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Chapter I

IMPROVING VOCATIONAL REHABILITATION SERVICES
TO UNSERVED AND UNDERSERVED POPULATIONS

HISTORICAL PERSPECTIVE

Historically, the State/Federal Vocational Rehabilitation (VR) program has evolved from
a vocational training program for veterans of World War I into a comprehensive pregram
serving people with a broad range of impairments. In its first step toward greater inclusiveness,
the vocational rehabilitation program expanded to incorporate civilians with physical disabilities
(1920) shortly after its establishment as the Soldier’s Rehabilitation Act in 1918. Over the
years, other groups have received special mention in rehabilitation legislation such as people
with spinal cord injury, mental illness, or mental retardation. During the early 1970s people
with a history of criminal behavior and persons who were culturally disadvantaged became
eligible for services. However, as priorities changed, these latter groups have become ineligible
for vocational rehabilitation services unless they have a primary diagnosis of a severe disability.

In reviewing how different groups gained greater access to rehabilitation services, one
finds that many factors were involved. Some clien‘ populations established their own access via
personal advocacy efforts. Others gained the attention of the public and the vocational
rehabilitation programs as a function of social trends (such as emphasis on people who were
culturally disadvantaged during the 1960s) or advocacy on their behalf by notable public figures
(such as the emphasis on mental retardation during the Kennedy era). Because priority groups
are often identified via historical forces or public advocacy, the Rehabilitation Services
Administration (RSA) has experienced varying degrees of control over the expansion or
contraction of its own program. This historical pattern of changing priorities has strained
vocational rehabilitation programs’ capacities to serve certain populations effectively and left
other groups unserved by the system.

The recent enactment of Americans with Disability Act (ADA) with significant impetus
from consumers had a major imp2:t on vocational rehabilitation. For example, ADA has caused
significant changes to the Rehabilitation Act of 1973 through the amendments of 1992. These

developments will further shape the delivery of rehabilitation services into the twenty-first
century.

A PROACTIVE APPROACH

The Rehabilitation Services Administration has attempted to respond proactively to assure
that fair access and quality services are available to all groups of people with disabilities. To
further this effort, RSA has developed its own definitions of unserved and underserved
populations. RSA has listed specific criteria for determining whether these populations exist.

3
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RSA intended that the definitions and criteria apply to specific disability populations or subsets
of populations. The definitions were not intended as selection criteria for a single individual
with a disability. At .ny given time, a person may make a compelling case that he or she should
be considered unserved or underserved. However, efficient planning at a national level cannot
be conducted on such a microlevel.

The IRI Study Group agrees with RSA’s distinction between unserved and underserved
populations. However, the IRI authors have chosen to expand the RSA concept of access and
adequacy of services. Itis seen as a continuum encompassing populations that are (a) unserved,
(b) underserved, and (c) adequately served. This document focuses on disability populations that
occupy the unserved/underserved segment of the continuum.

The Unserved/Underserved Status: RSA Perspective

RSA defines "unserved" populations as groups of individuals with disabilities who are

not served as the result of a variety of policy, practice, and environmertal barriers. Barriers
contributing to a state of being unserved include:

1. Implementation of an order of selection
2. Waiting lists for services
3. Lack of referral to or identification by the vocational rehabilitation system

4. Lack of resources--either nonavailability of service to address needs or
nonavailability of funding for services

5. Lack of available/accessible transportation

A number of criteria for identifying an unserved population may be used. To be
considered unserved, a population must qualify on the basis of one or more of the following:

1. Number of individuals in nonpriority categories under order of selection
2. Number of individuals on waiting lists

3. Number of individuals contacting Client Assistance Programs (CAPs) regarding
lack of access to services

4.  Number of vocational rehabilitation cases closed due to lack of transportation

RSA defines "underserved” populations as groups of individuals with disabilities who are
inadequately served as a result of one or more of the following barriers:

1. Racial/ethnic issues and barriers

2. Communication barriers




3. Attitudes of serice delivery personnel and the general public
4.  Lack of outreach to population with a specific disability
5.  Geographic dispersement, especially in rural and urban poverty areas

6. Lack of service resources to meet particular needs of new/emerging disability
populations

7.  Lack of extended service resources for ongoing support
8. Depressed economy/job market

A group with disabilities must possess one or more of the following criteria of
identification before inclusion as an "underserved" population:

1.  Significantly lower percentage in vocational rehabilitation caseload than percentage
in general populations (e.g., sex, race, age, etanic background, educational level)

2.  Significantly lower percentage in vocational rehabilitation caseload than expected
based on best estimates available on prevalence of disability in general population

3.  Substantiation by data available from constituent groups
4.  Verification through review of existing research findings and other literature
The Unserved/Underserved Status: IRI Perspective

The IRI Fellows accept the RSA definitions and standards as a starting point. They will
aid in the determination of whether particular population groups have access to and effective
assistance from rehabilitation services. Based on their experience with rehabilitation and people
with disabilities, IRI members believe that additional criteria of inclusion are relevant in making
the case that a certain group is unserved/underserved.

People in specific disability groups may be unserved or underserved because the nature
of their condition presents challenges of a unique nature. They may experience a level of social
stigma and misunderstanding which denies them fair access to social and employment
opportunities. They may require reasonable accommodations in the service delivery setting
which are infrequently available. A detailed list follows of additional conditions that are
germane to the task of identifying unserved and underserved groups (a brief rationale for
including each entry on the list is provided):

1. Invisibility of condition. People with hidden disabilities (e.g., hard of hearing)
are often viewed as less severely disabled than people with visible disabilities (e.g.,
amputation) because they appear to have no significant functional limitations.




10.

11.

Accommodation/technology needs. Misunderstanding the impact of a disability
on individual functioning causes service delivery systems to overlook the

accommodations that the person needs (e.g., facing the person when speaking, FM
amplifiers).

Personal misconceptions about the disability. Some individuals with a particular
type of disability may hold the same misconceptions and prejudices that are held
by the general public and thus will not seek assistance.

Denial of the condition. To avoid negative social feedback, members of some
disability groups are unwilling to self-identify. Thus, incidence and prevalence
figures are artificially low, and a collective group identity for advocacy purposes
fails to develop.

Lack of awareness of prevalence/incidence of condition. For some disabilities,
epidemiclogical research is insufficient to provide an accurate estimation of the
prevalence and incidence of the condition. Therefore, it is impossible to estimate
the extent of the group and the extent of its being unserved or underserved.
Accuracy p:oblems with incidence and prevalence estimates are exacerbated by
unwillingness to disclose existence of a disability (see #4 above).

Lack of awareness about vocational rehabilitation services. People cannot
access services of which they are unaware.

Confusion with similar disabilities. To the uninitiated, some disabilities appear
to be very similar in nature. However, treating them in such a manner does not
result in optimal outcomes for the groups in question.

Lack of prevocational/youth services. Inadequate funding for developmental
programs creates two types of problems: For youth with disabilities, preventable
problems are not addressed. As adults, these individuals not only face more
serious problems but also lack the readiness for adult interventions such as
vocaiional training and placement.

Secondary health problems. Some conditions are secondary to another serious
disability leaving the individual with twice the disability-related problems to
overcome (e.g., diabetic retinopathy or substance abuse leading to traumatic brain
injury and/or epilepsy).

Overidentification with the disability. Negative developmental experiences and
continued social stigma have a cumulative effect on the individual’s level of
self-confidence. In turn this may cause the person to adopt self-limiting
perceptions which compound the environmental barriers presented by the disability.

Identification of the condition as a "secondary disability." The term "secondary

disability" suggests to some service delivery personnel that a condition does not
merit their full attention.

15




12.

13.

14.

15.

16.

17.

18.

19.

20.

Policies. "Order of selection” based on severity of disability can preclude service
to populations of individuals whose disability is not listed as among those
designated as severe. However, they may have severe functional limitations.

Difficulty in establishing functional limitations. Some conditions are severe but
present difficulty establishing functional limitations due :o interventions. The

persons currently appear to be functioning well; however, without assistance their
functioning may change.

Use of arbitrary eligibility standards. State vocational rehabilitation programs
establish their own guidelines on eligibility based on federal policy. These
guidelines vary from state to state. As a result, a person with a particular

disability may be eligible for vocational rehabilitation services in one state but nct
in another.

Lack of research on "best practices." Failure to fund demonstration projects that
experiment with innovative service techniques results in lack of shared knowledge
about effective services to different disability groups.

