual aids,

78% actually wear them. The majority of r spondents claimed
that. HI/MRﬂresidents have difficulty caring for. hearlng aids.
Approxlmately two-thirds of the facilities have access to

a soundproof testing booth, but only 35% hav at least one
room equlpped with a group audltory training

Staff analysis could not be conducted sin so}few
facilities‘had staff .exclusively devoted to HI/ 3 residents.
Specialized training for staff working with HI/MR residents
was provided by 59%.of the institutions; 44% had reFeived
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.at least some contrlbutlon ‘to theix programs for HI/MR resi- ) ¢
dents from nearby colleges and universities.
) . Flnally, while facility self:ev/luatlons and suggest1ons
. for research and training were;not formally analyzed, a broad
range of concerns were voiced by respondents, all of ‘which
-suggest directions for future efforts on behalf of the hear- : .
ing impaired. Many concerns centered around diagnosis, optl-
mal resident groupings, communication methods, and staff

_training.

Il

Recarmendations

We hope that the reader has by now noticed at least some
of the HI/MR Survey's lmpllcatlons for practitioners in hear-
1ng impairment and mental ﬂetardatlon. In this section, we
want to oraw out the implications that we, as researchers;
see in the data, make several recommendatlons which might
facilitate prograrmming for the HI/MR\person, and identify
research and training needs. We will place special emphasis .
on gaps 1n servicé and obstacles to serv1ce improvement. ' )
-_ 1. ldentifdication 2} the HI/MR Person. We cannot over- e
— .
emphasize the, dlfflcultxes which presently plague diagnosis
of hearing lmpalrment among the mentally retarded and which "
prohibit accurate assessment of the scope of -the problem.
Part of the varlablllty in estimates of the size of the HI/MR
populatlon in the present study can be attributed to error--
that is, to the fact (1) that respondents often macs approxl—
matlons rather than taking censuses, (2) that a large segment
of the sampleLdld not’ provide complete population figures,
and (3) that respondents to mail surveys, like all humans,
err. These types of error, however, do'not explain the wide
variability among 1nc1dence figures presented by different
‘\ researchers over the vears. Far-more 1mportant in explalning
\ these~differentes, and.a far more pressing deficiency in
\ current proced res,{ls the lack of svandardization in d1ag—
nostic procedures.
“This problém 1s not nearly as critical for the DEAF/MR
as it is for the HOH/MR. Respondénts to the HI/MR Survey
v ‘and diagnosticians | general seem to have reached some
i consensus as to Jt constltutes deafness. Consensus as to
fwhat constitutes héaring 1mpa1rment, however, §imply does
,,,,, not exist. °
What can be ne ) remedy this SLtuatlon? In one sense,
public 1nst1tut1ons for the retarded seem to be on the right
track in that many se several audlometrlc techniques rather
than relying on any si gle technique. Beyond this, however,
we recommend con51 g both audiometri¢ test results and
functional need. erson whose audiological test results
indicate hearing l s may not require sbe*ial programming,
particularly if the hearlng loss is restricted _to one ear. X
- . . . . \
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What is truly important is developing-ways of distinguishing
those hearing impaired residents who would benefit from
special programming from those whose hearing loss dogs not -
constitute a significant dlsablllty in everyday functlonlng.
T . i .

Relying re on the criterion of functional need 1is
no cure-all, owever. The whole concept of funct10na1 need
must be clarified and objectified. As things stand now,
the concept is nebulous, and functional need is assessed
subjectively.

- Audiometric technology sii ould also be reevaluated by
speech and hearing specialists. The critical problem is the
fact that so many persons prove difficult to test, particu-
larly when standard puretone audiometry is used. Several

new techniques offexr promise. As we have shown, operant

and stimulus-response audiology have already proved to be
useful tools for speech and hearing assessment in institutions
for the retarded, largely because they elicit maximal per-
formance from the persons tested. Two newer techniques,
while not presently used in many institutions, offer even
more promise because they permit testing of persons who

are unwilling or unable to nmke vocal or motor responses .
Acoustic impedance measurement (Lamb & Norris, 1969), which
taps acoustic impedance in the middlé ear through use of
either a mechanical ox an electroacoustic impedance bridge,
is one option which has been shown to be effective. The
electroacoustic bridge seems superior in evaluating difficult-
to-test persons because it does not require as much coopera—-
tion as the mechanical bridge and because it is adaptable :
to either absolute o relative impedance measurement. It

is also 1nexpenS1ve enough that it could be used within, an
1nst1tut10n.

Cortlcal—evoked response audlometry,(Prlce, 1969) , al-
though it is presently less well researched than acoustic
impedance audiometry, also offers: great potential for testing
difficult-to-test subjects. With electrodes attached to
the scalp, cnanges in brain waves in response to auditory
stimulation can be measured without the need for the person
tested to respond voluntarily in any fashion. Unfort ately,
the. equipment needed for cortical-evoked response audiometry
is so expensive that very few.institutions could afford theéir
own units. The most practical approach would be launching
a collaborative effort in a single state or reglon to obtala\
the equipment and house it at some centrally—located site--
for example, at a univérsity medical school, or at one of
the” state institutions for the retarded. Such innovative

.audiometry techniques are necessary if the difficuit-to-
test child or adult is to be assessed properly. At present,
1t is not always certain whether such persons are difficult-
to:test for auditory or nonauditory reasons. It is almost

