DIALOGUE – Mental health and language in deaf children and adolescents

J. Fellinger, D. Holzinger

Background

Research so far shows high rates of mental health problems in various deaf populations. (Hindley 1997, van Gent 2008) Most studies on language development report significant delays compared to hearing norms (Blamey 2003, Geers 2006). Except for children of deaf parents even sign language proficiency often does not match age related expectations (Holzinger 2007).

Aim of the presentation

Aim of the presentation is to focus on the relationship between aspects of language and communication skills in different modes and aspects of mental health in deaf school children. This will be done by sharing research data and suggestions for parents and teachers in order to improve mental health of deaf school children.

Methods

Sample
A large cross sectional research program examined mental health, language development and cognitive abilities of a representative sample of deaf and hard of hearing pupils from grade 1 to 9 (n= 116) in Upper Austria (1.3 millions inhabitants). Children with a performance IQ below 70 were excluded from the further analyses. The final sample consisted of 99 children (mean age 11.1 years). 44 pupils had a moderate, 23 a severe and 32 a profound hearing loss. Of those with a profound hearing loss 18 children used a cochlear implant. 20 children of the study sample had a migrant background with a family language other than German.

Measures
To assess mental health aspects a set of standardized questionnaires, the SDQ (Strength and Difficulties Questionnaire) (Goodman, 1997; Woerner et al., 2002), the ILC (inventory of  quality of life in children and adolescents) (Mattejat & Remschmidt, 2006) and a structured psychiatric parent interview (Kinder DIPS) were used. (Unnewehr, Schneider & Margraf, 1998) Furthermore,  data on the child´s medical history, family background, the schoolsetting and situation at school as well as ratings of the child’s communicative abilities in the family and school were collected by use of extended structured interviews with parents and teachers. In addition, language skills and conversational proficiency in spoken/heard and signed language (Goldstein & Bebko, 2003) as well as reading comprehension were assessed with standardized instruments. (Grissemann & Baumberg, 2000)

The severity of hearing loss was categorized from recent audiological records (within the preceding year) as moderate (40 to 69 dB hearing loss), severe (70-94 dB hearing loss), or profound (>95 dB hearing loss) according to the pure-tone thresholds at 500, 1000 and 2000 Hz. (Parving, 1995).

All children were assessed for their non-verbal intelligence using the Hamburg Wechsler Intelligence Scales, 3rd revision (Tewes, Rossman, & Schallberger, 1999).  The assessments were carried out in the preferred mode of communication of the child. Norms for the general population were used. 

Results

Mental Health

( Prevalence of Mental Health disorders was about twice as high as in the general population. (SDQ, DIPS)

Table 1

Variation in parent SDQ ratings by degree of hearing loss in the child: means, SD, and % disturbed (borderline and abnormal cases)

	SDQ Scale
	Moderate

(40 – 69 dB)

n = 41
	Severe

(70 – 94 dB)

n = 22
	Profound

(95 + dB)

n = 29
	Total

n = 92
	German hearing sample

n = 930
	p 
(between deaf groups) 1
	p 
(between deaf and hearing) 1

	Emotional symptoms
	3.12 (2.66)
34.1%
	3.41 (2.24)
45.4%
	2.90 (2.27)
34.5%
	3.12 (2.43)
37.0%
	1.53 (1.75)
14.0%
	.760
.639
	<.001
.001

	Conduct problems
	2.22 (1.85)
43.9%
	3.0 (1.95)
59.1%
	2.03 (1.86)
37.9%
	2.35 (1.90)
45.7%
	1.82 (1.62)
15.3%
	.167
.309
	.009
.001

	Hyperactivity/inattention
	3.56 (2.42)
19.5%
	4.09 (2.47)
31.8%
	2.97 (2.41)
10.3%
	3.5 (2.44)
19.6%
	3.19 (2.28)
14.7%
	.260
.160
	.226
.188

	Peer problems
	1.93 (1.85)
39%
	2.41 (2.56)
27.3%
	2.69 (2.21)
51.7%
	2.28 (2.15)
40.2%
	1.59 (1.68)
13.3%
	.330
.207
	.003
.001