Lack of sensitivity. The medical community including allied health professionals
are often uninformed about the potential of people with a certain type of disability.
They lack knowledge about the services available which may assist persons with
disabilities. As a result the person with a disability may not be the referred to a
rehabilitation program.

Need for personal empowerment. Some individuals, as a result of the
unpredictability of their disability, may experience psychosocial coping problems.
Without intervention, the persons may passively accept an unnecessarily limited
lifestyle.

Lack of training. Lack of knowledge among service lelivery personnel of
effective medical, rehabilitation, and placement strategies may consign some people
to an underserved status. Failure to include certain disabilities as topics for
research and training efforts is an important contributor to a state of underservice.

Increased psychopathology compounded by stigma. Some conditions increase
the probability that a person will experience severe psychological difficulties.
These difficulties are then compounded by significant environmental stressors such
as continual physical barriers or social stigma.

Barriers to employment. People with disabilities generally face stereotypes that
cast them as less than capable in social and vocational roles. However, some
disabilities evoke even stronger stereotypes (e.g., epilepsy). These stereotypes lead
to negative attitudes by the people who “ontrol access to training, rehabilitation,
employment, and other types of gainful activity.
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Factors Contributing to Being Unserved or Underserved

Criteria for ideuiifying unserved/underserved disability populations provided by RSA and
the IRT document are summarized in Table I-1. The Institute’s Prime Study Group has used
these criteria to frame an argument that persons who are hard of hearing and persons with
epilepsy are unserved/underserved. Steps in generating an argument include:

1. Selection of various factors contributing to being unserved/underserved.

2. Preparation of rationale as to why one or more factors contribute to the problem
of being unserved or underserved.

3. Presentation of these rationale to appropriate service provider administrators or
advisory groups {e.g., state vocational rehabilitation agencies, RSA) for setting
priorities of services and action. '

Table I-1 summarizes the criteria that were used to develop this argument. The criteria
are divided into four categories: demographics, disability, psychosocial, and service delivery

system factors. Check marks on the table show which criteria describe underserved persons in
this argument.

People who are hard of hearing and people who have epilepsy are presented as examples
of unserved/underserved groups of individuals. The rationale for this position is developed in
the remainder of the document.

THE MODEL

The charge to this Prime Study Group was to develop a model for determining if a
population is unserved or underserved. The 31 criteria identified in Table I-1 can be used as
a vehicle for enhancing services to members of disability populations which are unserved or
underserved. The 31 factors provide a useful basis for RSA to proactively identify such
populations and for advocacy groups to justify that a particular disability group is unserved or
underserved. When such identification is established, it becomes incumbent on the service
delivery system to respond at a variety of levels including federal and state policies, case service
practices, and in-service and preservice training programs. As such, the model presented herein
focuses, first, on strategies for identifying and justifying that certain populations are unserved
or underserved and, second, on identifying segments of the service delivery system in which
changes or accommodations may be needed in order to appropriately respond to the targeted
disability population.

Developing a Case for Being Unserved or Underserved
The first step in applying the model involves considerable effort on the part of those who

advocate that the particular group is unserved or underserved. Such an effort begins with
developing proof of being unserved or underserved according to the RSA criteria.  Proof can
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Table I-1
Criteria Contributing to being Underserved

Disability Groups

Criteria Hard of Hearing Epilepsy
Demographics
Racial/ethnic issues v 4
Geographic dispersement v v
Lack of prevalence/incidence data v v
Disability
Communication barriers v o
Invisibility of condition 4 v
Confusion with other disabilities v 4
Secondary health problems v 4
Psychosocial
Attitudes: Service delivery personnel and v v
public (stigma)
Depressed economy v v
Personal misconceptions v v
Denial 4 v
Lack of awareness about VR services v v
Overidentification with the disability o v
Need for personal empowerment v 4
Employment barriers v v
Service Delivery
Order of selection 4 v
Waiting lists Vv v
Lack of referral/identification v v
Lack of resources v v
Lack of transportation o v
Lack of outreach v v
Lack of extended service resources v 4
Lack of accommodations in service delivery process v/ @
Lack of prevocational/youth services v v
Label of "secondary" disability o v
Difficulty establishing functional limitations v v
Arbitrary/inappropriate eligibility and account v 4
ability standards
Lack of research on “best practices” v v
Lack of awareness among medical providers v v
Lack of provider training 4 v




be obtained by accessir{g 2xisting data or information and/or by generating new information.
For many disability populations which are unserved or underserved, existing information may
be inadequate to support fully a case for improving services to that population.

Advocacy organizations can be an important source of information regarding specific
disabilities. Often, these groups not only amass published information related to the disability
but also gather prevalence data and/or document the need for additional services themselves.
In these instances, advocates may wish to embark on the process of generating new data by
conducting needs assessment studies. Finally, it may be helpful for advocates to research
strategies which have been effectively used by other disability populations in demonstrating their
status as unserved or underserved. These strategies include various kinds of advocacy efforts
ranging from providing public information to lobbying at the national level.

Some disability populations have been successful in securing enhanced services by mobilizing
the families of individuals with a particular disability as spokespersons and advocates. Still other
populations have benefitted from instituting state-level and/or national mandatory reporting
systems or registries in order to demonstrate the inc*Jence of the specific disability. Other
strategies have included designating specialized counselors and/or state coordinators who focus
on a specific disability within the state-federal vocational rehabilitation system. Having
specialized counselors often enables the system to identify a greater number of individuals who
are desirous of receiving services but who have been reluctant to enter the system because of
a fear that their needs would not be met. Research can also be conducted to demonstrate the
cost-effectiveness of services which have been provided pointing to favorable outcomes such as

competitive employment, reduction of dependence on public aid and Social Security payments,
and contribution ‘o the tax base.

Developing Suggestions for Enhancing the Delivery of Services

Once a case has been made that a particular disability population is underserved according
to the RSA and IRI criteria, it then becomes incumbent upon advocates for that population to
give constructive suggestions to the service delivery system as to how to include and better serve
the population. Advocates need to develop specific recommendations in three general issues
categories: () policy; (b) practice; and (c) training, education, and development. In order to
assist advocates in building specific recommendations, this Prime Study Group has identified a

number of factors in each of these three categories which are typically of concern to unserved
or underserved populations.

Policy Issues. Issues related to policy at both the national and state levels are often of
concern to disability groups. Service delivery practices are also affected by policy outlined by
the federal and state programs. For example, policies related to order of selection may
inadvertently exclude some individuals from receiving needed services as may policies related
to the definition of severe disabilities. Also, policies related to order of selection mandate that
state agencies serve first those persons who have severe disabilities.

Another eligibility issue which may be troublesome relates to the definition of substantial
impediment to employment. Members of some disability populations believe that they are
unserved or underserved and that their disability does, in fact, interfere with obtaining and
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maintaining gainful employment. However, the agency or specific agency counselors may not
agree.

Still other disability populations cite difficulties in obtaining needed services which result
from the medical coding system. In such instances, no code or insufficient coding may make
it difficult to document the need for additional services and/or to monitor the effectiveness of
services rendered to the population.

Federal priorities related to research also affect unserved and underserved populations.
Researchers may be discouraged from embarking on or pursuing studies related to a particular
population when federal priorities exclude or inadequately focus on that group. Without access
to adequate research findings, it is difficult for an unserved or underserved group to document
its status. A lack of research on issues related to a particular disability may also impede the
improvement of services to that population, particularly when little information exists regarding
the most effective methods of providing services to that population.

In some cases, the organizational structure of the state-federal vocational rehabilitation system
may contribute to maintaining a cendition of being unserved or underserved. Some disability
groups have found it useful to advocate for a special office within RSA that focuses on
enhancing services to a specific disability population as in the Office on Deafness and
Communicative Disorders. It is not feasible to set up an office for each disability. However,
it may be advantageous to consider some type of administrative office that has oversight
regarding disability populations that are at risk of being unserved or underserved. This type of
strategy may be particularly helpful with "hidden" disabilities, i.e., those which are not readily
visible and easily identified. In these cases, efforts may be needed to increase awareness and

sensitivity toward unserved and underserved populations among federal planners and policy
makers.

Inadequate involvement of consumers and advocacy groups at the federal level has also been
a stumbling block for some unserved and underserved groups. The requirement of the state
rehebilitation advisory council may help resolve this concern.

Accessibility of vocational rehabilitation offices for a particular disability population is of
concern in ens..ing adequate services. Offices need to be located where consumers can reach
them with consideration being given to geographic dispersement and availability of accessible
transportation. Office space needs to be fully accessible with appropriate accommodations for
communication differences and needs.