N
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impossible to judge the incidence of hearing impairment
among the profoundly and severely retarded with conventional
techniques. . ‘

Another area of difficulty in diagnosis is the fact
that criteria of hearing loss vary, even when a standard
technique such as puretone audiocmetry is used. Presumably,
even if innovative audiometric techniques were introduced,
there would still be problems in deciding what test results\
mean in terms of program prescriptions. If standard criteria
of hearing impairment are to be developed, it is praobably up
to those who work with HI/MR residents in state institutions
for the retarded to..do so, For example, the National Associ-
ation of Superintendents of Publié Residential Facilities
for the Mentally Retarded, in collaboration with the Ameri-
can Speech and Hearing Association, might direct the setting
of standards, drawing on the expertise of speech and heariny
specialists from around the country. The current lack of
standardization, as we have noted, prohibitg accurate assess-
ment of the extent of hearing impairment among the mentally
retarded. More significantly, it blocks communication and
collaboration among personnel working with HI/MR residents.
Although two institutions may both develop well-structured
programs for the hearing ihpaired, their staffs may have -
quite different understandings of what constitutes hearing
impairment and what hearing impaired residents need most.
Standardization will not be an easy task, particularly if
several different audiometric techniques are to be used

‘conjointly. However, such standardization, if it could be

accomplishzd, would greatly ease the task of program planning.
The HI/MR Survey also suggests that there is a need

for standardization in the time table by which audiometric

evaluations are conducted. As a first step, we would recom-

mend that hearing examinations be given as part of standard

admission procedure in the sizable rutber of institutions

. (40% of the sample) which do not presently give them. It

would also be beneficial if the speech and hearing specialist
had the means to conduct hearing exadinations of the resi-
dents presently in the institution, devoting special atten-
tion to:those who are difficult-to-test. Finally, we‘would‘
suggest that residents identified as hearing impaired be
reevalliated yearly with a battery of audiometric tests and

a hearing .aid evaluation.

Until consensus is reached regarding criteria of hear-
ing impairment, the speech and hearing specialist can only
attempt to conduct thorough and periodic evaluations of
residents using the most sophisticated procedures available,
attempting to use criteria which appear to have more wide-
spread acceptance than others, and carefully documenting
the .procedures actually selected. . ’

— o
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’ 2. Educational Proghamming. One of the most signifi-
— cant findings. of the”HI/MR Survey is that HI/MR children
N and adults represent a substantial subpopulation in .institu-
tions for the mentally retarded. The HI/MR résident needs
special attention to develop. his or her full potentlal.

Programming for the HI/MR resident should be based on
an understanding of the characterlstlcs of the HI/MR popula-
tion. .In light of the HI/MR Survey results, program planners,
should recognize that HI/MR residents are likely to be adults
who are severely or profoundly retarded. However, we must
alsc recognize that HI/MR residents vary w1dely in terms
of extent of hearing impairment, age, and 1nte111gence, and
cannot be treated as a homogenlous group.

At present; most HI re31dents are not receiving
special programming; rather, they are an invisible group
within institutions, receiving services which are appropriaté
to hearing residents of the same general level of intellectual
functioning. Slightly over half of the repondents do not -
perceive their institutions as offering "distinct" programs
for DEAF/MR or HOH/MR residents. This, we believe, is a

- . situation. which should be remedi€d. Once hearing impaired

residents are identified, they, should be placed in special

programs. They should have  access to classroom instruction

under the direction of a teacher grounded in both hearing

impairmeny and mental retardation. They should have access

to a planned sequence of hearing therapies. Our findings

suggest that hearing theraples are presently a strong ele-

ment of institutiocnal programmlng for the HI/MR resident,

, and that the average institution offers a variety of such

. ‘special therapy -programs. With respect to classroom instruc-
tion, however, we dlscovered no clear standard as to hours
spent in the classroom daily. On ‘the whole, classroom instruc-
tion did not appear to affect most HI/MR residents for siz-
able portions of the day. Greater classrooom involvement
for those students who can benefit from it should become a
priority.

Unfortunately, most classroom 1nstruct10n for the men-
tally retarded ends when a resident reaches the age of eighteen.
Two=thirds of the HI/MR residents in institutions today are
over the age of eighteen. Moreover, they are generally severely
and profoundly retarded. In view of these findings, there
is obviously a need for new and more flexible roles for teach-
ers of the HI/MR. One option is act1v1ty programs wh%ch are
structured with the aid of deaf educators to offer special
training in communication. Another option is a stronger
emphasis on behavior modification of communication skills.

If teachers of the hearing impaired in facilities for the
mentally retarded are to meet the needs of the HI/MR resi-
dent, ‘they have to extend their roles beyond the four walls
of a classroom. -
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To do this, teachers need help. This help must origi-
nate with administrators. In some programs, teacher aides,
under the guldance of a teacher, are used effectively to e
tend training programs to the dormitory and to make education
an activity which pervades life from wakeup until bedtime.
Teacher aides can work with individual HI/MR students or
with small groups to reinforce classroom learning and to in-
troduo; new material. The administrator's role is to pro-
vide the funding for a strong teacher aide program.

