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ABSTRACT 

 

 

Early detection of hearing loss leads to early intervention-related decisions. For most parents 

of children with cochlear implants (CIs), access to oral communication and the ‘hearing’ world, 

is a priority. Disagreement between professionals around using a visual language make it 

difficult for parents to decide between an ‘oral-only’ or ‘bilingual/bimodal’ approach, for fear 

that either decision may negatively affect their child. In theory, deafness can be regarded as a 

social construct. Language plays a significant role within culture and, according to social 

identity theory, may influence children’s d/Deaf identity development. The research used a 

mixed-methods design to identify factors influencing parental decisions around language 

choice, child’s d/Deaf identity, and children’s outcomes in self-esteem, social skills, academic 

competency, and oral language. Phase 1 comprised semi-structured interviews with 14 parents, 

13 teachers, and four adolescents. Three main themes were identified: parental perspectives on 

deafness (‘disability’ vs. 'variant of normal’), Family cultural affiliation, and resources 

available. A model of d/Deaf identity was developed based on parental attitudes to deafness, 

mode of communication chosen, level of family involvement within the Deaf community, and 

access to resources. These influence the child’s ‘Bicultural’ development. Phase 2 comprised 

the development of a questionnaire to assess the model, based on findings from Phase 1 and 

relevant literature. Twenty-seven parents of children with CIs completed the questionnaire and 

the model was revised  based on findings. Parental attitudes to deafness influenced children’s 

Bicultural identity, via access to Deaf-related resources and Deaf community involvement. The 

association between children’s outcomes and their level of Bicultural identity was explored. 

No evidence was found for an influence of Bicultural identity on standardised measures of oral 

language, or parent-reports of academic outcomes, social skills, or self-esteem. This 

contributes to the debate around using a visual language in addition to oral language, by 

suggesting it confers neither an advantage nor a disadvantage in these outcomes. Rather, it is a 

cultural matter (i.e., whether the parents prefer the child be raised Biculturally or Hearing-

acculturated). For those wishing to raise their child Biculturally, access to deaf-related 

resources and Deaf community involvement is important. 
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CHAPTER ONE 
 

INTRODUCTION 

 
 The majority of deaf children are born to hearing parents and are raised within 

the dominant hearing culture (Pichler, Lee, & Lillo-Martin, 2014). This is particularly 

pertinent for children with cochlear implants (CIs), as the purpose of implantation is to 

provide them with an increased ability to access sound and acquire spoken language 

(Mitchiner & Sass-Lehrer, 2011). This allows children with CIs to communicate more 

easily with the hearing world, thus increasing their chances of establishing themselves 

within the dominant Hearing culture. 

  

Terminology 

 

 Before delving into discussions about children with CIs, it is useful to discuss 

the terminology used in this domain. Firstly, there is a distinction between being ‘deaf’ 

and ‘Deaf’ (Leigh, 2010; McIlroy & Storbeck, 2011; Padden & Humphries, 1988; 

Powell, 2011). Deaf, written with a capital ‘D’ refers to a person who identifies with 

Deaf culture and lives within the Deaf community. This is only a sub-group of people 

who live with hearing loss. Written with a lower case ‘d’, however, ‘deaf’ refers to 

being deaf in the audiological sense and encompasses a variety of labels, including 

hard-of-hearing (HoH), hearing impaired, late deafened, oral deaf, and Deaf (Leigh, 

2010). Throughout this thesis, the term ‘deaf’ will be used when discussing deafness 

from an audiological perspective and the term ‘Deaf’ will be used for things pertaining 

to Deaf culture or the Deaf community. 

 A second clarification is around the placement of the words ‘deaf’ or ‘Deaf’ 

when referring to people who are d/Deaf. The American Psychological Association, 

among others, subscribes to person-first language as the acceptable way to discuss 

people with disabilities (Gernsbacher, 2017). The noun (i.e., person, people, individual, 

children) is placed before the designated identifier (i.e., the disability); for example, 

‘children who are deaf’. In contrast, identity-first language places the identifier (e.g., 

deaf) before the noun (e.g., person, child, etc.); for example, ‘deaf children’ (Andrews 

et al., 2013). Person-first language allows equality for people with disabilities, by 
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referring to the person as a person rather than as a disability. It moves the concept of 

disability away from the medical model and toward a sociocultural model (Dunn & 

Andrews, 2015).   

While person-first language is generally expected within the academic disability 

domain, some scholars argue it has become stigmatising in its own right (Andrews et 

al., 2013); for example, focusing on the disability reinforces attitudes that disability is 

shameful or bad. Moreover, a review of academic literature using disability-related 

language found that for ‘disabilities’ that were considered less stigmatised (e.g., 

physical disabilities), person-first language was seldom used (Gernsbacher, 2017).  

More recently, the minority model (also known as the diversity model) has been 

introduced (Dunn & Andrews, 2015). This model regards disability in a neutral, if not 

positive, way, focused primarily on the disability as a ‘distinct diverse cultural and 

socio-political experience and identity’ (p. 259). Thus, disability is regarded as a 

difference, as opposed to an abnormality. This difference becomes a source of pride to 

those belonging to the group, based on level of identification with that culture. For those 

who identify with their differences, identity-first language is preferred. This model has 

been applied to deafness (Parasnis, 1997). When discussing deafness, ‘Deaf’ refers to 

identity and people from the Deaf community are proud to be described as ‘Deaf’. 

Therefore, it is preferred that identity-first language is used (i.e., Deaf people, Deaf 

community, Deaf culture). Throughout this thesis, identity-first language will be used 

for deaf-related concepts. The author acknowledges, however, that not all deaf people 

identity with their deafness and there are individuals who may prefer to be referred to 

as a ‘person who is deaf’.  

Evidence suggests that the timing of cochlear implantation is associated with 

communication outcomes for deaf children (e.g., speech production and perception), 

with studies demonstrating that implantation prior to two-years of age is associated with 

better outcomes (Ching & Dillon, 2013; Kirk, Miyamoto, Ying, & Zuganelis, 2000; 

McConkey Robbins, Green, & Waltzman, 2004). Within this thesis, the term ‘early-

implanted’ will refer to children who received their CI(s) prior to two-years of age. 

A further clarification lies around the use of the term ‘normal hearing’ or 

‘normally hearing’ (e.g., when compared to ‘normal hearing’ children). Within 

audiology, the term ‘normal hearing’ is a pure tone audiometry reference; an 

audiometric criterion related to the audiogram (Hoth & Balijic, 2017). For the purposes 

of this thesis, however, when discussing ‘normal/normally hearing’ children, they will 
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be referred to as ‘hearing’ children to avoid any connotations associated with the word 

‘normal’. 

Throughout the thesis, there are times where the words ‘sign language’ and 

‘visual language’ are used interchangeably. This occurs where there is a clear 

distinction that the term ‘sign language’ is referring to an intact sign language system. 

On the whole, however, the term ‘visual language’ is used to refer to an intact sign 

language system, in place of ‘sign language’, which may be confused as meaning either 

an intact sign language system or aspects of the system in conjunction with various 

types of spoken language.  

The final clarification refers to the use of the word ‘bicultural’. Within this 

thesis, ‘bicultural’/‘Bicultural’ will refer to those who identify as both ‘Deaf’ and 

‘Hearing’. Use of capital letters for Deaf, Hearing, Bicultural, or Family will signify 

cultural identity related to a specific person or group (e.g., children who identify as 

Bicultural). Use of lower-case letters will refer to these cultural identities in a more 

general sense (e.g., children who live in a hearing world). 

 

Deafness, Cochlear Implants, and Identity 

 

Being deaf has historically been viewed from the medical model perspective, 

focusing on deafness as a disability and the idea that it reduces a person’s ability to 

function ‘normally’ (Dillehay, 2011). More recently, however, there has been a shift to 

consider deafness from a ‘sociocultural’ perspective (Waldschmidt, 2017). Within this 

paradigm, Deaf people are viewed as a cultural minority with their own culture and 

language. Sign language (SL), a visual language, has become the marker of Deaf 

culture. Some people believe that being born profoundly deaf places the child into the 

Deaf community by birthright (Ladd, 2007), in the same way that being born French 

allows a child to grow up within French culture. The majority of children who have a 

CI are profoundly deaf but amongst all children with hearing loss only around three 

percent are profoundly deaf (Digby, Purdy, & Kelly, 2018). 

 When CIs were first introduced for young children, initial reactions were varied 

and extreme (Leigh & Maxwell-McCaw, 2011). For many in the hearing world, 

cochlear implantation was viewed as a cure for deafness; allowing the child to develop 

a Hearing identity like the rest of their family and dominant society. For those in the 

Deaf community, however, it was seen as a way for hearing culture to dominate Deaf 
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people and ensure cultural assimilation into the Hearing way of life (Scambler, 2013). 

Concerns were raised that these children would grow up neither Deaf nor Hearing, 

without an identity or a sense of fitting within any culture (Sparrow, 2005). 

 Language plays a significant role within culture (Paludneviciene & Harris, 

2011). It is referred to as the mechanism through which people share thoughts and 

feelings within a culture (Hall, S., 1997). In Hearing society, spoken/oral language is 

the shared language of communication. For many deaf children, however, oral language 

is not easily accessible, even with the provision of CIs (Nittrouer, 2016). Thus, 

communication via oral language may be difficult and restricted. The mode of 

communication to use with children with CIs (i.e., oral vs. a visual language) is highly 

contentious and constantly debated (Ching, 2015; Goh et al., 2016), with 35% of New 

Zealand parents reporting that they were explicitly advised against the use of a visual 

language (McKee & Manning, 2015). Essentially, the decision to implant implies an 

intention to use an oral communication method, as the purpose of cochlear implantation 

is to allow better access to speech (Hyde & Punch, 2011). Thus, it is the decision around 

whether or not to include a visual language (e.g., New Zealand Sign Language 

[NZSL]), thereby allowing the child to be bilingual/bimodal, which fuels the debate. 

For many families, auditory-verbal therapy (AVT) is used to facilitate oral language 

learning for children with CIs (Edelist, 2015). Within AVT, the focus is on ‘listening’, 

as opposed to ‘looking’ (Fairgray, Purdy, & Smart, 2010). Information that visually 

assists the child (e.g., gesture & lip-reading) is discouraged, including sign language 

(Edelist, 2015). This has led to parents being actively discouraged from teaching their 

children to sign (Mayberry, 2007). There are two widely proposed arguments against 

this, however: 1) there is a ‘critical’ period for language acquisition and CIs are not 

always effective (Humphries, T. et al., 2012); and 2) this isolates the child from their 

birthright: Deaf culture (Barnet, 2017; Ladd, 2007). In New Zealand, it is currently 

unknown how many families with children who have CIs are raising their children in 

an oral-only environment versus a bilingual//bimodal/bicultural one. It is suggested, 

however, that the language(s) used by families will have an impact on developing 

d/Deaf cultural identities of New Zealand children and adolescents with CIs. 

 Language choice has been linked to social constructions of deafness: that is, the 

medical model versus the sociocultural model; with professionals identified as having 

an influence on parental decisions (Humphries et al., 2012; McKee & Manning, 2015). 
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Parental attitudes to deafness may be based on these social constructions; thus, it is 

suggested that parental attitudes to deafness may predict language choice for the child. 

 

Purpose of the Study 

 

 The development of cultural identity in children and adolescents with CIs has 

received minimal attention in the literature (Goldblat & Most, 2018; Moog, Geers, 

Gustus, & Brenner, 2011; Wheeler, Archbold, Gregory, & Skipp, 2007). It is, however, 

important, as cultural identity in d/Deaf adults has been linked to psychosocial 

outcomes (Bat-Chava, 2000) and adolescence, particularly, is a time of significant 

identity development (Erikson, 1959). Concerns have been raised that children with CIs 

will grow up in a cultural “no-man’s land” (Ladd, 2007, p. 9). Thus, it is important to 

investigate the types of cultural identities these children are developing, factors that 

might be influencing their d/Deaf cultural development, and whether affiliation to a 

specific cultural identity has an impact on psychosocial and other important outcomes. 

 The purpose of this research, therefore, was to explore how parental attitudes to 

deafness influence communication choices for d/Deaf children with CIs and to observe 

how these communication choices influence d/Deaf identity in their children. In 

addition, this research explored whether identification with a specific d/Deaf cultural 

identity is associated with potential psychosocial, academic, and oral language 

outcomes in children with CIs. 

 

Overview of the Thesis 

 

 Chapter 2 investigates ‘identity’ and the various factors that may shape and 

influence it. Following on from this, the function and acquisition of language are 

explored. The case for deafness is discussed, with a focus on the development of a 

d/Deaf identity and an exploration of how this relates to children with CIs. The debate 

surrounding communication choices for children with CIs does not take a central role 

in Chapter 2 and is developed further in Chapter 3. In Chapter 2, the potential influence 

of communication choice and cultural identity on psychosocial outcomes for these 

children is discussed. The influence of parents on d/Deaf identity development is also 

explored. Potential parental factors influencing the development of a Hearing versus 

Bicultural identity in a child or adolescent with CIs are examined. 
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 Chapter 3 engages in a more thorough examination of the debate around 

communication choices for d/Deaf children. The language options are reviewed and the 

advantages for each are discussed. Factors that potentially influence communication 

choices are explored and a new perspective on the debate is presented. 

 Chapter 4 explores the importance of parental resources on outcomes for New 

Zealand children with CIs. It begins by identifying relevant parental factors that 

influence parents’ ability to access appropriate resources. It highlights parental levels 

of stress as a key factor. Attention is drawn to the importance of using empowerment 

and resource orientation to support parents to access the necessary resources. 

Information around Deaf-related resources and agencies in New Zealand are provided. 

 Chapter 5 discusses the relevance and importance of reflexivity and reciprocity 

when engaging in qualitative research. A researcher statement is presented to provide 

some background about the researcher, specifically in relation to d/Deaf children with 

CIs. 

 Chapter 6 summarises the literature presented in earlier chapters and highlights 

how the literature has informed the exploratory nature of the current research. The 

overall structure of the thesis is discussed; that is, a mixed-methods design.  

Chapters 7 and 8 pertain to the qualitative phase (Phase 1) of the research. 

Chapter 7 outlines ethical approval, participants, procedure, data collection, and 

analyses. Chapter 8 presents the findings from the qualitative interviews. The three 

main themes (parental perspectives on deafness, family cultural affiliation, and 

resources) are discussed and findings are related back to the study aims. A model of the 

factors influencing child’s d/Deaf identity (Model of Acculturation [MoA]) is 

presented. 

Chapters 9 and 10 pertain to the quantitative phase (Phase 2) of the research. 

Chapter 9 outlines the process of questionnaire development, based on the data from 

Phase 1. Each section of the questionnaire is discussed. The study is then outlined, 

discussing ethical approval, the participants, the procedure, and data analyses 

techniques. Chapter 10 presents the findings from Phase 2 and discusses these findings 

in relation to the model that was derived from Phase 1. All findings are discussed and 

related back to the study aims. A revised model of the factors influencing child’s d/Deaf 

identity is presented (Final Model of Acculturation [MoA]). 

Finally, Chapter 11 presents an overall discussion of the findings from both 

phases of the study and discusses both the findings and how they sit within the existing 
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literature. Strengths and limitations of the study are discussed and potential future 

research is suggested. 
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CHAPTER TWO 
 

d/DEAF	IDENTITY	IN	CHILDREN	WITH	COCHLEAR	
IMPLANTS	

 

 

Identity 

 

 Identity-related research has been conducted since the early 1950s (Erikson, 

1959; Marcia, 1966) and investigates how a person views themselves in relation to 

others (Oyserman, Elmore, & Smith, 2012). It provides an opportunity to view oneself 

as the ‘same as’ or ‘different to’ others (Yamaguchi, Kim, Ohio, & Akutsu, 2016) and 

has been described as a social construct (Berger, 1967); influenced by factors such as 

politics, economics, and culture (Bernstein, 2005; Oyserman et al., 2012). Within social 

constructionism, identity may be viewed as fluid and dynamic; able to change 

according to the social situation (e.g., when among peers, teachers, family, etc.). The 

construct of identity is used to examine relationships between individuals and groups 

(Tajfel & Turner, 1979). It provides potential explanations for specific behaviours, 

which are motivated by attitudes and values (Hogg & Smith, 2007). It is believed to 

comprise three components; personal, relational, and collective identities (Oyserman et 

al., 2012; Vignoles, Schwartz, & Luyckx, 2011). 

 

PERSONAL IDENTITY 

 Personal identity can be traced back to Erikson’s (1950; 1968) theory of child 

development. Erikson’s model of identity development views identity from the 

perspective of the ‘individual’ and refers to a person’s attitudes about themselves and 

the values that they hold (Erikson, 1950; Erikson, 1968; Vignoles et al., 2011). This is 

often referred to as a person’s ‘self-concept’, which is believed to play an important 

role in making sense of the world (Oyserman et al., 2012).  

 

RELATIONAL IDENTITY 

Relational identity refers to the way a person views themselves in relation to 

others and is based on their definition and interpretation of each relationship (Vignoles 

et al., 2011). Relational identity requires interpersonal connection, which occurs within 
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a larger structure (e.g., a family or workplace) and cannot exist without other people. 

For an identity to be present, it must be acknowledged by others. These larger systems 

establish roles and identities of members in relation to each other (i.e., parent to child, 

sibling to sibling). The family system, in particular, plays an important role for children 

and adolescents in terms of their developing identity (Benson & Johnson, 2009; Elder, 

1968).  

 

Vertical vs. Horizontal Identity 

It has been suggested that children develop identity via two routes; that is, 

through vertical (familial) or horizontal (non-familial) transmission (Solomon, 2013). 

Families tend to influence identity development from a vertical perspective (Kite, 2017; 

Solomon, 2013), including traits such as race, language, and religion (Kite, 2017). At 

times, however, a child might develop traits or values unfamiliar to the family. These 

are referred to as horizontal identities (Kite, 2017; Solomon, 2013). These are traits and 

values influenced by external groups, which may not fit with the traditional family 

values or identity. Examples of this include being a gay child in a heterosexual family, 

or being a deaf child in a hearing family. Within families, vertical identities tend to be 

encouraged, while horizontal identities may be perceived negatively and regarded as 

something that needs to be ‘fixed’ (Solomon, 2013).  

Vertical identities are powerful and may hold a lot of significance for children. 

For example, a study looking at identities of Latino students in the USA found students’ 

level of internal cultural conflict at university to be influenced by parental expectations 

and understanding about culture (Torres, 2004). Thus, when the child’s identity aligned 

with parental expectations of culture (vertical identity), experiences at college were 

more positive than when they differed (horizontal identity). Furthermore, a study on 

gay, lesbian, and bisexual adolescents, found that children whose parents held negative 

attitudes towards their sexuality experienced more parent-child conflict, lower levels of 

self-esteem, and higher levels of distress than children whose parents were more 

positive (Floyd, Stein, Harter, Allison, & Nye, 1999); thus, highlighting the difficulties 

for children whose identity does not fit within the traditional vertical family framework.  

 

COLLECTIVE IDENTITY 

Collective identity moves the focus away from how individuals view themselves 

towards how they identify in terms of the groups and social structures they belong to 
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(Vignoles et al., 2011). This identity is based on the incorporation of the attitudes, 

beliefs, and values that suggest identification with that specific social group. These 

social groups may be either large (e.g., based on ethnicity, gender, or sexual orientation) 

or small (Haslam & Elemers, 2011).  

 

Social Identity 

Family play a role in collective identity development (Haslam & Elemers, 2011; 

Vignoles et al., 2011). Moreover, the family and child are influenced by the wider 

community (Reicher, Spears, & Haslam, 2010). Social identity theory (SIT) refers to 

this as ‘social identity’ (Tajfel & Turner, 1979). The SIT states that people will 

categorise different parts of society in terms of how similar or different they are to 

themselves; placing themselves in groups that share similar characteristics to their 

personal and family identities, while separating themselves from groups whose ideals 

might differ. Within this theory, individuals are viewed as either being part of the ‘in-

group’ (i.e., those with similar traits and values) or the ‘out-group’ (those who are 

‘other’ or ‘different’). 

Social identity provides a sense of ‘belonging’, which is believed to influence 

personal identity and sense of self (Reicher et al., 2010; Tajfel & Turner, 1979). The 

SIT asserts that belonging to a group (e.g., a sports team, a cultural group, or a group 

with similar physical characteristics) influences self-esteem, affecting how the person 

views his or her worth or value as an individual (Tajfel & Turner, 1979). Self-esteem 

is influenced by comparisons of the in-group to the out-group (Reicher et al., 2010). 

For example, if the in-group is perceived to have higher status than the out-group, a 

person’s self-esteem will be positive and vice-versa. One way to achieve this can be 

through discrimination towards the out-group (Tajfel & Turner, 1979); first, by creating 

stereotypes, which accentuate differences between groups, and then by suggesting that 

the in-group is in some way superior to the out-group, through social comparison. The 

downside to this, however, is the potential for depersonalisation (Reicher et al., 2010). 

In this situation, a person’s behaviour is influenced by group attitudes, beliefs, and 

values, as opposed to their own. 

 

Social Group Permeability. 

 The SIT (Tajfel & Turner, 1979) asserts that, in general, people accentuate their 

similarities to the in-group, while differentiating themselves from the out-group, in 



Communication, Identity, & Outcomes in Children with CIs 

 

 

11 

order to maintain a positive level of self-esteem. This can be problematic, however, 

when a person is relegated to a negatively valued out-group (Reicher et al., 2010). 

Tajfel and Turner (1979) examined how people adapt to being assigned low, or 

minority, statuses based on certain characteristics (e.g., ethnicity, sexual identity, 

disability status). It was proposed that the strategies used would depend on whether the 

boundaries between groups were ‘permeable’ or ‘impermeable’.  

 When boundaries between groups are permeable (i.e., it is possible to move 

from one group to the other), individuals may choose to reject their low-status group in 

favour of affiliation with the higher-status group (Tajfel & Turner, 1979). This strategy 

is referred to as social mobility (p. 35). An example of this is cultural assimilation, 

where a person from a minority group assumes the majority group identity, via 

assimilating the majority group attitudes and values as their own. 

 At times, however, the boundaries between groups are impermeable, requiring 

different approaches for boosting individual or collective self-esteem (Tajfel & Turner, 

1979). To do this, people find a way to make their association with the lower-status 

group positively meaningful. Within SIT, there are three ways this can be achieved: 1) 

comparing the low-status in-group with another group that is considered to be even 

lower-status (e.g., “we may not be as slim as the thin people, but at least we are slimmer 

than those who are obese”); 2) regarding the low-status in-group in a more favourable 

light than the higher-status group (e.g., “we may be big, but we have beautiful souls”); 

or 3) assigning a different meaning to the low-status in-group (e.g., “big is beautiful”). 

These strategies tend to be employed in situations where association with the out-group 

leads to negative outcomes, due to stereotyping and depersonalisation (Liu, 2012; 

Reicher et al., 2010). 

The family is a salient and natural in-group, who are likely to share similar 

characteristics, attitudes, and values; thus, they influence children’s identity 

development (Benson & Johnson, 2009; Elder, 1968). When the child’s identity is 

based on traits that have been passed from generation-to-generation (i.e., vertical 

identity), it is easy to fit within the family in-group. If, however, a child’s identity 

involves a trait unfamiliar to the family (i.e., horizontal identity), the traits may be 

perceived negatively and regarded as something that needs to be ‘fixed’ (Solomon, 

2013). An example of this is deafness, where a deaf child is born into a hearing family. 

In this situation, vertical identity is based on Hearing culture; however, many deaf 

children cannot easily slot into this identity, due to language barriers (Sparrow, 2005). 
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SUMMARY OF IDENTITY 

 The construct of ‘identity’ is relational and dynamic. While many theories have 

been developed to understand identity, there is a majority consensus that there are three 

main types of identity: personal, relational, and collective. Each type of identity 

comprises attitudes, beliefs, and values, all of which have been demonstrated to 

influence behaviour. In addition, relational and collective identity share the 

characteristic of requiring interpersonal connections with others in order to exist. 

Relational identity refers to the way in which identity exists within a social system (e.g., 

my identity as a ‘parent’ vs. my identity as a ‘child’), and collective identity refers to 

identification with that group (e.g., belonging to ‘this’ family). This ability to identify 

with others on a social level has an effect on personal identity. 

 The SIT states that people categorise others based on how similar or different 

they are to themselves (Tajfel & Turner, 1979). Moreover, individuals will, where 

possible, choose to identify with those who share similar characteristics to themselves, 

leading to a distinction between ‘us’ (in-group) and ‘them’ (out-group). Distinguishing 

between the in-group and the out-group allows for social comparison and can create 

stereotypes, further accentuating the differences between the two groups. 

Discriminating between groups in this way allows for the in-group to feel superior to 

the out-group, increasing personal and collective self-esteem. 

 In some situations, being assigned lower-status group membership may lead to 

negative outcomes (i.e., low self-esteem). Under these conditions, if boundaries 

between groups are permeable, a person may choose to affiliate themselves with the 

higher-status group. Where this is not possible, other methods of improving the status 

of the lower-status in-group are employed. 

 Finally, the vertical framework of the family system (which incorporates both 

relational and collective identity) plays an important role in the development of 

personal identity. Family are a salient group, who are likely to have similar 

characteristics to oneself; thus, promoting a sense of ‘belonging’ and, therefore, 

positive self-esteem. When this is not the case, however, and a child feels that they do 

not ‘belong’, difficulties may arise. 
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Culture and Language 

  

“Culture is inextricably linked to language. Without language, culture cannot 

be completely acquired nor can it be effectively expressed and transmitted. 

Without culture, language cannot exist. Language and culture are so 

intertwined that it is difficult to define the parameters of language and culture, 

and whether language impacts culture or vice-versa. It is generally agreed 

among trained scholars though, that culture is a broader umbrella concept, and 

that language is part of culture” (Kim, 2003, p.1). 

 

Culture, including cultural heritage, has been identified as an important factor 

influencing the development of identity (Torres, 2004). It can be described as a set of 

shared values within a group or society which, to exist, must have a reference group, 

with shared ideals (Reicher et al., 2010). Three major components of culture are 

language, values, and beliefs (Campbell, A., 2000). Aspects of culture may include 

religious or spiritual traditions, the type of clothing that a person wears, the type of food 

that a person eats, and the way in which marriage is conducted (Leff, 2010). While 

culture is often viewed in relation to ‘ethnicity’ (Clarke, 2008), this definition is narrow 

and a ‘culture’ may exist independently to ‘race’ (e.g., Deaf culture, Rugby culture, and 

High culture).  

 Culture has been described as a transactional process, requiring transmission 

between generations (Kim, 2003). Given the role of society and family on personal 

identity, it follows that it may influence the way a person chooses to identify (Sam & 

Berry, 2010). People within the same culture are likely to have similar ways of 

interpreting meanings in various situations. The SIT asserts that these shared 

interpretations, or values, dictate the in-groups and out-groups to which people belong 

(Tajfel & Turner, 1979); thus, providing a social construction on which to base 

decisions and interactions within society.  

There is a complicated relationship between language and culture, and in turn, 

identity (Kim, 2003). The concept of culture usually relies heavily on the presence of 

language; that is, language is the mechanism through which people share thoughts and 

feelings within a culture (Hall, 1997). These shared thoughts and feelings promote a 

sense of belonging, leading to the development of the person’s identity.  
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The use of language, and the way it is used, is believed to influence how people 

‘think’ and view their world (Lucy, 1992; Sapir, 1929). “No two languages are ever 

sufficiently similar to be considered as representing the same social reality” (Sapir, 

1929, p. 209). This is referred to as ‘linguistic relativity’ (Kramsch, 1998; p. 34).  

 

Identity, Culture, and Language 

 

Two influential theories can be used to explain the complicated relationship 

between language, culture, and identity: 1) the social anthropology perspective, and 2) 

the interactional/relational perspective (Ekehammar, 1974; Middleton, 1990; Schecter, 

2015; Terborg, 1981).  

 

THE SOCIAL ANTHROPOLOGY PERSPECTIVE 

 It has been suggested that culture is largely based on a person’s ethnicity and 

nationality and that becoming a native speaker in a language is the result of attachments 

developed from birth (Schecter, 2015); referred to as the social anthropology 

perspective (Schecter, 2015). Working from this perspective, anthropologists, among 

others, highlight the importance of preserving minority languages; in particular, 

because languages are indexical (i.e., the best language to describe culturally-related 

phenomena; Schecter, 2015). An example of this in the New Zealand context is the 

Māori word tapu. There are many meanings for the word tapu (Moorfield, 2011). These 

include ‘sacred’ and ‘prohibited’ or ‘forbidden’. Within the word tapu, however, are 

additional Māori cultural values and beliefs that are not easily conveyed through 

another language, such as English, regarding rules and prohibitions. Without Māori 

language, these underlying cultural understandings are difficult to express 

appropriately. The indexical nature of language has led to concerns about losing 

specific cultures all together, due to the decline and potential loss of their associated 

languages (Edwards, 1994). 

One possible explanation for the decline of some minority languages (e.g., te 

reo Māori [Māori language] and New Zealand Sign Language [NZSL]) is that these 

minority cultures live within a larger majority culture (Macalister, 2010). Parents from 

minority cultures may feel compelled to make a choice between raising their children 

in their traditional Family culture or assimilating with the majority culture, thereby 
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potentially providing their children with better opportunities to succeed (Fishman, 

1991). When a large number of minority parents make this choice, however, it can lead 

to the rapid decline in the use and knowledge of the minority language. For this reason, 

social anthropologists promote that minority languages continue to be passed between 

generations (Schecter, 2015).  

 

THE INTERACTIONAL/RELATIONAL PERSPECTIVE 

 The interactional/relational perspective is a more recent approach to exploring 

language, culture, and identity (Ekehammar, 1974; Schecter, 2015; Terborg, 1981). It 

suggests identity is shaped during interactions with different people and groups, 

requiring a range of resources from which to draw (Schecter, 2015).  

 More recently, the focus has shifted from identity as a singular, stable entity to 

the idea a person is made up of multiple, adaptable, fusions of different identities 

(Kubota & Lin, 2009). Presentation of identity may change depending on who the 

person is relating with.  

The incorporation and fusion of two (or more) different cultures has been 

referred to as the ‘third space’ (Bhabha, 1994; p. 209). In the ‘third space’, individual 

cultures are deconstructed and reconstructed, via shared experiences, to form a new 

‘hybrid’ culture, or identity (Bhabha, 1994; Ikas & Wagner, 2008). Language is still 

central; however, within this discourse, individuals can identify with multiple cultures 

and to different extents, depending on the situation (Bhabha, 1994). Essentially, the 

‘third space’ is an amalgamation of two of more cultures to form a bi-/multilingual, bi-

/multicultural identity that fits with the individual’s sense of self. 

 

SUMMARY OF IDENTITY, CULTURE, AND LANGUAGE 

 In summary, identity, culture, and language are intricately intertwined and the 

relationship between these concepts can be understood from different perspectives. A 

child born into a given family will develop a personal identity based on the attitudes 

and values transmitted through their family culture and the culture of the surrounding 

society. This identity is achieved through language. Those socialised within more than 

one culture may choose to deconstruct and reconstruct their worlds to develop a ‘third 

space’ or bi-/multicultural identity most relevant to themselves. 
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Language 

 

One way to view language is as a set of spoken, written, or manual symbols 

used by people to interact with each other (Chomsky, 2006); the main function of which 

is communication. Language can be used to express thoughts and feelings and to 

determine how one identifies. Generally, a newborn baby is exposed to a single 

language through interactions with family and caregivers (Lore, Ladner, & Suskind, 

2018); referred to as a first, heritage, or native language (King, K. A. & Fogle, 2006; 

Mayberry & Lock, 2003). Some people are also exposed to a second, or multiple 

languages (Sorace, 2007). This may be from a very young age or as a result of learning 

in adulthood. Fluency in language depends on the age at which the language is acquired 

(Campbell, Macsweeney, & Woll, 2014).  

Although there has been controversy over the years around language 

acquisition, it is generally agreed that there is a ‘critical’ period, or at the very least a 

‘sensitive’ period, for language learning (Mayberry & Lock, 2003). These terms are 

often used interchangeably (Redmond, 1993); however, there is a subtle distinction. A 

critical period refers to the time in development where a person has the best chance of 

acquiring a specific skill or ability. A sensitive period is slightly less stringent. It refers 

to a time in development where a person learns a specific skill more quickly, due to an 

increased responsiveness to specific stimuli. The critical period suggests that timing is 

crucial and if a person does not learn the skill at that exact stage in development, they 

will be unable to acquire it later. The sensitive period, on the other hand, suggests that 

it will become increasingly difficult to acquire that skill once past the stage of 

development, however it will still be possible, to a certain extent. While there is often 

debate over the terminology, critical period is the most commonly used term when 

discussing language. For this reason, it will be used here.  

Much of what is known about critical periods comes from the work of 

Lenneberg (1967) and Chomsky (1965).  In terms of language, this critical period of 

development occurs during early childhood (around the age of two years) and is 

believed to end when the child reaches puberty (Lenneberg, 1967). This specific 

timeframe is believed to be the result of increased brain maturation over early 

childhood, combined with reduced plasticity of the brain as the child grows into 

adolescence. Normal language development is not a given; rather it relies on the 
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presence of two factors: an innate ability to be able to determine basic language rules 

and access to language (Chomsky, 2015).  

One of the most commonly cited studies used to support a critical period for 

language is the case of Genie (Fromkin, Krashen, Curtiss, Rigler, & Rigler, 1974). 

Genie was exposed to minimal language input from the age of 20-months until she was 

nearly 14-years-old. During this time, she was isolated, deprived from social or physical 

interaction and, when found, had no language. Although Genie was later provided with 

spoken language training and was able to develop a basic level of language, her 

progress was slow and she was never able to grasp normal syntax. It was surmised that, 

while it is possible to learn vocabulary to a certain extent, there is a critical period for 

developing the ability to use normal syntax (Fromkin et al., 1974). 

Another area of research investigating the importance of early language 

acquisition has focused on deaf, or hearing-impaired, children (Friedmann & Rusou, 

2015). Prior to universal newborn hearing screening (UNHS), it was common for 

children born deaf to go undetected for a few years or, if the hearing loss was detected, 

they were often exposed to audition-based techniques in an attempt to help them acquire 

‘language’ (Mayberry, 2007).  

Studies of Deaf adults, who did not have the benefit of UNHS, have revealed 

long-term language deficits for those without early exposure to a visual language, 

particularly if born to hearing parents (Henner, Caldwell-Harris, Novogrodsky, & 

Hoffmeister, 2016). Deaf children born to Deaf parents whose first language is a visual 

language (e.g., New Zealand Sign Language [NZSL]), however, do not experience the 

same delays in language acquisition as deaf children born to hearing parents (Mayberry, 

2007). Moreover, the progression of sign language acquisition for deaf children born to 

signing Deaf parents’ parallels that of oral language for hearing children born to hearing 

parents. This suggests that it is not the lack of auditory information that impacts on 

language acquisition, but rather a lack of access to language (Chomsky, 2015). 

 

Deafness and Development 

  

 As has been explained, identity is based on both intrinsic and acquired factors, 

and is shaped by a desire to be part of the in-group (Bernstein, 2005; Tajfel & Turner, 

1979). This allows one to be seen to be ‘the same as’, or ‘better than’, others, which 

enhances personal self-esteem and feelings of self-worth. Culture has been identified 
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as one of the factors influencing the development of identity (Torres, 2004). While 

culture is often viewed in relation to race, it may exist independently (Clarke, 2008). 

One group of people for whom this is particularly relevant is the deaf or hard-of-hearing 

(HoH).  

Deafness, or being HoH, is biologically intrinsic. In this case, a dichotomy is 

created, where a person is assigned dominant or minority hearing-group status, 

depending on the presence of this trait. Assignment of minority group status has 

numerous potential repercussions (Tajfel & Turner, 1979). 

 

dEAF VERSUS DEAF 

 Defining the word ‘deaf’ can be complicated due to variations in how it is 

perceived (Leigh & Maxwell-McCaw, 2011). In the audiological sense, it refers to a 

person who has some form of hearing loss; however, while some people may describe 

themselves as ‘deaf’ (with a lower-case d), others prefer to define themselves as being 

‘hearing-impaired’ or ‘HoH’. A separate group again prefer to define themselves as 

‘Deaf’ (with a capital D), creating a sense of community and pride around being Deaf 

(Leigh & Maxwell-McCaw, 2011).  

 

NEW ZEALAND STATISTICS ABOUT d/DEAF/HARD-OF-HEARING PEOPLE  

The rate of identification of hearing loss (HL) in New Zealand is approximately 

one in a thousand per year, with around four percent of these children diagnosed with 

a profound level of deafness (Digby, Purdy, & Kelly, 2016). Formatting... please wait 

Historically, in the USA, the average age of identification of deafness was 36-

months, often leading to poor social, emotional, educational, and language outcomes 

(Paludneviciene & Harris, 2011).  More recently, with the introduction of UNHS, 

children with HL have been identified considerably earlier, often within the first few 

months of life (Barbosa, Aires, do Santos Farias, Linhares, & Griz, 2013). 

In New Zealand, UNHS was introduced in a few regions in 2006 and rolled out 

nationally in 2011 (Digby et al., 2018; Goh, Bird, Pearson, & Mustard, 2016). The 

introduction of this screening has revolutionised the management of children with 

hearing loss, as it has become possible to provide access to communication, whether 

spoken, visual, or both, at increasingly earlier ages (Knoors & Marschark, 2012). In 

New Zealand and Australia, habilitation services for deaf children are government 

funded, ensuring all children receive a high level of care (Gilliver, Ching, & Sjahalam-



Communication, Identity, & Outcomes in Children with CIs 

 

 

19 

King, 2013; Sawicki, 2008). Diagnosis at newborn hearing screening leads to referrals 

to support services, which are provided through the Ministry of Health (MoH) and 

Ministry of Education (MoE). 

It is widely recognised that around 95% of deaf and HoH children are born to 

hearing parents (Mitchell & Karchmer, 2004). This is significant, when considering 

identity development of deaf and HoH children, as these children live within a Hearing 

family, in a Hearing society. Thus, exposure to the dominant Hearing culture is high.  

 

Hearing Implants 

 

 There are four main types of implant used in the habilitation/rehabilitation of 

people with sensorineural HL: middle ear implant (MEI); electro-acoustic stimulation 

implant (EAS); Auditory brainstem implant (ABI); cochlear implant (Eggermont, 

2017). The most commonly used implant is the CI (Lenarz, 2018).  

Cochlear implants may be recommended for people with severe to profound 

levels of deafness (Eggermont, 2017) and provide electric signals as a partial 

reproduction of the output of a healthy inner ear (Lenarz, 2018). Electrodes pass the 

external auditory signal directly to the auditory nerve, bypassing the cochlea. In order 

for a CI to be as effective as possible, extensive rehabilitation (or habilitation for young 

children who have never been exposed to sound) must be carried out.  

Cochlear implants are comprised of two parts: an electrode array (Figure 1), 

which is inserted internally into the cochlea, and an external processor (Figure 2), which 

picks up sound via a microphone and encodes it (Eggermont, 2017).  These signals are 

passed through the skin and into the internal electrode array via electromagnetic 

induction (Figure 3). 

While a CI allows a person to perceive sound, benefits vary between users 

(Eggermont, 2017). A CI does not restore ‘normal’ hearing. Even with the use of a CI, 

methods such as lip-reading may be relied on to make sense of sounds heard. Thus, a 

CI is an electronic device with limitations, particularly in noisy environments or group 

scenarios (Morere, 2011). 
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Figure 1. The internal electrode array of a cochlear implant. (Image used with 

permission from CochlearTM Limited, 29 October 2019 – Appendix A). 