Funds will be needed for replicating model service delivery systems for unserved and
underserved populations. Additionally, cooperative agreements are helpful in ensuring that the
expertise developed in model programs is provided in partnership with consumer or advocacy
organizations. It is also imperative that in-service training funds be allocated so as to increase

the knowledge and skills of service providers in reference to unserved and underserved
populations.

Finally, pr- gram evaluation strategies need io be implemented to track the effectiveness of
service delivery to unserved and underserved populations. In order to enhance services, it is
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incumbent upon the state agency to track the effectiveness and efficiency of services to these
groups and to empirically monitor improvements in service delivery.

Practice Issues. Practices need modification or enhancement at each stage of the
rehabilitation process in order to ensure adequate delivery of services. For example, case
finding efforts are need with unserved and underserved groups. Case finding should begin even
if the agency has a waiting list for services and is not actively involved in additicnal outrezch
efforts. Members of unserved and underserved disability groups are often not aware of services
which are available to them. Or, they are hesitant to access services as the result of
misconceptions or stereotypes of the vocational rehabilitation process. If either or both are true,

extensive outreach efforts are necessary in order to inform and reassure the members of targeted
disability groups.

Once members of unserved and underserved groups access the vocational rehabilitation
system, it is essential that the entire vocational rehabilitation process accommodate the unique
needs of each group. Intake procedures need to be appropriate; intake settings should be
physically accessible; and the client’s communication needs must be met. Diagnostic procedures
need modification and/or new resources should be developed in order to enable appropriate
assessments of the clients’ strengths and liabilities. Highly individualized and comprehensive

assessment instruments are necessary as opposed to the use of a medically-oriented diagnostic
system for all clients.

Specific resources for technology, which will benefit individuals with the specific disability,
are developed. Counseling techniques are modified, and channels of communication are opened
between the counselor and the client so that issues related to the disability are freely examined
if the client so chooses.

Innovative «pproaches to placement are warranted for members of unserved or underserved
disability groups. Nontraditional employment strategies may be needed as well as extended
forms of support in employment. For some groups, postemployment services are necessary to
provide extended support, ensure retention, and open pathways for promotion and career growth,

Training/Education/Development Issues. It is necessary to provide opportunities for
professionals throughout the service delivery system to increase their knowledge about unserved
and underserved populations. Strategies for enhancing training, education, and development can
be initiated by several segments of the vocational rehabilitation system. RSA can establish
training priorities for short- and long-term training grants. When the training of specialists is
not warranted, efforts are made to examine how informaiion related to specific unserved or
underserved populations is infused into existing university curricula. The preservice training
programs are encouraged to develop and field test model curricula and to disseminate them to
all training programs. RSA staff may also benefit from training opportunities which would
enhance their own knowledge of these populations.

Both the National Institute on Disability and Rehabilitation Research (NIDRR) research
priorities and RSA special projects and demonstration grants should address issues related to
underserved populations. Particular emphasis is placed on the importance of disseminating
findings that increase the base of knowledge regarding populations identified as unserved or
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underserved. Regional Rehabilitation Continuing Education Programs (RRCEPs) should be
encouraged to disseminate products and information developed by Research and Training Centers
and other research which relate specifically to unserved and underserved populations.

Education is also needed for administrators and first-line supervisors to sensitize them to the
needs of members of unserved and underserved disability groups. Administrators and

supervisors need the information so they can modify the service delivery system in order to
enhance services to these groups.

CONCLUSION

This chapter has outlined a rationale for developing a case that members of a particular
disability group are unserved or underserved according to the RSA criteria. It has also
suggested areas within the overall vocational rehabilitation system where modifications may be
necessary in order to enhance services to a specific group. These suggestions have, thus far,
been presented in only a generic sense with the intent of providing parameters which advocates
for a particular disability group could examine and use as a point of departure in developing
their own case for enhanced services.

The following two sections of this document demonstrate the application of this model to two
specific disability populations: persons who are hard of hearing and persons with epilepsy. For
each disability group, a general discussion of myths and issues related to the disability is
presented, followed by suggestions for needed modifications in the service delivery system in
the areas of policy; practice; and training, education,and development. Finally, policy issues
are discussed and specific recommendations are presented for each of these two underserved
populations.
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Serving People Who Are
Hard Of Hearing
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Chapter 11

PEOPLE WHO ARE
HARD OF HEARING

An Underserved Disability Group

The purpose of this chapter is to present background information important in the
delivery of quality rehabilitation services. It will present the definition of hearing
loss and begin to identify the various factors contributing to being unserved or
underserved. Additional factors such as demographics, employment trend,
service delivery practices prepare the rationale to support the argument that
persons who are hard of hearing are at risk of not receiving any or receiving less
than adequate services.

As they do with many persons with disabilities, the practitioners must look
beyond the medical condition and functional impairments to the complex
environmental barriers: social stigma; discrimination; and lack of knowledge,
training, and basic communication access. This chapter will demonstrate that the
hard of hearing population merits a second look, not a view clouded by
stereotypes, biases, and misinformation. The reader will be encouraged to
approach this diverse population with a "new or improved" perspective--one based
on a genuine interest and wish to learn enough about the hard of hearing
population to make a difference.

HARD OF HEARING:
DEFINITIONS OF DISABILITY

The Rehabilitation Services Administration (RSA) defines hard of hearing as "a hearing
impairment resulting in a functional loss, but not to the extent that the individual must depend
primarily on visual communication” (RSA Statistics, 1991). The report extends the definition
by requiring the following three evaluations before reporting a person who is hard of hearing
as severely disabled. Unfortunately, specific levels of loss are not specified and are left to
interpretation by the state rehabilitation agency. In addition, functional issues must be

considered. (The vagueness of this determination of severe disability is further discussed in
Chapter V.)

1. Speech Reception Threshold (SRT): The softest level of sound at which a client
can correctly respond to at least 50 percent of a list of spondee (bi-syllabic) words.

2. Pure Tone Average (PTA): PTA scores are determined computing the average
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pure tone thresholds at 500 Hz, 1000 Hz, and 2000 Hz. For example, if the
thresholds are 60 dB at 500 Hz, 80 dB at 1000 Hz, and 90 dB at 2000 Hz, the pure
tone average would be 77 dB (6C + 80 + 90 divided by 3).

3. Speech Discrimination: A phonetically balanced word list is to be administered

ai the person’s maximum comfort level to determine the individual’s level of speech
determination.

) However, "hard of hearing" is much more that this clinical examination of hearing loss.

hearing ability is measured in SRT, PTA, and Speech Discrimination. However, it is also
influenced by nonclinical factors such as the client’s ability to communicate (El1-Khimai, 1986).
The factors used in determination of whether a person with a hearing impairment is hard of
hearing is based on medical diagnostic assessment. However, it also uses the client’s perceived
limitations caused by the hearing impairment as part of the assessment of functional limitations.

In Table II-1, the degree of hearing loss in the speech range identifies variations of loss
that affect not only speech patterns and speech discrimination but, most importantly, the ability
to learn, socialize, and adjust to the total environment (Porter, 1975).

Table II-1
Degree of Hearing Loss in the Speech Range (ISO)

A. Slight loss: loss of 20 decibels or less. Generally unnoticed; faint whispers may not be

understood.

B. Moderate loss: 20-40 decibel loss. Difficulty in hearing when tired or inattentive; in
distant theater seats; in the noise of general conversation; when articulation is soft or
poor.

C. Marked loss: 40-60 decibel loss. Considerable difficulty in hearing conversation unless

voice of speaker is raised, distance is small, and conversation is with one person.

D. Severe loss: 60-80 decibel loss. Extreme difficulty in understanding even shouted

conversation. Speech and language cannot be learned normally by children with this
amount of loss.

E. Profound loss: over 80 decibel loss. Extreme difficulty not oniy in understanding
shouted conversation but even in hearing the sound of the voice.

Orientation to Deafness
Deaf Reference, 1978




Causes of Loss

Hearing impairments result from disease, trauma (including aural trauma), congenital
causes, and unknown factors. These can cause neurological (sensorineural) deafness, conductive
hearing loss, and mixed (conductive and congenital-neural) hearing loss. Hearing loss can be
caused by tumors or brain damage from conditions such as cerebral hemorrhages that affect the

auditory pathways from the auditory nerve through the brain to the outer temporal lobe
(Orientation to Deafness, 1578; Porter, 1975).