For a.program to truly touch all aspects of the resi-
dent's life, however, cottage personnel must be incorpor-
ated into the master plan. As'we have noted, very few insti-
tutions cluster HI/MR residents in separate living facxlltles
or units on campus. Although 59% of the institutions offer
speclallzed training for staff members working with HI/MR
residents, we suspect that very little training is directed
at cottage personnel. Intensive training of cottage person-
nel is, in fact, 1mpract1cal as long as HI/MR residents are
dlspersed across campus. Through cottage personnel, the
teacher can extend his or her impact, primarily by designing
activities to,be conducted at the cottage which will rein-
force ¢lassroom learning.

A critical problem: in most institutions ror the retard-
ed, as well as institutions for the deaf, is coordinating
the educatxonal program with the dormitory program. The
HI/MR Survey suggests that most HI/MR residents spend rela-
tlvely little time in instruction and therapy.' Since train-
ing of cottage personnel is minimal, we conclude that HI/MR
residents are not receiving special help ‘with thelr disability
during the bulk of the day.

Communication Methods. At present, methods of com~
munication with HI/MR residents are varied. Most institu-
tions use more than one communication method, but procedures
for integrating communication methods in a total communi-
cation program are lacking. Approximately 50% of the facili-
ties indicated that they used total communication with HOH/MR
or DEAF/MR-residents. Sign language appeared to be relatlvely
scarce; in fact, only 30% of the respondents indicated that
they use sign language with DEAF/MR residents, who would
profit most from some form of manual communication.

In view of evidence cited by Vermon {i970), it would
seem that the introduction of manual communication early
in life has merit. We are not advocating exclusive use of
manual communication, but our findings do suggest that manual

communication is not w1de1, enough used in institutions for
the mentally retarded.

The debate between those who favor oral communication
and those who favor manual communication has rxaged for years
among deaf educators. Unfortunately, the dialogue has often
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degenerated into an "either-or" issue, with some arguing
for exclusive use of oral communication, and others--often
those who espouse the concept of total communication--actu-
ally advocating exclusive use of manual cormunication.

Total Communication is presumably . ‘an eclectic approach
which.makes flexible use of variety of communication methods.
In order for a true total communication approach to be im-
plemented, manual communication methods must be strengthened.
A few institutions for the mentally retarded, finding Ameri-
can Sign Language too cumplex for their residents, have de-
veloped their own 51mpllf1ed sign languages. While this
signifies great concern for the hearing impaired, it would
surely be more efficient if a standard sign language appro-

. prlate for the mentally retarded could be developed and used

across the country. Special funding might be necessary if
such a manual language were to be developed and tested.

If manual language is to become part of the daily life
of HI/MR residents,_such residents must be grouped in separ-
ate living facilities, or at least clustered in one portion
of the carpus. Not only would this permit residents to use
manual communication skills in interacting with one another,
but it would also permit intensive training of cottage per-
sonnel in total communication. The attendant could then be-
come an important teacher in the resident's life, and ‘the
hours after class or aftexr act1v1ty programs would not need
to be wasted.

4. Needs fon Equipment. Individual hearing aids, ac-
cording to our respondents, are provided for only a minority
of the HI/MR residents. Furthermore, most respondents report-
ed that residents have difficulty caring for hearing aids.
Of course, it is possible that few residents have aids be-
cause they lose them, destroy them, or refuse to wear them.
Stlll, the situation could be remedied--and should be.

Some wouid arque that hearing aids' are beneficial not only
to the HOH/MR person but also-.to the DEAF/MR person who may
be able to detect speech patterns with residual hearing which

. otherwise would be lost. Too often, hearing aids are used

in special programs or in the classroom and are then retired
to a drawer when the resident returns to the dormitory. First,
all staff working with HI/MR residents should be convinced
of the value of hearing.aids. Secondly, administrators
should act to find funds for hearing aids. The problem of
breakage can be solved technologically through the suspen-
sion of liearing aids in unbreakable plastic.

The problem of wear and care must be approached through
a program of training and supervision. There is clearly a’
need for a behavior modification program designed to help
residents adjust to.wearing hearing aids and caring for them
properly. In one institution described earlier, problems

oh




.and refer those in need of training or retraining by behavior

.a strong signal which is not confused with the background

with hearing aids were reduced considerably when a special
staff member was assigned to supervise residents with aids.
If such a staff person could not be designated, it could

become the responsibility of cottage personnel--after appro- V
priate tralnlng--to monitor residents who use hearing aids | -

modification techniques to an appropriate trainer. Once the \

benefits of hearing aids are. clear to.all, the prcbléms of \

purchasing them and fnsuring their proper use can be over~ ) .

come. T
A simiiar argument applles to the use of group auditory

training units, which were reportedly available in only 35%

of the institutions surveyed. Our cbservations suggest that

even when such units are available, they are not used to the

extent that they could be by teachers of the hearing impaired.

Such units can be tuned for each individual so that they are

as strong as individual hearing aids. Imr many ways, such

wnits are superior to individual aids because they transmit

noise typically picked up by most individual aids. Group
auditory training units are one way to capitalize on the
residual ‘hearing of the deaf student and to open the way to
improve oral communication skills. - . \
5. Vocational Programming and Addd;cona!_ Senvices. ) \
For adult HI/MR residents with potential for community place- !
ment or sheltered work act1v1ty, vocatlonally—orlented train-
ing programs should be expanded. At present, it appears that \
relatively little is being done to foster the vocational : |
adjustment of the HI/MR resident. Most institutions do not )
offer a great deal more than prevocational instruction. Most i
notably, very few HI/MR. residents are served by vocat10na1
rehabilitation agencies.
The burden of responsibility falls on both the institu-
tion and the vocational rehabilitation agency. The institu-
tion should work to include capable HI/MR residents in exist-
ing VOcatlonal programs on campus and to develop new pro-
grams approprlate to resifdent needs. Roughly two-thirds
of the institutions already have sheltered workshops, though
we do not khnow how many HI/MR residents actually participate
in these programs. If the HI/MR resident is to fully bene-
fit from vocational programming, however, he or she may need
special attention. For example, at least one person on the
workshép staff should be trained to work with the hearing
impaired; and/or a teacher of the deaf should be involved
in helping HI/MR clients in the workshop on a periodic basis.
We believe that it would not require a great deal of extra