 

 

Figure 2. The external component of the cochlear implant. (Image used with permission 

from CochlearTM Limited, 29 October 2019 – Appendix A). 

 

 

Figure 3. Magnetic connection between the external and internal components of the 

cochlear implant. (Image used with permission from CochlearTM Limited, 29 October 

2019 – Appendix A). 
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Paediatric Cochlear Implantation and Predictors of Outcomes  

 

 Children with cochlear implants are a very diverse group, with differences in 

aetiology of deafness, cultural and family situations, language-learning contexts, and 

response to amplification (Lederberg et al., 2012). Despite this diversity, there are 

identified factors that contribute to the child’s outcomes in different areas of their lives. 

One of the most significant predictors of outcomes for children with CIs is age of 

implantation, which has significantly improved with UNHS. There are many benefits 

associated with earlier implantation when compared to later implantation (Ali & 

O’Connell, 2007; Archbold, Harris, O’Donoghue, Nikolopoulos, White, & Richmond, 

2008; Cupples, Ching, Button, Seeto, Zhang, & Whifield, 2017; Lederberg et al., 2012; 

Sarant, Harris, & Bennet, 2015). For example, children implanted prior to 12 months 

of age have been shown to have better language development than children implanted 

between 13-24 months of age, or older (Ching et al., 2009; Leigh, Dettman, Dowell, & 

Briggs, 2013). Those implanted prior to two years of age perform as well as, if not 

better than, hearing peers in their development of speech and grammar and word 

comprehension (May-Mederake, 2012). In addition, children implanted prior to the age 

of 24 months demonstrate more appropriate social skills than those implanted later and 

report feeling less lonely (Hyde et al., 2011). 

 Historically, deaf children were found to perform poorly on literacy-based 

tasks, when compared to hearing children (Mayer & Trezek, 2018). The 

implementation of UNHS and, therefore, early implantation, has led to significantly 

better outcomes, with early implantation found to be associated with better literacy 

outcomes. This is important as reading ability in children with CIs has been shown to 

be associated with both oral and written language outcomes (Sarant et al., 2015). 

 Other important identified factors include level of maternal education (with 

high maternal education associated with better outcomes), parental involvement (with 

higher parental involvement associated with better language outcomes; Yanbay, 

Hickson, Scarini, Constantinescu, & Dettman, 2014), and whether the child has 

bilateral or unilateral CIs (with bilateral CIs associated with better language, social, and 

academic outcomes; Ching & Dillon, 2013; Hyde et al., 2011; Mayer & Trezek, 2018).  

In addition, in some studies, gender has been identified as a positive predictor of 

outcomes (with females demonstrating better language-related outcomes; Ching & 
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Dillon, 2013); however, other studies have not found this to be the case (Hyde et al., 

2013). 

 

Cochlear Implantation and Identity 

 

 The provision of CIs to very young children has significantly changed the way 

access to oral language has been acquired (Paludneviciene & Harris, 2011). For 

example, prior to the development of CIs, many deaf people were educated using oral 

methods, regardless of their level of hearing loss or type of hearing device used. Use of 

a visual language was often discouraged or forbidden (Paludneviciene & Harris, 2011). 

Many children struggled to communicate due to their lack of access to a language. The 

introduction of CIs therefore, significantly influenced social and educational 

experiences in comparison to those from earlier generations.  

In terms of identity development and cultural experience, language is believed 

to be key (Paludneviciene & Harris, 2011). Prior to the development of CIs, there were 

only two cultural options available to parents of deaf children (Spencer, Tomblin, & 

Gantz, 2012). The first was to raise the child within Deaf culture, with a visual language 

as the preferred mode of communication (MoC); the second, within the parent’s 

Hearing culture. While deaf children blended easily into Deaf culture, it tended to 

restrict the child’s opportunity to participate in the Hearing culture of the family. 

Raising the child within the family’s Hearing culture, however, was often challenging 

for the child due to the need to overcome communication barriers. The advent of CIs 

provided opportunities for deaf children to participate more readily in their parents’ 

Hearing culture, making it easier for parents who were not keen to learn a visual 

language to communicate with, and provide a culture for, their children (Lane & Bahan, 

1998). However, early on, CI technology also led to concern, within the Deaf 

community, about how this might impact on the child’s developing identity and culture, 

as summarised by Sparrow (2005): 

 

The danger with existing cochlear implants is that they risk depriving such 

children of full membership of any culture. Implantees may end up trapped 

“between cultures”, unable to function effectively in a hearing context but also 

lacking the facility with sign language available to those who grow up with it 

as their first language (p. 143-144). 
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Cochlear Implantation and Deaf Community Perspectives 

 

 Historically, interactions between the Deaf community and parents who made 

the decision to implant their children were difficult (Christiansen & Leigh, 2004; Lane 

& Bahan, 1998). This was due to negative attitudes from Deaf community members 

about the potential decline of Deaf culture, as a result of cochlear implantation. While 

many people within the Deaf community were accustomed to auditory equipment (i.e., 

hearing aids), the introduction of CI technology was strongly opposed, particularly for 

children (Christiansen & Leigh, 2004; Christiansen & Leigh, 2011). It was believed 

that, while hearing aids amplified residual hearing, CIs were intended to replace and, 

by extension ‘cure’, deafness (Sparrow, 2005). This was focused on the medical model, 

which presented deafness in terms of disability; thus, being deaf was believed to be a 

disadvantage (Sparrow, 2005). Many believed dominant Hearing values were being 

imposed on the minority Deaf culture and that cochlear implantation, particularly when 

chosen by hearing parents for their children, was akin to Deaf cultural ‘genocide’ 

(Scambler, 2013; Sparrow, 2005; p. 135); that is, a way of ensuring ‘cultural 

assimilation’ into the Hearing way of life.   

 Initially, one of the main debates focused around the ethics of providing 

children with CIs and whether or not parents had a ‘right’ to make this decision on 

behalf of their child (Christiansen & Leigh, 2002). Within medical practice, bioethics 

originated from the Hippocratic oath and developed into a way of ensuring protection 

of patient and participant rights; ‘based on four moral principles’ (Dillehay, 2011; p. 

25). These included autonomy (the person’s right to make an informed choice, of their 

own volition), nonmaleficence (do no harm), beneficence (the treatment or research 

should be of benefit to the patient or participant), and justice (equal and fair treatment). 

It was argued that providing CIs to young children contravened these moral principles 

(Dillehay, 2011). 

In 1991, the American National Association of the Deaf (NAD) released a 

statement maintaining that, 

 

“[the NAD] deplores the decision of the Food and Drug Administration [to 

approve implantation in children aged 2-17] which was unsound scientifically, 

procedurally, and ethically” (National Association of the Deaf, (NAD), 1991).  
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Such negative attitudes from the Deaf community made it difficult for parents 

to interact with, and introduce their child to, Deaf people and culture. Moreover, it 

presented the Deaf community in a negative light for parents, even before they met 

anyone from the community. In a 2004 study, for example, it was found that only 50% 

of parents of deaf children had previously met a Deaf adult, and of those 50%, 29% of 

those interactions had been negative about CIs (Christiansen & Leigh, 2004). These 

negative interactions included calling parents “child abusers” and “butchers” (p. 676). 

 Over time, however, perspectives within the Deaf community have changed, 

with an acceptance that providing children with CIs does not necessarily cut those 

children off from the Deaf world (Christiansen & Leigh, 2004). This softened approach 

was reflected by a statement released in 2000 by the NAD stating,  

 

“the NAD recognizes the rights of parents to make informed choices for their… 

children, respects their choice to use cochlear implants and all other assistive 

devices, and strongly supports the development of the whole child and of 

language and literacy” (National Association of the Deaf, (NAD), 2000).  

 

This change in perspective from the NAD has allowed parents to make decisions 

about cochlear implantation for their children, without fear their children may forever 

be rejected by the Deaf World (Christiansen & Leigh, 2004). In addition, an increasing 

number of Deaf adults have chosen to receive CIs, which has, over time, supported the 

idea that it is possible to have a CI while maintaining a Deaf identity (Christiansen & 

Leigh, 2011). Thus, the tension between those choosing cochlear implantation, but 

incorporating a bilingual/bicultural lifestyle, and those who stand for Deaf cultural 

rights has begun to find a more comfortable compromise.  

 

Deaf Culture and Deaf Identity 

  

Historically, there have been two main lenses through which people have 

categorised deaf people: the first, through a ‘pathological’ or ‘disability’ perspective 

(medical model) and the second from a ‘sociocultural’ point of view (sociocultural 

model; Chen, 2014). For many years, deafness was viewed within the medical model; 

deaf people were identified as ‘different,’ due to their hearing status, and were 

considered, at least physiologically, to be inferior (Reagan, 1995). With this view came 
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the expectation that, as much as possible, the disability should be reduced and the deaf 

person should interact with the dominant hearing community. The means for achieving 

this was via speech and providing as much audition as possible via technological aids. 

More recently, however, there has been a shift by many to consider deafness from the 

sociocultural perspective (Reagan, 1995). Under this philosophy, those who identity as 

‘Deaf’ are treated as a cultural minority, on the basis that they have their own culture 

and language (Parasnis, 1997). This makes it more relevant to compare Deaf people 

with other minority cultural and linguistic groups instead of to those with disabilities 

(Reagan, 1995). 

 While some have identified as Deaf for the last two hundred years, the concepts 

of Deaf identity and Deaf culture emerged during the 1980s in response to academic 

interest in deafness (Padden & Humphries, 1988). Around this time, deaf children were 

being educated within residential schools for the deaf. Here, they were able to develop 

and consolidate relationships with other deaf children and acquire a sense of pride 

around being Deaf. Within SIT (Tajfel & Turner, 1979), being Deaf became the in-

group, with Hearing as ‘other’. Thus, Deaf culture became a way of life for many deaf 

people. 

 The central focus of Deaf culture revolves around sign language, with 

communication and cognition being expressed via visual means (Reagan, 1995). 

Through the use of a visual language, many communication and language barriers have 

been removed and the role of oral language has diminished, for some, due to this 

visually oriented way of communicating.  

The focus on Deaf culture arose out of the expansion of the term ‘deaf 

community’. The term ‘deaf community’ came to encompass many groups of deaf-

affiliated people (Leigh, 2010), as discussed in the Introduction. Deaf culture, on the 

other hand, came to signify a move away from deafness as a disability, towards 

conceptualising Deaf people as a culture, with a visual language as the marker of their 

culture. 
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Glickman’s Four Stages of Deaf Identity 

 

 A useful way to view d/Deaf identity is via Glickman’s (1993) four stages of 

identity: 1) culturally Hearing; 2) culturally Marginal; 3) culturally Deaf; and 4) 

Bicultural (Bat-Chava, 2000; Chapman & Dammeyer, 2017; Leigh & Maxwell-

McCaw, 2011; Leigh, 2014). Although the word ‘stages’ implies a linear process in the 

development of identity, they are essentially independent of each other and people may 

move between the stages over their lifetime (Glickman, 1993). It is suggested that 

identity may be considered in terms of a matrix, where cultural affiliation can change, 

depending on the extent to which people identify with Hearing or Deaf culture at any 

time (Figure 4). 

 

Figure 4. Matrix representation of d/Deaf identity development.  

 

CULTURALLY HEARING 

The term ‘culturally Hearing’ exists only in relation to being ‘unable to hear’ 

(Glickman, 1993). In general, the term ‘hearing’ is not a word used to describe identity 

by someone from the hearing community. Rather, the idea of a ‘Hearing culture’ has 

arisen from a desire by Deaf people to separate themselves, and their Deaf culture, from 

those who do not identify as ‘culturally Deaf’.  For the Deaf community, Deaf people 
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are the in-group and hearing people are the out-group (Tajfel & Turner, 1979). Thus, 

Hearing culture becomes salient in the same manner as ‘Straight’ becomes salient when 

comparing ‘Gay’ people with ‘Straight’ people (Glickman, 1993). Without exposure to 

the Deaf world, deafness is often viewed through the lens of the medical model; that is, 

as a ‘disability’, as opposed to a variance within the human condition.  

Glickman’s (1993) ‘culturally Hearing’ stage typically referred to people whose 

hearing deteriorated after adolescence (late-deafened). Adolescence is a time of 

significant identity development (Erikson, 1950); thus, according to this theory, those 

who had passed through adolescence, prior to becoming deaf, would have already 

developed a culturally Hearing identity. Those who were ‘early-deafened’ would be 

unlikely to have developed a Hearing identity and would bypass this stage. Despite this, 

it was acknowledged that, due to the dominant Hearing discourse and the number of 

hearing people deaf children come into contact (e.g., family, medical professionals, and 

teachers), even early-deafened people may identify with Hearing culture, at times.  

People who identify as culturally Hearing tend to frame deafness in terms of a 

disability; something limiting and inferior that needs to be ‘fixed’ (Glickman, 1993). 

While some may refer to themselves as ‘deaf’, this represents deafness in an 

audiological sense. People with this identity align themselves with the cultural values 

of the Hearing world and adapt to their deafness with the goal of ‘hearing’ as the 

reference point. Thus, a focus on oral language and maximising any residual hearing is 

key (Glickman, 1993).  

 

CULTURALLY MARGINAL 

 Cultural marginality was first discussed in 1937 (Stonequist, 1935). At this 

time, it referred to people who moved from one social group or culture to another (e.g., 

due to marriage or migration) but who adjusted poorly and found themselves on the 

outside, or margins, of both the original and the new social groups. Marginalisation is 

particularly pertinent for those who are born deaf or HoH, as many do not identify 

strongly with either Deaf or Hearing cultures (Glickman, 1993). This may, in part, be 

due to feeling caught ‘between cultures’ (Sparrow, 2005, p. 143-144); however, it is 

exacerbated for some deaf children raised in a Hearing environment, as lack of adequate 

access to either an oral or visual language limits opportunity to participate fully in either 

culture. Those with a culturally marginal identity are never strongly aligned with either 

culture. Marginalisation interferes with the opportunity to learn about either culture and 
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cannot be sustained without affecting psychosocial wellbeing (Fernandes & Shultz 

Myers, 2009). 

 

CULTURALLY DEAF 

 In the third stage, Deaf identity is embraced and the individual becomes 

immersed in Deaf culture (Leigh, 2014). During this stage, people tend to become 

engrossed in all things Deaf; that is, they adopt a visual language as their primary form 

of communication and socialise predominantly with others who are Deaf. Anything 

related to Hearing culture is rejected and the focus becomes that of Deaf as the in-group 

and Hearing as the out-group (Tajfel & Turner, 1979). Glickman (1993) described the 

immersion stage as one in which people embrace the ‘stereotypical’ notions of what it 

means to be Deaf (p.96). Effectively, it is an all-or-nothing approach to deafness. 

During this stage, many people engage in behaviours only associated with Deaf culture 

(i.e., voice off, use of a visual language, or the rejection of any form of hearing 

augmentation). 

 One of the underlying assumptions of the immersion stage is the concept of 

Deaf as a ‘cultural difference’ as opposed to deaf as a ‘disability’ (Glickman, 1993). 

Because Hearing culture is synonymous with the medical model (deafness as a 

disability), hearing people are often shunned and the focus of externalised anger. Much 

of this anger is focused on perceived injustices. With this, comes the assumption that 

everything that hearing people do is wrong, while everything that Deaf people do is 

right. Those who are not truly ‘Deaf’ are aligned with the Hearing world and are 

considered hearing-impaired (Leigh, 2010). 

 

BICULTURAL IDENTITY 

Within the final stage of identity lies an affirmation that both Deaf and Hearing 

culture are legitimate and important aspects of the person’s life (Glickman, 1993). This 

is referred to as a Bicultural identity. There is a recognition that both cultures have 

strengths and weaknesses and it is possible to reject some of the beliefs and behaviours 

of hearing people without needing to reject hearing people as a group. Development of 

a Bicultural identity allows the person to move between both worlds with ease, able to 

communicate using a visual language with Deaf peers and oral language in a hearing 

environment. This allows for development and maintenance of relationships with 

hearing people considered to be sympathetic to the Deaf way of life. There is no one 
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specific way to express a Bicultural identity; rather, the importance given to each 

culture varies between individuals, based on the social situation at the time (Leigh & 

Maxwell-McCaw, 2011). 

 

Deaf Identity and Social Identity Theory 

 

When viewed within a matrix (Figure 4), as opposed to linear stages, the theory 

of d/Deaf identity fits nicely within Tajfel’s (1981) theory on social identity. The SIT 

suggests people remain within a group as long as it contributes positively to the way 

they view themselves (Bat-Chava, 2000). In situations where a person feels stigmatised, 

however, there may be a shift away from that group. This may be achieved through 

physical or psychological detachment. Two main strategies may be used; individual 

mobility and social change (Bat-Chava, 2000). Individual mobility describes the 

situation where a person attempts to assimilate with the majority Hearing culture. In 

this situation, attempts are made to live within the mainstream, which may include 

maximising residual hearing (e.g., through the use of hearing aids or CIs), relying on 

speech-reading, and attempting to separate oneself from any negative characteristics 

associated with being deaf. The second strategy, social change, is used by those who 

wish to claim their Deaf identity (Bat-Chava, 2000). In this situation, negative 

characteristics of the majority Hearing culture are exaggerated, while positive 

characteristics of Deaf culture are valued. Approaches may include choosing not to use 

CIs, or any form of auditory amplification, and using a manual language, as opposed to 

an oral one. 

 Although SIT appears to place Deaf and Hearing identities on a continuum (Bat-

Chava, 2000), the remaining two groups within the matrix (Figure 4) can also be 

explained. For these two groups, both strategies of individual mobility and social 

change may occur in combination. For example, for some, it may be difficult to improve 

residual hearing; CIs may not work, and communication with the Hearing world may 

become too difficult. On the other hand, the person may feel no affiliation to those in 

the Deaf community due to previously developed attitudes and beliefs about deafness 

or a reluctance/inability to learn sign language. For this group of people, who reject 

both strategies, marginalisation occurs. For the remaining group, assimilation within 

Hearing culture is accepted, as is identification with Deaf culture. Aspects of both 
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cultures are valued, positives of both groups are exaggerated, and the person feels 

comfortable identifying with either group. This group develop a Bicultural identity. 

 Research into d/Deaf adults’ identity have used either the Deaf Identity 

Development Scale (DIDS; Glickman & Carey, 1994) or the later developed Deaf 

Acculturation Scale (DAS; Leigh & Maxwell-McCaw, 2011), which have good validity 

and reliability (Bat-Chava, 2000; Chapman & Dammeyer, 2017; Hintermair, 2008; 

Maxwell-McCaw & Zea, 2011). Identification with the Marginal cultural identity is 

associated with the worst outcomes (e.g., lower self-esteem and lower levels of 

satisfaction with life). In contrast, those with either a Deaf or Bicultural identity exhibit 

the highest levels of self-esteem and self-reported life satisfaction. Of note, both adults 

and adolescents with a CI have been shown to be more likely to identify with Bicultural 

or Hearing cultures than those with similar levels of hearing loss who do not have a CI 

(Chapman & Dammeyer, 2017; Goldblat & Most, 2018; Leigh, Maxwell-McCaw, Bat-

Chava, & Christiansen, 2008). 

 

The Development of Identity in Children with Cochlear Implants 

 

 There are seven degrees of hearing loss (HL), which are measured in decibels 

(dB) of minimal audibility (Fuller, 2012): normal hearing (-10-15 dB HL), slight (16-

25 dB HL), mild (26-40 dB HL), moderate (41-55 dB HL), moderate severe (56-70 dB 

HL), severe (71-90 dB HL), and profound (Clark, 1981). Cochlear implantation has 

become increasingly common for children with severe or profound levels of deafness, 

due to the potential for significantly better access to speech (Goh et al., 2016; Leigh et 

al., 2008). While implantation is not effective for all children, particularly for later-

implanted children (Geers, 2002; Janeschik, Teschendorf, Bagus, & Arweiler-Harbeck, 

2013), most children who are early-implanted develop oral language very successfully 

(Ching & Dillon, 2013). The increased number of deaf children with better access to 

sound, due to the benefits of UNHS, has the potential to change the way their identity 

develops.  

Prior to CIs, many New Zealand deaf children were raised under the umbrella 

of ‘oralism’ (Powell & Hyde, 2014). For these children, communication via oral 

methods was often difficult; thus, many may have been culturally Marginalised. For 

others, identification with the Deaf community may have provided access to an in-
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group, feelings of self-worth, and group cohesion, leading to the development of a 

‘culturally Deaf’ identity.  

Children provided with CIs pre-lingually have been placed in a unique position. 

Better access to sound provides the possibility of identifying as Hearing. For children 

with CIs, part of identity development is likely to revolve around the concepts of Deaf 

versus Hearing, particularly in situations where language is a salient feature (Sheridan, 

2008). Adolescence is a pertinent time for identity development (Erikson, 1959); 

however, there is limited research on this age group and, as yet, no recognised way of 

assessing child or adolescent identity (Mance & Edwards, 2012).  

Prior to Glickman’s theory of d/Deaf identity, an early study focusing on 

‘hearing impaired’ adolescents investigated the types of Deaf identity in adolescents 

using the Deaf Identity Scale, which comprised three subscales; Hearing Identification 

Subscale, Deaf Identification Subscale, and Dual Identification Subscale (Weinberg & 

Sterritt, 1986). Each subscale comprised five statements, rated according to how much 

the adolescent agreed (e.g., ‘I would rather have hearing friends’). These identities were 

used to compare outcomes in academic achievement, social adjustment, evaluations of 

‘self’ as a Deaf person, and perceived family acceptance. When compared to 

adolescents with a Deaf or Dual identity, identification with a Hearing identity led to 

more negative outcomes in all domains. It was surmised that these adolescents believed 

that having a disability (in this case a hearing impairment) was less acceptable than 

being ‘able-bodied’, leading to a sense of inferiority. 

More recently, the most common approach for assessing identity in deaf 

adolescents has been the use of semi-structured interviews to discuss identity-related 

issues with groups of adolescents. For example, in an English study (Wheeler et al., 

2007), adolescents were asked to discuss how they viewed their identity in terms of 

hearing-status. While responses varied, only 21% (6 adolescents) identified themselves 

as ‘Hearing’, with the remainder viewing themselves as varying degrees of ‘d/Deaf’. 

These authors concluded that there was a degree of ambiguity around hearing-related 

identity. 

 

Assimilation and Acculturation 

 

One of the issues contributing to d/Deaf identity, particularly for children with 

CIs due to improved access to speech, relates to the extent to which that child is 



Communication, Identity, & Outcomes in Children with CIs 

 

 

32 

assimilated or acculturated into Hearing culture. Assimilation is different from 

acculturation (Arce, 1981; Tanenbaum, Commissariat, Kupperman, Baek, & Gonzalez, 

2013; Tannenbaum, 2009). Acculturation is the ability for one culture to form 

relationships with another, while still maintaining important aspects of their own 

culture (Tanenbaum et al., 2013). It is a ‘dynamic process’ (Teske & Nelson, 1974; p. 

351) that allows two cultures to share, influence, and change aspects of the others’ 

culture. Thus, while a person may adapt to live within the dominant culture, they hold 

on to important parts of their own. For d/Deaf children with CIs, acculturation allows 

the child to live within Hearing culture, while maintaining important aspects of their 

Deaf culture. 

An early definition of ‘assimilation’, on the other hand, defined assimilation as:  

 

“a process of interpenetration and fusion in which persons or groups acquire 

the memories, sentiments, and attitudes of other persons and groups, and, by 

sharing their experiences and history, are incorporated with them in a common 

cultural life” (Park, 1969, p. 360). 

 

Thus, for d/Deaf children with CIs, assimilation refers to the situation where the 

child embraces Hearing culture (along with the associated Hearing attitudes and values) 

and becomes immersed in the Hearing way of life. 

In order to assimilate, one must first acculturate (Teske & Nelson, 1974), 

allowing a person to adapt to, and learn about, the majority culture. Once acculturated, 

a decision must be made to assimilate with the new culture. This may occur by choice 

(e.g., to improve social status) or be imposed (Teske & Nelson, 1974). Successful 

assimilation depends on many factors; for example, the level of prejudice demonstrated 

from the dominant culture towards the non-dominant culture, the presence or absence 

of a cultural power struggle, the extent to which the non-dominant culture choose to 

assimilate, the extent to which the two cultures co-mingle, and the development of the 

dominant culture’s social identity (Gordon, 1964). Assimilation has historically 

occurred throughout the world via colonialism (Lorde, 2012), with dominance dictating 

the direction of assimilation (Teske & Nelson, 1974). 

In summary, acculturation is the first stage of the process, which may or may 

not be followed by assimilation depending on choice, awareness, and pressures on a 

person. Assimilation into the dominant culture may occur intentionally or may be 
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imposed, thereby forfeiting one’s own culture and becoming part of the other. Those 

who acculturate, but do not assimilate, do so with the intention of combining aspects of 

both cultures.  

 

 
Colonialism as an Expression of Imperialism 

 

Assimilation has historically occurred throughout the world via colonialism 

(Lorde, 2012). Colonialism, where one group of people settled and established a colony 

in an area already inhabited by another group of people, has existed for centuries 

(Sommer, 2011). Unlike imperialism, which is derived from the Latin word imperium 

(to command), the term colonialism was derived from the Latin word colonus, or 

farmer. The concepts of colonialism and imperialism are often used interchangeably; 

however, there are distinct differences between the two (Walter, 2008). For example, 

while imperialism depicts notions of dominating another culture, colonialism focuses 

on settling in a new territory, while continuing allegiance with the home country. While 

this sense of continuity with the mother-culture is still captured in the term of 

colonialism, over time, the notion of colonialism has developed more negative 

connotations, including the idea of cultural domination or subjugation of one culture by 

another.  

Experiences of indigenous or minority groups have often been shaped by 

colonialism, through the subjugation of these populations and those who support them 

(Lorde, 2012). In order to discuss this further, however, it is important to clarify the 

difference between 1) ‘race’ and ‘ethnicity’ and 2) ‘indigenous’ and ‘minority’.  

‘Race’ has been defined as a social construct that, over time, has come to signify 

the differences in “phenotypic genetic expression” (Ford & Kelly, 2005, p. 1658) 

between different groups of people (e.g., Māori vs. Pākeha). In contrast, ‘ethnicity’ 

refers to a person’s identification with a specific culture; this includes identification 

with the language, attitudes, beliefs, values, and customs, among other things. While 

race is a stable entity, a person’s ethnicity may vary over time, depending on the extent 

to which they identify with that group in any given situation; for example, a person with 

both Māori and Pākeha [white New Zealander] heritage may describe their ethnicity as 

Māori within a Māori context (such as a marae, or Māori meeting house), and Pākeha 

when socialising within a predominantly non-Māori context. Deaf identity incorporates 
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language, attitudes, beliefs, values, and customs, and is argued, therefore, to be 

regarded as an ethnicity (Lane, 2005). 

Indigenous groups refer to those who occupied a specific land prior to being 

conquered and governed by another group of people (Kugelmann, 2007). For example, 

Māori are considered the indigenous people of New Zealand (Tuhiwai-Smith, Maxwell, 

Puke, & Temara, 2016). Minority groups, however, refer specifically to groups that are 

“numerically inferior to the rest of the population” and who are considered to be the 

non-dominant group (Kugelmann, 2007, p. 237); for example, people from the LGBT 

community, religious groups, or those from Deaf culture.  

Many experiences of people within the minority Deaf culture parallel 

experiences of indigenous peoples who have been colonialised (Ladd, 2007; Smiler & 

McKee, 2007). For example, it is well documented that colonialism has had a powerful 

impact on the indigenous language, education, and health of New Zealand Māori 

(Zambas & Wright, 2016). It is argued, therefore, that viewing experiences of Deaf 

people through the lens of colonialism helps to understand how being d/Deaf has 

become socially constructed within the medical model. The parallels between colonised 

peoples and the Deaf community will be further discussed. 

  

THE PRIMITIVE NATURE OF COLONISED PEOPLE 

 In order to understand how language, education, and health of the colonised 

have been affected, it is necessary to understand how Imperialists, through colonialism, 

held the power. Colonialism was based on control of the society’s norms (Lorde, 2012). 

To exert control over the colonised people, colonists are established as superior to those 

being colonised. The concept of the ‘modern person’ was developed as a way of 

introducing people to the ‘modern world’ (Lorde, 2012; p. 62). Those who were 

‘modern’ were described as intellectuals and developed people. Those who required 

colonisation were described as ‘savages’, ‘primitive’, and ‘lacking intellect’; that is, not 

‘fully human’ (Lorde,	2012,	p.	69). It was believed they needed to be assimilated into 

the modern ways (Zambas & Wright, 2016). Via subjugation, policies around decisions 

for colonised groups could be justified (e.g., domestication or extermination). It was 

suggested that these minorities lacked the skills required to create, imagine, or apply 

self-determination (Zambas & Wright, 2016). For Māori, this lack of intellect and 

abilities implied a lack of knowledge on how to manage land or other important 
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resources of value (Lorde, 2012). Thus, land and resources were confiscated in favour 

of those who were more modern and capable of capitalising on them.  

 In order to further assimilate the colonised people, it was determined that 

English should be the primary language of New Zealand (Zambas & Wright, 2016). 

Those who did not speak English were, by extension, ‘inferior’ (p. 403). Given that 

indigenous peoples were ‘uncivilised’ (Lorde, 2012; p. 71), it was asserted they did not 

possess the skills required to be literate or have established their own language (Lorde, 

2012). By ensuring information was disseminated in English, Imperialists could retain 

power and control over the social discourse (Ladd, 2007). Prominent people (i.e., 

doctors and teachers) tended to adopt the Colonial point of view, through their 

interactions with the majority and minority groups. For example, education systems 

were established in a way that could facilitate the learning of the dominant language 

(Zambas & Wright, 2016). For Māori, this led to an education system based on English. 

Given that Māori were required to learn English before they were able to acquire 

knowledge in the language, they were disadvantaged; their inability to succeed in the 

education system further evidence that they were primitive (Zambas & Wright, 2016). 

Thus, through the development of the colonial education system, via the language of 

the colonialists, te reo Māori (Māori language) was quashed and began to decline 

(Johnston, 2012). 

 There are strong parallels between Deaf and Māori in terms of linguistic, 

educational, and cultural colonisation (Ladd, 2007; Lorde, 2012). Where Māori were 

controlled by the non-Māori dominant culture, Deaf were controlled by a non-Deaf 

discourse (McKee, 2011). Like Māori, Deaf have been considered primitive and 

lacking in intellect (Eleweke, 2011); that is, their status as a people was devalued and 

their culture was subjugated. This has been traced as far back as Plato, who claimed 

language was the expression of intelligence, and Aristotle, who stated that ‘those who 

were born deaf would become stupid and incapable of reason’ (p. 181). Sign language 

was deemed to be effectively hand-waving and was, therefore, oppressed in favour of 

oralism (Goldin-Meadow & Brentari, 2015). Oralism involved educating D/deaf 

children through lip-reading and speech training using the child’s residual hearing, as 

it was believed that this would better promote involvement in the hearing world. This 

was used as a way to assimilate Deaf into the Hearing world (McKee, 2011).  
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In New Zealand, the instigation of oralism saw D/deaf children congregated in 

Schools for the deaf from four years old (Powell & Hyde, 2014). With deaf children 

educated together, under oralism, colonialism was established and communication in 

sign language declined. Given that many children were unlikely to succeed under the 

Oralist method, both in New Zealand and internationally, this led to low levels of 

literacy (Lang, 2011; Powell & Hyde, 2014), thus perpetuating the colonial discourse 

of Deaf as primitive and lacking intellect. 

 

The Influence of Colonialism on Deafness 

 

 The underlying facets of colonialism may be seen to have led the social 

discourse around what it means to be d/Deaf. Under colonialism, minorities are 

regarded as not ‘fully human’ (Lorde,	2012;	p.	69); not only ‘different’, but ‘inferior’, 

to the dominant group. Under this philosophy, given that most deaf children are born 

to hearing parents who would have been exposed to the colonialist view (Pichler et al., 

2014), the birth of a deaf child would equate to the birth of a child who is ‘less than’ 

normal. It follows, therefore, that many hearing parents of profoundly deaf children, 

who place a high level of importance on their child being engaged with the Hearing 

world, choose cochlear implantation, to correct the problem, and so subscribe to the 

medical model of deafness (Archbold, Sach, O'Neill, Lutman, & Gregory, 2006). This 

assimilates the child into the dominant Hearing society, on one hand, while also tacitly 

supporting the colonialist model on the other.  

 

Deaf Identity and Acculturation for Children with Cochlear Implants 

 

Cochlear implantation during infancy may impact the development of Deaf 

identity (Wald & Knutson, 2000). Many parents, though, just want to improve the 

child’s chances of succeeding in a Hearing world, and may not consider this (Hyde, 

Punch, & Komesaroff, 2010; Wheeler, Archbold, Hardie, & Watson, 2009). When 

considering the impact of cochlear implantation on d/Deaf identity, it is helpful to 

review the matrix of deaf development (Figure 4). 
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CULTURALLY HEARING 

Despite Glickman’s (1993) assertion that identification with the ‘culturally 

Hearing’ group would comprise mainly later-deafened people, the introduction of CIs 

for pre-verbal children gives rise to a new group that could meet this criterion. The 

provision of CIs for young children has led to increased early access to oral language. 

Early access to oral language, in turn, provides children with the chance to learn to 

speak during the critical period for language, achieving language goals at similar times 

to their age-matched hearing peers (Ching et al., 2009; Duchesne, Sutton, & Bergeron, 

2009). Moreover, it provides the opportunity for deaf children to participate in their 

parent’s Hearing culture in a way they may not have been able to without implants 

(Hyde et al., 2010).  

 

CULTURALLY MARGINAL 

 The impact of CIs on ‘cultural marginalisation’ is less clear. Many opponents 

of CIs have argued this group of children are at increased risk of developing a Marginal 

identity (Wald & Knutson, 2000). This is based on the notion of belonging to neither 

the Hearing world (because they are deaf) nor the Deaf world (because they can hear). 

Thus, there is a fear these children could grow up in a ‘no man’s land’ in terms of 

identity (Lane, 1995, p. 9). It is also possible, however, that less deaf children will be 

marginalised with CIs due to their increased ability to engage with Hearing culture 

alongside the opportunity to become bicultural. 

 

CULTURALLY DEAF 

 For children with CIs, there is the potential that the ease with which assimilation 

into the Hearing culture may occur could lead to a reduced need for interaction with 

Deaf people. Thus, it is possible that less children with CIs would identify as ‘culturally 

Deaf’ than deaf children without CIs. It is also possible, however, that during 

adolescence, Deaf-related identity questions may arise, leading these children to 

investigate Deaf culture more fully (Sheridan, 2008).  

 

BICULTURAL IDENTITY 

 Biculturalism suggests an acceptance of both Hearing and Deaf cultures and an 

ability to feel good about aspects of each culture (Wald & Knutson, 2000). Cochlear 

implantation may in fact give children an advantage here, as they are deaf (and are, 
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therefore, eligible to fit into the Deaf community) but have better access to the Hearing 

world (and can, therefore, fit into the majority culture). Thus, it is suggested that 

children with CIs have more opportunity than ever to develop a Bicultural identity, 

provided they have access to both cultures. 

 

Why Does Identity for Children with CIs Matter? 

 

 Not only has identity in d/Deaf children and adolescents been neglected in the 

literature, but research on the psychosocial well-being of this group is also sparse 

(Mance & Edwards, 2012). Until recently, for children with CIs, the focus was on 

language outcomes, educational outcomes, or the benefits of bilateral over unilateral 

implantation (Ching et al., 2009; Goh et al., 2016; Sarant, Harris, Bennet, & Bant, 

2014). While undoubtedly important to investigate, these outcomes capture only a small 

part of the picture. A holistic view of a person includes more than just how well they 

are doing in language and educational outcomes (Mance & Edwards, 2012). It includes 

how they are doing psychosocially; for example, how they feel about themselves, how 

happy they are, or how connected they feel to others. While a child with CIs might 

excel in terms of their ability to communicate and their academic achievement, this may 

mean very little if they are isolated, have low self-esteem, or feel dissatisfied with life.  

 As previously discussed, identity in d/Deaf adults is one of the factors that have 

been shown to correlate with psychosocial outcomes (Bat-Chava, 1993; Bat-Chava, 

2000). Given that adolescence is a time of significant identity development (Erikson, 

1959), it is important to consider the role it may play on children and adolescents with 

CIs, particularly in terms of social and psychological outcomes.  

Psychosocial development (i.e., positive social and emotional development) has 

been highlighted as an essential prerequisite for future happiness, success, and 

wellbeing (Calderon & Greenberg, 2011). In order to achieve this, an ability “to 

coordinate affect, cognition, communication, and behaviour” (p. 189) is required. For 

many deaf children, however, there is the potential for sub-optimal development in any, 

or all, of these domains. 

 There are higher rates of behavioural, emotional, and social problems in deaf 

children than hearing children (Dammeyer, 2018; Fellinger, Holzinger, & Pollard, 

2012; Punch & Hyde, 2010; Quittner, Leibach, & Marciel, 2004). For children with 

CIs, however, findings in these areas are inconsistent, particularly if the children have 
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been mainstreamed. For example, some studies suggest that social skills outcomes in 

children with CIs are similar to those of their hearing peers (Percy-Smith, Cayé-

Thomasen, Gudman, Jensen, & Thomsen, 2008; Sarant, Harris, Galvin, Bennet, 

Canagasabey, & Busby, 2017). Other findings, such as that by Punch and Hyde (2011), 

suggest it may be a little more complicated, with quantitative findings suggesting 

children with CIs were similar to hearing children, in terms of their social skills, while 

qualitative findings, from interviews with parents and teachers, highlighted areas of 

concern around social skills, particularly for some children as they approached 

adolescence. One possibility for the differences in social skills between d/Deaf 

children, particularly as they move into adolescence, is that outcomes for these children 

depend on the d/Deaf identity they have developed. 

Given that Deaf identity has been shown to correlate with positive psychosocial 

outcomes for d/Deaf adults, it is likely, and important to determine, that this would be 

the case for children and adolescents. To date, however, there is limited information 

about this association.  

 

Predictors of Psychosocial Outcomes in Children with CIs 

 

 Self-esteem and social competency are two of the key facets influencing 

psychosocial outcomes. 

 

SELF-ESTEEM 

 Self-esteem has been identified as one of the most significant predictors of 

mental health (Bat-Chava, 1993). In psychological terms, it refers to the way one views 

or judges oneself emotionally (Hintermair, 2014). Positive self-esteem is associated 

with a sense of acceptance and competence and the idea that one is an active participant 

in shaping the future (Brice & Adams, 2011; Hintermair, 2008). In effect, self-esteem 

is closely intertwined with a person’s social identity (Tajfel & Turner, 1979).  

One of the most important factors predicting positive self-esteem in deaf adults 

is an association with Deaf cultural identity (Hintermair, 2008; Moog et al., 2011). On 

the other hand, deaf adults who identify as culturally Hearing have been found to 

demonstrate lower levels of self-esteem, with those who are culturally marginalised 

experiencing the lowest levels of self-esteem (Hintermair, 2008). Those with the 
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highest levels of self-esteem are those who identify with both the Deaf and the Hearing 

worlds; that is, they are bicultural (Hintermair, 2008; Jambor & Elliott, 2005).  

Children with CIs have more opportunity to participate in Hearing culture and 

this may lead to an increase in deaf children identifying as Hearing or as Bicultural. 

Therefore, it is important to investigate whether these outcomes impact on self-esteem 

as they do in adults.  

 

SOCIAL COMPETENCE 

 Social competence refers to a person’s ability to interact with others, such as 

family and friends, in an appropriate and effective manner (Hoffman, Quittner, & Cejas, 

2015). It is dependent on a person’s social skills; that is, learned socially acceptable 

interpersonal behaviours (Elliott, Barnard, & Gresham, 1989). This includes behaviours 

such as complimenting others, sharing, using “please” and “thank you”, among others. 