Treatment Issues

Otitis media (infection of the middle ear) and otosclerosis (calcification of the bones of
the middle ear) are examples of diseases that can cause conductive hearing losses. They can be
treated by either surgery or other state-of-the-art technologjical treatments (Karmody, 1986).

Medical treatment for sensorineural hearing loss is rarely of value. Sensorineural hearing
loss is generally treated with hearing aids, which are helpful but limited. Simply put, and unlike
eye glasses, a hearing aid is only an amplifier of sound. It does not restore normal hearing.
It typically amplifies all sound including background noise, not just speech.

Language Acquisition in Relation to Vocational Functional Limitations

The age of the client at the onset of hearing impairment is an important component to
his/her language acquisition, extent of communication, educational achievement, and vocational
objective determination. For a discussion of how hearing alters language acquisition, the reader
is referred to Kretschmer and Kretschmer (1986). The problem of communication effectiveness

will depend upon the time of onset of the loss and/or how early the loss was diagnosed and
treated:

In moderate impairment, if the problem began before language and speech were
fully developed, and habilitation/rehabilitation measures were not.employed, . .
. both speech and language may be impaired . . .

The effects of severe hearing impairment . . . language will probably be
affected. The means of understanding may be dependent upon hearing with use
of (aids) . . . The primary means of communication may shift from speaking-
hearing because auditory discrimination is affected to some degree (Porter, 1975).

Table II-2 outlines the various categories in differential onsets of hearing loss. The terms
prevocational and postvocational are RSA terms indicating whether or not the person was
employed prior to the hearing loss (RSA, 1991).

Vocational functional limitations determine to what degree the level of hearing loss will
affect placement efforts. It is based on reports by the rehabilitation counselor,
otological/audiological medical reports, and the person’s perception of vocational interference




Table II-2
Differential Onsets of Hearing Loss

1. Prenatal Before birth: heredity, maternal illness, infection. |

2. Natal At birth: anoxia, birth injuries, infection, accident.

3. Postnatal After birth: childhood illnesses and accidents.

4. Prelingual Before language is learned (usually interpreted to
mean before 4 years of age).

5. Postlingual After language is learned.

6. Prevocational Before beginning a career (interpreted as prior to 19
years of age).

7. Postvocational After initiating a career (after 19 years of age).

Orientation to Deafness
Deaf Reference, 1978

(of hearing, i.e., residual hearing). Usually functional limitations will not result in substantial
vocational impairment with:

1. No functional hearing in one ear but with a mild hearing impairment in the
other ear.

2. An unaided loss of less than 25 decibels in the speech range in each ear.

(Michigan Casework Operations, 1992)

A tool used in Michigan as an aid to determine functional limitation in cases of hearing
loss is the McCarthy-Alpiner Scale (see Appendix B). The form, completed by the client and
the counselor, can be used by the medical examiner for validating the medical results of loss.
It can also be used by the counselor to act as a guide for assessing vocational limitations or
barriers to employment (Michigan Casework Operations, 1992). Consideration sho.ild be given
to the effects of impaired hearing in occupational settings such as impaired ability to localize

sounds, which have a direct bearing in relationship to his occupational environment and job
duties (DeLorier, 1977).

Consumers define "hard of hearing" as persons having a hearing loss ranging from mild
to profound but who can still benefit from amplification. Their speech is adequate for
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commurication, and they use, however imperfectly, the auditory mode to receive
communications.

An invisible condition without external evidence, such as signing, places people who are
hard of hearing in limbo (Stone, 1987). From an audiological perspective, the effects of a 50
dB hearing loss seem less problematic than the effects of a 90 dB loss, or deafness. This is
further implied by the definition of a person who is hard of hearing as one who, generally with
the use of a hearing aid, has residual hearing sufficient to enable successful processing of
linguistic information through audition. However, when secondary rehabilitation needs are
considered, it becomes apparent that the definition minimizes adjustment problems of many
persons who are hard of hearing, who often are not successful at processing linguistic
information (Harvey, 1989).

The distinction among "hard of hearing," "deaf," or "hearing-impaired" often depends
upon the viewpoint of a given professional, policy, social indicator, or audiological criteria.
There is no standard definition to help rehabilitation specialists decide which hard-of-hearing
person has an impairment which seriously limits one or more functional capacities in terms of
employment.

Problems with definitions are first felt by people who are hard of hearing when they
present themselves for services. The federal-state rehabilitation program uses a coding system

which is exclusionary to hard of hearing persons (i.e., 55 dB loss or greater to be coded severely
disabled).

For example, most "deaf” persons in these United States are not deaf but are actually
"late deafened adults” (Schein & Delk, 1974; Brown, 1991). Many lose their hearing rapidly
and do not know sign language. Because they don’t know or use sign language does not mean
they are less in need of assistance.

PSYCHOSOCIAL ISSUES

An estimated two million people in the United States are categorized as deaf. An
additional 18 million persons who are hard of hearing must cope and adjust to uninvited onset
of hearing loss" (Orlans & Meadow-Orlans, 1985). Helen Luey (1986) points out that "hearing
loss is no respecter of personality, social skills, supports, or status.”

This segment on psychosccial factors to hearing loss addresses the characteristics and
behaviors that are prevalent in persons with severe hearing loss. The onset of hearing loss
impacts on the natural developmental process of an individual. It impacts on the individual's
self-identification, family interaction, societal expectations, and coping mechanisms. In short,
it interfere with rehabilitation planning and vocational adjustment.

The psychological and sociological dynamics that affect individuals with hearing loss
impact on all components of personal and life development. The diagnosis of hearing loss, no
matter when the age of onset, places the person and family in a complex state of emotions that
may take several years of adjustment that may or may not succeed. Ramsdell ( 1963) points out

21

D

¢
28




that hearing loss produces a psychological impairment more basic and severe than the difficulty
in communication. Adjusting to a hearing loss can parallel the typical reaction to severc

disability where the stages of recovery follow the pattern of shock, denial, anger, and finally
adjustment.

Denial is the primary reaction to hearing loss. For example, "You talk too softly " or
"It’s too noisy for anyone to hear" are typical comments. The denial factor further results in
isolation and withdrawal from society for the afflicted. The underservedness is, in part, self-
induced in that some individuals refuse referral to rehabilitation during this stage of recovery.
The person who is hard of hearing is constantly secking the right balance between accepting
responsibility and asking for help (Luey, 1986). This search is due to adverse cultural attitudes
and ignorance about the nature of hearing loss itself (Gilmore, 1982). The individual is
influenced by reaction from medical and allied health and mental health agencies (Johnstone,
1991-92). The family’s lack of acceptance also contributes to the gap between outreach and
rehabilitation as well as to psychosocial adjustment.

The isolation and withdrawal feature presents outreach challenges for the vocational
rehabilitation practitioner. The inability to identify the hard-of-hearing population--unlike the
deaf community which has a defined cultural base from which to tap--presents problems for case
finding efforts. Difficulty in identifying the group also presents challenges to the vocational
rehabilitation practitioner to best determine the needs of this group, particularly for developing
case management and best practices strategies.

Common forms of behavior among people with impaired hearing are avoidance, fear of
being misunderstood, breakdown of communication, withdrawal, mounting problems with
telephone usage, social and recreational withdrawal, mood swings, anger, guilt, depression, and
feeling "left-out" (Himbel, 1989; Johnstone, 1991-92). In short, hearing loss is intrusive in all
facets of life. Persons with reduced hearing are not a psychologically homogeneous group
(Meadow-Orlans, 1985; Stone, 1987). The psychological effects include depression and
withdrawal with resultant isolation, as well as irritability, fatigue, nervousness, fearfulness, and
anxiety (Thomas & Herbst, 1980; Thomas, 1984; U.S. Congress, 1986; Vesterager, Salomon,
& Jagd, 1988). Aside from receptive communication barriers, secondary problems reported by
hard-of-hearing people include feelings of depression (not necessarily at the clinical level),
suspiciousness, peculiar and serious personality changes, and feelings of rejecti *n. Ramsdell
(1978) described three psychological levels of hearing: (a) the social level (to communicate, use
language); (b) the signal, or warning level; and (c) the most basic level, the auditory
background of all daily living. These incidental background noises maintain our feeling of being
part of a living world and contribute to our own sense of being alive.

The symptoms that a person who is hard of hearing exhibits are determined, in part, by
the environment in which that person lives. The level of acceptance and coping mechanism plcy
an integral role in the person’s ability to cope later in life. The underserved category would best
identify the unidentifiable; how the hard of hearing population, who by nature of their
experience, will react to the mainstream.