_ effort to open the way for more HI/MR clients in vocational

programs.
The_  burden of respon51b111ty also falls on the voca=<
tional rehabilitation agency. Although it remains to be



seen what happens in practice, the new Vocational Rehabili-
tatlon Act mandates special attentlon to the severely and
multiply disabled--to those persons who, in the past, have
not been regarded as eligible for vocational rehabilitation
services. The new Act also broadens the mission of voca-
tional rehabilitation agencies so that a person neéd not
have clear potential for employment to be accepted for ser-
vices. Hopefully, this trend will continue and will be
backed by additional funds, inducing vocational rehabili-
tators to consider working with the institutionalized, mul-
tiply disabled mentally retarded. Institutions can speed
the process by developing working relationships with voca-
tional rehabilitators and convincing them of the potential
“of PI/MR residents. While a large number of HI/MR residents
would not be eligible for vocational rehabilitation services,
. even as they are now conceived, those who could profit from
them should be identified by the institution and brought

to the attention of the local vocational rehabilitgtion
agency.

Along with an 1ncreased emphasis on vocational traln-
ing should come an emphasis on community residential facili-
ties and foster homes. Our findings do not indicate how
many HI/MR residents actually benefit from the group homes
which are reportedly available to slightly less than half
of the facilities. Our impression- is that residents in the
mild and moderate ranges of retardation without additional
disabilities are typically the first candidates for community
residential programs and independent placement. There is ’
no reason why the mildly or moderately retarded HI/MR resi-
dent cannot benefit from these placements as well--and be
' able to hold a job in the communivy because of the support
that such facilities provide. In larger institutions, it ,e
might even be possible to establish a special community
facility for HI/MR residents, supervised by a deaf person
or by someone trained, in hearing impairment. Alternatively,
hearing impaired persons in the community might be recruited
as citizen advocates to help the HI/MR person adjust to the
special problems of the hearing impaired in the community.

6. Stagf Considerations. Although we were unable to
draw firm conclusions from reSpondents’ descriptions of staff-
ing patterns, it was apparent that most fac111t1e= do not
designate a team of personnel to work’ exclusively with HI/MR
residents. If the needs .of the HI/MR resident are to be met,
staffing and staff training must become a priority. .

It was clear that very few facilities have teachers
with dual training in hearing.impairment and amental retar-
dation. .This shortage is easily enough explainéd: almost
none of the colleges and universities in the country offer
such training. We are witnessing a greater  emphasis in

’
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teacher education on the multiply ‘disabled chlld, but college
and un;verglty .programs have a long way to go. They snould o
provide students with flexible programs which allow them,
to understand multiple disability in general and then spe-
cialize in a dual impairment. Institution administrators
can communicate their need for teachers of the multiply
handicapped not only to universities.but. aiso»to_statetde—
partments of education, fostering the notion that institu-
tions for the retarded can offer many of the same programs
which public schools are now be}ng encouraged to offer for
multiply handicapped students. They can also document their
needs for teachers of the-hearing-impaireds -~

Given the present shortage, of qualified teachers attuned
to the special problems of HI/M# residents, wise use of sup-
portive personnel is essential.  One teacher of the hearing
impaired .can extend his or her influence through teacher
aides, particularly if the-aides are heavily involved in
tutorial and small group work with residents rather than
being restricted to clerical tasks. And, as we have already
suggested, cottage personnel--often an untapped natural re—'
source--can and should be trained to be trainers.

As a first step, the audiometrist at an institution can
help cottage parents to understand HI/MR residents--for ex-
ample, by pointing out that DEAF/MR residents may hear noise
even though they do not understand speech and that what some-
times appears to be stubbornness or selective listening is
actually a simple fact of hearing impairment. Cottage parents
should also be informed of the importance of hearing aids
and trained to monitor hearing aid use and care. The teacher
or activity program supervisor should work closely with cot-
tage parents, keeping them abreast of what is bexng taught
and asking them tc conduct activities which will reinforce
learning and help residents to transfer skills. to daily life.
Conversely, the cottage parents should communicate their ob-
servations of residents to educators.

If HI/MR rgsidents,are dispersed across campus, perhaps
the most that can be done is to include a brief orientation
to hearing impairment in general in-service training, encour-
age cottage personnel to monitor hearing aid wear and care,
and involve them in "homework" activities. If HI/MR resi- |
dents are clustered in units on campus, far’ more can be ac-

complished. Cottage parents involved with HI/MR residents "

can then receive extensive training, including training in
a sign language, and can have daily interactions with teach-
ers, teacher aides, and program supervisors.