Social competence requires the ability to be flexible in social situations (Hoffman et 

al., 2015). To function competently in this domain requires both macro skills (e.g., 

taking turns and understand another’s perspective) and micro skills (e.g., using 

appropriate eye contact). Moreover, there is a requirement for appropriate emotional 

expression and self-control (Hogan, Scott, & Bauer, 1992). Social competence is 

learned through passive observation, via overhearing or seeing interactions occurring 

around one, as opposed to something that can be actively taught (Moog et al., 2011). 

Thus, for deaf children, it is possible that the subtle nuances required for social 

interactions may not always be acquired. This is the case even for children with CIs, as 

regardless of the level of spoken language ability a child has, there are situations where 

they are disadvantaged (i.e., in noisy environments or group settings where it is more 

difficult to hear or speech-read); sometimes referred to as “social deafness” (Hyde & 

Punch, 2011, p. 5). 

It is through the development of social competence that a child forms and 

maintains effective relationships with others (Hoffman et al., 2015). In addition, social 

competence has been linked to better adjustment and academic outcomes at school 

(McClelland, Morrison, & Holmes, 2000). For example, children who are highly 

competent in social situations tend to be more accepted by peers and achieve better 

academically than those who are less socially competent (Wentzel, 1991).  

Some studies suggest that children with CIs, born after the introduction of 

UNHS and, therefore implanted prior to the age of 18-months, tend to fare better, 
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socially, than children born prior to UNHS, who were often implanted later (Leigh & 

Maxwell-McCaw, 2011). For example, a study by Percy-Smith et al. (2008) found no 

difference between children with CIs who were implanted early and their hearing peers 

in terms of social well-being. Other studies, however, suggest that children with CIs, 

identified prior to 24 months of age, may demonstrate lower levels of social competence 

than their hearing peers, even when language is accounted for (Wiefferink, Rieffe, 

Ketelaar, & Frijns, 2012). 

 

Factors Influencing Psychosocial Development in Children with CIs 

 

 There are three important factors to consider when identifying influences on 

psychosocial development of children with CIs: emotional regulation, behaviour, and 

language (Dammeyer, 2009; Ladd, G. W., 1990; Wiefferink et al., 2012). 

  

EMOTIONAL REGULATION 

 Emotional regulation is crucial in the development and maintenance of 

relationships with others (Wiefferink et al., 2012). It is a skill that requires a child to 

learn to cope with emotions, both through internal regulation of intensity and the 

manner in which they express them. The development of emotional regulation begins 

during early childhood. At this age, adaptive strategies include avoiding or distracting 

oneself and focusing less on expressing negative emotions (Fields & Prinz, 1997). 

Emotional coping strategies of children with CIs have been found to be poorer than 

those of their hearing peers (Wiefferink et al., 2012). For example, in contrast to hearing 

children, children with CIs are less strategic in their use of positive emotions to 

maintain relationships. It was found, however, that children in this group expressed 

negative emotions more regularly, and with greater intensity, than their hearing peers. 

In addition, children with CIs were found to have more difficulty diverting their 

attention when experiencing negative emotions and found it more difficult to figure out 

how to be ‘happy’ again (Wiefferink et al., 2012). 

 

BEHAVIOUR 

 Schools have been highlighted as one of the most significant domains of 

psychosocial influence (Ladd, 1990). In an educational setting, a child’s behaviour has 

been shown to influence academic outcomes and peer relationships (McClelland et al., 
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2000). Social and interpersonal skills that impact on peer relationships have been 

discussed previously. It is important to note, however, that problem behaviour may lead 

to longer-term social issues as a result of ‘reputational bias’ (Ladd, 1990, p. 1081); that 

is, the tendency for children to use past interactions to interpret another’s intentions 

within the current situation.  

There are also a group of other behavioural skills required of children, 

particularly at school; that is, work-related skills (Cooper & Farran, 1988). Work-

related skills refer to a child’s ability to engage in behaviours such as listening, 

remaining on task, following directions, and participating in group scenarios 

(McClelland et al., 2000). In essence, they require the ability to regulate oneself, co-

operate, be responsible, and work independently. Work-related skills have been linked 

to academic outcomes and appear to be influenced by gender, with boys demonstrating 

significantly more work-related behavioural problems than girls (Cooper & Farran, 

1988). 

 Academic and adjustment issues, as a result of negative behavioural patterns, 

also impact on the psychological wellbeing of the deaf child (Ladd, 1990). Over time, 

repeated academic difficulties may contribute to a ‘self-fulfilling prophecy’ (Merton, 

1948), whereby the child’s current problems undermine their future progress.    

 

LANGUAGE 

 Finally, an association between language ability and psychosocial outcomes has 

been found (Dammeyer, 2009; Stevenson, McCann, Watkin, Worsfold, & Kennedy, 

2010). As previously discussed, language provides a child with the opportunity to 

actively interact with those around them. For children with CIs, particularly those who 

are early-implanted, better access to language allows children to participate in, and 

learn about, social interactions in a manner similar to hearing children (Noll, 2007). 

Through these social interactions with others, children learn about social norms, rules 

of society, and behaviours expected of them (Calderon & Greenberg, 2011). While use 

of a CI makes this process easier than it might be without the implant, it is important to 

note that CIs do not equate to ‘normal’ hearing (Eggermont, 2017) and, often, auditory 

information may be missed (Preisler, 2007). This makes it possible for children with 

CIs to develop fragmented social learning through the oral language domain, affecting 

social competence (Hintermair,	2014) and potentially impacting cognitive, emotional, 

and behavioural outcomes (Dammeyer, 2009; Stevenson et al., 2010). Children with 
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hearing loss exhibit more problem behaviours than those without, with risk of 

occurrence increasing as language ability decreases (Stevenson et al., 2010). For 

children with CIs, presence of psychosocial difficulties is similar to that of hearing 

children, regardless of MoC, provided language abilities are high (Dammeyer, 2009). 

On the other hand, children with lower levels of language ability demonstrate 

significantly more psychosocial problems. Thus, for children with CIs, the better the 

child’s language ability, the more socially competent the child (Wiefferink et al., 2012). 

 The association between language ability and psychosocial outcomes for 

children with CIs is complicated by debates around communication choice; 

specifically, whether children should be raised using an oral-only or a bilingual/bimodal 

(oral language + a visual language) approach. While this will be discussed in detail in 

Chapter 3, it is briefly mentioned here, as language is an integral part of cultural 

development (Campbell, 2000). Given this, it is important to explore the association 

between children’s language environment and levels of acculturation within the 

Hearing and Deaf worlds and whether psychosocial outcomes differ, based on d/Deaf 

identity. 

 

SUMMARY OF FACTORS INFLUENCING PSYCHOSOCIAL DEVELOPMENT 

 To summarise, although outcomes for children with CIs tend to focus on 

language, education, or the benefits of bilateral versus unilateral implantation, it is also 

important to investigate their psychosocial outcomes (Punch & Hyde, 2011). This is 

particularly relevant given that deaf children, particularly if late-implanted, 

demonstrate difficulties in this area; specifically, in terms of emotional regulation, 

behaviour, and, to a lesser extent, language ability (Dammeyer, 2009; Ladd, 1990; 

Wiefferink et al., 2012).  

Identity influences psychosocial outcomes in d/Deaf adults (Bat-Chava, 1993; 

Bat-Chava, 2000); however, there has been minimal focus on d/Deaf identity 

development of children and adolescents. There is potential for children with CIs to 

differ from previous generations, in terms of d/Deaf identification, which may impact 

on psychosocial functioning. Moreover, given the important role of language in identity 

development, early communication decisions may play a role in these outcomes. 
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Role of Parents in d/Deaf Identity Formation  

 

Being born deaf has an intrinsic influence on identity; that is, it is an inherent 

part of that child (Dillehay, 2011; Lane & Bahan, 1998). For children with CIs, even 

though they may have improved access to sound and may be viewed by others as 

hearing, they remain ‘deaf’ in the audiological sense and have minimal access to sound 

when the implants are off (Christiansen & Leigh, 2011). According to SIT, people 

categorise others in terms of how similar or different they are to themselves, placing 

themselves within groups that share similar characteristics and separating themselves 

from groups that differ (Tajfel & Turner, 1979). Increased sense of belonging to a group 

of similar others enhances self-esteem.  

 Family is regarded as a major source of socialisation for children (Chen, 2014; 

Potmesilova, 2013), which is key to identity development (Calderon & Greenberg, 

2011). In addition, the presence of a Family culture allows children to belong to, and 

be nurtured within, a natural in-group. Thus, the role of family, and specifically parents, 

has been identified as a major factor influencing the development of identity in d/Deaf 

children (Hamers, 1996). For this reason, it is important to understand the ways in 

which parents might influence the development of d/Deaf identity for children with CIs.  

 

PARENTAL ATTITUDES 

Understanding parental attitudes on deafness, for parents of children with CIs, 

is important (Crowe, McLeod, McKinnon, & Ching, 2014). The implementation of 

newborn hearing screening has led to increasingly earlier identification of deafness and 

hearing loss (Crowe et al., 2014), so critical decisions are made early. These may be 

based on parental attitudes and may have the potential to shape the child’s future d/Deaf 

identity.  

Within social psychology, attitudes are viewed as the way a person believes, 

thinks, or feels about a specific person, idea, event, or thing (Krech & Crutchfield, 

1948). They are primarily learned through upbringing or experiences, either through 

experiencing a situation oneself or through observation of others, and provide a way to 

evaluate situations in order to decide how to behave (Ary, Tildesley, Hops, & Andrews, 

1993; Sargeant & Bond, 2015).  

Attitudes have been linked to behaviour; although, what people ‘say’ and what 

people ‘do’ are not always aligned (Fishbein & Ajzen, 1975; LaPiere, 1934; Wicker, 
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1969). One way to view an attitude is in terms of three component: a cognitive 

component (the way a person thinks or believes about an issue), an affective component 

(how the person feels about the issue), and a behavioural component (how the person 

responds to the issue; Zhou, Dovidio, & Wang, 2013). These may be influenced by 

social constructions developed during socialisation with others (Ponizovskiy, 

Grigoryan, Kühnen, & Boehnke, 2019). 

The theory of social construction is used to explore how people come to explain 

the world around them (Gergen, 1985). Under this theory, multiple perspectives exist; 

however, one develops a specific perspective, based on interactions with others. For 

example, gender is commonly described as a social construct (Freud, 1994; Mumby, 

1998; Unger & Kahn, 1996; West & Zimmerman, 2002). The Western world takes the 

view that there are two genders, based on biological (sex) differences; men and women 

(Kessler, 1978). When viewed from this perspective, social expectations and 

behavioural norms are created and people learn what to expect from a person, based on 

their observable biological differences. In other cultures, however, this biological 

dichotomy may not influence a person’s gender, creating alternative social norms and 

behaviours. Deafness is also socially constructed and may be viewed from different 

perspectives; for example, via the medical model or the sociocultural model (Senghas 

& Monaghan, 2002). Thus, social expectations and behavioural norms are based on the 

perspective one adheres to. 

For most parents, their deaf child is the first deaf person they have ever 

encountered (Christiansen & Leigh, 2004); meaning they have little, or no, experience 

to draw on around what it means to be deaf. Attitudes, therefore, may depend on 

exposure to social constructions of deafness; both from their past and from people 

involved in the early stages after learning that their child is deaf (e.g., professionals).  

 

Professional Influence on Parental Attitudes 

 Deafness-related professionals (e.g., doctors, audiologists, habilitationists, & 

Advisors on Deaf Children [AoDCs], etc.) are the primary source of information for 

parents of newly diagnosed babies or children (Henner et al., 2016; Humphries, Tom 

et al., 2016; Rosen, 1991). They can influence parental decisions, early in the process 

(Lane, 1995). The professional’s biases about deafness, therefore, have the potential to 

be transmitted to the family (Rosen, 1991). Professional perspectives around deafness 
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are likely to come from one of the two distinct views; that is, the medical model or the 

sociocultural model (Senghas & Monaghan, 2002). 

 When professionals view deafness under the medical model, parents are often 

encouraged to use an oral-only approach and advised that if the child is given the option 

to sign, they will favour the use of a visual language because it is ‘easy’ (Humphries et 

al., 2012).  The medical model is widespread, so families, schools, and communities 

reinforce the social construct of deafness presented to the new parent (Power, 2005). 

Parents, therefore, look for solutions to ‘fix’ the problem; for example, via cochlear 

implantation and an oral-only approach to language (Rosen, 1991).  

 When professionals view deafness from a ‘sociocultural’ perspective, the way 

in which deafness is portrayed becomes more positive (DesGeorges, 2016). An 

example of the discourse from a professional with this perspective might be: “Your 

child is deaf… Being deaf simply means your child is more visually-oriented” (Rosen, 

1991, p. 128). The role of the professional is crucial in guiding early parental decisions 

that may shape the child’s identity and outcomes.  

 For children with CIs, the most notable area of professional influence on parents 

is observed in the domain of language choice (Henner et al., 2016; Humphries et al., 

2012). There is considerable debate in the literature around the MoC that best meets the 

needs of a child with CIs (Delore et al., 1999; Eleweke & Rodda, 2000; Hyde & Power, 

2006). The promotion of different options varies between professionals, with many 

actively encouraging parents to choose an oral-only approach (Garate, 2011; Kara & 

Harvey, 2016; Morere, 2011). Families can be provided with misinformation about the 

use of speech versus a visual language, which can be attributed to limited training and 

often a failure by professionals to co-ordinate with each other (Humphries et al., 2012). 

Options are often presented as a binary choice, with many professionals failing to 

inform parents about the bilingual/bimodal option (i.e., oral language and a visual 

language). These choices can be negatively framed, within a cultural context, 

suggesting that by choosing to incorporate a visual language, the child will grow up to 

be part of an ‘inferior’ Deaf world. This is contrasted with the oral-only approach, 

which allows the child to function within the hearing world. Thus, when presented from 

the perspective of the medical model, parents are likely to default to the spoken 

language option that they understand (Humphries et al., 2012; Mitchell & Karchmer, 

2004). 
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 When professionals view deafness from the sociocultural perspective, it 

changes the way parents are introduced to early intervention options (Young,	A.	M.,	

1999). For example, families may be introduced to a range of different d/Deaf adults, 

ranging from those with CI, those who use only a visual language, those who use a 

combination of spoken and visual language, or those who are oral-only, allowing them 

to learn about what it means to be d/Deaf in an informal manner (Muse et al., 2013). 

They might also be given access to a visual language and supported to learn about how 

it might benefit their child. Such approaches have been found to benefit families, 

leading to greater levels of optimism around their child’s future (Svartholm, 1993). 

To summarise, there are internal and external factors that influence parental 

attitudes to deafness. Internal factors relate to the parents’ own judgements and 

opinions around deafness (Decker, Vallotton, & Johnson, 2012). These include societal 

views, professionals’ views, access to language options, and political history (Decker 

et al., 2012; Humphries et al., 2012). Attitudes are often learned through upbringing 

and exposure to others (Ary et al., 1993; Mitra, Faulkner, Buliung, & Stone, 2014; 

Sargeant & Bond, 2015; Yu, 2003); thus, deaf children may be influenced by the 

attitudes of their parents. It is suggested there are two important areas where a child’s 

d/Deaf identity may be influenced by parental attitudes: decisions around MoC and 

level of involvement with the Deaf community. 

 

EARLY LANGUAGE/COMMUNICATION MODE DECISIONS 

Social development depends on the ability to communicate (Dammeyer, 2009; 

Stevenson et al., 2010) as does the development of identity for d/Deaf children 

(Glickman, 1993; Sutton-Spence, 2010). Parents who ascribe to the medical model are 

likely to choose an oral-only approach to communication for their child (Potmesilova, 

2013) and may encourage the child to minimise aspects of themselves that highlight 

that their deafness For example, Bat-Chava (2000) found that deaf children of hearing 

parents, who were exposed to oral language as their primary form of communication, 

tended to identify more strongly with the concept of ‘deaf as a disability’, leading to a 

stronger affiliation with Hearing culture. This was in contrast to deaf children of Deaf 

parents, or children who grew up with a visual language at home, who regarded 

deafness as a ‘culture’ and, by extension, viewed themselves as ‘culturally Deaf’. 

Moreover, positive parental attitudes to d/Deafness elicited a more positive self-identity 

in the child (Potmesilova, 2013). Thus, being raised under the sociocultural model of 
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Deafness may be more likely to produce children who view being deaf as a positive 

part of who they are. In addition, parents may be more likely to incorporate aspects of 

Deaf culture (including a visual language) into the Family culture, leading to greater 

biculturalism in the family (Kite, 2017). This allows the deaf child to remain within the 

family in-group, which, in turn, promotes positive self-esteem and a sense of wellbeing 

(Tajfel & Turner, 1979). 

 

INVOLVEMENT WITH THE DEAF COMMUNITY 

 For deaf children, particularly younger ones, access to the Deaf community 

relies heavily on parental motivation (Scambler, 2013). Parents are required to act on 

behalf of their children, actively seeking out the Deaf community, whether this occurs 

directly with the Deaf community, or via parent groups (or other organisations) who 

can introduce the family to people from the Deaf community. This can be both difficult 

and emotional for parents. Practically, it is difficult to initiate interactions with those 

from the Deaf community when the parent has no previous knowledge of sign language 

(Scambler, 2013).. It requires overcoming communication barriers and any fear or 

anxiety associated with that. Furthermore, it requires overcoming concerns about 

introducing the child to a community different to their own that may, as a hearing 

parent, be difficult to fit into (Scambler, 2013). Thus, involving a deaf child with the 

Deaf community requires parental motivation and a leap of faith that inclusion within 

a foreign culture will be of benefit to the child. 

 Positive attitudes towards involvement with the Deaf community may benefit 

the child by establishing a community of similar others with whom the child can feel 

that they belong (Hyde & Punch, 2011). Deaf adults have lived life as a Deaf person 

and have experiences to share with deaf children that they might otherwise never be 

exposed to (Christiansen & Leigh, 2004). Moreover, the presence of Deaf mentors 

allows the child to acknowledge their similarities and have contact with someone with 

whom they can identify (Hulsebosch & Myers, 2002). 

 For those who value involvement of the Deaf community, a visual language is 

seen as an important part of ensuring the child access and inclusion (Hyde & Punch, 

2011). It allows for connection with those in the Deaf community. Like any language, 

however, for a child to communicate effectively requires a level of linguistic 

competence (Kossewska, 2008). In order to develop an adequate mastery of a visual 

language, therefore, there is a need for access to fluent/native speakers of that language 
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(Sutton-Spence, 2010). For many parents, learning to sign is a difficult process and it 

is unlikely they will ever achieve the standard required to meet their child’s ever-

developing sign language needs (Hyde & Punch, 2011). Access to adults within the 

Deaf community, however, helps to ameliorate this (Sutton-Spence, 2010). In addition, 

even when parents have mastered sign language and are able to provide this directly to 

the child, there is also a need for exposure to indirect speech; that is, passive learning 

from being around signed conversations occurring between other people (Calderon, 

2000). For this to occur, there needs to be access to a community of people who are 

using that visual language. 

Involving the Deaf community is not seen as a benefit by all parents of deaf 

children (Lane & Bahan, 1998). For some parents, emphasis is placed on the parent 

and child sharing the same culture, language, and values and the idea of immersing 

their child in a foreign culture is difficult to comprehend (Lane & Bahan, 1998; 

Scambler, 2013). Often, cochlear implantation is seen as the mode through which 

deafness can be ‘cured’ and this shared identity achieved  (Campbell, 2009). Thus, 

identity development of deaf children whose parents view deafness from the medical 

model tends to be biased towards Hearing-acculturation and participation in the 

Hearing world (Potmesilova, 2013). For these families, negative connotations 

associated with the medical model promote attempts to present the child to be as 

‘normal’ as possible (e.g., through the use of oral language and the rejection of the more 

conspicuous and ‘disability’-related visual language; Potmesilova, 2013). Through 

parental focus on ‘normality’, deaf children are likely to internalise these views and 

attempt to separate themselves from the Deaf community, or anything that reinforces 

the idea that they are ‘different’. In contrast, however, deaf children who have Deaf 

parents or family members, or access to a system that involves access to Deaf people, 

are more likely to be socialised within the Deaf community, with a focus on Deaf 

culture; thus, establishing a stronger Deaf identity. 

 

PARENTAL RESOURCES 

For many parents, decisions about MoC are based on practicality (Wheeler et 

al., 2009). This may include availability of and access to language-related services and 

time constraints (Crowe et al., 2014; Humphries et al., 2016). Other factors, however, 

such as socio-economic status (SES) and level of parental education also play a role 

and have been found to influence the level of support and access to information that 
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families have been able to acquire (Wheeler et al., 2009; Young & Tattersall, 2005). 

Parental resources will be discussed further in Chapter 4. 

 

SUMMARY OF THE ROLE OF PARENTS IN d/DEAF IDENTITY FORMATION 

 Parents play a large role in the developing identities of deaf children with CIs. 

Parental attitudes to deafness dictate many decisions made on behalf of the child that 

influence how that child will come to perceive themselves; in particular, relating to the 

MoCs used and the extent of involvement the child will have with the Deaf community. 

In addition, home is a central place for social exchange, contributing to the development 

of social skills and, in turn, to identity development and psychosocial outcomes. The 

extent to which parents are able to support their child’s d/Deaf identity may be 

influenced by the level of resources they have available to them.  

 

Chapter Summary 

 

 Development of a d/Deaf identity for children with CIs has the potential to 

influence psychosocial well-being. In deaf adults, affiliation with Deaf culture is 

beneficial. To develop a Deaf or Bicultural identity relies on the acquisition of a visual 

language and involvement with the Deaf community. Access to these depend on 

parental motivation, which may be the reflection of parental attitudes to deafness and 

the lens through which their decisions are made.  

 Under SIT, when parental attitudes to deafness are negative (i.e., deafness is 

seen as a disability), Deaf people will be viewed as out-group, while being ‘Hearing’ 

will be viewed (implicitly) as in-group. For children with CIs, who have increased 

access to speech, a focus on oral-language may facilitate social mobility from the out-

group to the majority Hearing in-group; thus, aligning the child with the Hearing Family 

culture and assimilating them. For parents who have a positive attitude to d/Deafness, 

the child’s deafness may be perceived as an ordinary variance between people, as 

opposed to a disability. In this context, the addition of this horizontal identity could be 

valued and incorporated into the old Family culture; leading to acculturation of all 

family members. Thus, when parental attitudes to deafness are positive, and children 

with CIs are taught a visual language and involved with the Deaf community, they may 

enter a bicultural ‘third space’ (Bhabha, 1994, p. 209). Within this identity, the two 

cultures can amalgamate to form an identity that aligns with the child’s sense of self 



Communication, Identity, & Outcomes in Children with CIs 

 

 

51 

(both Hearing and Deaf traits), providing the child with the opportunity to function 

within both cultural worlds. 
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CHAPTER THREE 
 

COMMUNICATION CHOICES FOR DEAF CHILDREN:  
THE DEBATE 

 
 

 

Language Options for d/Deaf Children with Cochlear Implants 

 

 Cochlear implantation has become increasingly common for children born with 

severe to profound bilateral deafness and is considered to be the standard intervention 

for these children, in many countries (Hall, Hall, & Caselli, 2019; Sorkin, 2013). 

Language development in deaf children is less certain than for hearing children and 

deaf children have been identified ‘at risk’ of failing to fully acquire a first language 

(Hall et al., 2019). Thus, one of the goals of cochlear implantation is to provide better 

access to speech and reduce the risk of linguistic deprivation (Hall et al., 2019; 

Humphries et al., 2016; Marschark, Rhoten, & Fabich, 2007).    

Speech refers to the vocalisation of sounds and words and encompasses 

articulation, voice, and fluency	 (American	Speech-Language-Hearing	Association,	

2019). Language, on the other hand, relates to lexical items and grammar	(American	

Speech-Language-Hearing	 Association,	 2019). Over the years, this distinction 

between speech and language, with regards to children with CIs, has had a tendency to 

become blurred, making it appear as if ‘language’ is measured in terms of ‘speech’ 

(Lederberg, Schick, & Spencer, 2013; Preisler, 2007).  Language is more than speech 

development, however; it includes the ability to understand that symbols are 

representative of meaning. While speech can be used as one way to express language, 

there are also alternative ways (e.g., signing or writing). 

The ability to communicate with others plays an important role in all aspects of 

child development (Preisler, 1999). When communication is limited, children 

experience issues with socialisation, emotional well-being, and cognitive development 

(Dammeyer, 2009; De Giacomo et al., 2013; Moog et al., 2011; Preisler, 1999). For 

example, deaf children are 3.7 times more likely to experience psychosocial difficulties 

than hearing children; however, this effect is reduced for deaf children who have better 

language skills, in either a visual or an oral language (Dammeyer, 2009). Thus, 
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regardless of the language used by deaf children, linguistic ability is important in terms 

of psychosocial development. 

Language development and communication with others begins at birth, with 

newborns demonstrating the ability to share meaning with those around them, via gaze 

and imitation of facial expressions, gestures, and movements of the mouth (Bowlby, 

1969; Preisler, 1999; Stern, 1974). This behaviour is normally spontaneous and 

develops through ongoing interactions between the child and the caregiver such as eye-

contact, adapting adult language to produce “motherese”, touch and comforting from 

the caregiver; and babbling or cooing from the child (Koester, Traci, Brooks, 

Karkowski, & Smith-Gray, 2004; Preisler, 1999). Behaviours reinforced during parent-

child communication (e.g., gesture, imitation, and symbolic play) by pre-verbal 

children have been identified as important predictors of language development later in 

life (Bates, Benigni, Bretherton, Camaioni, & Voter, 1979).  

The ability to attend to affective signals is also important in early infancy 

(Bowlby, 1969; Stern, 1985). This ability, and capacity to focus on the emotions of 

others, promotes the development of language and other social and cognitive 

competencies (Garfield, Peterson, & Perry, 2002). Even young infants are able to 

identify changes in parental expressions and respond to them appropriately (Labarbera, 

Izard, Vietze, & Parisi, 1976; Slee, 1984). This, in turn, promotes positive parental 

responses; thus, reinforcing parent-child communication (Kaye & Fogel, 1980).  

Prior to receiving amplification, deaf infants primarily perceive information 

visually; although experiences via touch are also important (Koester, Traci, Brooks, 

Karkowski, & Smith-Gray, 2004). The significant role of vision in early development 

of all infants suggests that, at least initially, deaf children experience similar 

communicative interactions with caregivers as hearing children; however, the ability to 

communicate in the same way begins to change around the time when hearing children 

begin to speak (Preisler, 1999). At this time, deaf children require different types of 

communication input to maintain social interaction (Koester et al., 2004). When deaf 

babies and young children do not receive appropriate access to adequate interpersonal 

communication, their social, emotional, and cognitive development is at risk (Norden, 

Preisler, Heiling, Hülphers, & Tvingstedt, 1981).  

For children with CIs, there is a potential to access language via the visual route 

and the oral route (Kushalnagar et al., 2010). Despite this, spoken language outcomes 

for these children are varied and not well understood (Humphries, et al., 2014; Walker 
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& Tomblin, 2014). Recent research suggests, however, that one of the most important 

predictors of variation is age of implantation, with children implanted prior to 12-

months demonstrating more advanced receptive and expressive language than later-

implanted children (Dettman et al., 2016; Hoff et al., 2019; Ruben, 2018), particularly 

in the presence of other disabilities (Hoff et al., 2019). It has been suggested that, given 

the variation in outcomes, the only way to ensure access to language for all deaf 

children, with or without a CI, is through the use of a visual language (Humphries et 

al., 2012; Humphries et al., 2016; Preisler, 1999). In a longitudinal study of 22 children, 

implanted prior to six-years, children were observed interacting with family within the 

home environment (Preisler, 2007). Over time, with both language options available, 

parent-child interactions tended to become more speech-focused. It was noted, 

however, that increased oral interactions were associated with decreased visual cues 

directed toward the child (e.g., less eye-contact prior to starting the conversation), 

leading to disruptions in conversation and confusion for the child. This was used to 

support the importance of incorporating visual language, in conjunction with oral 

language, for all children with CIs. It is important to note here, however, that not all of 

the children in this study were early-implanted, which may affect the generalisability 

of these results for children who receive the CIs earlier in life. 

The issue of language choice for deaf children, with or without a CI, has been 

contentious and a cause of concern and debate for parents, professionals, and 

researchers for centuries (Delore et al., 1999; Eleweke & Rodda, 2000; Hyde & Power, 

2006). In part, this debate has been fuelled by two conflicting perspectives: the medical 

model (which views deafness in terms of disability) and the sociocultural model (Hyde 

& Power, 2006), as discussed in Chapter 2. 

In 1880, Alexander Graham Bell, among others, presented ‘oralism’ (a system 

focused on communication through speech and lip-reading) as the priority form of 

communication for the education of the deaf at the International Congress of Instructors 

for Deaf People (Hutchison, 2007). This system was intended to promote a more 

‘normal’ appearance for deaf people (Ruben, 1995), leading to generations of deaf 

children educated, internationally, via the oral method, with access to sign language 

forbidden (Delore et al., 1999). In New Zealand, sign language was not introduced into 

the education system until the early 1990s (Powell & Hyde, 2014); more than a century 

of education via sign language was lost (Delore et al., 1999). For many children, oralism 
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was difficult, leading to poor linguistic and academic outcomes and, for some, illiteracy 

(Delore et al., 1999). 

Part of the current difficulty around language-related decisions for deaf and 

hard-of-hearing children is that parents are often presented the options in terms of an 

‘either-or’ scenario (i.e., either a visual language or an oral language), with parents left, 

ill-equipped, to make the final decision (Hall, W., 2017; Humphries et al., 2012). When 

given the choice between having to learn, and then teach, a new language to their child 

or focusing on spoken language, many parents are attracted to the simpler spoken 

language option (Johnson, 2006; Petitto, 1998). 

This issue becomes even more complicated when dealing with children with 

CIs, due to their increased access to spoken language (Delore et al., 1999; 

Paludneviciene & Harris, 2011). For these children, options include an oral-only 

approach, a sign-only approach, or a combination of the two (Pichler et al., 2014). In 

general, the purpose of cochlear implantation is to give deaf children the best 

opportunity to access sound, allowing them to communicate effectively in the oral/aural 

world (Mitchiner & Sass-Lehrer, 2011; Paludneviciene & Harris, 2011). For this 

reason, a focus on oral communication is important, making it unlikely that one would 

focus solely on a visual language with a child with a CI, unless that child received no 

benefit from the implant (Geers, Mitchell, Warner-Czyz, Wang, & Eisenberg, 2017). 

Thus, for children with CIs, decisions around language tend to focus on use of the oral-

only versus a bilingual/bimodal, or spoken language in conjunction with various forms 

of sign language, approach.  

Importantly, visual languages have been shown to incorporate elements of the 

national oral language, through both ‘mouthing’ (oral-based lip motions) and literacy 

(McKee, 2007; Rudner et al., 2015; Sandler, 2009). In a New Zealand-based study of 

NZSL sign-language users, it was found that, on average, 73% of signs were 

accompanied by mouthing (McKee, 2007), suggesting that sign-language users 

regularly use the national language (in this case, English) to accompany relevant signs. 

In addition, visual languages have no written form; therefore, the national language is 

used (Rudner et al., 2015). It has been demonstrated that teaching deaf children how to 

connect their visual language with written language leads to improved literacy skills 

(Rudner et al., 2015; Wilbur, 2000). These findings suggest that the use of visual 

languages may directly contribute to oral language development.  
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Globally, deaf children are identified earlier than ever due to the introduction of 

UNHS programmes (Ching, 2015; Goh et al., 2016). Newborn hearing screening 

programmes identify the potential for hearing loss in babies, during the first few weeks 

of life (New Zealand Ministry of Health, 2014). Once identified, children are referred 

for diagnosis. One of the consequences of early detection, however, is that parents are 

asked to make decisions about intervention and communication options earlier than 

they would have in the past (Hardonk et al., 2011), placing a lot of pressure on them to 

decide which route to take, particularly when presented with polarised positions 

(Decker et al., 2012; Marschark et al., 2007). In effect, not only is the parent being 

asked to make a decision about their child’s future exposure to language, they are being 

asked to make decisions that could affect their child’s potential future outcomes 

(Humphries et al., 2012). Much of the advice provided, particularly from medical 

professionals (Eleweke & Rodda, 2000), may be focused on communication options 

and how the different choices may influence speech outcomes (Crowe et al., 2014). 

Parents of deaf children with CIs require more information around how these 

communication choices might affect their child beyond just language outcomes; they 

would like to know how their decisions around communication might affect their child 

educationally, socially, and psychosocially as well (Hyde & Punch, 2011). 

Many studies have been undertaken in order to support or oppose each of the 

language choices (Davidson, Lillo-Martin, & Pichler, 2014; Geers et al., 2017; Giezen, 

Baker, & Escudero, 2014; Hyde & Punch, 2011; Rinaldi & Caselli, 2014); however, 

there is minimal research-based consensus in the area (Fitzpatrick, Stevens, Garritty, & 

Moher, 2013; Marschark et al., 2007). As a consequence, it is difficult for parents to 

access non-biased information (Fitzpatrick et al., 2013). This may be due, in part, to the 

inequitable allocation of resources between oral language and visual languages and the 

lack of transparency around all options available to parents, who are often unaware that 

there is more than one choice (Young, 2002). 

Despite the controversy, research around language choices for deaf children is 

important; it provides families with advice on how to communicate with their deaf 

children from a young age (Humphries, T. et al., 2019), it aids clinicians with strategies 

for ensuring that children achieve the best possible outcomes (Mauldin, 2016), and it 

informs policies around funding for early intervention services (Humphries et al., 2014; 

New Zealand Ministry of Education, 2010) . 
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Information from medical professionals has led to high parental expectations 

for children with CIs, particularly with respect to their ability to ‘function’ like hearing 

children (Young & Tattersall, 2005; Young & Tattersall, 2007). Depending on the 

information provided by professionals, many parents may deem a visual language 

unnecessary, post-CI, as the child is expected to have good access to oral 

communication (Fitzpatrick et al., 2016). Since 95% of parents of deaf children are 

hearing (Mitchell & Karchmer, 2004), this tends to be the preferred mode of 

communication (Crowe et al., 2014). This is often fostered by professionals, who 

promote auditory-verbal techniques as a way to ensure children get maximum benefit 

from their implants (Rhoades, 2011). Thus, many parents are actively discouraged from 

using a visual language with their child on the basis that signing would make it more 

difficult for spoken language to be learned (Mayberry, 2007).  

 

Arguments for an ‘Oral-Only’ Approach  

 

In general, the goal of raising a deaf child with CIs in an oral-only environment 

is for the child to be educated in the mainstream and to become an active and 

independent member of the ‘hearing’ community (Marschark et al., 2007; Walker & 

Tomblin, 2014). While children may sometimes supplement information with speech-

reading (i.e., lip-reading), the main focus is on developing auditory/listening skills and 

the use of gestures or signs is generally discouraged (Kaipa, 2016).  

In order to acquire language successfully, communication between parents and 

child must begin early and be easily accessible (Meadow-Orlans, 2003; Snoddon, 

2008). Not only is this important for language acquisition, but fluent communication 

with parents has also been linked to positive social and emotional development and, in 

turn, improved academic outcomes (Humphries et al., 2012; Preisler, 1999; Prinz & 

Strong, 1997; Wallis, Musselman, & MacKay, 2004).  

It has been suggested that successful language development depends on three 

basic principles: 1) exposure to a large quantity of language input over time; 2) 

exposure to numerous different speakers of the language; and 3) exposure to the 

designated language while at school (Pichler et al., 2014). For most parents of children 

with CIs, the native language is ‘spoken’ (Napier, Leigh, & Nann, 2007) . Thus, using 

an oral approach allows parents to model the language effectively and fluently. In 

contrast, most parents have had little or no exposure to sign language, prior to the birth 
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of their child (Knoors & Marschark, 2012); thus, in order to introduce the child to a 

visual language, parents must first learn a ‘foreign language’ and then teach it to their 

child (Napier et al., 2007). Without an adequate level of fluency, parents may not model 

the language effectively, placing the child at a linguistic and social disadvantage 

(Terwogt & Rieffe, 2004). Thus, proponents of the oral-only approach argue that 

parents cannot learn a visual language well enough, or quickly enough, to be of 

maximal benefit to their child (Knoors & Marschark, 2012).  

A critical period for language implies that language-learning is time-critical 

(Humphries et al., 2012; Mayberry & Lock, 2003), as discussed in Chapter 2. Thus, 

families wishing to raise their implanted child with oral language need to focus on 

speech as much as possible post-implantation. Even with significant hearing loss, deaf 

children who are identified early, and provided with auditory habilitation support, can 

develop age-appropriate oral language skills (Ching et al., 2009; Duchesne et al., 2009). 

Indeed, some children with CIs have been shown to develop language at a faster rate 

than age-matched hearing peers (Geers, Moog, Biedenstein, Brenner, & Hayes, 2009; 

Niparko et al., 2010). Language habilitation (learning to listen) is considered to be an 

important contributor to this positive outcome (Campbell et al., 2014). 

Language learning necessitates the use of cognitive resources (Klaudia, 2013). 

For this reason, concerns have been raised that teaching a visual language, at the same 

time as oral language, will lead to competition for these cognitive resources. One such 

theory is referred to as the ‘visual takeover’ hypothesis (Campbell et al., 2014, p. 3; Lee 

& Nguyen, 2001). This hypothesis suggests that information received through a visual 

format (e.g., through sign language or non-verbal cues) may compete with auditory 

signals for access to the auditory processing network (Lyness, Woll, Campbell, & 

Cardin, 2013). This, in turn, may limit the effectiveness of auditory-based habilitation. 

For many professionals, the potential for visual input to compete with auditory input 

has led to the suppression of visual languages (Kaipa, 2016) in favour of focusing solely 

on oral language acquisition, particularly during the critical period of language 

development (Nussbaum, LaPorta, & Hinger, 2003). This ensures that the first criterion 

required for successful language development is met; that is, exposure to a large 

quantity of language input over time (Yoshinaga-Itano, Baca, & Sedey, 2010). 

In addition to meeting the principles of criterion 1), focusing on spoken 

language will also ensure that criteria 2) and 3) are met. Criterion 2) suggests that 

exposure to numerous different speakers of the language will aid language development 
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(Pichler et al., 2014). A child who is raised within the dominant hearing culture will be 

exposed to numerous oral language models, in many different social situations (Pizer, 

2013). This, in turn, will provide the exposure to that language that they require. 

Finally, the third criterion suggests that language is enhanced via exposure to 

that language at school (Pichler et al., 2014). In New Zealand, like many other English-

dominant countries (Piller & Gerber, 2018), the majority of the education system (both 

pre-school and school age) is taught in English (Scott, 2014). This, combined with 

school-related peer interactions, enhances the child’s chances of developing 

appropriate language skills (Martin, Bat-Chava, Lalwani, & Waltzman, 2011).  

 

Summary of the ‘Oral Only’ Approach 

In summary, for parents wishing to raise their child within the Hearing world, 

an oral-only approach is often suggested to be the most likely to succeed. This is based 

on the idea that, without competition from visual input (i.e., sign language), the brain 

will focus on auditory stimuli; thus, leading to better language outcomes. Moreover, 

this can all occur while the child is young and within the critical period of language 

learning. Given that the majority of parents, other contact people, and teachers and 

peers in school are hearing and, therefore, fluent in the dominant oral language, the 

basic principles of language acquisition are met. 