For the person who is deaf or hard of hearing, rejection becomes a way of life (Low,
Dalecki, & Alan, 1991). There becomes a subconscious way of life which degenerates into
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passivity and not belonging. These characteristics and attitudes filter into the work place if the
individual is employed at the time the hearing loss occurs. Therefore, in an employment
situation, certain behaviors observed by hearing co-workers of the hard-of-hearing worker may
be seen as expressions of stubbornness, arrogance, or absent-mindedness (Reichtberg, 1989).
However, they are coping mechanisms the persons have learned to use in order to adjust to a
particular environment. Lack of assertiveness in addressing their needs in the worksite, staying
in their positions or tasks after acquiring skills that could lead them into other challenging job
tasks, or quitting the job are ways in which the persons "may simply relinquish their jobs rather
than fight through the adjustment process needed to keep them in the work force as productive
employees" (Melton, personal communication, 1989).

The individuals with a hearing impairment struggle to position themselves in the family
unit. Family members complain of high levels of noise (e.g., TV or radio turned up), constantly
asking the individual to repeat, or becoming frustrated when attempts with communication
become difficult. These problems eventually motivate the person to seek help.

That the person who is hard of hearing has negative attitudes and difficulty accepting
his/her own hearing loss is a reflection of prevailing societal attitudes (Ramsdell, 1978). The
stigma associated with hearing loss encourages people who are hard of hearing to hide their
hearing loss and consequently not seek help. The attitudes of the hearing public, including many
rehabilitation people, set up a system of negative reinforcement, whereby these societal attitudes
and behaviors (employment discrimination, prejudice, irritability, patronizing behaviors,
bewilderment, etc.) encourage people who are hard of hearing to be evasive about their hearing
loss. Younger persons who are hard of hearing and hearing people equate hearing aid use with
aging which has a secondary negative connotation to this diminished physical capacity.

Family members may not comprehend, nor have the knowledge of available resources,
or support mechanisms that can help the individuals work through the dynamics of their grieving
process. Denial reactions of the family manifest by becoming reactive, i.e., rejection of the
person with hearing loss by ignoring the issues. Rejection may be as subtle as brushing away
the individual’s attempts at participation in family discussions by ignoring the responses or
withdrawing from the afflicted family member with fears that this may happen to them
(Johnstone, 1991-92).

Individuals who are hard of hearing become frustrated with professionals "who should
know better” (Johnstone, 1991-92). The lack of sensitivity to or knowledge of hearing loss by
medical and allied health care officials, who do not remain current on the techniques and
strategies for adjusting to hearing loss, is resented. Their inability to provide resources or
address the problem is a common complaint by the person who seeks help.

Most importantly, the social self-concept of the person who is hard of hearing is not the
same as the social self-concept of the person who is deaf. Both have similarities in terms of
degree of hearing loss, level of education, and the difficulties they face. However, deaf
communities have developed out of a response to negative experiences whereby the hard of
hearing who try to deny or hide their losses tend not to join organizaiions and make efforts to
blend into the hearing world (Weisel & Reichstein, 1990).
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Less than one percent of the persons who are hard of hearing learn sign language. The
hard of hearing population, unless currently familiar or part of the deaf community, is estranged
from that particular cultural base (Stone & Fennell, 1990). Communication facilitation, or
methods used to develop the communication process, is the determining factor in building self-
esteem. Referral to an aural rehabilitation specialist with periodic follow-up on the client’s
progress may be in order. The rehabilitation counselor needs to work with the aural
rehabilitation specialist to determine techniques to aid the person who is hard of hearing on how
to use the newly acquired or enhanced speech reading skills on the worksite.

'The dynamics of losing one’s hearing are equivalent to any significant loss. There are
adjustment stages experienced that range from denial to acceptance. The length of each stage
will depend on the age of onset, coping mechanisms to stress, and the availability of support
systems. The underservedness identification of this group is primarily based on psychosocial
components, that is, the characteristics and behaviors of the hearing impaired that appear to be
prevalent with this population. The afflicted person’s reaction to the hearing loss may be self-
induced or based on societal attitudes. In either event, denial and withdrawal are the two
elements that make rehabilitation efforts difficult both in developing outreach strategies to
identify this population and finally providing service to this group.

Systems established to serve the hard of hearing have not proved to be effective.
Traditional attitudes coupled with lack of sensitivity to the person’s needs by the community,
employer, or possibly the counselor only broaden the gap.

Both the rehabilitation counselor and the client need to become familiar with support
groups such as Self-Help for the Hard of Hearing Person (SHHH) and the Association of Late-
Deafened Adults (ALDA). Both groups have available materials and information which will
be helpful for the professionals serving this population and for the clients. If SHHH or ALDA
have local chapters, persons who are hard of hearing should be encouraged to attend meetings.
Much encouragement may be needed if the client feels that his/her presence would not benefit
the support group or him/herself.

DEMOGRAPHICS

Discussion of the number of peonle who are hard of hearing is difficult. Until very
recently, the statistics listed persons who nave hearing difficulty into one group--the hearing
impaired. Persons who were deaf and those who were hard of hearing were combined. Jerome
Schein (1991) bluntly suggests that policy-makers who do not differentiate and enumerate
carefully the deaf/hard of hearing population lack adequate motivation to rehabilitate them. A

more charitable statement would suggest that the rehabilitation statistical system is not
sophisticated.

Data coilection systems provide very consistent, valid information about the hard-of-
hearing population (Hotchkiss, 1989; Reis, 1982). National studies tell us there are about 26
million persons with hearing loss in the United States (Hotchkiss, 1989; Reis, 1982; Reis, 1983).
The national data base studies (National Health Interview Survey) give us a conservative and
consistent frame of reference; these data can be used in a valid manner to point out the
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characteristics of the hard-of-hearing population and to qualify and support policy agendas.

Hearing loss (not deafness) is one of the most prevalent chronic health conditions in
America (Adams & Hardy, 1989). For persons who are hard of hearing, age 45 and above, the
prevalence is greater than that of other major disabling conditions, roughly 22 million people.
These data should serve to empower people who are hard of hearing (Adams & Hardy, 1989).

As can be seen in Table II-1, the incidence of hearing impairment increase dramatically with
age.

Table II-3
Estimates of the Reported Prevalence of Hearing Impairment in
the Population by Age Group, United States, 1987

Rate Per
Age Group Number Thousand
Total 20,994,000 88.0
Under 18 years 1,012,000 16.0
18-44 years 5,529,000 54.1
45-64 years 6,098,000 135.6
65 years and over 8,355,000 296.8
65-74 years 4,582,000 264.7
75 years and over 3,773,000 ' 348.0

Source: National Center for Health Statistics, Data from the National Health Survey, Series 10,
Number 166, Tables 57, 62, 1988.

Significant Demographic Information
The following are specific statistics found in the research literature:

1. There is a relatively and consistently smaller deaf (as opposed to hard-of-hearing)
population of around 500,000 (Brown, 1991; Hotchkiss, 1989; Schein & Delk,
1974).

2.  There is an increasing trend in adult-onset hearing loss due to the aging population
(the incidence and prevalence of hearing loss is age related). As the population
ages, substantial and bilateral loss will become relatively more prevalent (Brown,
1991; Hotchkiss, 1989; U.S. Congress, 1986).
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3. There is a decreasing trend in early-onset or congenital hearing loss due to
declining numbers of births and epidemic threats; this is true for prelingual partial
hearing loss as well (Gallaudet University, 1992; Northern & Downs, 1984).

4. Over 98 percent of the deaf and hard of hearing population has acquired hearing
loss (Adams & Hardy, 1989; Brown, 1991; Hotchkiss, 1989; Krain, 1991; Reis,
1982; Schein & Delk, 1974).

5. Tinnitus appears to be associated with hearing loss, increases with age (Brown,
1991), and can also be associated with one’s decision to use a hearing aid (one
which masks the ringing in the ears);

6. Partial hearing loss is on the rise and will be even greater in the future than now
due to lower mortality rates and high noise exposure in the United States (Adams
& Hardy, 1989; Brown, 1991; Krain, 1991). As the population ages, hearing loss
which is age related will increase.

The majority of Americans who are hard of hearing are older persons--2 large number
of whom have presbycusis and/or noise induced hearing losses. However more younger
persons who are hard of hearing are being found because of the "walkman" plienomenon.