7. Reseanch and Training Needs. The HI/MR Survey re-
sults are part of an increasingly large body of information
about the Hearing Impaired/Mentally Retarded.’ We hope that
they will alert practitioners to the size of the problem and
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the current status of programs for HI/MR residents. However,
. several of our survey respondents who were deeply involved
®in programming for HI/MR residents identified many topics
which still need to be studied by researchers. Much more
- must be -done to describe characteristics and spec1f1c needs
of HI/MR persons as -a base for program planaing. Syste-
matic comparisons of aif.erent approaches to communication,
including simplified sign language%, should be made. The
merits of clustering HI/MR residents versus dlspers1ng them
across campus should be assessed. Vocational training which
takes into account the spec1al needs of the HI/MR client
should be evaluated. ~ p
Fewer than.half of our respondents said that they have
relatlonshlps with nearby colleges and universities. Univer-
sities could be mere heavily involved. in research on HI/MR
residents, The institution might even suggest researchable ,
quesStions to interested parties in education, speech, and
psychology departments and facilitate their research efforts.
Colleges and universities might also play a stronger
role in staff development. As we have noted, they ‘should
attempt to develop strong teacher education programs in cual
"handlcaps, and their students should be more 1nvolved in stu= -
dent teaching and;other learning experiences at 1nst1tut10ns
for the retexrded. A strong linkage between the institution
and nearby universities can do much to strengthen program-
ming for the HI/MR resident. .
V Finally, we percelve, and a few of our respondents per-
' ceived, a need for more sharing of 1nformat10n about HI/MR
persons and programs for them. Too many times, personnel
working with HI/MR residents reinvent the wheel, unaware
that others across the country are tackling the same pro-
blems. Those concerned with HI/MR residents should work :
to develop informal and formal <ssociations with one another--
through correspondence, professional meetings, site visits,
and so on. Further research on programming might speed the
communication process. A logical sequel to. the HI/MR Survey
would be an intensive descriptive study of current methods,
materials, and organizational patterns in programs for HI/MR
persons. Such a study would be valuable to the extent that
it _ives practitioners access to materials and methods which
they would not have otherwise.
It is our hope that the present report will at least
alert practitioners to the steps which lie ahead in improv-
. ing services for the Hearing Impdired/Mentally Retarded.
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PLEASE READ CAREFULLY

Read through. the entire questionnaire before -

answering. )

You will note that the survey iz divided into

- three major categories~~(1) HARD OF HEARING/ o
Mentally Retarded, (2) DEAF/Mentally Retarded,

: and (3) HARD OF HEARING/Menthlly Retarded

~and/or DEAF /Mentally Retarded.

’ . For clearity, these divisions are found on
- .contrasting color paper. | ..
i
Answer fully. If exuct information regarding
your program, parts or whole, is not -available,
' ) ’ give your best estimate .and so indicate.

Return the completed suivey to: TR —

Dr. Gerard J. Bensberg, Director
Regearch and. training Center in
Mental Retardation

.

i
. < Texas Tech University
e ) p. 0. Box 4510 .
Lo T . . Lubbock, Texas 79409
. \ . . Thank you.
rd hd ‘ ‘ v -

v

El{fC‘

”
FullToxt Provided by ERIC.
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A SURVEY OF HARD OF HEARING/MENTALLY RETARDED AND DEAF/MENTALLY RETARDED

"IN RESIDENTIAL FACILITIES
\
4

67

f

I. IDENTIFICATION Information

\

Name of Institution

-

[ S J

Address

Telephone

Name of. Person Completing This Form

Title or Position

\

A

IZ: TOTHL Population Characteristics

Indicate TOTAL number (Average Daily cénsus) of persons served by reporting

facility by age and intelligence level.

Age in Years

Intelligence Under
Levels (10) 6

6-12

13-18

19-39

40-60

over
' 60

Age
Unknown

Bordexrline (84-70)

Mild- (69-55)

Moderate (54-40)

Severe (39-20)

Profound (19-0)

Unknown

" The cabove figures indicate:

. (Check One)

P i e R

et e — e N

Average Census
- \h
Present Census’

Approximate Census

o~




PROCEDURES for Serving HARD OF HEARING Mentally Retarded and/or DEAF Mentally
- Retarded Residents )

A. 1Is a hearing examination for the mentally retarded part of your
facility's standard admission procedure?

YES ’ NO
. ‘ E p
B. If you do give hearing examinations at admission, do you use operant
and/or stinulus-response conditioning audiology?
YES _ ro
C. What types of audiological evaluations are given?
. ° ) SR
] __Pure Tone .. — -~ ~"7_ ""Screening .
Sound Field . Other (Specify)
L3 P
, Speech
D. What is your primary criterion for classifying a resident as HARD OF
HEARING or DEAF? . . ,
Puretone . Functional . Other
Audiometry Need of the Criteria (Specify)
_ Results Resident ;

(Indicate Minimum
Hearing Loss In
Decibels or Percentage)
¥
Corments:

[

. }
E. Are HARD OF HEARING/Mentally Retarded and DEAF/Mentally Retarded residents
periodically re-evaluated as standard,procedure? L

YES . __NO

How often are these residents re-evaluated?

o e e T

- -
@ . R ..