 

The Case for a Visual Language 

 

 Prior to the early 1970’s, visual languages were not viewed as ‘true’ languages; 

rather, they were seen as a way to communicate through the use of mime and gesture 

(Goldin-Meadow & Brentari, 2015). Since then, however, visual languages have been 

demonstrated to meet all criteria of a natural language; that is, they have phonology, 

morphology, syntax, and semantics (Klaudia, 2013; Mayberry, 2007). Research in this 

area suggests that children learning a visual language show the same developmental 

trajectory as those learning a spoken language (Goldin-Meadow & Mylander, 1998; 

Mayberry & Squires, 2006; Petitto, 1987). In addition, the language processing 

networks of the brain do not prefer one specific language modality over another, are 

able to cope with language through numerous modalities (i.e., visual, spoken, & 

written), and are capable of acquiring more than one language at a time (Kovelman et 

al., 2009; Petitto & Kovelman, 2003; Petitto, 2009). Studies of brain imaging suggest 
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that all of this can occur without a negative effect on the development of either modality 

(Kovelman et al., 2009; Petitto et al., 2001). It has been suggested, however, that lack 

of exposure to an early visual language, coupled with poor access to spoken language, 

may lead to irreversible brain changes (Hall, 2017). This is based on studies that have 

looked at the effect of language deprivation, which were discussed in more detail in 

Chapter 2. 

 For hearing children, timing of exposure to a first language is the same for all 

children, beginning prior to birth and continuing once the baby is born (Mayberry, 

2007). For children who are born deaf, however, initial exposure varies according to 

when the hearing loss is identified. For many deaf children, particularly if they are not 

part of a programme that has the option of visual language, exposure to a visual 

language will not begin at birth (Mayberry, 2007). Moreover, onset of intervention, and 

the type of intervention chosen, may delay access to a visual language even further. 

Thus, children who would benefit from a visual language may not have access to one 

until they have demonstrated, often many years later, that an auditory/verbal approach 

is not going to work for them (Mayberry, 2007). When children with CIs struggle with 

spoken language, delayed access to a visual language becomes problematic (Humphries 

et al., 2016). For those who have had early access, however, although these children 

may find it difficult to communicate within the hearing community, they have access 

to the Deaf community; thus, reducing the likelihood of isolation and marginalisation 

(Klaudia, 2013). 

 Early-implanted children with CIs typically achieve appropriate levels of oral-

language fluency and speech intelligibility, when compared to children with hearing 

aids; however, individual outcomes can be variable (Janeschik et al., 2013). Potential 

explanations for this variability include pre-implant residual hearing, type of implant 

received, duration of implant use, number of active electrodes, cause of deafness, 

communication mode used in education, other non-hearing-related disabilities, 

cognitive deficits, and low levels of parental motivation or involvement, among others 

(Janeschik et al., 2013 Parkinson, Parkinson, Tyler, Lowder, & Gantz, 1998; Waltzman 

& Cohen, 1998). It is important to note, however, that many of these studies were 

carried out prior to the implementation of UNHS. The number of children who attain 

limited access to spoken language is unknown; however, there are few children with 

CIs who have limited access to spoken language, provided insertion is complete, the 

MAP appropriate, and the auditory nerve is intact (Yoshinaga-Itano, Personal 
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Communication, 21 June 2019). For the minority for whom spoken language is a 

problem, however, it is clear that the age at which a visual language is acquired becomes 

significant (Hall, 2017; Mayberry & Lock, 2003; Mayberry & Squires, 2006). For 

example, one study on language competencies of adults, aged 35-70 years, compared 

early- versus late-learners with a minimum of 30 years of experience in American sign 

language (ASL; Newport, 1990). While both groups had similar understanding of basic 

word order, late learners had significantly more problems using the correct forms, 

shapes, and structures of the ASL signs. Furthermore, in Deaf, signing adults 

(Mayberry, Ri, Chen, Witcher, & Klein, 2011), delayed access to a visual language 

leads to processing of information in the more ‘visual’ areas of the brain, with reduced 

activation in ‘language’ areas of the brain (Mayberry, Chen, Witcher, & Klein, 2011).  

 For deaf children, involving Deaf adults in their acquisition of their visual 

language has been identified as having an important role (Holzrichter & Meier, 2000; 

Sutton-Spence, 2010). Deaf adults are experienced in making sign language more 

visually accessible for the child, via eye-gaze, holding the child’s attention, and 

knowledge of the basic concepts required within sign language. Moreover, ‘Deaf adults 

often sign on objects, or on the child’s body, or move objects into the child’s line of 

vision, all spontaneously and with benefit to the child language learner’ (Mellon et al., 

2015, p. 174). It has been suggested that these are strategies that many hearing parents 

are unaware of (Blose & Joseph, 2017). 

 Importantly, for deaf children, the timing of first language acquisition 

influences the ability to learn a second language (Mayberry, Lock, & Kazmi, 2002). 

This suggests that deaf children who have early exposure to, and acquisition of, a first 

language will learn a second language more easily than those with delayed exposure to 

a first language. Thus, early access to a visual language may facilitate spoken language 

learning. Moreover, it suggests that late-learners of a visual language may be unable to 

learn as efficiently as those who had early access. This difficulty in language acquisition 

may, in turn, lead to delays in other areas, such as literacy development and memory 

organisation (Humphries et al., 2012).   

 The introduction of CIs has drastically reduced the number of severe to 

profoundly deaf children unable to access oral language; however, for a minority of 

these children, there are still deficits in comparison to hearing children (Nittrouer, 

2016). Unfortunately, there are no data around the percentage of children with CIs who 

meet this criteria (Yoshinaga-Itano, Personal Communication, 21 June 2019). The 
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research available, however, suggests that it is difficult to predict which children with 

CIs are at risk of later language delays and difficulties, even when comparing children 

with similar characteristics (Belzner & Seal, 2009; Geers, Nicholas, Tobey, & 

Davidson, 2016; Hawker et al., 2008). This makes it difficult to determine early in the 

process which deaf children would benefit from learning a visual language alongside 

oral communication, although there is evidence to suggest maternal level of education 

is a strong predictor (Sarant, Holt, Dowell, Rickards, & Blamey, 2009). For children 

who struggle with oral communication, lack of early identification reduces the chance 

of developing a fluent visual language at a later date (Humphries et al., 2012; Mayberry 

et al., 2002). For this reason, it may be beneficial for all deaf children with CIs to be 

exposed to a visual language, at least initially, until the outcomes of their oral 

communication are well established (Humphries et al., 2012; Humphries et al., 2016; 

Kushalnagar et al., 2010) . 

 

SUMMARY OF A VISUAL LANGUAGE APPROACH 

 The overwhelming benefit of using a visual language with a deaf child is its 

accessibility to all deaf children; regardless of the technology they use or the extent of 

their hearing loss (Humphries et al., 2012; Kushalnagar et al., 2010). All deaf (and 

hearing) children can access a visual language in which sound plays no part. Providing 

deaf children with a visual language guarantees that they will experience linguistic 

stimulation, irrespective of the outcomes of their implant devices (Hall et al., 2019; 

Humphries et al., 2012). Moreover, while there is evidence to support using a visual 

language use with deaf children (Hassanzadeh, 2012; Hyde & Punch, 2011; Mayberry 

et al., 2011), there is no evidence to suggest that using visual language for early-

implanted children with CIs negatively impacts on the development of spoken language 

(Davidson et al., 2014; Geers et al., 2017; Giezen et al., 2014; Marschark & Hauser, 

2008; Snoddon, 2008). 

 

The Case for a Bilingual/Bimodal Approach 

 

 It is possible to present a case for both an oral-only approach and a sign-

language approach. For deaf children with CIs, however, there is the potential to use 

both languages in communication; known as bilingual/bimodalism (Fitzpatrick et al., 

2013; Pichler, Hochgesang, Lillo-Martin, Reynolds, & Muller de Quadros, 2016). 
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Thus, bilingualism as a general concept is introduced, followed by a discussion about 

bilingual/bimodalism. 

  

BILINGUALISM 

 Bilingualism refers to the ability to use two different languages to communicate 

(English Oxford Living Dictionaries, 2019). It can be difficult to quantify, as each 

individual is exposed to differing levels of each language and there is no specific point 

in time at which bilingualism occurs (Bialystok, E. & Werker, 2017). For some 

children, exposure to both languages is high while, for others, exposure to the dominant 

language may be high, with less exposure to the second language. Even if it were 

possible to examine two children with similar levels of exposure to each language, the 

timing of the first exposure may differ, making outcomes between children difficult to 

compare (Byers-Heinlein & Lew-Williams, 2013). 

 Despite the difficulties surrounding the study of bilingualism, however, it 

interesting for three reasons (Bialystok & Werker, 2017). Firstly, bilingualism is highly 

prevalent, with at least 50% of the world’s population believed to be bilingual (Byers-

Heinlein & Lew-Williams, 2013). Secondly, the relationship between language and 

cognition is highly interconnected; thus, any learning that takes place in one language 

will have ongoing effects in the other (Mayberry, 2007). And finally, bilingualism is 

not bound by social status, intellect, or any form of enriched environment, but may be 

developed by any child who is raised in a home environment where two languages are 

used (Bialystok & Werker, 2017). 

 Language is an important tool through which people relate with those around 

them (Bialystok & Werker, 2017). It is the way meaning is established and encoded. 

Language is indexical and representations of the world may differ depending on the 

language used (Schecter, 2015). Bilingualism, therefore, provides a way for a child to 

encode and understand the world in two different ways.  

It has been asserted that, within contemporary Western society, parenting 

choices are often associated with high levels of anxiety (Geinger, Vandenbroeck, & 

Roets, 2014; Sunderland, 2006). The decision to raise a child bilingually has been 

highlighted as an area where parents experience increased levels of anxiety, due to 

contradictory beliefs held; that is, bilingualism as a ‘benefit’ versus bilingualism as a 

‘threat’ (King & Fogle, 2006; Kirsch, 2011). Moreover, the national language is often 
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more valued than the language of an indigenous or minority culture; particularly when 

English is the dominant language (Ellis, Gogolin, & Clyne, 2010).  

 In the early 1920s, some believed that raising a child bilingually would lead to 

negative outcomes, such as ‘mental retardation’ and ‘mental confusion’ (Bialystok & 

Werker, 2017). Research in the later 1900s, however, began to demonstrate cognitive 

advantages, particularly in relation to executive functioning, for children who were 

bilingual (Bialystok, E. & Martin, 2004; Bialystok, Ellen, Craik, & Luk, 2012; Brito & 

Barr, 2012; Kovacs, Mehler, & Carey, 2009; Poulin-Dubois, Blaye, Coutya, & 

Bialystok, 2011). 

 One weakness of the research into language outcomes of young bilinguals is the 

tendency to focus primarily on vocabulary output (Rydland, Grover, & Lawrence, 

2014). In addition, findings are conflicting (Bialystok, E., Peets, Yang, & Luk, 2010; 

Byers-Heinlein & Lew-Williams, 2013). For example, there is research to suggest that 

bilingual children develop vocabulary at a slightly delayed rate to that of monolingual 

children, although first words occur at around the same age (Bialystok et al., 2010). 

Other studies suggest, however, that although bilingual children may ‘appear’ to know 

fewer words in each language than their monolingual counterparts, when the languages 

are combined (creating ‘conceptual vocabulary’), there is no difference in the total 

number of words known (Byers-Heinlein & Lew-Williams, 2013; Marchman, 

Martinez-Sussmann, & Dale, 2004; Pearson, Fernández, & Oller, 1993; Pearson & 

Fernández, 1994). 

 A common concern about raising a child bilingually is that that they will 

become ‘confused’ (Byers-Heinlein & Lew-Williams, 2013). To support this, some 

researchers rely on the fact that many bilingual children use words from both languages 

in a single sentence; referred to as ‘code-mixing’ or ‘code-switching’ (Poeste, Müller, 

& Arnaus Gil, 2019). Code-mixing and code-switching, however, are commonly 

observed in bilingual adults and, therefore, may be learned behaviour on the part of the 

child (Comeau, Genesee, & Lapaquette, 2003). Moreover, it has been described as a 

way for the child to follow the path of least resistance, by replacing a word that they do 

not remember in one language with the same word in the other language (Byers-

Heinlein & Lew-Williams, 2013). While code-mixing may sometimes occur in young 

bilinguals, evidence suggests bilingual children as young as two-years of age will adapt 

their choice of language to communicate in the language of the person they are speaking 
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to (Genesee, Boivin, & Nicoladis, 1996); thus providing support for the notion that 

bilingual children are not confused. 

 There is also evidence to suggest that bilingual children may demonstrate 

cognitive advantages over monolingual children, particularly in the area of executive 

functioning; that is, working memory, cognitive flexibility, and selective attention 

(Bialystok et al., 2010; Poulin-Dubois et al., 2011). Bilingual children have been shown 

to manage conflicting demands on their attention, minimising distractions more easily 

than monolingual children (Bialystok et al., 2010). These effects of executive 

functioning have been found to occur in bilingual children from a young age (Poulin-

Dubois et al., 2011). For example, in a study of monolingual and bilingual 24-month-

olds, bilingual children were found to demonstrate the same advantages in executive 

control on the Stroop task as older bilingual children, when compared to their 

monolingual counterparts (Poulin-Dubois et al., 2011). This is likely the result of 

having to deal with two active languages at all times (Goodwin, Davidson, & Lillo-

Martin, 2017; Kroll, Bobb, & Hoshino, 2014).  

 

Summary of Bilingualism 

 In summary, bilingualism in hearing children is common world-wide. While it 

has been argued that acquisition of vocabulary in both languages may take longer than 

acquisition of a single language, when compared to monolingualism, bilingualism has 

been found to demonstrate cognitive advantages, particularly in executive functioning. 

Moreover, having access to two different languages provides the child with two 

different ways in which to view the world and two different cultures within which to 

participate. 

 

BILINGUAL/BIMODALISM 

 For a child who is exposed to both an oral language (e.g., English) and a visual 

language (e.g., NZSL), it is possible to become bilingual/bimodal (Lillo-Martin, De 

Quadros, & Pichler, 2016). It has been asserted that giving children the opportunity to 

learn both languages provides them with future choices around language use and 

cultural identity (Grosjean, 2008); something that many parents desire for their child 

(Punch & Hyde, 2010). 

Research on hearing children of d/Deaf adults has demonstrated that children 

can master both English and a visual language productively (Pichler et al., 2014). 
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Moreover, they are able to accurately distinguish between the two languages when 

interacting with others. Children with CIs demonstrate the same abilities as hearing 

children of d/Deaf adults, provided they have early access to a visual language (Lillo-

Martin et al., 2016). Early access to a visual language has been shown to confer 

advantages in terms of comprehension (Hassanzadeh, 2012) and phonological memory  

(Hassanzadeh, 2012; Lillo-Martin et al., 2016). 

 In the controversy around communication choices for deaf children, the broader 

bilingual research is seldom acknowledged; for example, while bilingual children 

develop less words in each language than monolingual children, they have the same 

number of words across both languages (Marchman et al., 2004; Pearson et al., 1993; 

Pearson & Fernández, 1994). If this occurs with unimodal bilingual children, it is 

possible that bilingual/bimodal children will also appear to develop oral vocabulary at 

a slower rate, when compared to oral-only children (Pichler et al., 2014). When these 

findings are taken in isolation, as opposed to within the broader context of bilingualism, 

they may lead to the conclusion that an oral-only method produces ‘better’ outcomes 

than a bilingual/bimodal approach. For this reason, rather than comparing outcomes of 

bilingual/bimodal children with those of children who are oral-only, it may be more 

appropriate to compare outcomes of bilingual/bimodal children with those of other 

bilingual children, who are also learning two languages at the same time.   

On the other hand, bilingual/bimodal children are not necessarily directly 

comparable to bilingual children either. For example, bilingual children tend to have at 

least one parent who fluently speaks the non-dominant language (Akgul, Yazıcı, & 

Akman, 2019), whereas parents of d/Deaf children, are less likely to have access to the 

same level of fluency of the visual language within their home (Snoddon, 2015). 

Furthermore, bilingual/bimodalism involves two modalities (i.e., a visual language and 

a spoken language), unlike unimodal bilingualism (Lillo-Martin et al., 2016). This 

allows for the unique ability to express oneself using both languages at the same time. 

Like unimodal bilinguals, bilingual/bimodals are able to code-mix and code-switch; 

however, this is much less common in bilingual/bimodals than code-blending, which 

allows for both languages to be expressed simultaneously (Pichler et al., 2014). One 

advantage of code-blending, particularly for deaf children, is the ability to 

simultaneously access information in both languages; thus, improving the chances that 

the information will be processed and understood (Lillo-Martin, De Quadros, Pichler, 

& Efieldsteel, 2014). A difficulty, however, is that the two languages have different 



Communication, Identity, & Outcomes in Children with CIs 

 

 

67 

grammatical structures (Zeshan & Panda, 2018). It has been suggested that the potential 

for mismatched grammatical structures to interfere with either language is reduced if 

the child is exposed to good language models in both languages on a regular basis 

(Kushalnagar et al., 2010). 

 Incorporating a visual language has been shown to have benefits to deaf children 

in numerous ways (Daniels, 2004; Hassanzadeh, 2012; Hauser & Kartheiser, 2014; 

Morford, Wilkinson, Villwock, Piñar, & Kroll, 2011). For example, a study by 

Davidson et al. (2014) found that bilingual/bimodal children with CIs who have deaf 

parents and are provided with early access to a visual language, fare equally as well on 

spoken language measures, as hearing bilingual/bimodal children. These authors 

suggest that, for this group of children, early use of a visual language may, in fact, 

improve the likelihood of spoken language success (Davidson et al., 2014). Another 

study, looking at children with CIs, compared those with deaf parents to those with 

hearing parents (Hassanzadeh, 2012). It was found that, while both groups of children 

developed appropriate speech, those with deaf parents and early access to a visual 

language demonstrated better speech production and perception than children with 

hearing parents. In addition, exposure to a visual language has been associated with 

improved reading development in both deaf and hearing children (Daniels, 2004; 

Morford et al., 2011), and the use of sign language with young d/Deaf children has been 

shown to improve social cognitive skills (Hauser & Kartheiser, 2014). ≈ 

 An Australian study (Yanbay, Hickson, Scarinci, Constantinescu, & Dettman, 

2014), which examined post-implantation language outcomes in early-implanted 

children, found that, when age of diagnosis, age of implantation, and level of family 

involvement were controlled, children with CIs were able to achieve similar language 

skills to their hearing peers, regardless of the type of communication programme they 

were enrolled in (i.e., auditory-oral, AVT, or a combined spoken/visual approach). This 

supports the notion that, with appropriate communication input, adding a visual 

language to a spoken language does not negatively impact on a child’s spoken language 

outcomes. It is important to note here, however, that there are other studies that suggest 

that use of a visual language may lead to less intelligible speech than for children who 

receive only verbal input (Geers et al, 2017). 
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Summary of Bilingual/Bimodalism 

 Deaf children who are exposed to both an oral language and a visual language 

have the potential to become bilingual/bimodal (Lillo-Martin et al., 2016). Controversy 

around language options for children with CIs has a tendency to be based on the 

comparison in outcomes of children raised in an oral-only environment (i.e., 

monolingually) and children raised in a bilingual/bimodal environment (i.e., 

bilingually). This comparison is problematic without consideration of the broader 

bilingual research, which demonstrate differing rates of language acquisition between 

monolingual and bilingual children. Despite this, one cannot assume that outcomes for 

bilingual children and bilingual/bimodal children are equivalent, due to the fact that 

bilingual/bimodalism allows a person to express themselves, or receive information, in 

two different modalities, as opposed to expressing or receiving information in two 

different languages, via one modality (Lillo-Martin et al., 2016). Regardless of the 

difficulties surrounding these comparisons, however, using a visual language in 

addition to an oral language appears to be associated with many benefits for early-

implanted children, while demonstrating no negative effects on oral language 

acquisition (Daniels, 2011; Hall et al., 2019; Hassanzadeh, 2012). 

 

Factors that Influence Communication 

 

Bilingualism does not suggest equal fluency in both languages; it is normal for 

bilingual adults to be stronger in one language than the other (Pichler et al., 2014). As 

previously discussed, proper acquisition of any language requires an appropriate quality 

and quantity of input, the input of multiple speakers of that language, and is influenced 

by the languages used at school (Pichler et al., 2014; Preisler, 1999). For children with 

CIs who are raised in an oral environment and attend mainstream schools, English 

acquisition comes naturally (McConkey Robbins et al., 2004). Choosing a 

bilingual/bimodal approach for a child, therefore, requires a conscious effort by parents 

to learn a visual language and expose the child to others who use it within the Deaf 

community (Hyde & Punch, 2011; Kite, 2017).  

Early exposure to a language is believed to be the key (Kushalnagar et al., 2010; 

Mayberry & Lock, 2003; McKee & Smiler, 2016). The more the child is exposed to 

any language, the greater the advantage. Moreover, the more proficient a child becomes 

in one language, the easier it becomes for them to learn a second one (Mayberry & 
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Lock, 2003). Exposure needs to be regular and consistent and allow the child to engage 

socially with others (Kushalnagar et al., 2010).  

 

Advantages of Bi- or Multiculturalism 

 

 In oral languages, one of the many advantages of using of a second language 

within the home is that each language is associated with its own culture (Schecter, 

2015). This suggests that using two or more languages in the home environment may 

expose children to different cultures and ways of looking at the world (Lucy, 1992).  

 When viewed from an interactional/relational perspective (outlined in Chapter 

2), interacting with different groups of people is believed to shape a person’s identity 

(Schecter, 2015). To relate to others on an interpersonal level requires the ability to 

draw on a range of different resources. Glickman’s (1993) four types of identity suggest 

that deaf people who are monolingual/monocultural (i.e., culturally Hearing or 

culturally Deaf) tend to identify specifically with that culture (e.g., Hearing culture or 

Deaf culture) and interact only within that social realm. Those who are exposed to both 

cultures, on the other hand, tend to interact with both the Deaf and Hearing worlds, 

drawing on different resources from each culture, while those who are marginalised 

feel excluded from both cultures.  

 

Family Language Policy 

 

When discussing the use of a minority language, it can be helpful to examine 

people’s language ideology; that is, attitudes and beliefs about language (Woolard & 

Schieffelin, 1994). Within families, a different way to conceptualise language 

acquisition, and influences on the early development of language, is through the field 

of family language policy (FLP); that is, examining the family belief systems that shape 

language choice and language use within the home environment (Curdt-Christiansen, 

2013; King, Fogle, & Logan-Terry, 2008; King & Fogle, 2013). Drawing on 

sociolinguistic, psychological, and anthropological theories around bilingualism, this 

approach focuses on how the child learns and uses language in response to parental 

ideologies and decisions around language and literacy (King & Fogle, 2013). It focuses 

on families who choose to use a minority language at home, with the intention of raising 

a bilingual child (Schwartz, M., 2010). 
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FLP takes a sociocultural perspective on the factors and ideologies that 

influence language-use; such as, cultural, historical, political, and linguistic factors 

(Curdt-Christiansen, 2013; King & Fogle, 2013). In addition, FLP allows researchers 

to focus on issues that arise when raising a child with a minority language at home, 

while using the majority language in the community (Schwartz, 2010). It highlights the 

tension many families face when trying to negotiate between family culture, social 

pressure, educational opportunities, and government policy (Curdt-Christiansen, 2013).  

 The role of parents is central to FLP (King & Fogle, 2006; Nicholas, 2015; 

Pacini-Ketchabaw & Armstrong De Almeida, 2006). For example, a study based on 

second generation Russian-Jewish immigrants in Israel found level of literacy in the 

heritage language to be associated with children’s proficiency in Russian; the higher 

the child’s literacy, the more proficient they were in Russian (Schwartz, 2008). The 

author reported that 40% of the children who were literate in both languages obtained 

these skills outside an official education setting; suggesting the important role of 

parents and family in bilingual FLP outcomes. Interestingly, however, there was no 

association between parental attitudes towards the heritage language and the child’s 

actual ability in the language. 

Research in the area of FLP suggests that the family’s background may 

influence minority language-related decisions (Schwartz, 2010). These include the 

family structure, parental level of education, parental cultural identity and 

acculturation, and the level of family cohesiveness. Family structure has been identified 

as an important factor in FLP decisions and the level of minority language transmission, 

particularly where the child has older siblings (Schwartz, 2010). For example, the 

presence of older siblings is influential in the language development of younger siblings 

(Kyratzis, 2004; Spolsky, 2008). One explanation is that, due to their exposure to the 

majority language, older children bring it home and use it with the younger children, 

regardless of the FLP for language use within the home (Spolsky, 2008). Children 

without older siblings would be less likely to experience this. 

It has also been suggested that parental levels of education may influence FLP; 

however, findings are inconsistent (Schwartz, 2010). For example, historically, 

scholars believed that the transmission of an ethnic identity, and the associated minority 

language, required a high level of parental educational experience in those traditions 

(Allard & Landry, 1992; Kloss, 1966; Lambert & Taylor, 1996). In support of this, 

findings from a study on American bilingual families found an association between 
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promotion and retention of heritage languages in families with higher levels of 

education (King & Fogle, 2006). Other studies, however, have reported findings to the 

contrary, with higher levels of education being associated with a move away from 

minority language use (Doucet, 1991). It is possible that these inconsistent findings are 

related to some other factor, such as the extent to which parents believe using the 

dominant language improves social status and access to the benefits that come with the 

dominant culture (Schwartz, 2010). 

Parental levels of acculturation within the dominant culture may also play a role 

in FLP decisions (Schwartz, 2010). For example, there is a shift towards the use of the 

dominant language in parents who move to a new country at a younger age than parents 

who move when they are older (Doucet, 1991). The length of time spent in the new 

country is associated with better command of the dominant language and, therefore, 

greater likelihood of using the dominant language within the home (Baker, 2001).  

Research also highlights the importance of recognising the children’s language 

preferences (Spolsky, 2004; Zhao, 2018). It has been identified that, while parents may 

attempt to raise their children within a heritage language or culture, this is problematic 

without acceptance of the child, and may require modifications and negotiations over 

time (Blackledge et al., 2008; Mu & Dooley, 2015; Wilson, 2019). Thus, it has been 

suggested that FLPs are bi-directional, with children as active participants (King & 

Fogle, 2013). 

 Finally, in addition to intra-family factors, societal factors play a role in FLP 

decisions (Zhao, 2018). The national education system has been highlighted as a factor 

of influence (Nicholas, 2015). For example, research suggests that many English-

speaking education systems are not set up to accommodate bilingual children; thus, if 

parents wish to raise their child bilingually, they must take personal responsibility for 

ensuring the child’s heritage language needs are being met (Nicholas, 2015; Pacini-

Ketchabaw & Armstrong De Almeida, 2006). In order to do this, parents must first 

research, and then implement, a specific FLP strategy that they believe will fit their 

family (Paradowski & Bator, 2018). The ability to carry out the strategy, however, 

depends largely on whether or not parents believe they have the ability to be an 

appropriate ‘language model’ (De Houwer, 1999). 

 To summarise, FLP examines how parental attitudes about language influence 

language choice and use, within the home environment (King et al., 2008). It 

acknowledges the difficulties faced by parents attempting to transmit heritage 
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languages and cultures to their children, including the active role that children play and 

the need for continual FLP negotiation. Research suggests that lack of appropriate 

bilingual education means that many parents must take responsibility for the language 

development needs of their bilingual children themselves (Nicholas, 2015; Pacini-

Ketchabaw & Armstrong De Almeida, 2006). 

 

FAMILY LANGUAGE POLICY WITH DEAF CHILDREN 

 Given that FLP examines parental decisions around language use within the 

home, for bilingual families (King et al., 2008), it is also relevant for bilingual/bimodal 

families (McKee & Smiler, 2016). When considering FLP for families with deaf 

children, however, it is necessary to acknowledge that the circumstances differ slightly 

from the oral-language context. Firstly, decisions around language are based on an 

unexpected outcome of learning the child is deaf, there is a priority for the child to learn 

a language, and language decisions are greatly influenced by institutions and 

professional opinions from outside of the family (McKee & Smiler, 2016). Secondly, 

unlike the families typically studied in the FLP literature, the majority of deaf children 

are born to hearing parents who did not use sign-language before the child was born 

(Pichler et al., 2014), leaving parents to make a conscious effort to learn a visual 

language first, in order to teach it to their child and use it within their home. 

There are also similarities to unimodal bilingual FLPs (McKee & Smiler, 2016). 

For example, parents must make time-critical decisions around language use and which 

language to promote as the child’s first language. These language-based decisions are 

a response to parental language and cultural ideologies, so for the implementation of a 

visual language into a hearing family to be successful, parents must consider the 

sociocultural impacts of their language choices (McKee & Smiler, 2016). 

 Research from cultures that have experienced a significant decline in their 

heritage language and who are attempting to reverse that language shift (Fishman, 

1991), suggests that it is possible for parents to learn a heritage language as a second 

language in order to use that language with their children in the home environment. An 

example of this is te reo Māori (Māori language), in New Zealand (Ratima & May, 

2011; Te Puni Kookiri - Ministry of Māori Development, 1993). The largest number of 

proficient speakers of te reo Māori have been identified as adults who have learned 

Māori as a second language (King, J., 2009). While it is acknowledged an older 
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generation of native Māori speakers exist, there has been a break in the 

intergenerational transmission of the language, leading to a decline in Māori language. 

Thus, this new generation of parents have been referred to as the ‘necessary 

intermediate stage’ (King, 2009; p. 97), who have been required to learn their heritage 

language in order to raise their children as first language Māori speakers. King (2009) 

has identified three major factors that have influenced this group of parents to learn and 

pass on Māori language to their children. The first is that they are passionate about their 

language and their culture and have high levels of internal motivation to learn and 

communicate with their children in the Māori language. The second is that they have a 

strong focus on identity, which motivates them to learn their native language. Finally, 

these parents feel a strong sense of responsibility to ensure that the heritage language, 

within New Zealand, is maintained. King argues that these parents have a key role in 

ensuring that the transmission of language continues between the generations. 

Findings from research around reversing language shift (Fishman, 1991) 

demonstrate that it is possible for a child to be raised by parents who have a different 

first language to the one they wish to use in the home (King, 2009). Furthermore, there 

is evidence to suggest that FLP makes it necessary for families to negotiate between 

family culture, social pressure, educational opportunities, and government policy 

(Curdt-Christiansen, 2013). For example, access to bilingual or Māori language 

education is associated with barriers based on attitudes, lack of information, socio-

economic status, location, cultural affiliation, and intergenerational issues (Clark & 

Garden, 1995; Ratima & May, 2011). 

The only research linking FLP with deaf children, at the micro-level (Zhao, 

2018), examined parental attitudes and ideologies towards language, their policies 

towards bilingual/bimodal development, and how the FLP was implemented within the 

family unit (Kite, 2017). Qualitative interviews were conducted with eight hearing 

mothers of deaf children. All mothers were second-language learners of ASL, who 

valued bilingual/bimodalism as a way to provide their children with full access to 

information. Participants noted the difficulties of learning a second language; however, 

believed that it had many benefits for their children. Family language policies required 

constant revisiting and revising, due to repeated challenges about, and ongoing need to 

advocate for, their bilingual/bimodal decisions. Participants based their FLP on 
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balancing the language needs of different members of the family. All participants 

strived to do what was ‘best’ for their child. 

 In summary, FLP depends on the language attitudes and beliefs of the family 

members (Woolard & Schieffelin, 1994). For parents of children with CIs, like any 

family who use a minority language in the home, there are many issues to navigate and 

negotiate; including, family culture, social pressure, educational opportunities, and 

government policy (Curdt-Christiansen, 2013; McKee & Smiler, 2016). Research in 

the general domain of FLP suggests FLPs are bi-directional, with children as active 

participants (King & Fogle, 2013). It is likely, therefore, that bilingual/bimodal families 

will need to negotiate and modify language-related decisions with their child with a CI, 

over time. Thus, the FLP may require regular revision, based on intra-familial and 

sociocultural pressures and support. 

 

Future Directions and Conclusions 

  

 The oral-language versus visual-language debate around children with CIs is 

long-standing, and based on inconsistent and inconclusive findings (Fitzpatrick et al., 

2013; Geers et al., 2017; Humphries et al., 2012; Sarant, 2016). While there are 

numerous predictors of spoken language outcomes for children with CIs (e.g., maternal 

education, additional disabilities, early- vs. late-identification; Yoshinaga-Itano, Sedey, 

Mallene, & Craig, 2018), not all children will be able to obtain adequate spoken 

language; thus, many professionals maintain that the use of a visual language, in 

addition to spoken language, is preferable (Hall, 2017; Humphries et al., 2012; 

Humphries et al., 2016; Mayberry et al., 2011; Preisler, 1999). 

 The introduction of newborn hearing screening has led to earlier identification 

of deaf children (Ching, 2015; Yoshinaga-Itano, 2004) and, for parents, finding out that 

their child is deaf is often unexpected and stressful and is associated with numerous 

early decisions around intervention options (Hyde & Punch, 2011; Mellon et al., 2015). 

Parents are asked to make these choices for their deaf children in the face of a lot of 

conflicting information. 

 It may be possible to move beyond the debate about which language choice is 

‘right’ and which is ‘wrong’ and to provide parents with other perspectives from which 

to view their options; allowing the political issues to be separated from the science and 
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the lived experiences of parents of children with CIs. Research and theory into family 

language policy (King et al., 2008) may be one way to achieve this.   

 Family language policy acknowledges that decisions around minority language-

use for children occur within the family unit and are influenced by each individual 

family’s background (Schwartz, 2010). It maintains that it is the family’s belief system 

that shapes language choice and language use within the home environment (Curdt-

Christiansen, 2013; King et al., 2008; King & Fogle, 2013). This may be even more 

important for families with deaf children where the language spoken at home is 

different to the majority language from the country where they reside. An advantage of 

FLP is the acknowledgement that families are unique and it is possible to have different 

approaches toward language use in an attempt to reach the same end goal; a happy, 

healthy child who is functioning well in all areas of life and achieving to the best of 

their abilities (Christiansen & Leigh, 2004). There is no ‘one size fits all’ approach. A 

further advantage of FLP is that it acknowledges that language-based decisions are 

difficult and require constant negotiation between family culture, social pressure, 

educational opportunities, and government policy (Curdt-Christiansen, 2013). 

Research suggests that, for children with CIs, both the oral-only and 

bilingual/bimodal options provide the child with spoken language (Davidson et al., 

2014; Sarant, 2016). Findings within FLP suggest that, regardless of the language 

spoken at home, the child will be exposed to the dominant language (in this case, oral 

language) at school and in most other environments (Martin et al., 2011; Scott, 2014). 

Moreover, the presence of older siblings has been shown to have an influence on 

dominant-language use within the home (Schwartz, 2010). Thus, both options provide 

the child with access to spoken language. Providing parents with the assurance that, 

regardless of their language choices, as long as the CI is being worn for an appropriate 

amount of time per day, the child will be exposed to spoken language, allows them to 

decide which option works best for the family, as a collective, without having to base 

decisions on potential future outcomes.  

The significance of the minority language to parents has been found to be 

associated with the use of that language within the home environment (Schwartz, 2010). 

When the minority language is viewed to be of cultural importance and associated with 

family identity, parents are more likely to attempt to raise the children in a bilingual 

manner (Tannenbaum & Howie, 2002; Wong Fillmore, 2000). It is difficult for hearing 

parents to have the opportunity to view visual languages in terms of cultural importance 
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if they have no experience with, or exposure to, the Deaf community. A commonly 

cited suggestion, therefore, has been to introduce parents to adults from the Deaf 

community (Hulsebosch & Myers, 2002; Humphries et al., 2016; Kite, 2017; Muse et 

al., 2013). This allows families to learn about deafness from the perspective of a ‘Deaf 

person’, while being introduced to important aspects of ‘Deaf culture’. This, in turn, 

may help parents decide how their family language policy could work. 

Outcomes of children with CIs have been found to be associated with early 

detection and implantation and the level of parental involvement (Walker & Tomblin, 

2014). Research suggests that parents are more likely to be invested in intervention 

programmes if they feel confident and competent (DesJardin, 2003). In contrast, parents 

who feel overwhelmed, or experience doubts in their abilities to parent a deaf child, 

demonstrate lower expectations for their child’s success and become less engaged in 

the intervention process (Yau, Li-Tsang, & Li-Tsang, 1999). Acknowledging the 

political nature of the language debate, allows those working with parents to focus on 

the development of a relevant ‘Family culture’ that meets the needs of the whole family. 

This is likely to empower parents (the importance of which will be discussed in Chapter 

4); thus, increasing parental feelings of confidence and competence and reducing the 

likelihood of feeling overwhelmed. Providing parents with information on all of the 

options, and introducing d/Deaf adults early in the process to those who wish to meet 

them, could provide parents with the opportunity to develop their own family language 

policy, based on whatever works for their family. Moreover, when professionals are 

able to identify the beliefs that inform a family’s language policy, there is opportunity 

to ensure each family receives the appropriate resources to support their individual 

circumstances. 
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CHAPTER FOUR 
 

SUPPORT FOR FAMILIES WITH DEAF CHILDREN 
 

 

 Chapter 2 highlighted the importance of parental attitudes to deafness in the 

development of d/Deaf identity in children with CIs. Parental influence is not limited 

to the development of d/Deaf identity, however, but is also associated with children’s 

level of success in many areas (DesJardin, 2005; Munoz, Nelson, Blaiser, Price, & 

Twohig, 2015; Sarant et al., 2009). For children with CIs, parents provide both practical 

support, in that children depend on parents to manage intervention-based issues 

required to learn language (i.e., equipment and appointments), and socio-emotional 

support (i.e., based on the parent-child interactions).  

 

Parental Factors Influencing Outcomes of Children with Cochlear Implants 

 

 In order for children with CIs to have access to sound, they need to have access 

to essential external equipment (Paludneviciene & Harris, 2011). In countries where 

equipment may not be not funded by the government (e.g., in the United States of 

America if not eligible for support from Medicaid), socio-economic status (SES) has 

been found to influence access to appropriate technology (Lester, Dawson, Gantz, & 

Hansen, 2018; Paludneviciene & Harris, 2011). In New Zealand, families receive 

government funding for all services and technology required for children under the age 

of 18-years (Sawicki, 2008). In the USA, those from lower SES backgrounds are less 

likely to attend follow up appointments, post-implantation (Chang, Ko, Murray, 

Arnold, & Megerian, 2010). This may be due to difficulties paying for the replacement 

of broken equipment, intervention programmes, and transport requirements to and from 

appointments (Paludneviciene & Harris, 2011). In addition, it may be due to both 

financial burdens of attending appointments and time constraints on employed parents. 

This is important, as children from more affluent backgrounds demonstrate better 

results from their CIs than children from less affluent backgrounds (Niparko et al., 

2010). Thus, the family’s financial situation can have an impact on the child’s post-

implant outcomes. 
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 In addition, the ability for children to communicate effectively with their parent, 

at least at a basic level, has been identified as an important component of normal 

development (Quittner et al., 2004). Children who are born deaf ‘begin their lives 

lacking what is perhaps the most universal of parent-child communication devices… 

the oral-aural channel’ (Marschark & Spencer, 2011, p. 193). The disparity between 

hearing statuses of parent and child may lead to barriers in communication and 

significant issues within the parent-child relationship (Humphries, T. et al., 2013). For 

children with CIs, hearing ability may change moment by moment, depending on both 

internal factors (e.g., illness) and external factors (e.g., equipment failure; Meadow-

Orlans & Steinberg, 1993). Thus, responses to verbal instructions may vary according 

to the child’s access to sound on any specific day. The potential for these 

communication breakdowns within the parent-child dyad may cause parental 

frustration, leading to increased parental stress.  