	Prosocial behaviour
	8.27 (1.90)
9.8%
	8.36 (1.89)
9.1%
	7.48 (2.26)
10.3%
	8.04 (2.03)
9.8%
	7.55 (1.92)
15.6%
	.198
.989
	.022
.124

	Total difficulties
	10.83 (6.47)
36.6%
	12.91 (6.01)
45.5%
	10.59 (6.47)
27.6%
	11.25 (6.37)
35.9%
	8.13 (5.33)
18.4%
	.374
.416
	<.001
<.001


1 statistical tests in the following order: ANOVA and t-test, respectively, Chi2 test
( No significant differences in mental health were observed between groups according to the degree of hearing loss. But on a descriptive basis parents and to a lower extent teachers reported more problems in children with severe hearing loss than in those with moderate or profound impairment (especially externalizing problems). The lifetime rates for „any diagnosis“ fell just short of significance at the 5 % level. 

( In general, parents reported more problems than teachers. Teachers observed more conduct and peer problems but fewer problems with hyperactivity and inattention. 

( Over a quarter of all children had been depressed at some time in life (26,3%) but there was  no difference regarding the degree of hearing loss. 

Table 2

Current and lifetime Clinical diagnoses by degree of hearing loss (excl. IQ < 70).

	
	Degree of Hearing loss
	Results

	Current clinical diagnosis by KINDER DIPS
	moderate

n = 44
	severe

n = 23
	profound

n = 28
	Sig. of statistical test 

	Total

n = 95

	Depression

F30
	n = 4

9.1%
	n = 3

13.0%
	n = 0

0
	p = 0.17
	7

7.4%

	Anxiety disorders

F93 / F40
	n = 4

9.1%
	n = 5

21.7%
	n = 6

21.4%
	p = 0.25
	15

11.6%

	Internalising disorder 

F30 / F93 / F40
	n = 8

18.2%
	n = 6

26.1%
	n = 6

21.4%%
	p = 0.75
	20

20.2%

	Hyperactivity

F 90
	n = 4

9.1%
	n = 4

17.4%
	n = 3

10.7%
	p = 0.59
	11

11.6%

	Oppos. defiant disorders

F91/F92
	n = 6

13.6%
	n = 1

4.3%
	n = 1

3.6%
	p = 0.24
	8

8.4%

	Externalising disorder 
F90 / F91 / F92
	n = 8

18.2%
	n = 5

21.7%
	n = 4

14.3%
	p = 0.79
	17

17.9%

	any Diagnoses
	n = 14

31.8%
	n = 10

43.5%
	n = 7

25.0%
	p = 0.37
	n = 31

32.6%

	no Diagnosis
	n = 30

68.2%
	n = 13

56.5%
	n = 21

75.0%
	p = 0.37
	n = 64

67.4%


Percentages refer to the percentage within each group of hearing loss. Children may have multiple disorders. aχ2 -test, two tailed

( Children with Cochlear implants (18 out of 32 within the profoundly deaf group, mean age at implantation 53 months) did not show significant differences in problem behaviour as far as lifetime diagnoses were concerned 

( Type of school attended was not related to life time diagnoses of any mental disorder (57 in normal schools, 38 in the special school).

( Findings on Quality of Life showed that parents tended to have a more positive view of their childrens Quality of Life compared to  children’s self-reports showing problems of isolation and physical complaints. 

( SDQ Self reports by adolescents showed elevated scores in peer relationship problems , whereas parents reported higher rates of mental distress in general. 
Language and communication:

( For 25,3% of the sample sign(ed) language was considered as the preferred means of 

communication as reported by parents. For the rest (74,7%) spoken language was the favourite system of communication.

( There was a very high variance in language outcomes for spoken and written language. The outcomes were strongly related to the degree of hearing loss.

( For the profoundly deaf the level of expressive vocabulary in German was about 4 years below the actual age.

( Profoundly deaf school leavers read at a level about 5 classes below their actual class.

( Due to the lack of test materials sign language proficiency could not be assessed by standardized tests. Even for the children who used sign language as their preferred means of communication the mean language level (as assessed by the Profile of Multiple Language Proficiencies) was far below expectation.