Qs
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III. PROCEDURES For Serving HARD OF HEARING/Mentally Retarded and/or DEAF/Mentally
Retarded Residents _ (Continued)

In what areas are these residents re-evaluated? .Speech

Corments: - .. Language
Audiological !
e e ) N
‘ . ___ Psycholoegical
i [
' Medical. . e .
e o e o T T " Hearing aid

Other (Specify)

F. Does your facility have a distinct program for the education of the:

Hard of Hearing
Deaf

Deaf and Hard of Hearing in a combined segting -
Comments:

.
N

G. 1Is a speech and language evaluation part of your facilities admission
procedures?

- YES NO

— a———

H. Are the following otological services available to your residents?

@

- Medical examination and referral

Complete diagnosis

Surgical and .other treatment

a .
. .

o . P
ERIC | SE

T




IV. HARD OF HEARING/Mentally Petarded Population Characteristics

PLEASE NOTE-~-For the purpose of this survey a HARD QF HEARING person is
defined functionally as a person who has a hearing loss tut
can use residual hearing to understand speech (with a hkaring
aid if necessary). This HARD OF HEARING-person Tay use oral

,’__P”;_'__‘__,_:ecept—ive‘and“expressivg language as the primary means of
communication. . ) -

S

If the cbove '{ffers appreciably from your facility's
definition, paiease explain
T :
Indicate number (Average Daily Census) of HARD QF HEARING/Mentally Retarded
persons served by reporting facility by age @\nd intelligence level.

- Age in Years\

Intelligence Under | 6-12 13-18 19-39 | 40-60 {  Age
Levels (I0Q) 6 S . Unknown

Borderline (84-70)

Mild (69-55) '

Moderate '(54-40)

Severe (39-20) .

profound  (19-0)

Unknown

¢

L4 . N
The above figures .indicate: Average Census

»
.- ’ (Check one) * Present Census
Approximate Census

¢

ERIC

s ¢
. .




V.

SERVICES for the HARD OF HEARING/Mentally Retarded

Aruitoxt provided by Eic:

_A,ﬂmRorthGEE‘residents capable of participa:ing in a learning situation,

what is the average number of clock hours per day that the individual

HARD OF HEARING/Mgntally Retarded resident spends in a special
(i.e. classroocm, tutorial, therapy) instructional setting?

Hours

For those residents not capable of participating in a formalized
learning situation, what programs do you have?

N

" What is the average pupil/teacher ratio in your facility's HARD OF

HEARING program?

residents to teachers

——
<

Is tutorial instruction available for the HARD OF HEARING/Mentally

Retarded?

YES NO

—

Comments:

£

{ .
Indicate the primary method of cormunication used with the HARD OF
HEARING/Mentally Retarded. .

]

Oral Total Communication
. Fingerspelling . Other (Specify)
American StaHdard "
Language of Signs
Comments:
° b :
\
) * 2
° * !
. <
&

¥

L4 o

5
3
e~
Ll
fas




{Continued)

/Mentally Re tarded

V. SERVICES for the HARD OF HEARING

L4

RD OF

“

f£. What-types of specialized heari

¢ ng therapy are offered to the HA
HEARING/M_entally Retarded? R

Auditory rraining. Hearing Aid Orientation
Speéchreading" s . Language Training

Speech. Thearapy . Other (épeci_.fy)

o
tComments:

HARD OF, HEARING/Mentally Retarded

. -
G. Are the -living-arrangements for thé
etarded?

separate from the hearing mentally r

YES NO

H. Are the living arrangements for the HARD OF HEARING/Mentally Retarded
separate from the DEAF/Mentally Retarded?

—r——

YES . _ wo

e to the HARD OF HEARING/Mentally |

whether the institution, the
sibility for each

t ———
re availabl

indicate
ncy takes primary respon

1. what additional services a
_Retarded at your facility?
community, or a related age
of these services.
) ' sheltered Workshops ‘
Foster Homes
Group Homes
o
volunteers
Community Programs i
)

] other (specify)

Comments:

« 4
FullToxt Provided by ERIC.




V. SERVICES for the HARD OF HEARING/Mentally Retarded {Continued)

- .

J., Describe any Vocational Rehabiliation services available to the
. HARD OF HEARING/Mentally Retarded at your facility.

.

:. . Special Rehabiliation Counselor

Prg-Vocational In ruction

-5

Work-Study Program -

Other (Specify)

Conments: . -
- §
i

§ P

How manf HARD OF HEARING/Mentally Retarded persons are served by
Vocational Rehabiliation?

. - q

What is the age range of the HARD OF HEARING/Mentally Retarded 'residents
+  served by Vocational Rehabiliation?

£

:‘\ o B . ) & o e T ,
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V1, DEAF Mentally Retarded Population-Characteristics
H . s ‘\ - -
\ .
PLEASE, NOTE--~ For the purpose of ﬂns survey a DEAF person is defmed ’
functxonally as a person with a severe hearing.loss who
- carinot hear or understand-speech even with a hearing aid.
Th:.s\ DEAF person way use"’some form of manual receptive and !
exprt\:ssxve language as the nri'nary means of communication.
. 1f the above differd appreciably from your -fac:.hty'f‘
.. . definﬂ:xon, please xplain.
) <
* ‘\
. Indicate number (Average Daily Census) of DEAF Mentally Retarded pe sons ™y
served by reporting *facil:.ty by—g_g__ and intelligence level. "
Age In Years .
Intelligence « . Under | 6-12 | D12- 18 10-39 | 40-60 } over Age
> Levels (IQ) 6 \ 1 - 60 | Unknown’
l .
- . M ' 1 T
Borderline (84-70) . :
\ b "
- . :
Mild (59-55) ! P .
— i —— - 7 o 3 N
¢ | Moderate (54-40) 7
3
s| Severe (39-20) .
_Profound {19-0) . ' .
Unknown - el
- - =
: ; Cates ‘ T "4
* The above figures indicate: Average Census
Check Cne) Present Census N )
‘ (Chec! ) ‘n ~
N Approximate Census ’ -
o R
' -

s

ERI

Aruitoxt provided by Eric:

o




\Au. SERVICES for the DEAF/Mentally Retarded

i : 't
N T
. A,

For those resjig\ents capable of particxpatmg in a learnmg situation,
what is the average nurber-of clock hours per day that the- indxvidual
DEAF/Mentally Retarded resident spehds in a special (:,.e. classroom,