 Levels of parental stress have been documented as having a substantial effect 

on outcomes for children with CIs (Burger et al., 2005; Sarant & Garrard, 2014; 

Zaidman-Zait, 2008). Of note, parental distress in parents of children with CIs has been 

found to be greater than both those of hearing children and those of parents whose 

children use hearing aids (Burger et al., 2005). It has been shown that the more routine 

hassles experienced by a parent of a child with a CI, the higher their reported levels of 

stress and the more likely that they are to perceive their child as being ‘difficult’ 

(Zaidman-Zait, 2008). Thus, parental stress is likely to further impact the parent-child 

dynamic.  

 Parental stress is believed to be influenced by one of three factors: those 

intrinsic to the child, those intrinsic to the parent, and those created by the interface 

between the parent and the child (Abidin, 1995). 

 

Parental Levels of Stress 

 

 The presence of disability in a child is known to increase the emotional, 

physical, and financial demands on parents in comparison to having a child without a 

disability (Yau et al., 1999). This, in turn, leads to increased rates of parental stress and 

depression. Raising a d/Deaf child with CIs is associated with numerous challenges 

(Burger et al., 2005; Hardonk et al., 2011; Sarant & Garrard, 2014). Parents of children 

with CIs have been found to demonstrate higher levels of stress than parents of children 
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with no hearing loss, including elevated levels of depression and anxiety, particularly 

if the child’s language abilities are poor (Quittner, Thompson Steck, & Rouiller, 1991; 

Sarant & Garrard, 2014). For many parents, the diagnosis is unexpected and associated 

with a period of grief. For some, this grief may be temporary or, for others, it may 

fluctuate as parents are confronted with situations where their child is not performing 

in the same way as a child without a hearing loss (Hardonk et al., 2011; Young & 

Tattersall, 2007). This can lead to persistent levels of emotional stress. Moreover, 

parents are faced with other ongoing stressors, beginning prior to diagnosis and 

continuing throughout the child’s life (Poon & Zaidman, 2013).Formatting... please 

wait For example, prior to the diagnosis of deafness, parents must attend numerous 

audiological screens with their baby/child. From these, the diagnosis is made and they 

must decide whether or not they wish to implant their child with a CI. Once decided, 

the child must undergo surgery, where they are implanted with the cochlear device. 

This is followed up by ongoing visits to a habilitation programme. In addition, parents 

are required to learn how to manage the equipment required for their child to access 

sound (Sarant & Garrard, 2014). Thus, there are many practical and emotional stressors 

involved in the process of implantation alone. 

 Following implantation, ongoing decisions continue to be made (Sarant & 

Garrard, 2014); for example, which modes of communication to use with the child, 

whether to access the Deaf community, and which type of schooling to attend. In 

addition, implantation does not restore full hearing function and the child may still 

experience difficulties around communication, particularly in noisy environments and 

large groups, which in turn may contribute to social and behavioural problems (Bat-

Chava & Deignan (2001)Formatting... please wait. Parents are required to become 

advocates for their child, constantly ensuring that others are aware of the limitations of 

the CIs and ways in which to manage this (Sarant & Garrard, 2014). Parents of children 

with CIs have been found to experience greater demands on their time than parents of 

children without hearing loss Formatting... please wait(Sach & Whynes, 2005). 

 Frustration has been highlighted as a recurring theme for parents of children 

with CIs (Gilliver et al., 2013; Zaidman-Zait, 2008). In one study, for example, 

approximately 40% of parents identified communication difficulties as a daily 

frustration (Zaidman-Zait, 2008). Frequent negative parent-child interactions lead to 

decreased parental feelings of competency and satisfaction (Zaidman-Zait, 2008), 

which may lead to a downward spiral between parent-child interactions, behaviours, 
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and frustrations (Niparko et al., 2010). For example, children with CIs often develop 

language at a slower rate than hearing children, particularly when late-implanted (Geers 

et al., 2016). If parents struggle to understand their child, they feel more frustrated and 

less competent. This becomes directed toward the child, negatively influencing the 

child’s behaviour and further decreasing the likelihood of positive parent-child 

interactions (Zaidman-Zait, 2008). Thus, parents of children with CIs face additional 

stressors, when compared to parents of children without hearing loss. These stressors 

are both discrete (e.g., finding out that the child is deaf or the surgery for cochlear 

implantation) and ongoing (e.g., advocating for the child and dealing with 

communication issues).  

In summary, it is important to consider parental stress for parents of children 

with CIs, as parental stress is linked to child development; high levels of stress affect 

language outcomes, child-related socioemotional problems, and behavioural problems 

in children with CIs (Hintermair, 2006; Sarant & Garrard, 2014).  

 

Empowerment & Resource Orientation 

 

 In recent years, there has been a shift in the way that people view ‘illness’ and 

‘disability’ (Hintermair, 2006). Where this was once viewed from a disease-related 

medical model, it now focuses on wellbeing and strengths. A useful way to approach 

this is in terms of empowerment and resource orientation (Hintermair, 2006).   

 

EMPOWERMENT 

 Empowerment refers to the idea of assisting people (in this case, parents of 

children with CIs) to take responsibility for the situations at hand (Hintermair, 2006). 

It places power in the hands of the parent, encouraging them to take control, recognise 

their abilities, and determine the best ways forward for their child and their family. By 

teaching families to feel empowered, the d/Deaf child is also able to learn how to 

develop this skill for life in the future. 

 

RESOURCE ORIENTATION 

 There are many ways to empower people; however, resource activation has been 

described as key (Hintermair, 2006). This requires a shift away from the medical model 

philosophy (where the doctor is believed to know what is ‘best’ for the child) towards 
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trusting that the parents have their own capabilities and strengths in this area 

(Hintermair, 2006). It is accepted that parents and families are adaptive and have the 

ability to cope with the realities of having a child with CIs. Moreover, it relies on a 

model of supporting parents to be healthy and strong by ensuring they are aware of all 

resources available to them. To achieve this, it is important to remember that each 

family has different aspirations for their child and, therefore, to align this empowerment 

towards each family’s goals, values, and FLPs (Munoz et al., 2015). 

 

Parental Coping Methods 

 

 Parents’ ability to cope with raising a child with CIs has been linked to the level 

of resources and support received from a number of different areas; including, personal 

resources, social resources, marital support, professional support, and parent-to-parent 

support groups (Beresford, 1994; Jackson, 2011; Poon & Zaidman-Zait, 2013; Yau et 

al., 1999). The different types of support received, and how important parents believe 

them to be, have been investigated (Jackson, 2011). In particular, support from other 

parents of children with CIs, extended-family members, and professionals have been 

identified as important (Jackson, 2009; Most & Zaidman-Zait, 2003; Zaidman-Zait, 

2008). In addition to this, many parents acknowledge the value of Internet-based 

information (Jackson, 2011). While most parents believe all available resources are 

important, however, there is variation in the level of support families believe they 

receive (Jackson, 2011). 

 

Factors Influencing Parental Ability to Cope 

 

 Two important factors influence parental ability to cope; personal resources and 

social resources. In addition, practical support around CI-use and education play a role. 

 

PERSONAL RESOURCES 

Personal resources are physical and psychological characteristics drawn on 

during difficult life circumstances, such as learning one’s child is deaf (Beresford, 

1994; Humphries et al., 2019; Yau et al., 1999; Zaidman-Zait, Most, Tarrasch, Haddad-

eid, & Brand, 2016). They include personality, educational level, parenting ability, 

physical health, self-esteem, optimism, and self-efficacy (Yau et al., 1999). Parents who 
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are well-adjusted prior to the birth of a child with a disability tend to cope better than 

those who have experienced past psychological issues (Hallaham & Kauffman, 1994); 

thus, personal resources may influence later adjustment. Other predictors of coping 

include level of parental education, age of the child, socio-economic status, family size, 

ethnicity, and geographical location (Yau et al., 1999; Zaidman-Zait et al., 2016). 

 

SOCIAL RESOURCES 

Social support has been described as ‘multidimensional’ (Poon & Zaidman-

Zait, 2014; p. 178); however, it broadly refers to the support provided by ‘others’ in 

response to a particular need (Poon & Zaidman-Zait, 2013). It has been repeatedly 

linked to the concept of ‘coping’, with findings to suggest that it acts as a resource, 

buffering against stress (Henderson, Johnson, & Moodie, 2016; Lederberg & Golbach, 

2002; Poon & Zaidman-Zait, 2013; Yau et al., 1999). Social resources include spousal 

relationship, support groups, and other social networks (e.g., friends and extended 

family).  

The role of the spouse/partner is well established, with strong, cohesive 

relationships providing strength and adaptability to difficult situations (Yau et al., 

1999). This mutual support is believed to help parents to feel less isolated and as if they 

are working as a team. 

Relationships with friends and extended-family are associated with parental 

ability to cope, as they have the ability to provide support at an emotional level (Wood, 

Linley, Maltby, Kashdan, & Hurling, 2011). In particular, hearing parents of deaf 

children have been found to rely on support from their own parents (Wood et al., 2011). 

Parent-to-parent support has been highlighted as one of the most valuable forms 

of social support; linked with positive social and emotional wellbeing (Henderson et 

al., 2016). It serves as a function of empowerment by allowing parents to teach other 

parents about relevant issues (e.g., how to access resources, which resources to access, 

and how to manage difficult deaf-related situations). In effect, it allows parents further 

along in the process to act as mentors to those for whom it is just beginning. As new 

situations and questions arise, members may cycle between being the one providing the 

advice and the one receiving it (Henderson, Johnson, & Moodie, 2014). In addition, 

parent-to-parent support allows parents to express their frustrations to a group of others 

who understand their concerns and who can provide realistic expectations for their child 

(Henderson et al., 2016; Yau et al., 1999). Through these groups, parents can feel 
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empowered and learn to advocate on behalf of their child. Parent-to-parent support has 

been shown to fulfill a niche that is not provided by any other form of support system 

(Bray, Carter, Sanders, Blake, & Keegan, 2017; Henderson et al., 2014). 

Social support may contribute to a number of areas of life, including the 

provision of practical help, social interaction, or even financial support. Moreover, it is 

not necessarily the quantity of support available, but rather the quality of the support; 

parents who report high levels of satisfaction with their support networks demonstrate 

better adjustment to a difficult life event (Yau et al., 1999).  

Deaf-related professionals (e.g., audiologists, habilitationists, AoDCs) are also 

a valuable resource in terms of alleviating parental stress in parents of children with CIs 

(Henderson et al., 2014; Zaidman-Zait, 2007). Formal agencies reduce the load placed 

on other support systems and provide ‘specialised’ assistance (Beresford, 1994). They 

are generally considered a source of practical support, as opposed to emotional. 

Particularly early in the process, they can provide the family with a framework to follow 

in terms of decision-making processes, coordinating appointments, and ensuring that 

parents have an adequate knowledge about what is going to happen and when 

(Henderson et al., 2014). In addition, they can provide practical resources (e.g., books 

and DVDs) and introduce parents to parent-to-parent support groups. Perhaps most 

importantly, professionals are in a position where they are able to determine a family’s 

needs and respond to that in a way that is tailored to each specific family group (Poon 

& Zaidman-Zait, 2013).  

At times, however, formal support, in this case via deaf-related agencies, can be 

seen as a source of stress for parents, as opposed to a resource (Beresford, 1994). This 

may be due to difficulties accessing appropriate support, or a feeling of dissatisfaction 

with the services provided. When parents feel they have no control over decisions and 

outcomes for their children (i.e., where empowerment is low), adjustment and 

wellbeing may be compromised (Zaidman-Zait, 2007). It is important, therefore, that 

professionals remember that all parents of children with CIs are unique and require 

tailor-made interventions. Moreover, they must work in collaboration with parents to 

ensure these interventions reflect the ever-changing needs of the child and their family 

(Yau et al., 1999). 
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PRACTICAL SUPPORT 

 In addition to personal and social support, access to practical support may 

influence parental ability to cope (Archbold, Sach, O'Neill, Lutman, & Gregory, 2013; 

Athalye, Archbold, Mulla, Lutman, & Nikolopoulous, 2015; Sach & Whynes, 2005). 

For example, lack of support around schooling contributes to parental levels of stress 

(Sach & Whynes, 2005). For some families, lack of access to an appropriate school for 

their child (e.g., Deaf unit or bilingual/bimodal education) is the stressor. A study based 

in England found that 11% of parents were unhappy with their children’s educational 

placement, with many experiencing conflicts with professionals around educational 

options for their child (Sach & Whynes, 2005). For others, ongoing struggles to access 

necessary school-based resources were an issue.  

 Adequate access to, and ongoing support from, CI habilitation programmes also 

impact on parental levels of stress (Archbold et al., 2013). Parents have highlighted the 

importance of experienced staff, who provide accurate and up-to-date information, as 

well as regular ongoing input from these services. Many parents appreciate support 

around the CI technology There is a need for professionals to provide additional 

support, when required, has been  

 

Deaf-Related Resources and Agencies in New Zealand 

 

 New Zealand has a unique and complex system in terms of resources and 

agencies for deaf or HOH children (Sawicki, 2008). Service provision is divided 

between two Government sectors: the health sector and the education sector. Thus, 

funding is allocated from two different sources; a dichotomy that requires constant 

negotiation by parents in terms of ensuring that their children receive all of the services 

they are entitled to (Sawicki, 2008).  

 Initially, for early-implanted children, the majority of services come through the 

health sector. Following initial diagnosis, the child is seen by an audiologist from the 

District Health Board (DHB) and a referral is made, depending on geographical 

location, to one of the two New Zealand cochlear implant programmes (CIPs): the 

Southern Cochlear Implant Programme (SCIP) or The Hearing House (THH). Once 

accepted by a CIP, the child receives audiology (by a CI-trained audiologist) and 

habilitation post-implant. Depending on the needs of the child, other health-related 

professionals may include an auditory verbal therapist and a speech therapist. 
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 Services for children from birth to Year 3 at school are provided directly from 

the MoE via advisors on deaf children (AoDCs) (New Zealand Ministry of Education, 

2019). The role of the AoDC is to ensure that deaf and HoH children receive all 

resources and services required to meet their developmental and educational needs 

through the early years. After Year 3, services via the education sector are provided by 

one of two services: Van Asch Deaf Education Centre (VADEC) or Kelston Deaf 

Education Centre (New Zealand Ministry of Education, 2018). Like the CIPs, service 

provision is based on where the child lives, with KDEC covering the upper North Island 

and VADEC covering the lower North Island and the South Island. Through these 

services, d/Deaf children can access specialist services, depending on their needs. 

Services could include ASSIST staff, a resource teacher of the deaf (RTD), 

communicator/educational interpreters, NZSL tutors, and/or a teacher aide. The role of 

the Deaf Education Centres (DECs) is to monitor educational progress, provide advice 

and guidance and, where required, provide additional educational support. 

 Finally, New Zealand has an NZSL service provided as part of Deaf Aotearoa, 

called First Signs (Deaf Aotearoa, 2019). The role of First Signs is to support families 

and whānau of d/Deaf and HoH children between the ages of 0–5 years. It focuses on 

language development through a visual language (specifically NZSL) and introducing 

children and families to Deaf culture and Deaf role models. In addition, it aims to 

promote connection between families with young d/Deaf children who are learning to 

sign. NZSL tutors visit the families in their own homes, making the service accessible 

to any family that wishes to be involved. Moreover, they are able to work in conjunction 

with families to provide NZSL support in the early childhood environment, if that is 

preferred. 

 

Chapter Summary 

 

 Parents play an important role in the successful outcomes of their children with 

CIs; however, raising a child with CIs can be difficult. It is associated with higher rates 

of stress, frustration, depression, and anxiety, when compared to parenting a hearing 

child, particularly in the first few years of the child’s life Formatting... please 

wait(Lederberg & Golbach, 2002). Time commitments, ongoing decisions, and having 

to be a constant advocate are only a few of the stressors faced by parents as they raise 

their child (Zaidman-Zait, 2008). How a parent manages that stress is important, as 
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parental stress is linked to negative outcomes for this group of children in terms of 

language, psychosocial wellbeing, and behaviour (Hintermair, 2006). One way to 

combat the effects of parental stress, however is to empower parents and ensure that 

the family have adequate available resources. 
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CHAPTER FIVE 
 

RESEARCHER REFLEXIVITY STATEMENT 
 

 

Reflexivity 

 

 When carrying out qualitative research, one of the concerns noted in the 

literature is the potential for inherent bias (Scott, D., 1997). The manner of collection, 

selection, and interpretation of data depend on the researcher involved, making the 

researcher central to the research process (Finlay, 2002). Thus, the behaviour of the 

researcher dictates the way in which the participant responds. This may, in turn, 

influence the direction of the results. The context in which the research takes place 

inspires a specific relationship between the researcher and the participant, guiding the 

story in a certain direction. The same situation with a different researcher would, 

therefore, create a different outcome. 

This is particularly pertinent when the researcher has close ties to the subject 

being investigated (Sawicki, 2008). In the present study, the researcher is the mother of 

a young child with bilateral CIs. She has ties to both the Deaf community and other 

families with children with CIs.  Her child is being raised in a bilingual/bimodal 

environment, through the use of both spoken English and NZSL. In addition, the 

researcher has a background in Clinical Psychology. It could be argued, therefore, that 

there is potential for bias in each stage of the research process, based on the researcher’s 

background and beliefs.  This potential needs to be acknowledged. 

 It is important to note, however, that the researcher’s personal situation can lead 

to benefits in terms of insights and interpretations of the results (Scott, 1997). All 

research is influenced by the researcher, regardless of background or social context. 

There are inherent biases within all researchers, whether the researcher has a personal 

connection to the subject matter or not (Alley, Jackson, & Shakya, 2015). All 

researchers have expectations, values, and ideologies that lead to biases serving the 

interest of themselves or their organisations. This does not need to be an issue, as long 

as it is acknowledged.  
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 In order to ensure integrity and honesty within qualitative research, the 

researcher must focus on analysing how their background may influence the different 

phases of the study (Finlay, 2002). Reflexivity has been identified as a way to do this 

(Alley et al., 2015; Finlay, 2002; Scott, 1997).  

Finlay (2002) defines reflexivity as ‘thoughtful, conscious self-awareness’ (p. 

532). It requires constant examination of how the researcher responds subjectively, the 

dynamics between the researcher and the participant, and the progression of the 

research itself. This, in turn, allows for critical evaluation of the work and 

acknowledgement of any biases that may impact on how the study is portrayed (Alley 

et al., 2015). Through the use of self-reflection, subjectivity becomes an opportunity, 

as opposed to a difficulty (Finlay, 2002). The process is dynamic, rather than one of 

reviewing the issues further down the track. 

Within social constructionism, a relationship between the researcher and the 

participant is established (Finlay, 2002). Attention must be paid to the dynamics that 

occur between these individuals. This dynamic will differ according to who the 

researcher or the participant is. Each researcher will ask different questions, which lead 

to different answers and, therefore, different results. Thus, it is important to consider 

the influence that each person has upon the other and upon the research itself. It is 

possible to do this within the reflexivity framework. 

The process of reflexivity should be used during all stages of research, including 

the project development (Finlay, 2002). During this stage, researchers should be 

thinking about the topic and the specific relationship they have to that issue. This is the 

time to consider how motivations and assumptions might influence the data to move in 

a specific direction. At this time, it is essential for the researcher to view the topic of 

interest in an open-minded and curious way. For example, in the current research, there 

is a tension between the researcher as a ‘researcher’, as a ‘mother of a child with CIs’, 

and as a ‘mother of a Deaf bilingual/bimodal child’. The researcher’s role as the mother 

of a young child with bilateral CIs could serve as both an advantage and a disadvantage. 

Some families may identify with the researcher knowing that she is aware of what it is 

like to have a child with CIs. On the other hand, however, there is a need to separate 

out situations of shared experience versus situations were experiences differed between 

those involved. Through reflexivity, the impact of the researchers own beliefs and 

experiences on information expressed by participants can be minimised. In addition, 

times where this may have occurred can be identified. 
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It is important to continuously reflect on the process during data collection, as 

it is possible to intentionally, or unintentionally, omit or influence data during the 

process (Finlay, 2002). By acknowledging the role of social constructionism and, 

therefore, one’s role in the narrative, the researcher can better understand the 

interactions and outcomes that emerge during the interview process (Carolan, 2003). 

This provides validity and credibility to the research. 

 

Reciprocity 

 

 One of the most helpful ways of developing a positive relationship between the 

researcher and participant is through reciprocity (Carolan, 2003); that is, the exchange 

of social interaction (Harrison, MacGibbon, & Morton, 2001). Reciprocity requires 

thoughtful self-disclosure, by the interviewer, so that the interview is not one-sided 

(Harrison et al., 2001). 

One of the benefits of reciprocity in qualitative research is that it promotes 

credibility and validity and ensures that outcomes are more believable to participants, 

relevant communities, and the academic world (Harrison et al., 2001).  This approach 

fosters an alliance where the researcher is perceived as an ‘equal’, rather than an expert 

on an area where the participants have first-hand experience. By reducing the 

researcher/participant power imbalance, through shared narrative, participants feel 

valued and richer data is disclosed. 

Such sharing of information between the researcher and the participant has been 

referred to as ‘story sharing’ (Hayman, Wilkes, Jackson, & Halcomb, 2012; p. 285). 

Although there is minimal information about story sharing in the literature, it is an 

important component of qualitative interviewing when interviewing individuals from a 

small, largely invisible, or marginalised community. In this approach, the interviewer 

reveals him or herself as an ‘insider’ through carefully selected self-disclosure. Thus, 

the researcher is seen as ‘legitimate’ and participants feel safe to disclose their own 

stories. There is a sense of authenticity to the research, providing participants with the 

ability to influence and shape their world. 

In addition, collaboration with participants in an interview setting allows for 

theory expansion, while empowering those that are taking part (Harrison et al., 2001). 

In the current study, it was anticipated that engaging participants in a collaborative 

process would allow for a deeper understanding of the issues for children and 
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adolescents with CIs. This, in turn, would ensure the questions used in the questionnaire 

developed for Phase 2 would be pertinent, valid, and believable. 

Despite the importance of story-sharing and reciprocity, the researcher must 

navigate four potential problems. For example, while confidentiality is assured for the 

participant, there is no such constraint on participants.  In order to reduce the risk to the 

researcher, specific stories should be chosen, based on their ability to cause the least 

amount of harm should they shared in the community (Hayman et al., 2012). Secondly, 

story-sharing relies on the researcher being seen as a valid group member; thus, limiting 

who may or may not conduct the interviews. Thirdly, the researcher must ensure that 

their ‘insider’ status, and therefore their own experiences, do not lead to incorrect 

assumptions about those they are interviewing (Finlay, 2002). This can be managed 

through reflexive processes, by allowing participant stories to be disclosed naturally, 

with as little researcher influence as possible (Hayman et al., 2012). Finally, in 

situations where political differences may be present, there is a risk that disclosure of 

the researcher’s preference, if different to that of the participant, may adversely 

influence rapport (Harrison et al., 2001). This could have negative effects on the quality 

of information shared. Again, the use of reflexivity, and therefore awareness of the 

social context, should help to minimise this risk. 

Despite the limitations noted above, the benefits, in terms of a richer source of 

data, outweigh the potential risks (Hayman et al., 2012). When used appropriately, the 

use of reciprocity and story-sharing allow for increased rapport, a decreased imbalance 

of power within the relationship, and a safer environment for the disclosure of personal 

experiences. 

In the current study, it was anticipated that the process of reflexivity and the use 

of reciprocity would allow the researcher to maintain a balance of professionalism, with 

information based on the participants’ experiences as opposed to her own, while 

affording individuals the room to connect on a more personal level. It is believed that 

this led to the collection of richer and more valid data. 

 

Researcher Statement 

  

 I am a middle-class, Pākeha, mother of a Māori	 6-year-old bilaterally 

profoundly deaf child, with bilateral CIs. My partner is Māori	and	we	have	two	older	

children,	who	are	now	over	18. Prior to the birth of our child, I had had little exposure 



Communication, Identity, & Outcomes in Children with CIs 

 

 

91 

to deafness, although I had done a 10-week NZSL course for beginners in my third year 

of University, many years prior, because I thought it was an interesting language. Our 

daughter was diagnosed through the New Zealand Newborn Hearing Screening 

Programme. Following two inconclusive screening results, she was referred to 

Wellington Audiology to undergo an Auditory Brainstem Response (ABR) evaluation 

at five weeks of age. Prior to the ABR, we had had no real suspicion that our daughter 

was deaf. The results of the ABR, however, concluded that she was bilaterally, 

profoundly deaf; a result that was confirmed two weeks later with a second ABR. 

 Our family have had two main journeys with our daughter’s deafness; the 

medical/audiological journey and our journey into the Deaf world. In terms of the 

medical/audiological journey, after initial diagnosis, our family was referred for 

audiological services through the District Health Board (DHB). This was a frustrating 

time, full of conflicting advice and indecision on behalf of the audiologist around 

whether or not our daughter would qualify for cochlear implantation. She was, 

however, finally referred to the Southern Cochlear Implant Programme (SCIP), where 

she was accepted for implantation. There had been some uncertainty about the results 

from the ABR, in terms of whether or not she had Auditory Neuropathy Spectrum 

Disorder (ANSD); a disorder where the sound is received in the cochlea as normal, but 

for some reason the signals are disorganised and the brain is unable to process the sound 

normally. It was decided that she was unlikely to have ANSD, however we were 

informed that, if she did, there was potential the CIs would not work and we would be 

good candidates for considering learning NZSL.  

 At the time that our daughter was implanted, the Government in New Zealand 

covered the costs of implanting one CI. A very pro-active parent group in Wellington, 

however, were lobbying for the Government to provide bilateral CIs. We became part 

of this group and, through them, received a lot of support around fundraising for the 

second CI. For this reason, our daughter received concurrent bilateral implants, at 

around 10-months of age. Her CIs were switched-on at 11-months. The SCIP services 

for CIs, at this time, were only provided in Christchurch, which meant an extensive 

amount of travel and time away from home for the first year. This was due to the regular 

need for new MAPs (or re-programming of the CIs) because of the constant changes in 

brain development. In the first year, we were required to fly to Christchurch for 

MAPping every two weeks, for three months, then every month, for three months, and 

then six-monthly. 
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 In addition to SCIP, our family were referred to an Advisor on Deaf Children 

(AoDC). Their role was to provide information and guidance about deafness and the 

process and to keep an eye on our daughter’s progress. They were funded through the 

MoE. We saw our AoDC every fortnight initially. Our family has had four AoDCs to 

date, due to changes in staff and the fact that we moved to a different, more rural, region 

of New Zealand. At an early stage in the process, we also received a visit from someone 

specialising in Māori	deaf	education. 
 In addition to professionals via the MoE, we received services through the MoH. 

These included regular visits, initially, to the Ear Nose and Throat specialist (ENT) and 

a one-off visit to the eye specialist and the geneticist from the DHB. 

 In addition to the audiological path, the other part of our journey has been the 

one into the Deaf community. We decided that we wanted our daughter to have access 

to sign-language, as well as oral language. My first introduction to the Deaf community 

was attending an NZSL ‘Bubs and Tots’ group when my daughter was 11-weeks-old. 

Nearly all of the adults were Deaf adults, for whom NZSL was their first language. 

Although terrifying, as a hearing parent immersed in a Deaf world, I learnt a lot from 

the women in this group, some of whom gave up a lot of their time to teach me to sign. 

Through this group, I was invited to various events for the wider Deaf community and 

we got to know other Deaf adults, alongside hearing parents with Deaf children.  

 At this time, there were minimal resources available for learning NZSL. I was 

lucky enough to have access to NZSL papers through Victoria University, where I was 

able to learn tertiary level NZSL. When our daughter was around 18-months, we were 

invited to participate in a pilot programme, trialled by Deaf Aotearoa and the MoE, 

called ‘First Signs’. This gave us free access to a Deaf adult, for an hour a week, who 

came to our house and taught us NZSL. The pilot was rolled out across New Zealand 

and we continued to have access to this service until our daughter turned five and started 

school. Even when we moved to a more rural location, we were lucky enough to still 

be able to access the programme until age five. We did find, however, that accessing a 

wider Deaf community in rural New Zealand has been much more difficult and this has 

made it harder to keep our NZSL skills to the same standard. Our daughter receives 30 

minutes per week of access to a Deaf adult who travels to her school and teaches her, 

both individually and with her class. We still travel to events in Wellington, when we 

can, to keep our family involved in the Deaf community. 
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 Our family has chosen to be a Bicultural family and have been lucky enough to 

have had access to the resources we have needed to do this. I chose to research this area 

because, as a parent, I have seen and experienced the, often fierce, political debate 

around communication choices for children with CIs and wanted to explore how other 

New Zealand parents of deaf children with CIs feel about and manage this conflict and 

the factors that influence their decisions around how to raise their d/Deaf children. 
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CHAPTER SIX 
 

RESEARCH QUESTIONS AND OUTLINE 
 

 

 The majority of deaf children are born to hearing parents, raised within the 

dominant Hearing culture (Pichler et al., 2014). Historically, deafness was viewed from 

the perspective of the medical model (Dillehay,	 2011). The focus was placed on 

deafness as a disability, with a reduction in ability to function ‘normally’. For many 

children with CIs, increased access to sound and spoken language served to facilitate 

oral communication (Mitchiner & Sass-Lehrer, 2011), increasing their chances of 

establishing themselves within ‘normal’ Hearing culture and thus, ‘curing’, or at least 

reducing, their ‘disability’. 

 More recently, however, there has been a shift to consider deafness from a 

sociocultural perspective, where Deaf people are seen as a cultural minority with their 

own culture and language (Waldschmidt, 2017). Within Hearing culture, spoken/oral 

language is the shared language of communication. Within Deaf culture, however, 

access to oral language is limited, and communication occurs through a more accessible 

manual language (Nittrouer, 2016).  

 Historically, for children with CIs, the issue of which mode(s) of 

communication to use has been highly contentious (Delore et al., 1999; Marschark & 

Spencer, 2010). Child development relies heavily on the ability to communicate with 

others, with interruptions in communication linked to problems in socialisation, 

emotional well-being, and cognitive development (Preisler, 1999). Thus, early access 

to a language is essential (Mayberry, 2007). A consequence of early detection of 

hearing loss is that parents must make decisions around intervention options (e.g., mode 

of communication), which may potentially impact future outcomes, while their child is 

very young (Hardonk et al., 2011). This places a lot of pressure on parents and requires 

non-biased guidance from the professionals involved in the child’s care (Hyde & 

Punch, 2011).  
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d/Deaf Identity 

 

 While language outcomes are undoubtedly significant, they are only one 

component of what makes a person who they are; that is, their identity (Vignoles et al., 

2011). Identity is based on attitudes, values, and morals, which are shaped by 

interactions with others (Audi, 2008). Language is the mechanism through which these 

interactions occur (Hall, 1997). Individuals identify with those who share similar 

characteristics (e.g., family members and people of the same culture), leading to a 

distinction between ‘us’ (the in-group) and ‘them’ (the out-group) (Tajfel & Turner, 

1979). Discriminating between the two groups, by attributing positive characteristics to 

the in-group and negative characteristics to the out-group, increases both personal and 

collective levels of self-esteem.  

 The difficulty for the majority of deaf children is that they are born into a 

dominant culture to which they do not automatically belong (Czubek & Greenwald, 

2005). That is, they grow up within Hearing culture, when they are deaf (that is, not 

part of the dominant Hearing group). For deaf children with CIs, this distinction 

becomes blurred, as post-implantation they become children who are ‘deaf’, but can 

‘hear’. This opens up opportunities to develop identity in ways that may not have been 

accessible to them in the past, based on their levels of exposure to Hearing culture 

and/or Deaf culture.  

Glickman (1993) posited that there are four possible d/Deaf identities: 1) 

culturally Hearing; 2) culturally Marginalised; 3) culturally Deaf; and 4) Bicultural. It 

is suggested that, when this concept is viewed as a matrix (Figure 5), identity is based 

on children’s levels of exposure to Hearing versus Deaf culture. Children who grow up 

with high levels of Hearing-acculturation, but low levels of Deaf-acculturation, will be 

likely to identify as culturally Hearing. Children who experience high levels of Deaf-

acculturation, but low levels of Hearing-acculturation, are likely to identify as culturally 

Deaf. Children who experience low levels of Hearing-acculturation (perhaps due to 

difficulties with oral communication) and low levels of Deaf-acculturation (e.g., 

through lack of exposure), are likely to become marginalised and identify with neither 

the Hearing nor the Deaf cultures. Finally, children who experience high levels of 

Hearing-acculturation and high levels of Deaf-acculturation, are likely to identify as 

Bicultural. 

 



Communication, Identity, & Outcomes in Children with CIs 

 

 

96 

 

Figure 5. Matrix of d/Deaf identity based on Glickman’s (1993) stages of d/Deaf 

identity, according to levels of Hearing and Deaf Acculturation. 

 

The Role of Parents in Identity Formation 

 

 A key part of identity development is based on socialisation, which is fostered 

within the family system (Calderon & Greenberg, 2011; Chen, 2014). Parents, in 

particular, have been identified as having an influence on identity development in 

d/Deaf children (Hamers, 1996). It is suggested this may occur specifically through 

parental attitudes to deafness.  

 

LANGUAGE 

 Language is a key component within culture and culture plays a large role in 

the development of identity (Hall, 1997; Norton, 2010).  For children with CIs, Hearing 

culture is the dominant discourse and language is expressed through oral 

communication (Ruben, 1995). Deaf culture, on the other hand, is a minority culture, 

based on the use of a visual language (e.g., NZSL) and integration with a community 

of other Deaf people (Ladd, 2007). The association between parental attitudes to 

deafness and decisions around communication was explored and, in turn, the potential 
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influence on d/Deaf identity in children with CIs (i.e., whether they identify as Hearing-

acculturated vs. Bicultural).  

 

The Role of Parental Resources 

 

 As discussed, parents play a significant role in the outcomes of deaf children 

with CIs. Prior to UNHS, having a d/Deaf child was associated with increased rates of 

parental stress (Yau et al., 1999), which has been shown to affect children’s outcomes 

in terms of language, socio-emotional problems, and behavioural problems 

(Hintermair, 2006; Sarant & Garrard, 2014). Since the introduction of UNHS, the 

research has been more variable with two studies suggesting that there is no difference 

in parental stress for parents with deaf children, when compared to parents with hearing 

children (Lederberg & Golbach, 2002; Pipp-Siegel, Sedey, & Yoshinaga-Itano, 2002) 

and two studies suggesting that parents with deaf children experience higher levels of 

parental stress, particularly when language is delayed (Sarant & Garrard, 2014; Spahn, 

Richter, Burger, Lohle, & Wirsching, 2003). Given that there is potential for higher 

levels of parental stress in parents of deaf children, it is important to acknowledge ways 

in which parental stress may be reduced. 

 One way to reduce parental stress is by focusing on empowering parents and 

supporting them to cope using resources available to them (Hintermair, 2006); 

including personal and social resources. Social support has been found to be 

particularly empowering, especially if provided by parent-to-parent groups. 

 Resources are deemed important for parents of children with CIs; however, 

there is no information around which resources New Zealand parents’ access, or how 

useful they believe these resources to be. This was explored. In addition, the study 

examined associations between parents’ perceived levels of support and their attitudes 

to deafness, decisions around communication mode, level of involvement in the Deaf 

community, and children’s d/Deaf identity. 

 

Outcomes for Children with Cochlear Implants 

 

 Until recently, outcome data for children with CIs focused primarily on 

language and education, contributing to the ongoing debate around mode of 

communication to use with these children (Ching et al., 2009; Goh et al., 2016). Much 
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less attention has been paid to psychosocial outcomes for these children (Mance & 

Edwards, 2012), despite the fact that psychosocial factors play an essential role in future 

happiness, success, and wellbeing (Calderon & Greenberg, 2011).  

Identity is associated with psychosocial outcomes in d/Deaf adults (Bat-Chava, 

1993; Bat-Chava, 2000). Given that identity development is particularly relevant for 

adolescents (Erikson, 1959), the influence of children’s d/Deaf acculturation on 

psychosocial outcomes was explored; specifically, in terms of self-esteem and social 

skills, alongside the traditional language and academic outcomes.  

 

 To examine these concepts further, a mixed-methods design was used, 

incorporating both qualitative and quantitative approaches (Greene, Caracelli, & 

Graham, 1989). It was hoped that by using a mixed-methods design, information from 

Phase 1 could inform the development and theory of Phase 2. In addition, it was used 

as a way to test consistency between findings of the first study and the second.  

Mixed-method designs provide the results with increased credibility, allowing 

hypotheses to be discovered during a qualitative phase to validate on a greater scale 

through the quantitative phase (Bryman, 2006). In the current study, both methods were 

given equal-status, creating an interactive mixed-methods design (Schoonenboom & 

Johnson, 2017). 

 Mixed-methods research also depend on the timing of each method; concurrent 

or sequential (Schoonenboom & Johnson, 2017). The present study used a sequential 

mixed-methods design, with Phase 1 conducted and analysed first and then used to 

inform Phase 2; thus, Phase 2 was dependent on the findings from Phase 1. In the 

current research, the ‘point of integration’ (Schoonenboom & Johnson, 2017; p. 115) 

occurred between phases.  

 

PHASE ONE 

 

Phase 1 was a qualitative phase, consisting of semi-structured interviews with a 

sample of NZ parents, teachers, and children with CIs (12-16 years), born prior to 

UNHS. Research questions were non-specific, contained within a protocol of 10 

discussion areas and based on current literature around children with CIs (Table 1).  

Discussion topics were used to elicit rich data through open-ended questions. 

This allowed participants to focus discussions on aspects of importance to their families 
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(Williams, 2003); thus, providing ‘real-world’ experiences for parents of children with 

CIs, across three different age groups (i.e., 2–4 years, 5–11 years, 12–18 years). Once 

the interviews were completed and transcribed, themes were identified, using an 

inductive approach, based on Braun and Clarke’s reflexive thematic analysis (Braun, 

V. & Clarke, 2006). This will be discussed further in Chapter Eight. 

 

Table 1. Protocol Discussion Areas for Phase 1 

1 Cochlear implants (including assessment, implantation, & use) 

2 General language information 

3 Oral language information 

4 Sign language information 

5 Communication issues 

6 Child’s socialisation 

7 Psychosocial development 

8 Involvement with the Deaf community 

9 Education system 

10 d/Deaf-related services 

 

   

POINT OF INTEGRATION – Development of the Model and Questionnaire 

 

 Following theme identification from the qualitative component of Phase 1, a 

model of acculturation (MoA) was developed. Data from the interviews were integrated 

with current research to develop a questionnaire. Development of the model and 

questionnaire will be discussed in more detail in Chapters Nine and Ten.  

 

PHASE TWO 

 

 Once developed, the questionnaire was emailed out to all eligible families 

within New Zealand. The benefits of administering the questionnaire via email were 

low cost, a large number of people could be included, and it could cover an extensive 

geographic area (Williams, 2003). Unfortunately, dissemination via email removes 

researcher-control over who completes the assessment. Through this method, the entire 
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NZ population of families with early-implant children with CIs were offered the 

opportunity to participate; which consisted of 170 families. Final participation, 

however, depended on participants’ self-selection. 

 Data analyses were carried out using IBM SPSS (Version 25). There were four 

parts to the analysis, based on the hypotheses derived from Phase One; descriptive 

statistics, preliminary analyses, MoA analyses, and further analyses. These will be 

discussed in more detail in Chapter Nine. 
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CHAPTER SEVEN 
 

STUDY ONE: METHODS 
 

 

Ethics approval 

  

Ethics approval was obtained from the University of Auckland Human 

Participants Ethics Committee (reference number 018104, Appendix B). Letters of 

support were provided by the Hearing House Research Committee, and the Southern 

Cochlear Implant Programme Research Committee. 