( Due to rather restrictive use of sign language in the Austrian school system there were very few children with functional language skills in German and Austrian Sign Language.

Correlations

( Mental health disorders were not significantly related to the degree of hearing loss, academic skills (reading comprehension) and spoken or signed language proficiencies. However, they were 4,12 times (-1,2 – 14,1) more likely to be found in children who had problems to make themselves understood in the family. 

( Furthermore, children with a lifetime diagnosis of an internalizing disorder were 3,2 to 6,4 times more likely to have been teased, maltreated or isolated. Ratings by parents of children not being able to make themselves understood correlated significantly with being teased, isolated or maltreated. 

( Ratings by teachers of children being able to make themselves understood correlated significantly with being accepted by others. 

( In adolescents mental health problems were perceived by themselves only in the area of peer relationships. Peer relationship problems did not correlate with the degree of hearing impairment or discrete linguistic skills but with the level of language used in conversation with peers at school whether in signed or spoken language. 
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Summary and discussion

It is not specific linguistic skills or the primary mode of communication that has impact on mental health outcomes but the quality of family communication. For adolescents, it is not any more family communication but the level of language used with peers at school that significantly influences mental health.

On the basis of these results, practical suggestions for the improvement of family communication from very early age as well as questions of school placement and the use of different modes of communication in deaf children and adolescents will be discussed.

Suggestions:

This section on recommendations addresses the specific situation of school children. It is based on the empirical data of the CHEERS study and on personal experience over the years. It is a not complete list of recommendations and does not specifically address the very first years of childhood, when secure attachment has to develop, which generally is regarded as a key element of mental health. 
Concerning parents

( Priority has to be given to the provision of opportunities for the child to express him/herself in a way that makes him/her feel understood by his family, as well as making sure the child understands what is told to him/her. 

( Parents need to take some time together with the hearing impaired child giving him/her space to listen. 

( Deaf children should be encouraged to take an active responsibility in family communication.

( Children´s clear signals to express lack of comprehension should be highly evaluated by their parents. 

( Children need to learn to reflect more about communication processes. Parents should make them think about the quality of family communication. 

( The checking of what is understood by the communication partner by making him summarize the main contents is a useful exercise.

( Working together on a diary is helpful (using pictures, drawings, text etc) to address emotional aspects and differentiate them.

( If body language is giving reasons for concern, negative experiences should be directly asked for (they are frequently associated with feelings of shame and therefore not uttered spontaneously).

( Sometimes environmental factors have to be assessed carefully even if the child does not directly report about having been teased, isolated or maltreated.

( If satisfying peer contacts do not develop by themselves it is more than justifiable that parents strive for possible groups their hearing impaired child can become a member of. For most deaf and hard of hearing children it is very important to meet other children with hearing impairments. To provide such opportunities for supporting the development of their identity in some cases means to overcome long travel distances.

( When school placement decisions have to be made the language level of the child concerned has to be carefully evaluated in comparison to the language level of the language mode preferred by peers, whether spoken or signed language. If signed language is the preferred means of communication a signing peer environment is recommended. 

( Parents, whose children prefer sign language should develop sufficient sign language skills to be able to carry out full conversations with their deaf child. 

Concerning teachers 

( As hearing impairment is frequently associated with mental health problems, which sometimes remain unrecognized for a long time, teachers of deaf and hard of hearing pupils should become familiar with frequently occurring mental health disorders in order to provide access to professional help

( Teachers have the important role in the prevention of bullying and other adverse behaviors, but they are usually not prepared to run effective programs. Therefore specific training and support in implementation is required. 

( The same is true for prevention of sexual abuse. 

( Programs like the PATHS curriculum (Greenberg 2000) have been successfully used to give deaf pupils better access to their emotional experiences. 

( Teachers in special schools for the deaf  have to become prepared to serve a complex group of pupils with additional cognitive, mental and social handicaps. 

( Working together in a multidisciplinary team including experts in mental health has proved to be effective in accompanying  single children with very special needs. 

( Finally, a high standard of sign language competence has to be kept up in specialized schools which usually requires a constant involvement of native signers.
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