Americans are living longer and are active into their eighties and beyond. These older
citizens account for an increase in the prevalence of hearing loss. They, too, can benefit
immensely from rehabilitation services {Corthell, 1990; Oyer, Kapur & Deal, 1976; Wood &
Kyle, 1983; Glass, 1983; Green, personal communication, 1992). They may have problems
hearing sounds of both low intensity and high frequencies, have poor speech discrimination, and
have reduced auditory comprehension (Brown, 1991; Darbyshire, 1984; Falconer, 1986; U.S.
Congress, 1986). They may also have a decline in other senses and other health problems.

Given this information, it is easy to understand how inappropriate the application of a
deafness (e.g., sign language and deaf culture as a requisite} model of vocational screening and
evaluation is for persons who are hard of hearing. Instead, the primary goalis of rehabilitation
for this population are to assist people who are hard of hearing in maintaining contact with the

social and physical environments and in improving communication with these environments
(Falconer, 1986; Hollander, 1982).

VOCATIONAL REHABILITATION ISSUES AND STATISTICS

Traditionally the rehabilitation literature contained occupational studies of persons who
are deaf, but not of persons who are hard of hearing. Mowry (1987) indicated the vocational
situation for the hard-of-hearing population is not clear. Only recently has research been
conducted on the specific characteristics of the occupational status of people who are hard of
hearing (Armstrong, 1991; Armstrong, 1992; Brown, 1991; Meadow-Orlans, 1985).

The Annual RSA Report for 1988 (latest available data) shows 3.3 percent of the persons
rehabilitated were deaf clients and 5.3 percent were hard of hearing (RSA, 1991, 1992). These
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statistics indicate an under-representation for persons who are hard of hearing as compared to
other participants (in terms of their population size).

National RSA data indicates all deaf clients were coded as "severely disabled" while 60
percent of the hard-of-hearing clients were similarly coded. The statistical reports do not
indicate why 40 percent of the hard of hearing were not coded severely disabled. RSA found
that the majority of their hard-of-hearing applicants/clients were post-vocationally hearing-
impaired. In 1988, about half of all those who were rehabilitated lost their hearing after age 19
(RSA, 1991; RSA, 1992). This data indicates that late-onset hard-of-hearing people are under-
represented in the vocational rehabilitation system. Of all hard-of-hearing applicants for
vocational rehabilitation services, nearly half were competitively employed at the time of

application, compared to nearly 17 percent of all vocational rehabilitation applicants for services
(RSA, 1991, 1992).

Homemaker Phenomena. Another interesting artifact of the vocational rehabilitation
hard-of-hearing statistics is the number of persons who are hard of hearing closed as
"homemakers" compared to all applicants for state vocational rehabilitation services. While 4
percent of the general vocational rehabilitation population are homemakers, nearly 20 percent
of all applicants who are hard of hearing were clased in this occupation.

Restorative Devices. Restoration services were provided to nearly 90 percent of
rehabilitated clients who are hard of hearing, compared to 37.3 percent of all other rehabilitated
clients. The RSA data further suggests that few of these hard-of-hearing persons received any
rehabilitation intervention other than hearir.z aid(s).

Other Services Received. Fourteen percent of the clients who are hard of hearing
received training services, compared to provision of training to nearly 56 percent of all other
disabled persons rehabiiitated in 1988 (RSA, 1991).

The average cost per rehabilitation case (status 26) for nonhearing impaired vocational
rehabilitation clients was twice that allocated to hard-of-hearing clients (hard-of-hearing [HOH]
received $906 per case; deaf clients averaged $3,102). The picture is similar for duration of
cases. The average total time spent in the system by persons who were hard of hearing was less
than the general vocational rehabilitation population; the time spent on deaf clients was longer
on the average. This disparity in service provision may te partially due to differences in
severity of the disability.

Points to Consider

The following points are emphasized based upon the above referenced data base analysis
and recent national analysis of people who are hard of hearing:

e  The vocational rehabilitation outcome for a significant portion of the persons who
are hard of hearing is not to obtain a job, but to maintain their existing job status.

o  Although prosthetic devices are most likely to be prescribed by vocational
rehabilitation counselors as the means for rehabilitating people who are hard of
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hearing, 93 percent of HOH persons from a national (representative) study reported
that hearing aids alone are not sufficient to eliminate communication problems
(Armstrong, 1992).

® Hearing females stay in the labor force on the average nine years longer than
females who are hard of hearing; the average age of retirement for females who are
hard of hearing is age 40 (Armstrong, 1992).

¢  Persons who are hard of hearing are under-represented in the labor force.
Compared to hearing females, 17 percent more females who are hard of hearing
aged 45-54 are likely to exit the labor force. This may be due to lack of job
accommodation and rehabilitation resources (Armstrong, 1991; Armstrong, 1992).

®  Persons who are hard of hearing aged 45-61 are more likely to use disability

benefits than hearing persons (38 percent compared to 21 percent) (Armstrong,
1992).

®*  When males who are hard of hearing have access to retirement benefits, they are
more likely than hearing persons to retire prior to age 65 rather than remain in the
labor force (Armstrong, 1992).

®  People who are hard of hearing with health problems are more likely to collect
disability benefits; hearing loss combined with poor health interferes with their
ability to stay in the labor force (Armstrong, 1992).

®  People who are hard of hearing in jobs requiring communication skills experience
lower levels of income. They also tend to be in jobs that have lower education
requirements (Armstrong, 1991).

¢  Males who are hard of hearing who are well matched for their jobs stay in the work
force at the same rates as their hearing peers (Armstrong, 1992).

¢  Females who are hard of hearing experience higher rates of depression than their
hearing counterparts (Armstrong, 1991).

FACTORS CONTRIBUTING TO BEING UNDERSERVED

Lack of Rehabilitation Collaboration. The tendency to prescribe hearing aids with no
concomitant counseling is of little use to hard-of-hearing people (Armstrong, 1992; Berkowitz,
1975; Falconer, 1986; Oyer, Kapur, & Deal, 1976). Although it has been argued by some that
hearing aids, when combined with appropriate informational counseling, are a great help
(Mulrow et al., 1990), counselors rarely ensure that hard-of-hearing consumers receive adequate
counseling (e.g., to understand ambient noise, lack of voice discrimination, to adjust to the aids,
and maintain the aid). Part of the problem is lack of collaboration or a systemic approach
among rehabilitative personnel (Falconer, 1986; Harvey, 1989; Lass et al., 1986). Other
necessary components of the service loop for people who are hard of hearing are insufficiently
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utilized (e.g., family members, audiologists, self-help and consumer groups, service agencies).

Inadequate Knowledge of Technology. Both vocational rehabilitation counselors and
clients who are hard of hearing often lack knowledge about the various types of technology that
are available. Nor do they understand how this technology, if appropriately used, can assist
in the client’s adaption to hearing loss. These technological devices can be extraordinarily
important aids in the rehabilitation effort.

One of the barriers to improved use of such technology is the absence of effective
marketing avenues for easy access to this technology. One could argue that these marketing
avenues will not improve until there is greater awareness of the potential benefits of the
technology. Markets improve with demand; therefore, well-informed service providers and
clients who are hard of hearing should demand more effective use of existing technology as well
as further development of even better assistive devices. Captioning of television and films is

an example of a growing technology which has been responsive to consumer awareness and
demand.

Communication Barriers. It is well-established in the audiological literature that the
communicative ramifications of early-onset partial hearing loss are significant (Davis, 1990;
Northern & Downs, 1984; Ross, 1991). The ramifications may be misunderstood particularly
by counselors not trained to work with persons who are hard of hearing (Lass et. al., 1986).
Partial hearing loss results in receptive communication delays and some expressive disorders,
depending upon the age of onset. Even mild hearing losses can have adverse effects on a
person’s functioning. Due to the role hearing plays in language and speech acquisition, partial
hearing loss has been known to cause lower school achievement, communicative disorders, and
developmental delays (Northern & Downs, 1984).

Late-onset hearing loss results in receptive communication problems and eventually can
lead to expressive difficulties. Primary rehabilitation needs are aural-oral rehabilitation and
appropriate counseling, inciuding referrals to self-help groups and agencies that provide
assistance in getting low-cost assistive technology and/or hearing aids. Receptive communication
barriers crosscut the school, work, family, and social environments. They may lead to
secondary rehabilitation needs in the areas of health care, work place modification and
accommodation, and job re-training. Self-advocacy/assertiveness training, education, and family
counseling may be indicated. Lack of community resources leads to further social ramifications
such as early retirement, underemployment, and higher rates of mental illness (Armstrong, 1991;
Armstrong, 1992; Brown, 1991; Mowry, 1987; Pollard, 1987; Wood & Kyle, 1983).