 

Participants 

 

 Participants included parents and teachers of children with CIs, currently 

between the ages of 2–18 years and implanted prior to the age of two years (i.e., early-

implanted). Participants also included early-implanted adolescents with CIs, currently 

between the ages of 12–18 years. All participants were recruited via the two main 

providers of CI services to children in New Zealand: the Hearing House (THH) and the 

Southern Cochlear Implant Programme (SCIP). Interviews were conducted with 14 

families. Fifteen families agreed to participate; however, one family was unable to take 

part due to being away at the time of the interviews. Of the 14 families interviewed, 10 

resided in the North Island and four in the South Island. Seven of the children discussed 

were male and seven were female. Six of the children were aged between 2–4 years, 

four between 5–12 years, and four between 12–18 years. One of the children was 

diagnosed with other non-deaf-related disabilities. Nine of the children were identified 

by their parents as New Zealand European, three as Māori/New Zealand European, and 

two as ‘other’ ethnicities.  

All of the children discussed were diagnosed with severe-profound bilateral 

hearing loss. Thirteen of the children were bilaterally implanted and one was 

unilaterally implanted. All children were reported to be in mainstream education. Based 

on parental report, oral language was the preferred language modality for eight of the 

children, with two children having a first language other than English. Two children 

(both young) were reported to use NZSL as their preferred language, and four children 
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were reported to use a bilingual/bimodal approach. Oral language was the preferred 

mode of communication for the primary caregiver of seven of the children/adolescents, 

two of whom used English as a second language. One primary caregiver reported NZSL 

as their preferred language, with the remaining six parents identifying as 

bilingual/bimodal. Four of the children had at least one d/Deaf parent. Although the 

exact percentage of d/Deaf children with at least one d/Deaf parent is unknown, this 

would be a higher than expected number of d/Deaf parents within the population of 

children with CIs. Thirteen of the parents interviewed were mothers. For the remaining 

family, both parents participated in the interview.  

The category of ‘teachers’ comprised four pre-school teachers, three primary 

school teachers, one secondary school teacher, three Advisors on Deaf Children 

(AoDCs), one Resource Teachers of the Deaf (RTD), and one ASSIST staff member. 

One family did not have a teacher to be interviewed due to changes in family 

circumstances at the time. 

 

Procedure 

 

 Children and their families were recruited via the two main providers of CI 

services to children in New Zealand: the Hearing House (THH) and the Southern 

Cochlear Implant Programme (SCIP). In conjunction with these organisations, initial 

invitation letters were sent out to 12 families enrolled with THH and 12 families 

enrolled with SCIP. From these invitations, six families agreed to participate. Six weeks 

later, a further 24 invitation letters were sent out to 12 families from each service. 

Invitations to participate were randomly selected from THH and SCIP databases, which 

contain all New Zealand children with CIs. Prior to selection, participants were 

arranged into three age groups: 2–4 years, 5–11 years, and 12–18 years. Three 

invitations from each age group were sent out from each agency in each of the two mail 

outs.  

 Each randomly selected mail out contained a cover letter introducing the 

researcher and the study. The cover letter was addressed to the parents and included the 

letterhead of the service in which the child was enrolled. It was made clear that decision 

to participate would have no impact on current services through the CI programmes. In 

addition to the cover letter, participants received a participant information sheet (PIS; 

Appendix C), a demographic data sheet (Appendix D), and a consent form (Appendix 
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E) to complete and send back in a pre-paid envelope. Families were informed an NZSL-

interpreter was available, if required. One parent requested an interpreter (Example of 

confidentiality form in Appendix F). In addition, for families with a child between the 

ages of 12-18 years, an additional Adolescent PIS (Appendix C) and consent form 

(Appendix E) were provided for the adolescent to complete. Where the child was 12-

16 years, the consent form was an ‘assent’ form to be co-signed by the parents 

(Appendix E).  

 Parents were asked to provide the name and contact details of a pre-school 

teacher, teacher, AoDC, or RTD on the consent form. Teachers were then contacted via 

the details provided and sent a PIS (Appendix C) and consent form (Appendix C).  

 All interviews were carried out by the researcher at an appropriate location in 

each family’s hometown. For teachers, interviews were carried out at their place of 

work. Interviews ranged in duration from 33 minutes to 2 hours 11 minutes; each 

interview was conducted in one session. As the sessions were recorded with a voice 

recorder, verbal consent was obtained prior to the start of each interview. Participants 

were allocated a family number and identified according to the letters P (parent), T 

(teacher), C (child), in order to keep information confidential. 

 Interview recordings were transcribed verbatim by the researcher and analysed 

using NVivo qualitative data analysis software (version 11.4.3, 2084, QSR 

International Pty Ltd). 

 

Data collection and Analysis 

  

 Interviews were conducted using a semi-structured interview approach, with 

open-ended questions to elicit rich data (Patton, 2015). The protocol was developed 

using research based on children and their families with CIs and was comprised of ten 

discussion areas (Table 1, p. 109).  

 Interpretation and analysis of interviews were carried out using an inductive 

approach. This was based on Braun and Clarke’s (Braun & Clarke, 2006) reflexive 

thematic analysis, as a way in which to capture patterns, or themes, across qualitative 

interviews. Use of the inductive approach allows for data-driven coding, as opposed to 

coding based on the researcher’s preconceptions or a pre-existing framework. Themes 

were identified at a latent level (i.e., with the aim of identifying underlying beliefs, 

assumptions, and conceptualisations of participants). Familiarisation of data was 
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carried out through transcription, followed by reading and re-reading of the transcripts. 

A recursive coding process was utilised, whereby codes were re-examined and revised 

throughout the coding process. Coding was carried out by the researcher, with support 

from the primary supervisor. Codes were then grouped to form candidate themes, which 

were later collapsed into three themes, in line with Braun and colleagues (Braun, 

Clarke, Hayfield, & Terry, 2018). 

  

Summary 

 

 In summary, Study One comprised the accumulation of qualitative data, based 

on ten discussion areas. These data were obtained during 31 interviews with parents 

and teachers of children with CIs, in addition to a small number of adolescents with 

CIs. Following the interviews, themes were identified and analysed using NVivo 

qualitative data analysis software. The themes identified from the interviews will be 

discussed in detail in Chapter Eight. 
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CHAPTER EIGHT 
 

STUDY ONE: RESULTS AND DISCUSSION 
 

 

 Phase 1 of the study was developed to identify factors influencing parental 

communication choices for New Zealand children with CIs. In addition, perceptions 

around their children’s identity development and their outcomes in different areas were 

explored. Three main themes were identified: parental perceptions on deafness, Family 

cultural affiliation, and resources available to parents. The first two themes appeared to 

fit within the premises of colonialism and SIT (Tajfel & Turner, 1979). The third theme 

(resources available) appeared to impact on parents’ perception of their child’s 

outcomes. 

 At this point, in order to provide context for the readers around some of the 

findings discussed below, it is useful to provide some brief background into the New 

Zealand education system for d/Deaf children. In New Zealand, the goal of education 

is one of inclusion (Powell, 2011); thus, the majority of d/Deaf children (i.e., 95%) are 

mainstreamed (Powell & Hyde, 2013). There are no criteria around mainstreaming; 

rather it depends on parental preference and where the child is physically located (i.e., 

in a major city centre or more rurally). There are two main deaf schools, one in 

Auckland and one in Christchurch, and some of the larger cities have a deaf unit 

attached to a mainstream school, at the 13-18 year old level. Many d/Deaf children live 

rurally and it is common for a d/Deaf child to be the only d/Deaf student at a school, 

with minimal contact with other d/Deaf children or adults in the education system 

(Powell & Hyde, 2013). 

 In addition, as a clarification, in this section, the term ‘sign language’ is used 

synonymously with ‘visual language’, as parents in the study viewed sign language as 

a visual language. 

 

Parental Perspectives on Deafness 

 

A major theme related to parental perspectives on deafness. Two distinct sub-

themes were found: deafness as a ‘disability’ versus deafness as a ‘variant of normal’. 

Within deafness as a disability, children with CIs were either seen as the same as 
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everybody else, with an absence of a disability (i.e., ‘normal’), or different to others 

and, therefore, ‘disabled’ or ‘disadvantaged’. When deafness was described as a variant 

of normal, parents appeared less interested in the child being the ‘same’ as others and, 

therefore, normal’, and more focused on redefining the implications of ‘normal’ for that 

child; thus normalising deafness. 

 Within SIT (Tajfel & Turner, 1979),  for this group of children, social 

categorisation or group membership is based on hearing-status. Within this context, 

hearing-status is divided into two social categories: ‘audiologically deaf’ and 

‘audiologically hearing’. Children with CIs fit within the category of ‘audiologically 

deaf’. In contrast, the majority of New Zealanders and, therefore, parents, fit within the 

category of ‘audiologically hearing’. Parent’s perception of the child’s group 

membership depended on their attitudes towards deafness; that is, whether they viewed 

deafness as a disability or as a variant of normal. 

 

DEAFNESS AS A ‘DISABILITY’ 

For the majority of parents, teachers, and adolescents, deaf children with CIs 

were described as ‘normal’ (i.e., ‘conforming to a standard; usual, typical, or expected’ 

[English Oxford Living Dictionaries, retrieved 16 March 2018]), as opposed to 

‘different’. This aligns with colonialism, where normal is the ‘ideal’ standard. For 

children with CIs, ‘normal’ equates to ‘hearing’. It is suggested that colonialism has 

influenced the way New Zealand parents in this group view deafness; that is, the notion 

that being ‘hearing’ is superior and should be the end-goal for the child. Thus, within 

SIT, ‘hearing’ becomes the in-group, with ‘Deaf’ the out-group. 

The provision of CIs appeared to move children from a d/Deaf world to a close 

proximity of the hearing world. Children who were profoundly deaf were now ‘able to 

hear’ and, therefore, participate in the hearing world as a hearing child. This was the 

purpose of the decision to implant. All parents, and many teachers, made reference to 

the concept of ‘normal’ (perhaps relating to the comparison of the child to themselves, 

who they would view as ‘normal’), highlighting its importance as an overall goal and 

the significance of New Zealand’s history of colonialism: 

 

 She can function and is functioning as a normal everyday kid. 
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This was in contrast to the idea of being ‘different’, which tended to have 

negative connotations accredited to it. 

 

The family doesn’t want him to be different. So they want him to be in a ‘normal’ 

class. 

 

There was a boy in the class who had them…. I thought he had a mental 

disability and something funny on his head. That was my first impression. 

 

As can be seen by the previous quotes, ‘different’ was considered a 

disadvantage and was often associated with the concept of disability. In line with 

colonialism, having a ‘disability’ was considered to be an undesirable attribute, whereas 

being like other children (being ‘normal’) was desirable. Parents spoke of their personal 

fears of having a deaf child; fears that likely depended on the perception of deaf people 

as ‘other’, or ‘different’, and not ‘normal’:  

 

 “Oh God, I hope she’s not deaf because I don’t want her to be like that.”  

 

Thus, for these parents, being deaf was seen to be ‘different’ and, therefore, a 

negative thing. Within SIT (Tajfel & Turner, 1979), being deaf implied relegation to 

the out-group. Within this theory, in order to maintain group cohesion (or in this case, 

family cohesion), differences between members of the in-group (i.e. family) were 

minimised, while differences between the in-group and out-group (i.e. Deaf people) 

were accentuated. For parents who believed belonging to the hearing in-group was 

important, it was key that the child’s new hearing status, via the provision of CIs, was 

viewed as similar to the family’s ‘normal hearing’ status; thus, associations with being 

‘Deaf’ were rejected. It is also possible that parents who are heavily influenced by 

colonialism have expectations that their children should be ‘perfect’, or as close to the 

colonial ‘ideal’ as possible and that, by being ‘different’, they are somehow ‘imperfect’ 

or ‘below par’.  

Access to spoken language, however, could mitigate the disability, or 

‘imperfection’, by helping the child to appear normal; that is, appear to be a legitimate 

member of the in-group.  This concept of appearing normal suggests that some parents 

may not view their child with CIs as being completely ‘normal’ in comparison to a 
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hearing child. They may, however, believe that, as long as their child is successful with 

their CIs, they appear normal and are, therefore, able to fit in easily with the hearing 

world. 

 

Because she’s so normal… It was almost like they didn’t actually notice… She 

was just like everybody else. 

 

He speaks perfectly. Better than you and I probably. He speaks perfectly and 

you would never know.  

 

Within the second statement, it is apparent that the goal is for the child to acquire 

spoken language, thereby helping him to appear ‘normal’. In this case, the child has 

reached the goal. This is evidenced by the emphasis on the statement “he speaks 

perfectly”, which was reiterated a second time, in order to accentuate the success. This 

is also supported by the addition of “and you would never know”. It is clear from this 

report that the desire for the child to be considered ‘normal’ is extremely important.  

Spoken language, therefore, was deemed essential if the child was going to be 

able to communicate; not only with the family, but also with the world around them. 

Thus, for many deaf children, it was the ability to communicate with spoken language 

that allowed the child to pass as a ‘normal’ hearing child. 

 

I used to think of [child’s name] as having a disability. Up until the point where 

he developed language and confident use of his cochlear. And after that, I just 

started seeing him like any other kid. 

 

This quote succinctly sums up the findings. For parents who subscribe to the 

notion of ‘deafness as a disability’, and are therefore influenced by colonialism, a child 

born profoundly deaf may be perceived as ‘different’ or ‘imperfect’, due to their 

‘disability’. The notion of disability makes parents uncomfortable, as it suggests the 

child is part of the out-group; thus, they seek out a way to neutralise the situation, via 

cochlear implantation. Despite the availability of sign language, these parents believe 

that only spoken language will help absorb the child in the ‘normal’ hearing 

community. By acquiring spoken language, deaf children are able to communicate with 

the hearing world and become, by extension, “like any other kid”; that is, part of the in-
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group. It is likely that, for these parents, sign language is regarded as a Deaf language, 

which is associated with the out-group. To minimise the differences between the 

parents and their child, and maximise the distinction between the child and the Deaf 

world, visual language must be rejected as a communication tool. 

In addition, teachers perceived these children as wanting to be seen as ‘normal’, 

particularly by their peers. 

 

He just wants to be treated normally. Like everyone else. Except that he’s not 

like everyone else. He’s very bright and he’s a very switched on young man… 

He just wants to be accepted as one of the group and I’ve tried my best do that. 

 

This quote highlights several important findings. Firstly, it indicates that 

teachers are aware of a desire by children with CIs to be “treated normally”. As 

previously discussed, children with CIs live in a predominantly hearing society, where 

hearing is the in-group and being d/Deaf is the out-group. To be affiliated with the 

hearing in-group, children and adolescents attempt to present themselves as hearing as 

possible; thus, minimising the differences between themselves and their friends.  

Secondly, this quote suggests that teachers use this awareness of the child 

wanting to be seen to be ‘normal’ to support them to “be accepted as one of the group”. 

And finally, it opens up dialogue around other explanations for why these children 

might be seen to be ‘different’, other than the fact that they are deaf.  

As discussed earlier, many participants believe the child is ‘different’ because 

they are deaf. However, other participants, both parents and teachers, suggested that 

deafness was not the underlying reason why some children might be perceived by 

others as ‘different’. For example, in the previous quote, the teacher raises the fact that 

yes, the child is ‘different’; however, this is not related to deafness, but rather the fact 

that this child is “very bright and… a very switched on young man”. This is important, 

especially as it was noted by both teachers and parents in relation to other children. In 

particular, the role of the child’s personality stood out as being one of the major 

contributors for how the child was perceived by others, with many older children being 

described as having “quirky” traits associated with their personalities. 
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I don’t know if it’s how he is or if it’s because he’s deaf. I don’t even know if I 

can link him being deaf to him being like this. He is a bit of a kooky kid… He is 

a bit weird. Gets a bit obsessed. 

 

Personality-wise, she’s a bit obsessive. So it’s a bit hard to tease out which is 

causing what. 

 

Many parents and teachers commented on the difficulty of “teasing out” 

behaviour and outcomes influenced solely by deafness from those influenced by the 

child’s personality. On further examination, it appeared that the child’s personality 

could ameliorate or exacerbate behaviour and outcomes, with some personality traits 

being helpful, while others were more unhelpful. Helpful personality traits included the 

child being confident, social, independent, proactive, flexible, resilient, and proud of 

who they are: 

 

She was pretty proactive in coming and saying that she didn’t understand… She 

was very capable, confident in dealing with them and knew to say ‘oh, I can’t 

hear you’, or ‘I didn’t understand that’. 

 

Helpful personality traits helped the child to ‘fit in’ and appear more ‘normal’. 

For example, as discussed above, being confident helped the child to interact 

successfully on a social level. This is likely due to the child being willing to engage 

with others socially; thus, providing increased levels of social interaction and, in turn, 

the chance to learn and participate in social norms. In addition, confidence in oneself 

contributed to resilience and the ability to stand up for oneself. Finally, confident 

children were prepared to approach others, including those in positions of power (e.g., 

teachers), to say that they had missed information, . This ensured they received critical 

information that could affect their academic learning and social interactions. 

Unhelpful personality traits, on the other hand, consisted of being shy, 

overwhelmed, frustrated, embarrassed, or distractible. 

 

He’s actually really embarrassed about signing… I think possibly that he’s 

getting to that teenage-ish sort of [embarrassment]. 
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I would say she was always quite shy on the sign front once she came into the 

prep-school… We were quite keen to learn quite a bit and for her to show us. 

And in the beginning, she was very shy about that. I think it was that she didn’t 

want to be different from everyone else. 

 

There are a number of interesting issues to explore here. Of note, feelings of 

embarrassment often appeared to be related to the use of NZSL in a public setting, as 

opposed to either being deaf or having CIs. As can be seen from the first quote, 

embarrassment relating to NZSL was often brushed off as being ‘typical’ of 

adolescence; that is, the idea that all adolescents find things about themselves and their 

lives embarrassing. Interestingly, however, the second quote was related to a pre-

schooler, who was also embarrassed about using sign language in public. In this case, 

however, the teacher added “I think it was that she didn’t want to be different from 

everyone else”; thus, reintroducing the social construct of normality. The child wishes 

to be seen to be ‘normal’ (in-group) and a visual language, in this case, makes her 

‘different’ from all of the other children (out-group). Thus, she is reluctant to share her 

NZSL skills with her teachers or, more likely, her peers. For both of these children, 

there is an awareness that using NZSL makes them appear ‘different’ to others and, by 

extension, part of the out-group. In an attempt to be perceived as ‘normal’, they choose 

not to use a visual language in public. It is interesting to note how early awareness 

around being ‘different’ emerges and the extent to which colonialism may be felt in the 

day-to-day lives of deaf children with CIs. 

In a similar vein, acting out in frustration led to the child being seen as 

‘different’ or ‘disabled’.  

 

She was quite naughty in the classroom. She would hit people in frustration. 

She looked different. She acted different. Sometimes she screamed. She looked 

autistic. 

 

In this case, the child was described as looking and acting ‘different’ and likened 

to a child with ‘autism’; which has its own connotations and social constructions 

(Waltz, 2013). It is clear from this description that the child’s inability to deal with 

frustration led others to believe that she was ‘not normal’. Given how early children 

become aware of being perceived as ‘different’, it is possible that self-aware deaf 
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children with behavioural issues may become embarrassed, increasing their levels of 

frustration and, thus, continuing the cycle. 

Moreover the data suggest that the older children, in particular, were more likely 

to be described as having “quirky” personalities, with associated behavioural problems 

when they were younger. In line with previous discussions, many of these adolescents 

believed that it was their personalities that set them apart, or made them ‘different’ from 

other peers, and not their hearing loss. 

 

I find it quite hard to start interactions and keep them going. But if we find 

something in common, then it becomes easier for me. I’d say that’s actually 

personality because I’ve always feared the fact that I might make a fool out of 

myself… My analytical personality might have bled into my interaction with 

people. 

 

These children did not perceive their hearing loss to be a disability, or something 

that made them appear “different”, but rather aspects of their personality. Under SIT 

(Tajfel & Turner, 1979), focusing on other factors as potential causes of difference 

helps the child to remain part of the in-group (in terms of their hearing), as opposed to 

the out-group. The extent to which this occurs may be worth further investigation in the 

future. 

In terms of identity, when adolescents were asked how they would describe their 

identity in terms of hearing loss, there was an overwhelming agreement that they 

identified as both deaf and hearing, in line with previous findings (Spencer et al., 2012; 

Wald & Knutson, 2000; Wheeler et al., 2009). 

 

 Both. Because I can hear and I’m deaf. 

 

None of the children interviewed appeared to feel concerned that they stood out 

as ‘different’ because of their hearing loss or their CIs.  

 

So, to me, being deaf means that you've just lost some hearing and it doesn't 

really affect you in any other way. 
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Adolescents appeared comfortable identifying as both deaf and hearing, which 

is likely related to the fact that, although they are audiologically deaf, CIs have allowed 

them access to the hearing world and they consider themselves part of the in-group. 

Thus, they feel comfortable identifying as ‘who they are’. Despite this, however, while 

adolescents might have demonstrated a sense of comfort around being themselves, this 

does not necessarily mean they placed any significant value on being a deaf child, who 

is able to hear. The extent to which adolescents identified with their hearing loss 

appeared to vary considerably between participants.  

 

If you really needed me to answer, then I would say that I identify as a deaf 

person. Because even though I can hear, there's always this kind of underlying 

situation that I'd always be deaf, no matter what… To me, being deaf means 

that you've just lost some hearing and it doesn't really affect you in any other 

way. 

 

Interviewer: How do you think you would identify yourself if someone said ‘in 

terms of your deafness, where do you place yourself on the scale 

of ‘hearing’ to ‘deaf’? 

Teenager: Probably up more the hearing side. Like I hear quite well. 

Interviewer: So you consider yourself a hearing kid? 

Teenager: Yeah.   

Interviewer: Would there be times that you would consider yourself deaf? 

Teenager: Not really. 

  

I’m mostly hearing, but I do feel like there’s a bit of Deaf culture. I think that’s 

kind of in everyone [with] cochlear implants. It’s how they were born. It’s when 

they have their cochlear implants off, they’re deaf. 

 

These quotes demonstrate subtle sub-themes within ‘perspectives on deafness’. 

Two perspectives emerged: the first, identifying with hearing loss in terms of an 

audiological or physical point of view; the second, in terms of an environmental or 

cultural point of view. For older children with hearing parents, a strong audiological 

sub-theme emerged. As described in the quotes above, these children differed in the 

extent to which they identified as deaf or hearing, with some identifying strongly with 
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the hearing side, while others identifying more with being deaf. This distinction, 

however, was based on the audiological diagnosis of hearing loss; that is, adolescents 

either aligned themselves with hearing people because, with CIs, they were able to hear, 

or they described themselves as deaf because, without CIs, they were unable to access 

sound. This was the case for all adolescents, with the audiological or physical 

component of hearing loss being the primary component on which they based 

deaf/hearing identity.   

Responses from parents and teachers of adolescents appeared to correspond 

with adolescent reports. Again, children’s identity was defined according to the 

audiological or physical point of view.  

 

He knows he's deaf, but he wants to be hearing. So I think he strongly identifies 

with the hearing side of himself. He knows when he doesn't have the cochlear 

on that he's deaf. He can't hear. But I think he prefers to be hearing. 

 

Across parents and teachers of children aged ten-years and over, there was an 

obvious absence of identity described from a ‘cultural’ perspective. It is likely that this 

strong audiological focus, and absence of cultural involvement, is a way to 

acknowledge that the child is deaf, while maintaining identification with the hearing 

in-group. 

 

DEAFNESS AS A VARIANT OF NORMAL 

Deafness as a variant of normal emerged as a second sub-theme within parental 

perceptions on deafness. For children with CIs, redefining ‘normal’ with something 

more relevant removed the stigma of being ‘different’ or having a ‘disability’; that is, 

‘normal’ means being a ‘deaf child, with CIs’. A large number of parents chose to use 

this approach to redefine what was ‘normal’ for their child.  

 

We thought it was really important to embrace that side of her culture [NZSL 

and being Deaf] and make sure that she knew she was normal. It was just a 

different normal…  

 

This quote captures the essence of what many parents, particularly of younger 

children, tried to achieve; that is, to help the child understand that their reality is what 
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is normal for them and that what is normal to one person is different to what is normal 

to another. Furthermore, it provides the child with the notion that everybody is ‘similar 

to’ or ‘different from’ other groups of people in some form or another. 

 

We’ve always said that everybody’s got something [that makes them different]. 

 

 In this situation, parents are rejecting the colonial notion that normal hearing 

status is ‘superior’ to being deaf. Instead, children are encouraged to integrate the 

dominant hearing culture with their own Deaf culture; thus, promoting a bicultural 

approach to their identity. Within SIT, encouragement of a bicultural approach to 

identity may serve to promote similarities, and minimise differences, between the two 

groups. Despite association with the stigmatised group, deaf children with CIs are able 

to align components of their Deaf identity with those of the majority group. 

Biculturalism, in turn, could lead to positive psychological well-being due to the belief 

that they ‘fit’ into the world around them, whether that be the hearing world or the Deaf 

world. This has been demonstrated in adults (Hintermair, 2008; Jambor & Elliott, 2005)  

This concept of blending cultures (i.e., the ‘third space’; Bhabha, 1994, p. 209) was 

succinctly summarised with the statement: 

 

 It’s just a new normal. 

 

Parents discussed how they responded when they noticed children or other 

adults staring at their child’s CIs, or use of NZSL, and how their responses helped 

normalise these situations for both their children and others. For most parents, this 

involved active engagement with the person ‘staring’ and providing education about 

the CIs or the use of NZSL in an informative way. 

 

If other kids stared at him when he was little, I would just encourage them to 

come and ask questions.  

 

Many parents noted that their child’s hearing loss was so normalised within the 

family, and their surrounding networks, that they were sometimes surprised to see 

reactions from other people who did not know them.  
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And so you forget. And then you’ll see someone look and you’ll go ‘oh yeah, 

that’s actually not normal’. [Pause] What is normal? 

 

Interestingly, answers from parents and teachers of the younger children about 

the child’s identity tended to differ from those of adolescents and their parents and 

teachers.  

 

I don’t know whether she has a strong emotion about her identity all the time. 

Culturally she identifies with being Deaf… Depending on her environment, I 

guess it might change as well. When she’s at school, I don’t imagine that she 

identifies with being a deaf child amongst hearing peers. But I don’t think she’d 

even think about that. 

 

They don't get what deaf is. Like my four year old… It’s not a word we use. We 

say 'you use sign', you use your eyes to get information. [Child 1] uses his voice 

and his ears. He wakes up and he wants his ears. [Child 2] doesn't care. 

 

I think she would say both. I think she would say 'I'm deaf and I'm also 

hearing'… But we're always telling them that 'you are Deaf' [and] that you use 

sign language. You're not just someone whose got your ears fixed.’ 

 

These quotes highlight the role of environment or culture on the identity of these 

children. For many of the families with younger children with CIs, this was the primary 

basis for identity, with the audiological or physical part of hearing loss playing little, or 

no, role in parents’ perceptions about their children’s identity. 

There are a number of potential reasons behind the differences between 

information provided by and about older children compared to younger children. 

Firstly, younger children, particularly those in the 2-5 year age group, were often 

considered too young to have developed an identity or thoughts and feelings around 

being deaf and having CIs. 

 

 They don’t get what deaf is.  
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Younger children were not considered to be affected by the social constructs of 

‘normal’ and ‘different’ due to their lack of self-awareness; particularly at 2-3 years of 

age. Teachers of younger children suggested other children were also unlikely to pay 

attention to this ‘difference’, for the same reasons. In addition, many teachers, both at 

early childhood centres and primary schools, discussed the positive learning 

environments the children were exposed to; whereby, all children were provided with 

information about the CIs and their use, were encouraged to ask questions and remind 

the child to put them back on if they came off, and where ‘differences’ between all 

children were celebrated. Thus, deafness was seen as a variant of normal among 

younger children and was positively framed. 

 

When I think about our school, we have so many children that have different 

needs… And it's really celebrated… So, he doesn't stand out from his peers when 

we have so many different types of children. 

 

Family Cultural Affiliation 

 

As previously discussed, there appeared to be a difference in language choices 

based on age of the child at the time of the interviews; that is, children ten-years and 

above, born to hearing families, were raised in an oral-only environment, while children 

under ten-years were raised with both oral language and various levels of NZSL. While 

age appeared important, there also appeared to be a deeper theme; that is, parents’ 

perspectives on their ‘Family’ cultural affiliation.  

It is well documented that the Deaf community have their own Deaf culture 

(Glickman, 1993; Leigh & Maxwell-McCaw, 2011; McDonald, 2004). It is also noted 

that every family has their own unique culture within which the child is raised; the 

Family culture (Sharma, 2013). For many families, once the diagnosis of hearing loss 

had been made, there was a decision to try and incorporate Deaf culture into the Family 

culture. 

 

There was a group of us… [who] try and organise Deaf Club once a month or 

once every couple of months for the families to all get together and just catch 

up. So it’s kind of still embracing the Deaf Culture for [Child’s Name] and 

giving her exposure to sign. 
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Within this quote there are a number of subtle concepts to explore. Firstly, the 

statement ”there was a group of us” highlights the underlying theme of commonality 

and community and, potentially, the development of a ‘third space’ (Bhabha, 1994, p. 

209), or new in-group. Groups are constructed of at least two individuals who socially 

identify in the same way (Abrams, 2015). Thus, for many of these children, being deaf 

with CIs was not an isolating experience. Instead, their parents attempted to introduce 

them to, and involve them in, a community of like-minded people. It is likely that 

involvement in such a group would minimise children’s feelings of being ‘different’; 

thus, facilitating better adjustment and well-being. 

Secondly, this quote focuses specifically on Deaf culture and the fact that there 

is, in fact, a distinct culture relating to individuals who are Deaf. Moreover, it shows 

that some families are actively trying to introduce their children to this culture. Such 

active involvement with the Deaf community and Deaf culture is likely to lead to a 

positive Bicultural identity. 

Finally, the role of sign language is introduced, with the statement about “giving 

her exposure to sign”. The role of sign language will be discussed in more detail later 

in the chapter; however, this quote identifies the link between Deaf Culture and sign 

language. 

For some families, however, there was an expectation that, once the child had 

been provided with CIs, he or she would naturally participate in the already established 

Family culture. 

 

 We weren’t prepared to sign… It doesn’t fit into our family. 

 

 I would not have wanted to be a signing family. 

 

These are interesting quotes for two reasons. Firstly, they highlight the feelings 

of some parents about using sign language. The statement “we weren’t prepared to 

sign” suggests that, for these parents, learning to sign may have been a difficult and, 

perhaps, arduous task, requiring an untenable level of effort. Secondly, the addition of 

the statement “it doesn’t fit into our family” highlights the role and importance of the 

Family culture. Thus, for some,  Family culture and, therefore, the needs of the 

majority, may be deemed more important than Deaf culture or the needs of the minority 
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deaf child. In line with colonialism, this suggests acculturation with the intention of 

assimilation, whereby the child adjusts to fit the Family culture. 

Despite the importance placed on ‘fitting’ the Family culture, many of these 

parents were aware of the concept of Deaf culture, and reported that it would be up to 

the child to decide, when older, whether or not they wished to participate in it. 

 

I think that if, particularly once they're of [Child]'s age and they want to make 

their own decisions, then they should be [involved with the Deaf 

Community].  Yeah.  Absolutely.  And if that's a group that they want to spend 

time with and associate with, great. 

 

It might be something when he's older. He might want to connect, you know, as 

a teenager with other kids with, but I think he sees himself as so normal he 

doesn't need support. 

 

 The second quote reintroduces the concept of ‘normal’ and deafness as a 

disability. The statement “I think he sees himself as so normal he doesn’t need support” 

suggests a belief that involvement with the Deaf community would only be necessary 

if they required additional support. It is likely that, underlying this comment, is the 

belief that being deaf is a disability and, therefore, by having contact with the Deaf 

community, this would be acknowledged. Interestingly, some parents refrained from 

using words that would label the child in terms of deafness (i.e., ‘…as a teenager with 

other kids with [change of topic]’). Perhaps verbalising anything related to deafness or 

CIs in the context of the Deaf community is too confronting for some parents, as it 

requires an acknowledgement of the deafness and the possibility that the child might 

become associated with the out-group. 

Importantly, the family’s perception of Deaf Culture appeared to be the basis 

for many of the decisions that were made about the child. Two groups emerged from 

this theme; those with a focus on hearing culture and those with a focus on a hearing 

and Deaf culture; that is, bicultural. Two further sub-themes emerged from these 

groups: language choice and involvement with the Deaf Community. These appeared 

to impact on the child’s identity as a d/Deaf person.  

An interesting difference between parents in each cultural group was around 

their decision to use, or not use, NZSL. For example, for those raising their children 
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within hearing culture, this decision appeared to be based on one of two factors: 

language choice was actively chosen versus imposed on the family by others.  

 

HEARING CULTURE ACTIVELY CHOSEN 

For those who had actively chosen to follow the Hearing cultural way of life, 

the decision appeared to be based on a strong desire for the child to talk and, by 

extension, participate in the ‘real world’. 

 

The only option was for her to go and get those done [cochlear implants], so 

she could learn to talk. 

 

 [They] wanted her to be part of the oral world, not part of the Deaf world. 

 

He’s going to be able to enter the workforce and go to university… He’s just 

going to be able to go and do everything that everybody else does. 

 

Much of the discourse around an oral-only approach focused on the desire for 

the child to be seen as ‘normal’, as discussed above. Families in this group appeared to 

view deafness more as a disability, or a problem, than in terms of a variance of normal. 

In addition, as noted above, comments were based on the importance of the child being 

able to “fit in” with the Family culture. Families who chose to focus on Hearing culture 

did so to avoid interference with their Family (i.e., Hearing) cultural background.  

 

 She can talk and she can hear just like us [the rest of the family]. 

 

I would not have wanted to be a signing family. 

 

In this case, parents felt they already had a language of their own and that having 

to learn a different language was unnecessary given that the child could “talk and… 

hear just like us”. In addition, these quotes emphasise the importance placed on oral 

language. The role of speech was seen as vital by parents in this group: 

 

It was . . . for her to be able to participate in the world . . . the world that we 

live in. 
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These family choices were supported by teachers and professionals. 

 

She lives in a hearing family… And communicating with oral language… is 

really essential for her… It’s made her really fit in with… both families, and at 

school. 

 

The interesting thing about both of these quotes is that they highlight the focus 

on the importance of both Family and Hearing cultures, with no discussion around the 

role of Deaf Culture in a deaf child’s life. They suggest that, in order to “fit in”, the 

child must communicate in the same manner as those in their family and educational 

systems; that is, through the use of spoken language. Hearing culture is given distinct 

priority, in line with colonial influence on New Zealand society. 

Numerous reasons were given for encouraging children to live within a Hearing 

culture. These included benefits such as better access to mainstream schooling, giving 

the child the chance to be the best that they could be, and promoting a sense of inclusion 

for the child.  

 

HEARING CULTURE IMPOSED BY OTHERS 

Some families reported their decision to raise their child within a Hearing 

Culture had been imposed by others; primarily influenced by professionals.  

Specifically, this identity appeared to be strongly linked to beliefs around the use of 

NZSL.   

 

If you go to [Name of Agency], you don’t go there to sign language… It’s not 

even a discussion point. 

 

These parents believed using sign language would interfere with the child’s 

ability to learn to use their CI to its full potential; thereby, hindering spoken language 

development.  

 

Especially not the first five years because he might have resorted to it and not 

spoken well. We didn’t want to touch it when [he] was 0-5 [years], learning to 

speak. Not unless he’d got other, you know, [disabilities]. 
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I kind of got this sense from [Name of Agency] that… it was just a battle for 

resource time. So ‘how much time are you going to be able to put into any form 

of language’? And ‘we want you to put it into [speech] because we know that’ll 

work if you do it properly’. And if you get diverted into doing a bit of this and a 

bit of that and you run out of time, you have to go and make dinner [etc.], then 

the outcome will not be as good. 

 

Of interest, those with staunchly Hearing Family cultures were families with 

children over the age of 10-years. These families felt they were given no choice around 

language use and that the use of sign language was not permitted. Parents were strongly 

influenced by information provided by professionals at the time and were extremely 

grateful for the assistance they had received from their providers; however, some 

suggested that the inclusion of at least a little sign language may have been of benefit.  

 

I think it would have been better to have had it [NZSL] as a slightly stronger 

second language, if you will, than we did. But we were, at that point, forced into 

a situation where it wasn’t [possible]. 

 

It was also evident that parents of adolescents felt they would only have 

received services from professionals if they followed the prescribed route; that is, oral-

only, Hearing culture. 

 

Provided you played by their rules… they were really really supportive. 

 

This idea of only receiving services if you “played by their rules” fits within the 

paternalistic ideals of colonialism. This highlights how political climate has impacted 

on language choices for deaf children with CIs, with families of younger children 

feeling less pressured to choose an ‘either/or’ approach to language. 

 

INVOLVEMENT WITH THE DEAF COMMUNITY 

Many of the families who prescribed to a Hearing cultural world-view felt that 

involvement in the Deaf Community was unnecessary.  
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 He doesn’t need [Deaf Community] support. 

 

There are a number of reasons why these families believed this to be the case. 

For some, it was related to parental perceptions of the Deaf community and the role of 

NZSL within it.  

 

 We weren’t prepared to sign… It doesn’t fit in with our family. 

 

Furthermore, parents reported that their children expressed similar attitudes and 

would be uncomfortable around the Deaf Community. 

 

He would come back and go ‘oh, they spoke weird’. 

 

Underlying this quote is the notion of ‘difference’ or ‘disability’. The use of 

“they” in the statement “they spoke weird” highlights the view of Deaf as “other” and, 

by extension, divides Deaf and Hearing cultures into ‘us versus them’. Again, it 

demonstrates the focus on spoken language, with a generalisation that Deaf people 

speak differently and, therefore, ‘weirdly’. SIT suggests people tend to favour the in-

group and attempt to highlight the differences between the two groups in order to 

maintain self-esteem (Tajfel & Turner, 1979). When ‘hearing status’ is emphasised, the 

use of NZSL or, in this case having a ‘deaf accent’, is associated with being Deaf. 

Comparing oneself to the out-group, and regarding their speech negatively, improves 

feelings about one’s own speech; thus, self-esteem is elevated. 

For some families, however, it was not comparison between groups that led to 

separation from the Deaf community, but rather difficulty accessing a community.  

  

Parent: It'd be great if there was a little play-centre that did New Zealand 

Sign, like that Van Asch play-centre, playgroup place. I thought 

that was amazing. I loved that. 

Interviewer:  So one of the weaknesses of this area is that there just is nothing 

like that? 

Parent:  Is access, yeah. And even that [Name of Playgroup] playgroup 

that they've organised, it's quite disappointing that it's not really 
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taken off… I just don't know how many deaf kids under 5 there 

are in this area.  

 

 We don’t live in or near a big community of signing people. 

 

In addition, the time and energy required to commit to learning and teaching 

NZSL was perceived to be a problem.  

 

We went to a few sign language classes and I quickly realised that there was 

not going to be enough consistent commitment across our whole family. 

 

For those committed to their Hearing Family culture, this aligned with their 

focus on ‘oral’ language. For these families, it makes more sense to focus time and 

energy into ‘oral’ language “because we know it will work” [Parent], than to spend 

time learning and teaching a second language. 

 

It was never our first option. It was only if we couldn’t get cochlears [sic]. 

 

In contrast, families who tended toward a Bicultural Family-system expressed 

very different experiences. These families reported a strong focus on the fact their 

children were deaf and, by extension, entitled to learn about, and be involved in, their 

Deaf Culture. 