: tutorial,. therapY) 1nstmctiona1 Settmg” e
+

—
- . - v
) p e— ‘
e . . *
L]

'n
. !
____ . hHours~ =~ - \ ,\ -
- |
|

.
.

.
'

For those residents not capa..ﬁ of participating in a formal zed 5
learning situation, what programs do you“have? .

N i
’ > - ! ~ t '
. —_— . i T
- . . - . }‘ ~
i C. 'hat is ‘the ‘average pupil/teacher ratio in your facility's \
AF program? \ !
- ! ! ! t
- - resfdents to teachers { '
» “—-'/ \ +
e J{
R D. Is tutorial instruction available for the DEAF/Mentally Retarded?
o
. e \ [ o
] YES NO o
. - .« b .
\ o
, Comments L . o
¢ . \ - s 1’( B -
s i -
. ¢ ri I
¢ E. _Ihdicate the primary method of communication used with the DEAF/
—
e Mentally\Retarded. . . - l
. [ A t "
o Orai o Tbt:a; Communicatioh “ i
» I
| I
3 Fm;\{:rspellmg oOther (Specxfy) ;o
- - +
- . . PR N !
- American Standard . o o
. Languhge of Signs P !
— R : ' \
- Conments : \ . T L.
SVCUNEE - ‘ y ' s v‘
. " | B i
: o .
. 3 M
R ‘ \ . Yo
~ I
, , | |
! x '
ot - ot
/ | |
s f
/ 1
\ . '
1 ‘_ ; i
~ . . “ Em— . |
. Lo 5
. 1 ’ T !
© . ' *
- . ) - . ] !
!
: 1
- - -~ . o - N ' ]
L] 3
- - ! *
- ad ! f '
>
O ‘ é“'.} ; . ! j {
EMC , -
.




V11. SERVLCES for the DEAF/Mentally Retarded

{Continued)

.

| . F. what types-of spacialized, hearing éherapy are offered to the
| . Mentally Retar‘ded?‘» . . yz
! . - - v /l I
' 7 Auditory Training Hearing Aid Qrienta {on .
‘E‘ Speechreading /'- - " -.Language Trainin
i . . - |
| Speech Therapy _ Other “(Specif¥)
T \ N : ro
| . Comments : | .
1 )
1 ! *
o o ’ ‘
' i ; .
| 1 G. Are the 'living arxanqcmen(:s for the DEAF/Mentally E;atardgd separate
P from the hearing mentally“ retarded?

.

YES

‘e

NO

.,

nstitution; the commnity,

' ' ", What additional services.are available to the D;AP/Mentally Retarded
. at your facility? Indica‘{:e whether the i

' dr a related agency takes'
‘ | services. ; !

oD
\

-
<

Foster  Homes

'
i

Sheltered Work slcps )

\ Group Homes A
, ’ Volunteers ,
o \ ' Community Programs
! Other (Specify)
.Comments: .
i 1
o

L e

ERIC

primary responsibility for each: of these
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~ VII. SEMWEES for the DFAF/Mentally Retarded {Continued} L
» . 4 Al o
. ¢ /- * . ', _‘ -
. J. Describe any Vocaticnal Rehabilitation services available to the ’
DEAF/Mentally Res:arded at your facility. ’
. v - *
' Special Rehabilitation Counselor .
_—— . 3 / ¥
4 /!
. Pre-Vocatighal Instruction . !
i Work-Study Program * BN -
'—'——- . - - [} |
. er ‘(Specify) * , .
. -~ . > I . R , - .
: D . - N . . . ’ .t
: Comments - ,
) . , J .
. L., . . ' .
p T, : P’
’
. » ', . ; ' .
. . . } e
- ~ | H ’ e
% . - ! . .
. - . \; .
- |
! . . A )
' . . . ¥ [N ‘ ’°
. ' ‘ -
How ;nany DEAF/Mentally Retarded persons are servcd by Vecatxonal:
Rehabxlitatxon" - . ‘ :
1
g L Y . l .
o ’ L ! . .
‘ !
* | P
, What 1s the age range of the DEAF/Mentally Retarded residents served .
, .by Vocational Rehabilitation? * i ‘ }f 5
. . . L ! *
- i / : - . PN
. T
! —— to — o v ' Vo ' -
) - v .
. . I
.o \ .
~* N . \ .
s ) L]
/
! L4 -~ S .
- ¥ .
» - * ‘ .
- ‘ *
' . . .
’ . N -
.- ° . v .,
v e N L
Voe - e P
» ! .
» 4 . .
* + O -
J ¢ . 0 <
. ’ «
’ ‘ - 0 ' . .
¢ .
R & ;‘ IP'/ . .
;3 (3 4 .
/T . ' : o !
s \‘\ [ . ] .
ERIC — :
! s \" U
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/ . ~
VIII. STAFF TRAINING / - ! - B
— T K . - . < N
- o ‘ ‘J,. o
. .. A. Indicate TOTAL NUMBER of stafff primarily $€rving £hé facility's HARD
- OF HEARING/Mentally Retarded qand/or DEAF/Mentally Retarded. ' f’ .
Academic 'rraini.nq} and Certification /
-- -] Paculty and staff Non- Bachelcrs' Masters Doctoral Professionally staté N
‘| Diséiplines Degree ’ Certified Credential.| *
P — -
Teacher of MR ‘ L 1’
.Teachers ‘of Deaf l t- i" .'41 N
EEE e L B N +
Teachers of Deaf,QtR ‘ P /
{ -
Speech Pathologist / L. ’ \
: N / o .
Audiologist / . \
- ° N e
Supervisory Staff / /
- — - 7 -
Attendants /
- 7 — ;
e Teacher or - )
Therapy Aides . /
1 other (Specify) J/ .
_ & ¢
7 - PE
N . - / .
\ Comments: /. ‘ PR
' . : 77N
©° ~ / NN
B. poes your facility provide specialized in-service orientation and/or
. training for staff members working with the HARD OF REARINQ/Mentally
— Retarded-and/or -the DEZAE/Mentally Reparded?
YES . NO L
Gomments : ’ R
- C. Are any colleges or universities involved ir} sexrvices for your HARD
OF HEARING/Mentally Retarded and/or DEAF/Mentally Retarded? !
- YES ! NO — = -
A —_— — -
P 7/
A
o
o [ 2 :
T - I -~
—— « . . \ v ¥ - B N -
l i
« - ! é
} o
S ‘ ‘ A
Q .