Secondary Health Problems. There is specific evidence in the research and literature
from numerous fields that hearing loss creates secondary health problems (Armstrong, 1992;
Berkowitz, 1975; Brown 1991; Falconer, 1986), that in turn affect job performance and one’s
ability to stay in the work force. Partial hearing loss is significantly associated with higher
scores on sickness impact profiles (Thomas, 1984). Adult-onset hearing loss is an important
functional determinant of health, social, and family life (Armstrong, 1991; Darbyshire, 1984;
Ress, Lichtenstein, Logan, Burger, & Nelson, 1989; Bess, Lichtenstein, & Logan, 1991).

Physical Plant. Section 504 of the Rehabilitation Act of 1973 and the recently enacted
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Americans With Disabilities Act require physical access to public buildings, services, and
programs. These laws will require that vocational rehabilitation offices or other agencies
covered under these laws make compliance efforts beyond Telephone Devices for the Deaf
(TDDs) and telephone amplifiers. Important to the accommodation of clients who are hard of
hearing are (a) interview/counseling settings free from background noise and distractions, (b)
movable furniture which will enable direct line of vision, and (c) maximum use of good lighting.
The vocational rehabilitation facility should provides assistive listening devices such as induction
loop systems, infrared units, or FM units to assist people who are hard of hearing in their
communication. These devices are particularly helpful in many employment setting (e.g., staff
meetings, in-service training).

SUMMARY AND CONCLUSIONS

The problem of underservedness crosscuts a number of areas. There is an extreme lack
of communication and collaboration across disciplines, including lack of outreach to persons who
are in direct contact with persons who are hard of hearing. Persons who are hard of hearing
do not enter the system in the same manner as deaf consumers. Public schools, post-secondary
settings, physicians, geriatric settings, audiology and speech clinics, mental health settings, and
consumer organizations are vital in the effort to integrate people who are hard of hearing into
the mainstream of society (Darbyshire, 1984; Ross, 1991; Castle, personal communication,
1992). )

If a person who is hard of hearing is found eligible, then the issue of understanding the
range of rehabilitation services that are needed beyond the hearing aid come into play (Trychin,
personal communication, 1992). Current practices in purchase of restorative devices and
"homemaker” closures need to be addressed. More emphasis on addressing the value and uses
of assistive technology in the work place is called for. Workers who are hard of hearing in high
communication job settings urgently need appropriate counseling and information about assistive
technology to maintain appropriate employment.
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Chapter 111

POLICY AND PROCEDURE

This chapter will discuss the current policy and procedures in vocational
rehabilitation as they impact persons who are hard of hearing. At the federal
level will be discussed two statutory compliance issues: order of selection and
accessibility. Also discussed are priorities in research and training, the impact
of adding a position that attends to issue of concern to persons who are hard of
hearing, and oversights of state agencies. At the state level, the chapter will
cover cooperative agreements, consumer empowerment, in-service training, order
of selection, and program evaluation.

FEDERAL POLICY AND PROCEDURE

Statutory Compliance Issues

Order of Selection for Services. If an agency determines that it is unable to serve all
eligible individuals who apply, it must, under The Vocational Rehabilitation Act of 1973, as
amended in 1992!, assure that those individuals with the most severe disabilities are selected
for service before individuals with less severe disabilities. While new regulations have not been
developed for the amendments, current regulations for order of selection purposes (Rehabilitation
Services Manual, Chapter 2501.08- Order of Selection for Services Guidance- 1992), require
that the determination of severe handicap [disability] for an individual with impairments is to be
made within the context of the statutory and regulatory definition of "individual with severe
handicaps [disabilities]. As stated in the 1992 amendments:

(15) (A) ... [For the purpose of Title I, the basic state grants program] the term
“individual with a severe disability” means an individual with a disability . . .

(i) who has a severe physical or mental impairment which seriously limits
one or more functional capacities (such as mobility, communication, self-care,
self-direction, interpersonal skills, work tolerance, or work skills) in terms of
an employment;

(i) whose vocational rehabilitation can be expected to require multiple
vocational rehabilitation services over an extended period of time; and

(iii) who has one or more physical or mental disabilities resulting from
amputation, arthritis, autism, blindness, burn injury, cancer, cerebral palsy, cystic
fibrosis, deafness, head injury, heart disease, hemiplegia, hemophilia, respiratory

<

'Bracketed information throughout this chapter indicates changes in language introduced in amendments or to
clarify statements for reader. Bold emphasis added throughout definition to emphasize functional areas that apply
to hard of hearing. Ve
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or pulmonary dysfunction, mental retardation, mental illness, multiple sclerosis,
muscular dystrophy, musculo-skeletal disorders, neurological disorders (including
stroke and epilepsy), paraplegia. quadriplegia and other spinal cord conditions,
sickle-cell anemia, specific learning disabilities, end-stage renal disease, or
another disability or combination of disabilities determined on the basis of an
assessment for determining eligibility and vocational rehabilitation needs
described in subparagraphs (A) and (C) of paragraph (22) to cause
comparable substantia! functional limitation.

(15) (B) For purpose of title VII [Independent Living], the term "individual
with a severe disability" means an individual with a severe physical or mental
impairment whose ability to function independently in the family or community
or whose ability to obtain, maintain, or advance in employrnent is substantially
limited and for whom the delivery of independent living services will improve the
ability to function, continue functioning, or move towards functioning
independently in the family or community or to continue to employment,
respectively.

(15) (C) For purposes of section 13 [Community Based Programs] and title
IT [Research], the term "individual with a severe disability" includes an individual
described in subparagraph (A) or (B).

Current RSA policy guidance, RSM Chapter G2501.08, page 19, further clarifies that
it is this

combination of functional limitations and the need for multiple services over an
extended period of time that determine severity of handicap [disability]. Thus,
determining severity of handicap [disability] for order of selection purposes,
differs from the routine determination of severe disability for RSA-911 reporting
purposes.
This is an important distinction since in many instances persons who are hard of hearing are
automatically excluded from services. Often an order of selection is imposed because the RSA-
911 definition for "severely disabled hard of hearing" is incorrectly applied instead of the
statutory definition for "individuals with severe handicaps [disabilities]."

When one examines the definition of individual with severe physical disabilities, it
becomes apparent that many persons who are hard of hearing would not meet the RSA-911
coding definition audiologically. However, these same individuals might well be “severely
impaired” functionally in their employment situation and thus meet the definition for the priority
population for receipt of services under an order of selection. The opposite may also be true--a
person may meet the RSA-911 coding definition audiologically but have a mild functional
impairment. For example, an individual who has been hard of hearing over a long period of
time, who has already made the necessary job task and job site modifications, who is
appropriately coping, and who needs only a replacement hearing aid would not meet the
definition and should not be served in an order of selection situation. On the other hand, an
individual, perhaps with a less severe hearing loss, who is in need of counseling for stress and
coping skills, who needs job task/site assessment and modification, and who needs assistive
listening device(s), in addition to a hearing aid, may well be considered an "individual with
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severe handicaps." This latter individual should be in the priority group under an order of
selection for services.

Like all other aspects of the vocational rehabilitation program, one must look at the
individual and his or her individual functional limitations, employment impairment, and scope
of service needs to determine eligibility and severity of handicap. It is not possiblie to make such
determinations based on audiometric diagnosis alone.

Accessibility. Section 504 of the Rehabilitation Act of 1973, as amended, and the
Americans With Disabilities Act both require communication and technological accessibility in
all aspects of vocational rehabilitation programs and services. Compliance, as it affects clients
and staff who are hard of hearing, relates to both staffing and physical plant considerations.

Staff. State vocational rehabilitation agencies should employ counselors who have the
specialized knowledge and communication skills needed to effectively assess and serve
- individuals who are hard of hearing. In many instances, clients who are hard of hearing are
viewed as "easy hearing aid cases," and referrals are distributed among generalist counselors.
Because the hard-of-hearing person’s speech is readily understood, it is erroneously assumed that
the person who is hard of hearing will understand the counselor without any special
communication considerations.

In other instances, clients who are hard of hearing are assigned to the office "deaf
specialist” counselor, who is assumed to understand the needs and service options for all persons
who are hearing impaired. "Deaf specialist” counselors are (or should become) highly skilled
in deafness rehabilitation and communication modalities associated with deafness. Unfortunately,
many specialists have little understanding of the very different psychosocial, communication, and
technological needs of their clients who are hard of hearing.