 

For me, it’s more about a cultural thing… It’s just about embracing who she is. 

 

For these families, being aware of Deaf culture meant involving the child and 

their family in the Deaf community. This required active engagement on the parents’ 

behalf, with many parents reporting regular attendance at Deaf-related events, such as 

Deaf Club, or events organised by regional ‘Parents of Deaf Children’ groups. 

 

We spend a lot of time with the Deaf Community. 

 

Yes, so we're well involved in the Deaf children's community. I recently became 

the [Name of Role] of the Deaf Society for [Name of City]. 
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In addition to exposing the deaf child to Deaf culture, the entire family, 

including siblings, were encouraged to participate in all of the different events.  Many 

parents discussed the active involvement of their other children, who participated in all 

of the Deaf-related experiences.  

 

You can drop them in a dinner with Deaf people and they’re good. 

 

The older one especially loves it. She’s looking at becoming an interpreter. 

 

These parents believed that their child, and often the child’s siblings, felt 

included and accepted within the Deaf Community and that they were at ease when 

socialising within this world. 

 

 They feel comfortable and at home there. 

 

It is likely that this focus on family participation serves to validate the child’s 

identity as a Deaf person and help normalise being d/Deaf. The child is no longer an 

isolated d/Deaf individual within a Hearing family; rather, they have a culture that the 

family are actively engaged in. Essentially, the family become bicultural, blending their 

Hearing culture with Deaf culture and creating a Bicultural Family unit (or new in-

group). In this way, the child with CIs ‘belongs’ and is viewed the same as everyone 

else in the family. This strategy is likely to reduce children’s conflicted feelings about 

the two cultures, leading to increased levels of positive self-esteem, adjustment, and 

psychological well-being (Benet-Martinez & Haritatos, 2005). 

 

NEW ZEALAND SIGN LANGUAGE 

For families who value Biculturalism, sign language, specifically NZSL, played 

a significant role; providing the child with another language that allowed them to 

communicate with others.  

 

For us, it was a way of honouring and respecting that we have a deaf child and 

giving him a key form of communication. 
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There were two major reasons why parents felt that this extra form of 

communication was beneficial. Firstly, it was useful in situations where the child was 

unable to hear using their CI; for example, if the CI was off, broken, if the batteries had 

run flat, or the child felt fatigued and wanted to be without amplification. Parents 

highlighted the importance of knowing NZSL so that they could communicate with 

their children at these times. 

 

They have a language. It’s going to work, regardless of whether you’re wearing 

ears or not. It’s a guaranteed form of communication. 

 

With the signing, at least we can communicate. 

 

Secondly, parents highlighted the importance of NZSL in terms of their child’s 

communication with other Deaf people. This was valued by this group of parents as, 

through sign language, their children are able to participate in the Deaf World. 

 

I just think that it's a good resource for her to have, to be able to communicate 

with Deaf people, because she’s in the Deaf world. 

 

Despite a strong emphasis on NZSL, however, these parents did not appear to 

place more importance on the use of either language. In line with previous research, 

parents who chose to implant their children with CIs had a desire for their child to 

access and develop speech as proficiently as possible (Mitchiner & Sass-Lehrer, 2011; 

Paludneviciene & Harris, 2011). They did not, however, feel the addition of NZSL 

interfered with this and, if anything, believed it provided additional benefits, as 

mentioned above. The addition of NZSL to spoken language was viewed as a way to 

communicate with either the Hearing or the Deaf world, as required. 

 

I ultimately want her to have no strong preference either way and just feel 

comfortable doing whatever. 

 

Both languages were viewed as relevant and necessary, depending on the child’s 

environment. Moreover, the focus was on the child and their wellbeing, through the 

provision of a bilingual approach, allowing them to be ‘comfortable’ in either world. 
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IDENTITY 

Parents also discussed the role of NZSL in terms of their child’s developing 

identity. Parents who prescribed to a bicultural world-view valued the role of the Deaf 

community and Deaf culture. They wanted their children to experience this aspect of 

being deaf, in addition to the experience of living in a hearing world with their family. 

In line with previous research (Punch & Hyde, 2011), the notion of ‘choice’ was 

important to these families. They believed that, by introducing their children to the Deaf 

world, via NZSL, they were providing options for when the children were older, which 

would allow them to develop their own identity as a d/Deaf individual. 

 

I think that as a parent, all you want is your child to be able to make the choice 

themselves and to know that you’ve done the best by that in being able to provide 

a choice. 

 

One of the main reasons we started doing it [NZSL] was so that he had the 

choice in the future, and all the other things that go along with that, like identity 

stuff. 

 

For families raising bicultural children, teachers were aware of the emphasis on 

Deaf culture in the child’s life. They were aware the children used NZSL in the home 

and many teachers attempted to incorporate NZSL into their classrooms. In some cases, 

this was carried out on an individual basis, between the teacher and the child. 

 

We’d ask… ‘what's a leopard in sign?' and she would always show us. 

 

At other times, it incorporated all of the children in the classroom. In this 

situation, children were often encouraged to share their Deaf culture with their peers. 

 

 [First Signs Facilitator] came and did lessons with us, every fortnight, for a 

wee while and she would hop up the front often with her and they would sign 

together. 
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This is an interesting finding. It highlights the importance some families place 

on Deaf culture, and NZSL, and demonstrates the willingness of teachers to endorse 

and encourage this culture within a classroom setting. This, in turn, reinforces the 

concept of deafness as a variant of normal for the child, both at home and at school. 

With the encouragement of NZSL in educational settings, children are able to feel 

comfortable expressing themselves within their peer groups as being part of both the 

Deaf and Hearing worlds, as opposed to a deaf child in a hearing world. 

 

Perceived Resources 

 

 The final theme related to parents’ perceptions around the resources available 

to them. It highlighted how resource availability might influence parental attitudes and 

children’s identity; thereby, affecting children’s outcomes. The key resources identified 

by parents included non-agency support (i.e., extended family, friends, social media, 

and the parents’ own personal resources), Deaf cultural support (i.e., Deaf community, 

availability of NZSL, and Deaf schooling options), and engagement with, or confidence 

in, professional support (i.e., DHBs, Government Agencies, CI Programmes, & 

teachers). Of note, there were two factors that appeared to influence the outcomes of 

all of these areas of support: location of the family (i.e., urban or rural); and evolving 

New Zealand history pertaining to deafness and sign language.  

 

ENGAGEMENT WITH/CONFIDENCE IN PROFESSIONAL SUPPORT 

 Parents of children with CIs reported a high level of involvement with different 

professionals with regards to their children. This professional support included people 

from the DHBs, Government agencies, CI Programmes, and educational institutions. 

The most common professionals to be discussed were audiologists, AoDCs, RTDs, 

SENCOS, First Signs tutors, habilitationists, and teachers. The level of engagement 

with, or confidence in, each type of professional support varied significantly between 

regions, cities, and families. This appeared to depend on parental perceptions of the 

different professionals and the service(s) provided by them.  

It became apparent when talking to parents from different age groups that there 

was a distinct difference in the services, CI assessment and implantation, and devices 

and technology available depending on the current age of the child. Parents of children 

aged ten-years and older described many more difficulties in the majority of these areas 
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than those with younger children. It is possible that these difficulties impacted on their 

development of their perceptions of deafness as a disability. This, in turn, may have 

impacted on the child’s identity. 

 

ASSESSMENT AND ACCESS TO SERVICES 

 A constant issue raised by parents of older children was the lack of services 

available once their children had been diagnosed. Parents reported this began from the 

moment their children became involved with audiology through the DHBs. For 

example, whereas parents of younger children were assigned an AoDC within the first 

couple of weeks of diagnosis, whose job it was to provide information about the 

upcoming processes, this was not the case for parents of the older children.  

 

Navigating the system was incredibly complicated because there were all 

these different departments that didn't really talk to each other, that didn't 

provide anything like a seamless service. And that's why [Name of Service] got 

established.  Cos there was this giant gaping hole where there should have 

been a service.  

  

Interviewer: So how did you hear about the Hearing House?  

Parent:  [Long Pause]. I just kept googling…  

Interviewer: You found it yourself? 

Parent: .  Yeah. But they would have, they would've 

Interviewer: Referred you there once 

Parent:  Yeah yeah yeah, once, but I was just in this limbo stage and not 

knowing that he was profound. But it's a very common story. 

 

Even though services such as AoDC existed for parents of older children, their 

roles and functions differed. In fact, the majority of these parents reported having to do 

the research around the options and organise potential appointments themselves. 

 

Yeah, and then um oh what was his name?  I can’t remember.  The deaf advisor 

guy.  He came out to the house to see us and he had all these brochures and 

things and he said ‘Oh, I’ll just leave it with you’ and left.  And so I picked one 
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up and it was the Hearing House in Auckland.  And so I thought ‘I’m going to 

ring them and see what they can do’. 

 

Well they had AoDC, but AoDC was really only equipmenty sort of things… So 

AoDC now is the point of contact for preschool. But then, it was more ‘have you 

got access to a preschool?’ and ‘what's the sound environment of the preschool 

like?’ and ‘do we need to do any adaptations?’ and more making sure that the 

environment was as good as it could be.  

 

So prior to that, you were just in this well, I'm just going to have to try and 

find the things I need and battle for them. And battling is quite energy sapping. 

 

As can be seen from these quotes, parents of the older children were required to 

navigate the system themselves and identify options available for their children.  This 

began at diagnosis, with many parents having to fight for a correct diagnosis for their 

child.  

 

They said 'I think he's mildly deaf'. And so I went home and thought and I 

googled it and talked to people… Then we got a lawn mower out and put it on 

cos we'd learnt through the internet that that was one of the [good tests]. And 

he didn't flinch... So I rang the audiologist and she was angry with me. She 

was like 'you just want the best. You want the Rolls Royce cochlears because 

they cost a lot'. She was really angry and I said 'no no no, I think, I think he's 

more than’. I suppose she was defensive because she'd diagnosed it as mild. I 

said 'I think he's more than mild'. And then it all started falling to bits, to 

pieces for us. No, he's really deaf. 

 

She was about four months old and we were building in our house and she 

didn’t startle with any noises… So we took her to the doctor and… I say 

‘we’re not sure if she can hear’. And he said ‘what?’ And I was like ‘well, we 

don’t know if she can hear anything’. And he was like ‘no, oh no no. She’ll be 

fine but I’ll put you through to a referral to [Name of Hospital]’. By this point 

she must have been six seven eight months old or something. Cos it took 
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forever to get into [Name of Hospital]… They said a mild hearing loss. So 

they gave her hearing aids. Yeah. Which did nothing.  

 

It was clear from these parents that, to get the help required, parents needed to 

be willing and competent to fight for their child to receive appropriate services. This 

may have contributed to the development of the perception of deafness as a disability, 

as an emphasis on disability would be necessary in order to prove that the child was 

eligible for the services they required. In contrast, parents of younger children, whose 

children were identified through the Newborn Hearing Screening Programme, reported 

very different experiences. This dichotomy was aptly described by a parent who had 

two deaf children, born a few years apart. 

 

 

Interviewer: Ok, so for [Name of Child 2] it was a really quick diagnosis? 

Parent:  Yip because when [Name of Child 1]  was young, they didn't 

have the newborn screening. So it was only when [he] was 

eight-months that I, as a mother, had a gut instinct. And 

nobody believed me but I thought 'na bugger it. I'm just going 

to go and get it checked out.' And sure enough, he was severe. 

So he was about 11-months when he got hearing aids. So he 

was already behind. Yip. He had a later start, whereas [Name 

of Child 2] had a wicked start to life. 

 

Underlying the sentence “he had a later start, whereas [Name of Child 2] had a 

wicked start to life” suggests that Child 1 may have experienced some difficulties 

specifically because of the later diagnosis. It is possible that the later diagnosis of the 

older child may have influenced his outcomes in numerous areas of his life (i.e., 

education, language, social skills, and self-esteem). 

Despite having better access to potential resources, however, parents of younger 

children also reported difficulties around being provided with required information. 

This was attributed to the large number of services involved in the child’s care and the 

lack of one designated professional to co-ordinate everything. 
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My frustration is the same [as] a lady that I spoke to the other day on the phone. 

There was frustration when she found out her kid was deaf and the collaboration 

of services. I feel quite frustrated about that at times. And the whole searching 

for answers. I feel like I have to do a lot to push, to get to find out about things. 

And I think if I didn't have the knowledge, or education, or initiative to go and 

do that, I feel sad for families that don't have that. So, for example, a low socio-

economic that may not have access to the internet or phone, or have the intellect 

to be able to go 'right, well I'm going to push for this or I'm going to do this' 

right? So I feel sad for those people because [Pause]. Like there should be a 

person there to do that for you, type thing. Or maybe there needs to be someone 

like myself, who's experienced it, go and talk to parents when they are diagnosed 

if they want to. 

 

 A number of parents highlighted the importance of interacting with other 

parents of children with CIs to get help to navigate the systems. Several parents 

suggested it would help to have a designated ‘parent role’, where specific parents were 

employed to provide information to and support other parents through the process. 

 

…having a person to call [Pause], like a parent, who knows what you're going 

through. I'm not expecting to be that person for the whole of New Zealand, but 

to have a parent in [Name of Region] that would be happy for you to have a 

random caller saying 'I just really need help'. You know? 

 

 Interestingly, support from CI Programmes appeared to have changed over 

time. Many parents of older children mentioned the benefits that they had received from 

accessing the CI Programmes. Specifically, the level of support provided was 

considered above and beyond what was expected. For example, one parent reported 

that her daughter had received habilitation therapy twice a week. Parents were adamant 

that their children had excelled because of the involvement of these services. 

 

And without the Hearing House, we wouldn't be in the position  that we're in 

now. Absolutely not… It was a wrap-around service. It was really really great. 
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 While parents of the younger children were positive about the involvement of 

the CI Services, there were numerous comments about the lack of habilitation services. 

This appeared to be mostly dependent on regional differences, with parents from the 

Southern region reporting less access to habilitation than parents from the Northern 

region. 

 

Parent: We were going to SCIP so regularly at the start. With all those 

appointments, we were seeing them a lot. Whereas now it's kind 

of, I think [Name of Staff Member] might contact us maybe once 

a month for a Skype or a chat. Maybe? But it's not regular. Like 

it's not weekly.  

Interviewer: Right. And would you like it to be? 

Parent:  Definitely. Even if they touched base with you or did a Skype. Or 

even fortnightly. Fortnightly actually might be a bit more 

realistic for them... I think it's kind of become a bit airy fairy. 

 

Parent: So once a term [Name of Staff Member] comes to see us, either 

at home or at kindy. And she'll see them once a term. 

Interviewer: Ok. And do you do any Skyping or any of that stuff? 

Parent:  No. 

 

Interviewer: How often would you have habilitation? 

Parent:  Ah, maybe once every 6 weeks. Not very often. 

 

 This change in habilitation service over time was summed up by a mother with 

more than one child with CIs. 

 

Big difference from [Child 1]. Totally different. SCIP now is different from what 

I'd experienced in the past. In the past I felt it was really good. Now I might get 

a home visit once a month from them. Which is not much really. 

 

 It is possible that, when language support from the CI Programmes is perceived 

to be low, this could negatively influence parental perceptions about the child’s oral 

language outcomes. Given the importance of language ability on deaf children’s 
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outcomes (Dammeyer, 2009; Stevenson et al., 2010), this might also influence parental 

perceptions of outcomes in other important areas (e.g., self-esteem, education, and 

social skills).  

 

DEVICES AND TECHNOLOGY 

 Another area where historical changes have appeared to have had an effect on 

parents’ perception of resources and, therefore, their perspectives on deafness as either 

a disability or a variant of normal, is with regards to devices and technology.  

 

In the olden days, you were wearing quite a big [processor]. So, first of all, the 

one that she had was almost like the size of a cigarette box It was big big. And 

it had double A batteries in it.  So, you know, it was quite bulky. And then the 

second sort was more like the size of a cigarette lighter.  And it had Triple A 

batteries in it. But she persisted with the body worn a lot longer than she had 

to, because she just liked it that way. And I'd made her quite cute little pouch 

things. So that was the only option for a quite a long time. And then they went 

on to the behind the ear but it was very heavy and it was just easier just to 

continue with the body worn.  

 

 Here, the large processors of the “olden days” and the manner in which they 

needed to be worn (i.e., the prominent body-worn processor, as opposed to a more 

current and subtle behind-the-ear model) are likely to have had an impact on 

perspectives on deafness in families of older children. For example, larger, more 

obvious processors would be likely to make the child stand out as being ‘different’, or 

‘other’; thus, these children are more likely to have been seen as having a ‘disability’ 

than children from the later generation who had small processors that sat behind the ear 

and were less obtrusive. 

 

FUNDING 

 Funding was highlighted as an issue by numerous parents; in particular, related 

to Government agencies and CI programmes. Parents reported having to fight to have 

access to resources, inconsistencies between funding for NZSL and for other deaf-

related things, and inconsistencies between children within and between families, 

within and between regions, and due to changes over time. 
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 Many of the concerns around funding related to education, with parents feeling 

that, without adequate funding, their child’s educational outcomes were likely to be 

affected. Much of the time, this related to a lack of Ongoing Resource Scheme (ORS) 

funding. Again, there were differences between funding received by older children 

compared with younger children. For example, for the older children, ORS funding was 

available for three years, after which time, children needed to reapply. 

 

She was coping with the academic work, to a degree. For the first three years 

of school, she had ORS funding. And then, at the end of that you reapply. Now 

if you apply and get it, you’ve got it. In those days, you had it for three years, 

the first three years, and then you reapplied and you got it for life. Two other 

girls with cochlear implants, similar age, got theirs carried on, for life. [Name 

of Child] applied. She didn’t get hers because she was so good at reading. At 

age seven/eight, she was so good at reading that it skewed everything else on 

the application. So at seven and eight, she had all the needs of needing a 

teacher aid and ORS funding… If they hadn’t had my support they would have 

needed, somebody other than family to give [Name of Child] something. Just 

extra support. 

 

 In this situation, the teacher carried on to suggest that the child’s social skills, 

in particular, were directly affected by lack of access to a Teacher Aide, via ORS 

funding. In general, regardless of the child’s age, parents felt that professionals 

considered their children to be doing so well that they did not require additional 

education intervention. While many of the parents agreed with this, there were a 

number of parents who did not. 

 

So when they dumped [Name of Child], which is fine with me, didn't need it, 

waste of time, the school said ‘oh we won't have those meetings’. But the RTD 

said ‘no no no, because if he does drop off the face of the earth and goes 

downhill, we need to be showing that we're still having those, he needs to be 

still having those meetings. Cos he's still profoundly deaf.’ So, because he's 

doing well, they don't really see him as deaf. 
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 This quote highlights one of the concerns raised by many parents; that their 

children are seen to be doing ‘so well’ by the professionals that they do not require any 

additional support. Parents, on the other hand, felt this discounts how hard their children 

have to work to achieve this ‘normality’ and ignores the potential for the child to “go 

downhill” if unmonitored; potentially impacting on their educational outcomes.  

 For children learning NZSL, another area where parents felt there was no 

professional support was at school. Although many parents reported teachers were 

learning NZSL in their own time and teaching it to their classes, or that parents 

themselves were going into schools and teaching their child’s peers basic NZSL, there 

was disappointment that there was no specific Government funding aimed at supporting 

their children in this area. 

 

Parent: It made a big difference having First Signs come into [Name of 

Preschool].  HUGE for her as a person, I think.   

Interviewer: And First Signs finishes when you turn 5? 

Parent:  Yip. 

Interviewer: So she obviously won’t have that at school. Has that impacted 

that side of things for her, do you think? 

Parent: Yes. Because there’s no sign at school. From five to eight, 

there’s a gap. Nobody is covered. [Name of Child]’s not covered 

under First Signs or under Van Asch.  There’s a gap from five to 

eight, other than your advisor, who we see once every six to eight 

months, maybe, if we’re lucky. 

 

I think it's a limited resource. And there are lots of families, like especially the 

group of families that went through [Name of Centre] at the same time. They've 

all learnt sign language really, like quite fluently. And now their kids are going 

to school and not getting any access to NZSL because they hear and speak too 

well. And I think, I'm guessing that because we have a deaf parent in our house, 

that then pushes us up to have access to a tutor.  

 

 The second quote highlights the disparity between children with CIs who have 

Deaf parents and those who have hearing parents. In this situation, children with Deaf 

parents appear to have better access to NZSL at school than children who do not, 



Communication, Identity, & Outcomes in Children with CIs 

 

 

137 

regardless of the extent to which NZSL is part of the FLP for that family. Some parents 

felt this lack of funding at school impacted directly on their child’s NZSL language 

outcomes. Others felt their child’s educational outcomes were also affected, as 

information would be processed better by the child if lessons were concurrently spoken 

and signed. 

 In addition, it appeared parents believed their child’s Bicultural identity could 

be further developed, if the appropriate funding was provided. 

 

So, she doesn’t get anything. We did apply for New Zealand Sign Language in 

schools because we are quite bilingual at home and embrace sign at home. 

Because it’s not our first language, it’s not supported and not, we’re not, it 

doesn’t get seen as being important. Even though we see it as a cultural 

importance for [Name of Child].  They have pushed it through this term for us 

but they have said it will be limited. There is no, limited funding. I want actually 

somebody that is Deaf to come to school, because it’s important that they realise 

that [Name of Child] is different. That her culture is different. That she does, 

her brain thinks differently.  But I want them to be ok with seeing what it means 

to be Deaf. And that it’s fine... But it’s a different normal. 

 

 This supports the previous quote around limited access to NZSL at school for 

children from hearing families. It highlights the importance of identity and the role Deaf 

culture and, by extension, NZSL, plays in these children’s lives. Furthermore, it 

emphasises how children’s self-esteem may be positively affected by the inclusion of 

Deaf community and NZSL in the educational setting. Essentially, the parent is 

suggesting that limited NZSL funding for schools negatively impacts on the child’s 

identity development and their potential outcomes. 

 

THE PERCEIVED EFFECT OF INDIVIDUAL PROFESSIONALS 

In terms of educational outcomes and levels of support, teachers were regularly 

discussed and a sub-theme around the impact of individual teachers on children’s 

outcomes emerged. For example, when parents felt engaged with their child’s teacher 

and had confidence the teacher had their child’s best interests at heart, children’s 

potential outcomes tended to be discussed in a positive light. When parents were less 

engaged with their child’s teacher, however, or had less confidence that they had their 
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child’s best interests at heart, there was a tendency to perceive the child’s outcomes 

more negatively. 

 

 [Name of Child 1] had an exceptional first teacher. She was amazing. Took it 

all on board. Very open. All these visitors coming in to the class. Learnt sign 

language once a week, you know… And then [Name of Child 2], has only just 

started… Different teacher... [Name of Child 2]’s teacher has struggled with 

the amount of adults that come attached to him. We haven't even broached the 

topic of First Signs yet and learning sign language for the kids in the class 

because she's just struggled. 

  

 This quote highlights how, even within families, the effect of individual 

teachers may produce different perceived outcomes. The first teacher is viewed 

positively and it is clear the parent believes that she has her child’s best interests at 

heart and her child’s outcomes are likely to reflect this. The second child, however, has 

a teacher the parent has less confidence in. This is evidenced by the repetition of the 

word “struggled”. In this case, the parent believes the child is missing out on resources, 

specifically NZSL resources, due to the teacher’s inability to cope with additional 

adults in the classroom. This is followed up further, with regards to RTD time and the 

level of influence the teacher might have on the child’s resources. 

 

Parent: He's got his RTD and [the teacher] told the RTD to only come in 

once a week… 

Interviewer:  And can she do that?  

Parent:  No. And I told the RTD ‘no’. He is entitled. It's only 1.5 hours, 

each little session. It's not long that she comes in for. It's minimal 

support in my eyes. So [the RTD] did talk to the teacher and say 

‘look, he does’  

Interviewer:  He needs it  

Parent:  Yeah. So, it's been a flexible thing where they've worked out the 

times and moved them around. Yeah, so it kind of just didn't have 

as good a feel to it.  
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Parent: The teacher sees he's doing fine. He can hear on the mat. He's 

accessing the key, you know?... He's made friends. Good, great 

start sort of thing. And so [my submission] is almost the opposite 

saying ‘he can't, he can't, he can't’. And then the professionals 

are saying ‘oh no, he's doing ok’. But to them, doing ok… They 

think that he is doing ok. And if I was to say, he is doing ok, I 

could say that: Yes, he has made friends. Yes he can hear on the 

mat. He is accessing the key, I would agree with all they're 

saying. But that's not 

Interviewer:  That's not his potential? 

Parent:  That's right. And if he stays that way, I can see, he will fall 

behind. 

 

 In this instance, the parent is likely to perceive their child as disadvantaged by 

the individual teacher, particularly in the areas of educational and language outcomes. 

It also raises two important issues; the first, that while a child might be seen to be doing 

well enough at school, this does not mean that they are being challenged to meet their 

full potential; the second, as previously discussed, that while a child appears to be doing 

ok at the moment, without the appropriate resources in place, that child might “fall 

behind”. 

 

 [The SENCO] never used to celebrate anything good that he'd do. My 

Advisor… rung me and said 'what happened?' And I burst into tears. And I was 

like 'not one positive was thing was said in that meeting about [Name of Child]. 

It was all about "Oh, he's not meeting National Standards. Oh, he's not doing 

this. Oh, he's not doing that. What about the fact that he is so empathetic and 

caring and picked up all that stuff on the floor when he wasn't, you know… But 

now that he's gone to [Name of School], she's amazing! She's an awesome 

SENCO! 

 

 Again, the difference between two individual professionals, doing the same job, 

and working with the same child, is emphasised. In this case, however, the potential 

effects on a child’s self-esteem are observed. 
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TURN-OVER OF STAFF 

 A further area of frustration for parents in terms of professional support was the 

regular turn-over over of staff within any one, if not many, professional organisations. 

Parents reported finding this difficult, as each professional had a different way of doing 

things and the family would adjust to one person and then have to change to somebody 

new. 

 

Our advisor again has changed.  This is the fourth advisor we’ve had. 

 

He had [Name of habilitationist 1]. And then we had [Name of habilitationist 

2]. And then we had [Name of habilitationist 1] again because… 

 

 [First] I had [First Signs Tutor 1]… And there was [First Signs Tutor 2]… And 

then later on, the other lady came.  

 

 Given that, especially in the first year of diagnosis, parents report feeling 

inundated with professional input, this is likely to affect their motivation to continue 

using some of the services. This may, in turn, affect their children’s outcomes. In 

addition, some parents expressed concerns over changing between professionals, in 

case they were not as good as the previous one. It was suggested a change for the worse 

might impact on their children’s outcomes.  

 

I feel a bit apprehensive about this new person too. I'm a little bit nervous about 

it. Cos I'm like going well what if we're not that happy? Like what if [New 

professional] doesn't meet [Name of previous professional]'s calibre? I will be 

disappointed. So, but how do you, like we don't get a choice apparently. So what 

happens then? 

 

 As can be seen from this quote, concern about a new staff member was also 

coupled with frustration at lack of choice around which professional the family were 

able to work with. 
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NON-AGENCY SUPPORT 

 Another factor reported to influence children’s outcomes was the level of 

support parents received from those around them (e.g., from extended family and 

friends). Many parents discussed how difficult it was to manage with all of the 

appointments and a young child, particularly in the first year. A lot of the parents 

reported relying heavily on their parents to help them out during this time, in lines with 

findings by Wood et al. (2011). 

 

I do remember doing lots on habilitation and Mum helping a huge amount… So 

she was a huge help. I didn't have a network of friends with kids with babies the 

same age or anything. And also cos I was a bit older when I had her. So it was 

a bit isolating. 

 

I was really leaning on my Mum a lot at that time. She had to, you know, she 

was coming down all the time to support me and stuff. 

 

 Previous research has shown that, for parents of children with CIs, parental 

stress can be mediated by social support (Purdy, Chard, Moran, & Hodgson, 1995; 

Quittner, Glueckauf, & Jackson, 1990). In line with this, parents appeared to have an 

awareness of the importance of family support and, in some cases, how difficult it 

would be to move away from that support in order to provide the child with better access 

to a visual language. 

 

We were on the internet looking at Deaf schools in America. Could we move 

there? You know, that would be a good community for our daughter. And then 

we were like 'oh, we can't move to America. We've got no family!’ I was 

struggling, like being a Mum, first time, no family. I was struggling. I was 

getting hardly any sleep… It was just, we were like how would we move 

somewhere else? We've got no one. No one. It's just, that was ridiculous. 

 

 In these cases, choices were made to stay where the family was living in order 

to ensure there was social support available; particularly family support. Despite this, 

however, there were occasional instances where family support, or lack of support, 

could be a hindrance for parents. Difficulties here were often related to communication 
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choices. For some families, even the decisions around implantation caused friction 

within the extended family.  

 

We were really keen to get the cochlear implant. But when my husband emailed 

his Mum, who uses sign all the time, she gave us opposition. She just opposed… 

All she had in her head was that all the people who she knew who got cochlear 

implants were much older when they first got the cochlear implant… And she 

had heard all of those minor and bad experiences. Giving headaches all the 

time and all those things that she heard and knew. So, she said she didn't want 

her grandson to be like that. 

  

Parent: We thought that this would give him an option for the future. And 

so we decided to go ahead and have a cochlear implant. 

Interviewer:  So [number of] years ago, was that a difficult decision? 

Parent:  Yes. Especially with the Deaf Community [including family]. 

Some of them were quite anti the decision and yeah, they weren't 

saying very nice things to me. I ignored it. Just focused on [Name 

of Child] and what was best for him and not worrying about 

what the community was saying. 

 

Interviewer: So have you had problems within your family network because 

you've chosen to sign?  

Parent:  Yes…  

Interviewer:  Is that hard for you? That your family  

Parent:  It is, because I don't want to say anything that's discouraging 

and I don't want to be too encouraging cos then you sound like, 

you know, someone who's found a new religion. [Laughs]. 

 

In these situations, it is likely parental stress would have been increased through 

extended family involvement. Not only did these families feel unsupported by their 

extended families, but they also had to manage extra pressures imposed by the people 

they were hoping to receive support from. The third quote relates directly to the use of 

NZSL. As discussed earlier, within SIT, NZSL use places the child in the ‘other’ group 

category; theoretically pitting them against the dominant hearing world. In this case, 
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under colonialism, the ‘other’ group is aligned with ‘disability’, thereby designating 

that group inferior to the ‘non-disabled’ hearing group. Thus, even when parents of 

children with CIs view deafness as a variant of normal and choose to use NZSL, there 

is potential for the extended family to view it as a disability and be unsupportive of 

bicultural-related behaviours. 

The first two quotes also subtly reflect the role of social identity and 

colonialism. In these quotes, it is the reverse issue, with Deaf extended family members 

(and in some cases friends) opposing the decision to provide CIs and use oral language 

with the child. For these extended families, the Hearing community are seen as ‘other’ 

or out-group and choosing to identify with them (through cochlear implantation and 

oral language) is in direct conflict with the in-group (in this case, those who are Deaf). 

Again, the impact of colonialism plays a role. Here, however, it is reversed, with Deaf 

extended families attempting to protect the minority in-group by rebelling against the 

colonialist majority out-group.  

 
DEAF CULTURAL SUPPORT 

 The final area where perceived support impacted on parental attitudes, child’s 

identity, and perceived outcomes was related to Deaf culture. The social climate around 

deaf children and CIs has changed significantly over the past ten years (Christiansen & 

Leigh, 2004), making the experiences and, therefore, language choices, of parents and 

children quite different. Three main areas influencing Deaf culture were identified; that 

is, availability of NZSL, the Deaf community, and options for schooling.  

Availability of NZSL varied considerably between older and younger children. 

For example, parents of older children had little access to NZSL training, particularly 

if they lived in more rural areas. 

 

I mean, if she was signing, then she'd have very few people to talk to at all… 

We don’t have a big Deaf community here.  

 

In addition, many of the parents of children who were ten-years or older 

commented on the fact that they were actively discouraged by professionals to use 

NZSL, compared to parents of younger children who were using it on a regular basis.  
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We only got our advice from the Hearing House. And so we just did what they 

said. And I trusted them because they got all the answers I needed… We were 

told it’s confusing [to use NZSL] but I don’t know if I agree with that any more. 

 

 This was in contrast to parents of the younger children, many of whom had 

access to First Signs.  

 

So now we have First Signs once a week. She comes here once a week for an 

hour. [She] mostly signs with [Name of Child], although he doesn't always want 

to pay attention. So then we end up signing with her. Which is totally fine. It's 

amazing. 

 

 Again, however, families of younger children from rural locations reported 

more difficulty with accessing NZSL, even with the availability of First Signs. This 

was often to do with lack of staffing and the extremely large areas that the tutors had to 

cover. 

 

Lately, response to referrals hasn't been as fast as [Pause]… That's because 

there's one person who does it… She's got a lot on her plate… So things have 

got sort of pushed back a bit… And again, she goes to where the little people 

are… So up until now, she's been to [Name of Town 1]. She's been to [Name of 

Town 2] and we've just got a referral, well we've had it for a while, in [Name of 

Town3]. 

 

Parents of older children reported feeling isolated and unsupported in the early 

days of decision-making, particularly around language choices. Many reported that, 

when their child was diagnosed, the CI programmes had only recently been established 

and they had been required to seek help from these organisations by themselves.  

 

The deaf advisor guy came out to the house to see us and he had all these 

brochures and things and he said, ‘oh, I’ll just leave it with you’, and left.  And 

so I picked one up and it was the Hearing House.  And so I thought ‘I’m going 

to ring them and see what they can do’. 
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In contrast, the evolution of Internet and social media provided parents of 

younger children with more information about language options and links with other 

families of children with CIs. This increased access to parent-to-parent support may 

have helped parents to see deafness as a variant of normal, as opposed to a disability. 

 

Honestly, I got so much feedback from parents. I was blown away. I was so 

happy that I wrote on there [Facebook Group], because I never really do that.  

 

Further to this, changes in political climate have influenced the extent to which 

parents have been encouraged, or have wanted to be involved with, NZSL and the Deaf 

Community over time. For example, parents of older children reported being 

discouraged to use NZSL as a communication tool. This was due, in part, to a political 

move away from NZSL as a language option and towards an oral-only approach. 

 

Parent:  The Hearing House have realised [NZSL] is not the bogey that 

they'd previously thought. But they were really obviously 

desperately worried that they didn't have a programme that was 

going to be as unsuccessful as what Kelston was doing with it's 

'oh well, you have a cochlear implant, how fascinating, but come 

here and do the sign stuff.' 

Interviewer:  That was really interesting history actually. I didn't know that 

that's why the Hearing House was set up. 

Parent:  Yeah, it was absolutely because the medical component of [the 

cochlear implant] worked just fine but they 

Interviewer:  But the kids weren't getting the input?  Speech input? 

Parent:   The kids weren't, yeah, the result was not kids who were 

functioning as hearing people. And it was because of lack of 

decent habilitation. It was as simple as that. 

 

 This quote highlights the attitude towards NZSL, particularly for children with 

CIs, approximately 10–15 years ago. It suggests a response to the lack of oral language 

input received in school and the notion that this cohort of children were not “functioning 

as hearing people”. Again, the profound influence of colonialism on New Zealand is 

demonstrated, where “functioning as a hearing person” is of paramount importance. 
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Within SIT (Tajfel & Turner, 1979), parents want their children to be seen as part of 

the in-group, as opposed to the out-group (i.e., children with a ‘disability’). Thus, they 

move the child out of Deaf culture and into the dominant Hearing culture. Political 

changes in approach, like this, may perpetuate the perspectives of deafness as a 

disability, while potentially changing the overall direction of identity development for 

children with CIs. 

 In addition, the political climate of the past has continued to have an effect on 

some parents with younger children, in terms of perceived Deaf cultural support. 

 

 Interviewer: Have you had any contact with any deaf adults at all in this  

 process? 

Parent:  No (giggles). And I think sometimes it’s like if I see, um I don’t 

normally see those people out signing or anything, but I’m kind 

of nervous, I guess, to approach someone, an older person that’s 

deaf, because I think early on in the process when I was 

researching and finding out about things, I think there was sort 

of like a stigma about how I guess older generations [felt] 

towards cochlear implants. 

 

It is possible that fear of a negative response from the Deaf community, based 

on past political viewpoints, could led to rejection of the Deaf out-group by some 

parents, in favour of staying within the confines of the better understood in-group; thus, 

impacting on parental perspectives on deafness. This is evidenced by the use of the 

word “those” in “those people”. By labelling people from the Deaf community as “those 

people”, it defines Deaf as ‘other’, which has the potential to impact on the child’s 

identity development. This may, in turn, influence the child’s outcomes; particularly 

with regard to self-esteem and language choices. 

For many families of younger children, however, there seemed to be a shift 

away from previous political disharmony, towards one of working alongside the Deaf 

community to provide the children with a bicultural upbringing. This was particularly 

evident in the larger urban areas, where access to the Deaf community was more readily 

available. 
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We spend a lot of time with the Deaf community now… We’ve met a great group 

of families who are all… invested heavily in it, who all see an importance in 

being, you know, bilingual.  And embracing their culture as part of who they 

are… So [Name of Child] is very adaptable. She knows when somebody is from 

that environment and she will sign… She’s very aware of who is part of that 

culture and who probably doesn’t have much exposure to that culture. 

 

This merge between Deaf and Hearing cultures, for the benefit of the child, 

shows a distinct move away from the concept of colonialism, where ‘hearing’ is 

superior. It suggests a move towards an integration strategy of biculturalism. 

Political changes have also influenced the social climate within the Deaf 

Community, which has changed considerably over this time (Christiansen & Leigh, 

2011). This has led to changes in support provided by Deaf adults to parents of children 

with CIs. Parents of older children felt isolated and judged, by the Deaf Community, 

for providing their children with CIs and raising their children in a hearing, that is, 

‘normal’, environment. This appeared to further support their decision to keep their 

child in the hearing world, as opposed to exposing them to Deaf Culture and NZSL. 

 

I can understand why it's a threatening position to be in. But it's just a horrible 

position for a parent to be in, of going 'I'm trying to do the best for my child. I'm 

trying to give my child the best options and you're telling me that I'm doing evil 

things’. 

 

In contrast, many parents of younger children with CIs reported feeling very 

supported by the Deaf Community and discussed their active involvement in Deaf 

events. 

 

We spend a lot of time at the d/Deaf camps.  We go to the [Name of Region] 

Parents of Deaf Children, you know, things that they do, the fundraisers [and] 

the Friday nights at Deaf Club. 

 

Aside from being put off using NZSL because of their relationship with the Deaf 

Community, parents of older children also discussed the difficulty of accessing classes 
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or opportunities to learn the language. They reported that the only available classes 

were night classes and this was not practical with a young family.  

 

I personally tried to learn [NZSL] and realised that I would really really 

struggle, just from finding the time to practice [and] finding anyone to practice 

with. 

 

Parents of younger children with CIs, however, were supported by the recent 

development of First Signs, which opened up the opportunity for families to learn 

NZSL in their own homes, at a time that suited them. This appeared to lead to stronger 

investment in, and commitment to using, NZSL within the family. It required less time 

commitment, it was relevant to the age of the child, and it was a continuous opportunity 

to practise the language with a Deaf adult. Moreover, this service further supported the 

child and their use of NZSL in other areas of the child’s life, such as day-care or school. 

 

It made a big difference having the First Signs come into [Day-care Centre].  

HUGE for her as a person, I think. 