ERI

Aruitoxt provided by Eic:
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AR S o

C

\ VITI.

TRAINING ‘(Cohtinued)

| /

STAFF

7

. sans . ol
leges o:}iumversxtxes are \mvolved with your prograwm, what
)

If any col L
/is the nature of their involvement?

~

’

Name of colleie or lniversity - i
T "

3

Services Provided by above colleges or universities

)

T ' / Research N i
. | ! : i
\
) i / Training ‘
b
t Practicum ‘ k =
% .
1 . :
Consultation —
/
Cther .(Speci/fy)
* 4 .
Comments: .
" \ 1 .
/ ! p—
- . —_———— b4 R . 1 . )
| IX. SPECIAL BQUIPMENT for HARD OF HEARING/Mentally Retarded and/or Deaf/ A
! Mentally Retarded Residents : / - \
- ’ i . ”"____4, ——— = / ~ O " Ca— - T ‘
y A. Please state the number of HARD OF HEARING,’Mentally Retarded’ and/or ,
l; DEAF/Mentally <Retarded with indivxdualli( pregcribe:% hearing aids.
; Number of indilidual hearing aids. I .
. - i
[ . { .
b B. Do your HARD OF HEANZNG/Mentally Retarded and/or. DEAF/Mentally Retarded N
,1 , resadents experience difficulty in caring for their individual hearing aids?
- "
v /
o LY ves '
! / . . ) ‘ .
I, C. How many residents actually wear their' individually prescribed hearing
Fi | faia? t
i | =/ : e -
Ty S Mumber of residents wearing hearing aids
{ / '
- ) ) .
H ’ ‘
. l i \ » - '
MY /
‘ ,‘; . ”‘ ’
Ty . ~ i
{ v . . i
. /
» :; ' ' ' N ,/ ¢
' i - ‘ ,: / "
‘\ i \ Na~
L >
. 4
et i c'l }
. i I
A ‘
o . |
|
1
- !
1’ " -
13 A 1
\\ - ;
. o ‘J \ ’ e
‘o . B 8 3 1 , -




Retarded Residents (Continued)

IX. SPECIAL EQUIPMENT for HARD OF HEARINS/Mentany Retarded and/or DEAP/Ment:ally

At "
D+ Indicate the number of school rocms equipped with a group auditory
| training unit (i.e. group hearing aid).

Number of group auditory training units

Comments s

E. Isa 3ound-proof audiological testing booth available to your facility?

T .o YES. \ No
. \
Corments: -
T T
¥X. TRacility'S SELF-EVALUATION ~

A. Describe services for the HARD OF HEARING/Mentally Retarded a\d/or
DEAF/Mentally Retarded which you consider adequate or superior {i.e.
specialized procedures; grouping, teaching methods, equipment, staff).

B. Describe services for the HARD OF HEARING/Mentally Retarded and/or
DEAF/Mentally Retarded you consider inadequate (i.e. staff training,
physical facilities, materials, staff).

ERIC - o :

Aruitoxt provided by Eic: -




i

X. Facility's SELF-EVALUATION {Continued)

ERIC

Aruitoxt provided by Eic:

-

C. Recommendations for Agency or University Projects involving future

work with the HARD OF HEARING/Mentally Retarded.and/or DEAF/Mentally
Retarded. - .

1. vhat would your facility 1lika to )gnow about this special group
that might be gained through RESEARCH?

-

.

/ 2. Wnat directions might the TRAINING aspect take that would be of
benefit to your facility? ' -

-

P

.
. -

3.. What.SERVICES migk: ‘be-provided to assist your facility in this
specialized area? :

.

. " 4. Pleage state any additional cuments that you-deem pertinent.

%
LS
.
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