Staff (from receptionist to counselors) need training in how to communicate with persons
who are hard of hearing. Poor communication habits such as covering the mouth, failure to face
the client, smoking, and beards and moustaches covering the lips need to be eliminated. If not,
the communication problems are compounded as persons who are hard of hearing rely heavily
upon visual and auditory clues. A counselor’s speech impairment or impediment will compound
the communication problems. Some clients who are hard of hearing may require reassignment
to counselors whose speech they can readily understand.

Physical Plant. Many vocational rehabilitation agencies have made compliance efforts
in the form of TDDs and telephone amplifiers. Seldom provided, but equally important to the
accommodation of clients and staff who are hard of hearing, are interview/counseling rooms free
from background noise and distractions. Such rooms ideally are equipped with moveable
furniture enabling direct line of vision and maximum use of lighting. Even rarer are facilities
which provide assistive listening devices such as loop systems or FM units to assist clients and
staff who are hard of hearing in their communication. Offices that serve persons who are hard

of hearing should be equipped with one or more assistive listening devices and staff trained in
its use.

r—




Priorities in Research and Training

The federal government in 1992 recognized the need for research and training in order
to enhance the scope and quality of services for individuals who are hard of hearing. Priorities
were established and the request for proposal (RFP) was announced. The proposal called for

funding a three-year contract to conduct a national assessment of the rehabilitation needs of
individuals who are hard of hearing.

A one-year grant was awarded to the Arkansas Continuing Education program to develop
a curriculum to train vocational rehabilitation counselors who serve clients who are hard of
hearing. The grant called for training personnel in all regions of the country.

An RFP for a five-year hearing research center to conduct basic and applied hearing
research activities was promulgated. In 1992, a $6,000,000 grant was awarded to Oregon
Health Sciences University in Portland to support a hearing research center there. This Center
is under the direction of Dr. Jack Vernon and will conduct basic and applied research over a
five-year period, focusing on the rehabilitation of individuals with significant hearing loss.

The service needs of persons who are hard of hearing was selected as one of the areas
to be discussed in this IRI document on underserved vocational rehabilitation populations. It is
hoped that this is an indication that the unmet needs of persons who are hard of hearing are
beginning to be recognized.

As a result of the above projects, research and training needs will be identified and
prioritized that will further respond to the full scope of needs of clients who are hard of hearing.
The mandates of the Rehabilitation Act reauthorization, which places special emphasis on
underserved populations and on the use of rehabilitation technology in employment settings,
should keep hard of hearing issues at the forefront of research and training.

RSA Organizational Structure and Policy Development

Within the RSA there has long been an Office of Deafness and Communication Disorders
(now Deafness and Communicative Disorders Branch) that initially attended to the needs of
individuals who were deaf. In recent years it was recognized that the problems and needs of
individuals who are hard of hearing are different from those encountered by persons with early-
onset deafness. In response, the commissioner added a staff person whose responsibility is to
attend to the interests of persons who are hard of hearing. The addition of this position has
made a tremendcus impact on awareness of issues regarding rehabilitation of persons who are
hard of hearing. Policy, research, and training needs are now iden.i:ied on an ongoing basis.

In addition to a specialized staff person, there is an increasing mandate and need to
involve consumers and advocacy groups at the federal policy level. Representatives of groups
such as Self Help for Hard of Hearing People, Inc., and the Association for Late Deafened
Adults, in addition to grass roots consumers, can (a) enhance and lend credibility to policy
changes, (b) advocate for research and training priorities and the necessary funding, and (c) help
RSA interpret laws and develop policy as it relates to individuals who are hard of hearing. In
short, these consumers can greatly assist to increase awareness of and sensitivity to their
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disability among federal planners and policy makers.

Oversight of State Agencies

The RSA Central Office has identified persons who are hard of hearing as a separate
underserved population group that needs unique service intervention. RSA has demonstrated a
strong commitment to meeting these needs. They must now translate this commitment to the
state level. To accomplish this goal, training must be developed and delivered to RSA regional
office staff to increase their awareness of this disability and to gain a like commitment. Armed
with adequate knowledge, regional office staff will motivate states to provide appropriate
services to clients who are hard of hearing. The regional office staff can assure improved
services to persons who are hard of hearing by:

1.  Monitoring and review of State Plans and in-service staff development and training
plans;

2.  Regular case reviews and 911 data monitoring;

3.  Assuring that enhanced services are provided to each state’s population of
individuals who are hard of hearing; and

4.  Giving special attention in case reviews of states where an order of selection for
services is in effect. Attention should be given to whether or not the definition of
"individuals with severe handicaps" is being correctly applied to clients who are
hard of hearing.

STATE POLICY AND PROCEDURE

Cooperative Agreements

Historically, there has been an excellent cooperative effort between consumer groups
representing persons who are deaf and the Rehabilitation Services Administration. This has
resulted in an increased awareness of services which can be provided by vocational rehabilitation
on the part of the consumers who are deaf. State vocational rehabilitation agencies have also
developed an increased sensitivity to the rehabilitation needs of persons who are deaf. Over the
years, this interactive cooperative effort has resulted in the writing of several "Model State Plans
for Service to Persons Who Are Deaf." These plans have identified essential guidelines and
standards for staffing, training, and on-going development of rehabilitation initiatives to more

effectively serve that population group. Many state agencies have aggressively implemented
these standards.

A similar cooperative effort is also needed for persons who are hard of hearing. In 1987,
a joint statement of principles of cooperation was drafted by Self Help for Hard of Hearing, Inc.
(SHHH), the Rehabilitation Services Administration, National Institute on Disability and
Rehabilitative Research, and the Council of State Administrators of Vocational Rehabilitation.
(See Appendix C). This agreement was intended to stimulate the membership population of
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SHHH to become knowledgeable about vocational rehabilitation services te which they are
entitled. It was hoped the agreement would establish and foster a close working relationship
between the consumer group and the state program of vocational rehabilitation. In the
agreement, state agencies were encouraged to examine their commitment to serve persons who
are hard of hearing.

Relatively little progress has been made in the implementation of the initiatives suggested
in this original cooperative agreement. Further encouragement is needed to develop state/local
level cooperative agreements between state rehabilitation agencies and state chapters of persons
who are hard of hearing. Greater effort is needed to foster development of model programs in

which the partnership can result in expanded and improved services to this presently underserved
population.

Consumer Empewerment. Consistent with the objective of establishing cooperative
agreements is the need to actively seek out representation of persons who are hard of hearing
to serve on state vocational rehabilitation Consumer Advisory Councils. Parenthetically, the
sometimes complex reality of providing necessary communication accessibility, which will
enable a person who is hard of hearing to fully participate in an Advisory Council meeting, can
increase the awareness of the implications of having a hearing loss. Knowledgeable consumer
input can provide the state agency invaluable information on such issues as referral sources,
adaptive techniques, and technology used by persons who are hard of hearing. Input regarding
rehabilitation approaches that will enhance the employment and independent living opportunities
for this population should be sought.

In-Service Training. Ignorance is the predecessor to indifference, and indifference is
frequently at the core of why persons are underserved. Current caseload statistics of persons
who are hard of hearing reflect the underserved nature of this population. This often results in
a lower priority assignment on the in-service training calendar of the state agency for subjects
related to persons who are hard of hearing. Any state agency which will earnestly examine its
commitment to better serve persons who are hard of hearing will quickly appreciate the need to
also examine the associated knowledge base of counselors who deliver these services to persons
who are hard of hearing. Conscious, deliberate effort must be made to incorporate into the State

Plan for Human Resource Development appropriate in-service training focused on the needs of
persons who are hard of hearing.

Order of Selection

States that are contemplating or currently have order of selection policy written should
be aware that a person who is hard of hearing may be severely impaired by two or more
disabilities or functional impairments that seriously limit one or more functional capacities in
terms of an employment outcome.

The service to persons who are hard of hearing is directly related to how the state
vocational rehabilitation agency determines the impairment aspect in the eligibility process. If
the common practice is to determine severity of impairment on the basis of audiometric diagnosis
alone, then an even greater probability exists for underservedness when an order of selection
policy is imposed. It is essential that the determination process involves a more detailed and
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careful assessment of the functional limitations caused by the hearing loss. The extent to which
hearing loss may impact communication, inter-personal skills, and employm