 

For families with hearing parents, all families with children under ten-years, 

with the exception of one family who were already bilingual in another language and 

who stated that they would like to use sign language in the future, reported using, or at 

least attempting to use, NZSL. This was in direct contrast to families with hearing 

parents who had deaf children ten-years or older, who chose to commit to an oral-only 

lifestyle for their child. This is an extremely interesting finding, as it demonstrates how 

the changes to the New Zealand social and political context around deaf children, via 

the internet and attitudinal changes within the Deaf Community, may have impacted on 

parental decisions around language choices. This in turn has redefined what is ‘normal’ 

for a deaf child with CIs and has contributed to a cultural context where diversity does 

not necessarily make one ‘different’. 

 The last issue parents raised in terms of Deaf cultural support was around 

education choice for the child. The majority of parents opted for mainstreaming their 

children, citing reasons such as ease of attendance (e.g., proximity to home and same 

school as siblings), more options for communicating with hearing children, and less of 
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a focus on difference. Others, however, reported that they were unable to access the 

education of their choice, due to the lack of availability of bicultural units or schools.  

 

 [Name of Region] desperately want their own classroom. They make such a 

distinct point. And they have a powerful bunch of families. So hopefully they'll 

get what they want. But… I don't know how they'll fund it. 

 

While some parents who were heavily involved with the Deaf community had 

access to a Deaf unit within their city, they chose not to attend it due to the small class 

sizes, which they believed interfered with socialisation and development of social 

skills, and a feeling that it was not truly bilingual. 

 

We've been there a number of times… The children there, and the age, they're 

not similar age to our [child]. So that would be one factor that put us away from 

not deciding to go to the deaf unit. The second thing would be that it's not a true 

bilingual unit… From what little I have seen in my visits and time there, they 

use spoken language and a lot of speaking and signing at the same time… They 

don't have that skill of being able to go from English and then, you know, 

translating it into full NZSL… You want for your kids to have other kids their 

age to play with. That's really important. So, that's why we went mainstream. 

 

 Thus, perceived lack of ‘appropriate’ educational options has led some 

biculturally-focused families into mainstreaming their children. This is likely to 

influence parental perception of their child’s outcomes, particularly in the realms of 

education, language and social skills, and may influence the child’s developing d/Deaf 

identity. 

 

DISCUSSION 

 

 Three main themes were identified from interviews in Phase 1: parental 

perspectives on deafness, Family cultural affiliation, and perceived resources available 

to parents. The first two themes were heavily influenced by colonialism and were 

interpreted in terms of SIT (Tajfel & Turner, 1979) . The third theme (parental 
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resources) appeared to impact on parents’ perception of their children’s individual 

outcomes.  

 In terms of parental perspectives on deafness, parents appeared to view deafness 

as either a disability or a variant of normal. Those who subscribed to the ‘deafness as a 

disability’ approach tended to have children over the age of ten-years and a goal for the 

child to be viewed as part of the hearing in-group. Spoken language was paramount and 

NZSL was viewed as being synonymous with the Deaf out-group. When discussing 

perceived identity of the child, parents tended to discuss deafness from an audiological 

stance, as opposed to a cultural one. This may serve to acknowledge that the child is 

deaf, while maintaining identification with the hearing in-group. 

 Parents who subscribed to the deafness as a variant of normal approach tended 

to have children under the age of ten-years and a goal for the child to be raised in a 

bicultural (Deaf/hearing) setting. Spoken language was still important to these parents, 

however the inclusion of NZSL was also viewed as valuable. Parents in this group 

discussed their child’s identity from an environmental or cultural perspective, as 

opposed to an audiological one. 

 Family cultural affiliation was found to be related to parental perspectives on 

deafness. Parents who subscribed to the deafness as a disability model reported a desire 

for their children to be viewed as part of the Family’s Hearing culture. For some parents, 

this decision was actively selected, while for others, it was felt it had been imposed on 

them by professionals. For both of these groups, however, oral language was 

emphasised and the use of NZSL was avoided. In addition, involvement with the Deaf 

community was deemed unnecessary. 

 Parents who subscribed to the deafness as a variant of normal perspective, 

however, reported a desire for their children to be raised biculturally, with an emphasis 

on both their child’s Deaf and Hearing heritages. Learning NZSL and being actively 

involved with the Deaf community were considered a vital part of this process. 

Providing both forms of communication and, therefore, ‘choice’ of communication 

method was significant for these parents in order for their children to develop their own 

d/Deaf identity when they were older. Children were encouraged to participate in both 

cultures, with families making an effort to be included in the child’s Deaf culture as 

much as possible. 

 The final theme explored parental perceptions of resources available to them 

and how they believed these affected their children’s outcomes. Within this, three main 
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areas of perceived support were identified; engagement with, and confidence in, 

professional support, non-agency support, and support around Deaf culture. In terms of 

professional support, parents of older children reported numerous difficulties across a 

number of areas; particularly accessing services and navigating systems. Large bulky 

devices, and battles for access to services, are likely to have contributed to the 

development of the deafness as a disability stance. Parents of younger children reported 

easier access to many services, including those pertaining to NZSL, however discussed 

feeling that their children received less habilitation than they would have liked. 

 Funding was highlighted as an issue by parents with children of all ages, with 

many feeling this was impacting on numerous areas of the child’s life. For some, 

specific education-related funding was deemed lacking, particularly for children who 

appeared to be coping academically. Many parents perceived a risk of academic decline 

for their children due to a lack of ongoing resources in this area. For others, the lack of 

funding around NZSL in schools was an issue, with parents believing this could impact 

on their children’s academic, language, and identity development. 

 A further area of concern was the potential effect an individual professional 

could have on children’s outcomes; particularly around self-esteem, education, and 

language. This was generally, although not solely, related to teachers. For some, 

teachers were extremely supportive of the child and parents had confidence that their 

needs were being met in terms of the various outcomes. For others, however, it was 

believed the teacher was hindering the child’s likelihood of success in different areas; 

based on the teacher’s personality, ability, or attitudes toward deafness or NZSL. In 

addition, regular professional staff turn-over and lack of choice around which specific 

professional worked with their child was highlighted as a concern for children’s 

perceived outcomes. 

 In addition to professional support, perceived levels of non-agency support 

influenced both communication choices made by parents and their perceptions of their 

children’s outcomes. This included extended family members, friends, social media, 

and the parents’ own personal resources. Previous research has shown that parental 

stress can be mediated by social support for parents of children with CIs (e.g., Purdy et 

al., 1995). Many parents reported relying heavily on family members, especially in the 

early stages of diagnosis and implantation. Some chose to stay where they were living 

in order to be close to family. At times, this limited the child’s opportunities for being 

involved in a larger Deaf community; thus, potentially shaping d/Deaf identity at an 
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early age. For other families, the decision to implant their child or to use NZSL with 

their child was met with opposition by extended family members, increasing the levels 

of parental stress and decreasing their able resources. This is likely to have influenced 

parental attitudes towards deafness and potentially, therefore, the child’s d/Deaf 

identity and later outcomes. 

 The final area of perceived support revolved around Deaf culture; specifically, 

the availability of NZSL, involvement and attitudes of the Deaf community, and options 

for education. Access to NZSL was demonstrated to be more readily available to 

families of the younger children than those of the older children. The establishment of 

the Government funded ‘First Signs’ programme played a large role in this. In addition, 

the political climate was found to influence parents’ perception of support around Deaf 

culture. Parents of older children reported a political move away from NZSL as a 

language options and towards an oral-only approach. In addition, they reported 

experiencing negative interactions with Deaf adults around the decision to implant their 

child. While there appeared to be both a political and cultural shift away from the oral-

only approach and a more positive and proactive level of involvement from the Deaf 

community for the younger children, some parents were still influenced by the politics 

of the past. The majority of families with younger children, however, appeared to feel 

that they were well supported by the Deaf community and that they received good 

access to learning NZSL. This contributed to the development of the role of deafness 

as a variant of normal, thereby creating a more Bicultural identity for their child. The 

main area of concern for these families tended to be around lack of availability of NZSL 

in schools or, for some families, access to specific bicultural units or schools. Many felt 

this impacted on their child’s academic outcomes, language outcomes, and potentially 

their self-esteem. 

 Overall, there were three main areas identified during discussions with parents 

of children with CIs. These areas appear to influence parental attitudes towards 

deafness (and therefore communication choices used), the child’s developing d/Deaf 

identity, and parents’ perception of their children’s outcomes. 

 

Research Questions and Hypotheses 

 

 Phase 1 aimed to identity factors influencing parental decisions around 

communication choices for New Zealand d/Deaf children with CIs. Each of the 
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identified themes contributed to this. An interesting concept to emerge was the extent 

to which parents’ attitudes to deafness influenced many culturally-related decisions. 

Parents who viewed deafness through the lens of disability appeared to choose an oral-

only approach and have limited, if any, contact with the Deaf community. Their goal 

was a ‘normal’ child; as Hearing as possible. Anything that might suggest otherwise 

(i.e., sign language or involvement with the Deaf community) was rejected. In addition, 

the child’s deafness was viewed from an audiological perspective, via the medical 

model. Thus, cochlear implantation allowed the child to become hearing, ensuring 

acceptance into the dominant Hearing culture, of which the family was a part. Parents 

who viewed deafness as a variant of normal, on the other hand, were more likely to 

choose a bilingual/bimodal approach to language and to attempt to integrate the child 

and the family into the Deaf community. This was reflected in their FLPs. Both cultures 

were viewed as important.  

Given the different perspectives and the influence they have on deaf-related 

decisions made on behalf of the child, it is suggested that children from each group will 

develop different d/Deaf identities. It was hypothesised that parental attitudes to 

deafness will influence both language-related decisions and level of involvement in the 

Deaf community which will, in turn, shape the child’s d/Deaf identity (Basic Model of 

Acculturation [MoA], Figure 6). 

 

 

Figure 6. Basic Model of Acculturation (MoA); depicting the influence of parental 

attitudes to deafness on d/Deaf children’s identity 
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 It is suggested that children raised by parents who view deafness as a disability 

will have minimal, or no, exposure to sign language or the Deaf community and will, 

therefore, identify as Hearing-acculturated (Figure 7). In contrast, children raised by 

parents who view deafness as a variant of normal will have at least some exposure to 

sign language and the Deaf community and will, therefore, identity as Bicultural 

(Figure 7). 

 
Figure 7. Basic model of child’s identity based on whether parents view deafness as a 

disability or a variant of normal 

 

It is further suggested that children’s outcomes are influenced more by their 

d/Deaf identity than the languages chosen for them; language is just one factor of 

influence. For example, under SIT, children with CIs who identify as Hearing will have 

parents who place a strong emphasis on the concepts of ‘hearing’ as ‘normal’. By 

identifying with the Hearing Family culture and, by extension, the Hearing world, these 

children are likely to consider themselves part of the dominant in-group. Aligning 

themselves with the in-group is likely to lead to positive self-esteem.  

Children who identify as Bicultural will have parents who view deafness as a 

variant of normal. This approach removes the emphasis off hearing as the basis for in-

group versus out-group. These children can align themselves with both the hearing and 

the Deaf worlds, without having to place more value in one over the other; via the ‘third 

space’ (Bhabha, 1994, p. 209). For these families, the Family culture becomes 

Bicultural, allowing the child to be the same as all other members. Given this, and the 

lack of focus around being part of the dominant Hearing in-group, it is likely that these 

children will also have positive self-esteem.   
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 One of the limitations of qualitative research is that it is specific to the group of 

people interviewed and cannot be widely generalised (Neergaard, Olesen, Andersen, & 

Sondergaard, 2009). Quantitative data, on the other hand, can. For this reason, a second 

phase of the research was proposed. The aim of the second phase was to develop a 

questionnaire, based on the information gathered from Phase 1, and to expand on the 

findings by asking all parents of early-implanted New Zealand children with CIs to 

provide feedback in these areas. The purpose was to gather comprehensive information 

on parental attitudes to deafness and how this may influence identities of New Zealand 

children with CIs.  

 Much of the debate around communication options for d/Deaf children focuses 

on outcomes as a way to compare results between different approaches (Geers et al., 

2017; Sarant, 2016). It is proposed, however, via the Model of Acculturation (Figure 

7), that children’s outcomes may be influenced more by their d/Deaf identity (i.e., 

Hearing, Deaf, or Bicultural), of which language plays only a part, than by the language 

choices themselves. Questionnaire information, therefore, included perspectives on 

children’s outcomes in terms of self-esteem, social skills, oral language, and academic 

ability. 

Currently, the extent to which New Zealand parents are choosing an oral-only 

versus a bilingual/bimodal approach for their children with CIs is unknown. Thus, 

information on languages currently used by these children and their families was also 

gathered.  
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CHAPTER NINE 
 

STUDY TWO: DEVELOPMENT OF THE 
QUESTIONNAIRE AND METHODS 

 

 

Development of the Questionnaire 

 

 Decisions around communication modes for children with CIs is one of the most 

important, and controversial, decisions a parent must make on behalf of their child 

(Humphries et al., 2012). Moreover, this decision must be made early in the process, 

placing a lot of pressure on parents to make the right decision for the child and the 

family. It has been suggested that, rather than being a predictor of outcomes, per se, 

language may be a mediator between parental attitudes to deafness and the child’s 

developing identity. Furthermore, it is the child’s identity, as opposed to language(s) 

used, which influences outcomes in different areas (Figure 8). 

 

Figure 8. Extended Model of Acculturation (MoA); depicting mode of communication 

and involvement with Deaf community as mediators between parental attitudes and 

beliefs on a d/Deaf child’s identity, and the potential influence of the Child’s identity 

on self-esteem, social skills, academic outcomes, and oral language outcomes. 

 

 In order to test the MoA, two questionnaires were designed to assess each 

individual component of the model: one for parents to complete; the other, for children 
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10–18 years of age. The decision to include both parents and older children was based 

on the fact that some of the information pertained to parental attitudes and beliefs, 

while others pertained to child’s identity. It made sense, therefore, to have separate 

questionnaires aimed at each group. Parents and children answered all sections to assess 

inter-rater reliability. This was important given the subjective nature of some 

components (e.g., parental attitudes or child’s self-esteem).  

 It is not uncommon to use parent-report in place of asking the child directly; 

however, there has been debate around whether or not parent-report is a reliable 

measure of a child’s outcomes (Riley, 2004; Upton, Lawford, & Eiser, 2008). Decisions 

around whether or not to include children are difficult. Factors to take into account 

include the specific topics being assessed and whether there are adequate instruments 

to use with children for that area (Riley, 2004).  

One problem with child-report is that some children are not able to, or do not 

want to, participate (Upton et al., 2008). In these situations, there is no option but to 

obtain the information through parent-report. Historically, it has been assumed that 

children do not possess the appropriate cognitive skills required to complete 

questionnaires. It has been suggested, however, that as long as the child has a basic 

concept of self, understands the topic that is being discussed, and can understand the 

questions, it is possible to include their responses (Hastrup, Phillips, Vullo, Kang, & 

Slomka, 1992; Riley, 2004). For example, children as young as three have been found 

to provide information about nausea and pain in a reliable and meaningful manner 

(Ross & Ross, 1984). Adolescents have been found to respond accurately and reliably 

about health-related issues (Hastrup et al., 1992; Riley, 2004) .  

The benefit of asking children and adolescents to participate is that it provides 

information from their perspective (Riley, 2004), which may be less accurate when 

provided by parental proxy-response. Moreover, research suggests the agreement 

between responses from parents and children may be moderate, at best (Eiser & Morse, 

2001). Parent-report, however, can be extremely valuable when related to gathering 

previous health-related history, as children have been found to be less reliable at 

providing accurate details. In addition, parents have been found to provide accurate 

information around social and behavioural issues, due to the fact that they observe these 

in the child’s natural environment (Riley, 2004). 

 In general, it is beneficial to obtain both parent and child-reports, if possible, as 

both perspectives are valuable (Upton et al., 2008). When this is achieved through 
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questionnaires, however, it is important to ensure that parent and child versions are 

asking exactly the same thing. Otherwise, one cannot accurately compare the 

information provided by the two groups. 

 One useful way to determine parent/child agreement of ratings in different areas 

is through the use of qualitative techniques (Upton et al., 2008). The questionnaires for 

the current study were based on information provided by both parents and adolescents 

(12–18 years) during interviews. Information provided by parents and adolescents 

appeared consistent throughout interviews. 

 

Once themes were identified from Phase 1, data from the interviews were 

integrated with current research to develop the questionnaires. Thus, the present study 

used both inductive and deductive methods, which is considered best practice (Boateng, 

Neilands, Frongillo, Melgar-Quinonez, & Young, 2018). The purpose of developing 

the questionnaires was to capture data from a wide section of the community using a 

standardised quantitative approach (Leung, 2001). More specifically, it was to provide 

data to test the MoA developed during Phase 1 of the research (Figure 8, p. 166). 

Questionnaire development requires an understanding of what you are trying to 

find out (i.e., outcome variables), variables that might influence this (i.e., predictor 

variables), and the sorts of information that might influence the results and require 

adjustment (Leung, 2001). It is essential to consider the length of the questionnaire and 

how you will administer it, based on the audience you are trying to reach. These factors 

are likely to influence response rates of participants (Williams, 2003). Where possible, 

questions should be short, simple, and unambiguous (Leung, 2001). During the 

development of the questionnaires, these factors were taken into account. Questions 

were kept as short and unambiguous as possible. Given the number of subscales 

required, however, it was difficult to keep the overall questionnaires short. Where 

possible, previously established and normed scales were used to assess the variables 

(e.g., Rosenberg Self-Esteem Scale [RSES], Social Skills Improvement Scale (SSIS); 

and standardised English language scores). This provided validity to the assessment 

(Boateng et al., 2018), however also limited the ability to influence the length of the 

questionnaires. Where previously established scales were unavailable, specific scales 

were designed, based on information provided by parents, teachers, and adolescents 

during the Phase 1 interviews.  
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The current study used self-administered questionnaires. The advantages of this 

method were that results were confidential (which helped to avoid response biases), 

questionnaires could be completed at a time that suited the participant (making it more 

convenient), and the questions were standardised (Leung, 2001). The disadvantages of 

this method included an inability to clarify questions participants did not understand 

and the requirement of a certain level of literacy. 

 During questionnaire development, questions can be framed in either an open 

or closed format (Leung, 2001). In the current study, questions followed a closed 

format, so that participants were required to respond using specific response options. 

This was to avoid ambiguity, as the research required participants to be separated into 

groups for comparison (e.g., positive vs. negative parental attitudes to deafness; high 

Biculturalism vs. low Biculturalism). Many questions were framed in terms of how 

much the respondent agreed or disagreed with the statement, based on Likert scales 

(Williams, 2003). This helped to keep the coding process simple. 

Designing a questionnaire is a complex process, requiring constant re-

evaluation (Leung, 2001). In order to ensure the questions are appropriate for the 

audience, they are unambiguous, and do not appear biased, it is helpful to do a ‘pilot’ 

study with a small number of people who fit the population (Leung, 2001). During 

questionnaire development, parents from Phase 1 of the research were asked, with 

consent, to pilot and comment on all aspects of the PADS and the DASAC. This 

information was then analysed and used to inform the final scales used in the national 

questionnaire. An added benefit of using parents from Phase 1 to pilot the questionnaire 

was that many of the questions were based on comments made during the interviews; 

thus, confirming that questions within the questionnaire accurately reflected the 

statements that they had made. This helped to ensure the reliability and validity of the 

questions (Williams, 2003). 

Data for the questionnaire were collected via an online computer software 

programme; reducing the likelihood of data entry errors, increasing ability to monitor 

data collection, and allowing for data to be collected confidentially (Boateng et al., 

2018). 
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Section One: Demographic Information 

 

 Section 1 asked participants to provide demographic information (Appendix G). 

In general, this provided information around the hearing status of the child and 

parent(s), languages used by the child and parent(s), and general functioning (cognitive, 

physical, and psychological) of the child. The child version of the questionnaire asked 

identical questions, with the exclusion of parents’ occupation and level of hearing loss 

in parents’ better ear. 

 

Section Two: Parental Attitudes to Deafness 

 

 Section 2 was developed to provide a measure of parental attitudes to deafness 

in order to address the first part of the MoA. A search of the literature revealed there is 

currently no measure of parental attitudes to deafness; thus, the Parental Attitudes to 

Deafness Scale (PADS; Appendix G1) was developed. Questions were derived from 

themes and statements made by participants during Phase 1 interviews. The PADS 

comprised 18-items. Participants were asked to record the most appropriate answer to 

each question (e.g., 1 = strongly agree, 2 = agree, 3 = disagree, 4 = strongly disagree). 

It included questions such as ‘I feel being deaf makes my child different’ and ‘I feel 

that sign language should be part of my child’s life’.  

 

PILOT PHASE 

 During initial development, the PADS was emailed out to parents from Phase 1 

on two occasions. Parents were asked for feedback around the format of the 

questionnaire, the wording of the questions, and whether or not they felt they could 

accurately answer questions from their child’s perspective. The purpose was to get a 

sense of how parents would respond to each question, whether they felt that their 

perspectives were covered by the answers provided, and to ensure that there was a 

variation in answers across parents. Where there were concerns about the content of a 

question or where questions were deemed unclear, questions were rephrased. 

 

CHILD VERSION 

 The PADS – Child Version contained the same questions as the PADS – Parent 

Version, with the exception that it asked children to complete it based on their own 
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attitudes, as opposed to those of their parents (Appendix G1). The purpose of this was 

to get a sense of whether they had similar, or differing, attitudes to deafness as their 

parents. Each family was allocated a Family Code, allowing for comparison between 

parent/child responses.  

 

Section Three: Child’s d/Deaf Identity 

 

 Section 3 was used to provide an outcome for the Child’s d/Deaf identity section 

of the MoA (Figure 8, p. 166). While there has been extensive research around d/Deaf 

identity in adults (Glickman, 1993; Leigh, Marcus, Dobosh, & Allen, 1998; Maxwell-

McCaw & Zea, 2010), there is currently minimal research around the developing 

identity of d/Deaf children; however, adolescence, in particular, is a time of major 

identity development and therefore requires attention. Studies that have focused on 

adolescent identity have used qualitative methods, such as interviews, to gather data. 

The exception is a study by Glickman (1993) who used the adult version of the DIDS 

(Glickman, 1993) to assess the identity of older adolescents (aged 18+ years) with and 

without CIs. 

 Due to the limited research in this area, no established measures of child or 

adolescent d/Deaf-related identity were found. Previous research on d/Deaf identity in 

adults has generally focused on the use of either the DIDS (Glickman, 1993) or the 

DAS (Maxwell-McCaw & Zea, 2010).  

The DIDS consists of four subscales, based on Glickman’s (1993) theory of 

deaf identity development; that is, Hearing identity, Marginal identity, Deaf identity, 

and Bicultural identity. The original questionnaire contained 85 questions; however, 

this was later revised to include only 48 (Fischer & McWhirter, 2001). Participants are 

assigned to one of the four identity groups according to their highest score. The DIDS 

has been found to be both valid and reliable (Maxwell-McCaw & Zea, 2010) 

One of the criticisms of the DIDS is that the majority of respondents fall into 

the Bicultural category (Maxwell-McCaw & Zea, 2010). It has been suggested this 

could be the result of people responding in a socially desirable manner (Leigh et al., 

1998) or that the measure’s sensitivity to biculturalism makes it difficult to separate out 

those who are truly Bicultural from those who demonstrate a few bicultural tendencies 

(Maxwell-McCaw & Zea, 2010). The DAS was developed to separate out differences 

between groups by determining a person’s level of acculturation to both Hearing and 
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Deaf communities; thus, it uses a bi-linear approach to assess the extent to which a 

d/Deaf person identifies with Deaf and Hearing cultures independently of each other 

(Maxwell-McCaw & Zea, 2010). This is based on the assumption that d/Deaf people 

are exposed to different aspects of each culture (the minority Deaf culture and the 

majority Hearing culture) at any one time. 

The problem with using either the DIDS or the DAS in the current study was 

the number of adult-specific questions irrelevant to adolescents and children. Adapting 

the DAS to make it more relevant to children and adolescents was considered, in 

discussion with Maxwell-McCaw (personal communication, 5 December 2018). It was 

decided, however, there would still be areas of minimal relevance to young children 

with CIs. In addition, given the length of the full questionnaire, both the DIDS and the 

DAS were deemed to have too many questions to adapt for use in the current study. For 

this reason, the researchers developed a new measure to assess this (Deaf Acculturation 

Scale for Adolescents & Children [DASAC]). Questions for the DASAC were based 

on themes and statements made by parents, teachers, and adolescents in Phase 1 of the 

research. Where possible, participants’ actual statements were used. 

 

PARENT VERSION 

The Deaf Acculturation Scale for Adolescents and Children – Parent Version 

(DASAC–PV) was developed for use in the present study. The questionnaire was based 

on the bi-linear approach used in the DAS, as a way to establish levels of both Hearing 

and Deaf acculturation. This allowed participants to be assigned to one of Glickman’s 

(1993) four identity subscales; culturally Hearing, culturally Marginal, culturally Deaf, 

or Bicultural. Those with high scores on Hearing-acculturation, but low on Deaf 

Acculturation were assigned to the culturally Hearing group. Those with low scores on 

both Hearing and Deaf Acculturation were assigned to the culturally Marginal group. 

Those with high scores on Deaf Acculturation, but low on Hearing-acculturation, were 

assigned to the culturally Deaf group and those with high scores on both Deaf and 

Hearing-acculturation were assigned to the Bicultural group. 

Questions for each scale were derived from themes and statements made by 

participants during the Phase 1 interviews. The DASAC–PV consisted of 20-items, 

captured within nine questions (Appendix G2). Seven of the questions consisted of two 

rateable items (Hearing & Deaf), and two of the questions of three rateable items 

(Hearing, audiologically deaf, & Deaf). It included questions such as: 
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When interacting with others, my child enjoys spending time with:  

1) Hearing people:     Not at all --------------Very Much 

2) Deaf people:     Not at all --------------Very Much 

 

I believe my child would describe him/herself as a:  

1) Hearing person:    Not at all --------------Very Much 

2) deaf person (audiologically deaf):  Not at all --------------Very Much 

3) Deaf person (culturally deaf):   Not at all --------------Very Much 

 

Each item was rated on a non-numerical 10-point Likert scale, from ‘not at all’ to 

‘very much’. 

 

CHILD VERSION 

 The DASAC – Child Version (DASAC–CV) also consisted of 20-items, 

captured within nine questions (Appendix G2). The questions were the same, with 

minor changes in wording to reflect the younger audience. For example, questions 

included:  

 

When interacting with others, I enjoy spending time with:  

1) Hearing people:   Not at all --------------Very Much 

2) Deaf people:   Not at all --------------Very Much 

 

I would describe myself as a:  

1) Hearing person   Not at all --------------Very Much 

2) deaf person (audiologically deaf) Not at all --------------Very Much 

3) Deaf person (culturally Deaf)  Not at all --------------Very Much 

 

Each item was rated on the same non-numerical 10-point Likert scale from ‘not 

at all’ to ‘very much’. 
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Section Four: Sign Language Fluency 

 

 In order to evaluate whether use of sign language mediates between parental 

attitudes to deafness and the child’s developing identity, a measure of sign language 

needed to be developed. This was difficult for a number of reasons. Firstly, while 

progress is being made in New Zealand towards developing a measure of NZSL use 

and fluency, there is currently nothing available (Ministry of Education, personal 

communication, May 2016). Secondly, the measure under development requires a face-

to-face interview between a trained administrator of the test and the participant, which 

would not be practical within the current format of the study. Thirdly, while NZSL is 

an official language of New Zealand (McKee, 2017), it is acknowledged that people 

use it with varying levels of competency, accuracy, and fluency. For example, NZSL 

has its own grammatical structure (McKee, 2015). During Phase 1, it became apparent 

that, while some used the correct NZSL structure when signing with their child, some 

used NZSL words with an English-based structure in order to help their child learn 

English at the same time, and others used a mixture of the two, depending on the 

environmental context. For this reason, a crude measure of NZSL fluency was adopted 

for the current study.  

 NZSL fluency was presented as part of a segment on language fluency, 

containing three language sections; NZSL, English, and Another Spoken Language 

(Appendix G3). Within each section, participants were asked to rate the fluency of the 

parent, the child, and siblings (as a group), using a 4-point Likert scale (e.g., 1 = no 

NZSL whatsoever, 2 = a small amount of NZSL, 3 = a reasonable amount of NZSL, 

and 4 = fluent in NZSL). A ‘not applicable’ response was provided for questions about 

siblings (e.g., for situations where the child with the CI was the only child). 

 

Section Five: Deaf Community Involvement 

 

 To determine whether Deaf community involvement acts as a mediator between 

parental attitudes and beliefs and the child’s developing identity, four Deaf community-

related questions were administered within the PADS (DCI; Appendix G1; Questions 

in bold). The questions used in each version of the questionnaire were the same, except 

worded according to the relevant audience. These items were removed prior to the 
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analysis of the PADS and used in a separate analysis of Deaf community involvement 

(DCI). Participants were asked to mark the most appropriate answer to each question.  

 

Section Six: Self-Esteem 

 

 The Rosenberg Self-Esteem Scale (Rosenberg, 1965) is a well-established self-

rated measure of self-esteem used for people aged 12-years and older (Appendix G5). 

Permission to use the measure was granted via online permission request. Given that 

there was nothing available for younger children and that the RSES is short and easy to 

understand, it was used for all aged children in the current study.  

 

PARENT VERSION 

 Parents were asked to rate the scale from the perspective of the child. While the 

RSES is usually self-rated, it was decided that parents would be asked to give a proxy-

rating.  

 

CHILD VERSION 

 The child version contained the official RSES questions. 

 

Section Seven: Social Skills 

 

 The Social Skills Improvement Rating Scale (Gresham & Elliott, 2008) is a 

well-established measure of childhood social skills and problem behaviours for 

children between the ages of 3–18 years. It consists of both a parent edition and a child 

edition (for children over 10-years of age). For the purposes of this study, it was 

extended for use with parents of two-year-old children; however, 2-year-olds were 

excluded from any norm-based analyses. 

 

Section Eight: Basic Academic Outcomes 

 

 The large age range of children used in the study (i.e., 2–18 years) made it 

difficult to use standardised academic outcomes. While accessing standardised 

National Certificate of Educational Achievement (NCEA) scores was considered, it 

was decided this would only provide information for a small number of children and 
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scores would be difficult to access, due to requirements for consent and the use of 

external agencies. For this reason, a crude measure of educational outcomes was 

developed, based on the basic academic skills required by school children at all grade 

levels (Appendix G6).   

 

PARENT VERSION 

The parent version of the scale asked how well the child was doing, compared 

to other children their age, in five areas: reading, writing, spelling, maths, and 

schoolwork generally. Outcomes were rated on a 5-point Likert scale ranging from 

‘below others’ to ‘above others’. 

 

CHILD VERSION 

 The child version differed only in wording of the question, which stated 

‘compared to other children your age, how well do you feel you are doing at’: reading, 

writing, spelling, maths, and schoolwork generally. Outcomes were rated on the same 

5-point Likert scale as the parent version. 

  

Section Nine: Parental Support and Resources 

 

There is currently no New Zealand research to demonstrate the level of support 

and resources available to parents of children with CIs or how these resources reflect 

parental attitudes to deafness, development of the child’s d/Deaf identity, or children’s 

outcomes. Section 9, the Parental Resource Support Scale (PRS) was developed to 

investigate the extent to which parents felt supported, in terms of their child’s deafness, 

in 14 different areas (Appendix G7). Areas for this scale were derived from themes and 

statements made by participants during Phase 1. Participants were asked to record the 

most appropriate answer to each question, based on the level of support they felt they 

had received from each group in terms of their child’s deafness (e.g., 1 = no support at 

all, 2 = a little support, 3 = variable/average support, 4 = excellent support, 5 = not 

applicable). The Parent and Child versions were the same. 
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Summary of Questionnaire Development 

 

 To summarise, the purpose of the questions and scales used in the questionnaire 

was to provide a quantitative way of testing each component of the MoA, developed 

from Phase 1 (Figure 8, p. 166). Where possible, previously established measures were 

used. Where there were no established measures, scales were established, based on the 

themes and statements made by participants during interviews in Phase 1. Where 

possible, statements in the questionnaire reflected ‘actual’ statements made by 

participants during their interview. 

 

PHASE TWO: METHODS 

 

Ethics approval 

  

Ethics approval was obtained from the University of Auckland Human 

Participants Ethics Committee (reference number 018104; Appendix H), with letters of 

support from the Hearing House Research Committee, and the Southern Cochlear 

Implant Programme Research Committee. 

 

Participants 

 

 Participants were parents of early-implanted children and adolescents with CIs. 

To be eligible, the child was required to be between the ages of 2–18 years at the time 

of the study and have been implanted, at least unilaterally, prior to the age of 2-years. 

In addition, early-implanted children with CIs, currently between the ages of 10–18 

years, were invited to participate. All participants were recruited via the two main 

providers of CI services to children in New Zealand: the Hearing House (THH) and the 

Southern Cochlear Implant Programme (SCIP). In total, 170 families were invited to 

participate in the study; 80 families enrolled with THH and 90 families enrolled with 

SCIP. Of these, 27 parents chose to complete the questionnaire.  
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Procedure 

 

 In conjunction with THH and SCIP, invitation emails, introducing the researcher 

and inviting families to participate, were sent out to the 170 parents of eligible children. 

Within the email, each family was provided with a unique identification (ID) number 

to use in the study, designated by the CI programme. This ensured the researchers were 

unaware of names of respondents and could not link any data to a specific family, other 

than through their ID number. In addition, an advertisement, advising people about the 

study, was placed on three different Facebook forums, with two reminders over a one-

month period.  

 Parents who chose to participate were directed to an internet-based questionnaire, 

via a link in the invitation emails. The questionnaire comprised nine sections. This 

included an introduction, demographics, parental attitudes to deafness, child’s D/deaf 

identity, parents’ perception of resources/support received, child’s social skills, child’s 

self-esteem, fluency of languages used by the family, child’s education, and additional 

information. At the end of the additional information section, parents were directed, via 

a link, to a separate questionnaire asking if they would like to receive a summary of 

findings and if they would like to go into the draw to win one of five $50 vouchers. 

Participants were asked to provide their email addresses if they wished to receive either 

of these. The separate questionnaire allowed for anonymity between the ID numbers 

for the original questionnaire and the provision of email addresses for those replying to 

the second questionnaire.  

 In the introductory section, participants were provided with the study definitions 

of deaf (i.e., lowercase d, defined as hearing loss in the medical or audiological sense) 

and Deaf (i.e., uppercase D, defined as Deaf in the cultural sense) and asked to indicate 

whether they agreed, or did not agree, with the definitions. In addition, they were asked 

to indicate that they had read the participant information sheet and were happy to 

continue with the questionnaire. If ‘no’ was marked, participants were directed to the 

end of the questionnaire. 

 Participants were then asked to indicate which age group their child fitted in to. 

Parents with children under the age of 10 were directed to enter their three-digit ID 

number and begin the questionnaire. Parents with children between the ages of 10–18 

years were first asked to indicate whether or not they gave consent for their child to 
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participate in the children’s version of the questionnaire. Following this, they were 

directed to enter their three-digit idea and begin the questionnaire. 

 At the end of the questionnaire, parents were asked for consent to access 

previously gathered oral language information held by the CI programmes. Where 

consent was given, the Family Code was given to the relevant CI programme and a 

standardised English language score for that child was received, if available. The study 

used standardised English language scores assessed when children were between the 

ages of 4–5.5 years, as this was the only timeframe at which both implant programmes 

held relevant data.  

 

PARENTAL ATTITUDES TO DEAFNESS 

 Parental attitudes to deafness were assessed using the Parental Attitudes to 

Deafness Scale (PADS; Appendix G1). The score for the PADS was determined by 

finding the mean of each of the 18 attitudes. Where values were missing from the data, 

the mean value of the items combined was used in place of the missing data point. Four 

extra items (from the DCI) were interspersed within the PADS (Appendix G1 [bolded]), 

increasing the number of questions to 22. These were removed prior to analyses. High 

scores on the PADS indicate a more positive parental attitude to deafness, while low 

scores suggest a more negative attitude. 

 

CHILD’S d/DEAF IDENTITY 

 d/Deaf identity was assessed using the Deaf Acculturation Scale for Adolescents 

and Children (DASAC; Appendix G2). The DASAC contains two subscales; the 

DASAC-H (child’s level of Hearing-acculturation) and the DASAC-D (child’s level of 

Deaf acculturation; Table 2). Mean scores for each subscale were used. Where values 

were missing from the data, the mean value of the individual items within each subscale 

was used to replace the missing data point. 

 High scores on the DASAC-H indicate a high level of Hearing-acculturation; that 

is, the extent to which the child identifies with Hearing culture. Low scores on the 

DASAC-H suggest that the child is less engaged in Hearing culture. High scores on the 

DASAC-D indicate a high level of Deaf-acculturation; that is, the extent to which the 

child identifies with Deaf culture. Low scores on the DASAC-D suggest that the child 

is less engaged in Deaf culture.  
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 An overall Bicultural score (DASAC-B) was obtained by multiplying scores from 

the DASAC-H and the DASAC-D. Scores on the DASAC-B indicated the extent to 

which a child identified as Bicultural (i.e., acculturated within both worlds). For 

example, two low scores on the DASAC-H and DASAC-D would produce a low score 

on the DASAC-B, indicating a low level of Biculturalism and suggesting cultural 

Marginalisation. Two high scores on the DASAC-H and DASAC-D would produce a 

high score, indicating a high level of Biculturalism. Moderate scores on the DASAC-

H and DASAC-D would produce moderate scores on the DASAC-B.  

 

PERCEIVED LEVEL OF PARENTAL SUPPORT RECEIVED 

 Parents were asked to rate the level of support they had received from 14 different 

areas on a 4-point Likert Scale, ranging from ‘no support’ to ‘excellent support’ 

(Appendix G6). This comprised family, friends, social media, personal resources, Deaf 

community, NZSL resources, appropriate schooling (e.g., mainstream, 

bilingual/bimodal, Deaf units), teachers, CI programmes, CI funding and equipment, 

MoE (e.g., AoDC, RTD), Government funding/equipment, DHBs (e.g., hospital 

audiologists, Ear Nose & Throat specialists), and School (e.g., teacher aide, special 

education needs co-ordinator). A ‘not applicable’ response was also provided. 

   Resources were classified as: Social (family, friends, & social media), Personal, 

Deaf Cultural (DCR; Deaf community, NZSL), School (appropriate schooling, 

teachers, & school), CI-Related (CI Programmes & CI equipment), and Government 

(MoE, Government funding, & DHBs). 

 

SOCIAL SKILLS 

 The Social Skills Improvement Rating Scale (Gresham & Elliott, 2008) was used 

to provide information on social skills and problem behaviours. The SSIS is a 51-item 

questionnaire, normed for children between the ages of 3:0–18:0. Each item is rated by 

the parent as never, seldom, often, or almost always. The SSIS provides two different 

scales – a parent edition and a child edition for children over 10-years of age. 
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Table 2. Deaf Acculturation Scale for Adolescents and Children – Hearing (DASAC-

H) and Deaf (DASAC-D) Acculturation Scales 

DASAC-H 

 

1. 

 

2. 

 

3. 

 

4. 

 

5. 

6. 

 

7. 

 

 

When interacting with others, my chid enjoys spending time with 

Hearing people. 

When my child feels emotional, they will express themselves using 

oral language. 

If my child went to a community event, s/he would feel comfortable at 

a Hearing event. 

At night when my child goes to bed, s/he is comfortable with the 

cochlear implant/s on. 

My child feels included in spoken conversation. 

With cochlear implants ON, my child is comfortable in an oral-only 

environment. 

First thing in the morning, my child is comfortable WITH the cochlear 

implant/s on. 

DASAC-D 

 

1. 

 

2. 

 

3. 

 

4. 

 

5. 

6. 

 

7. 

 

 

When interacting with others, my chid enjoys spending time with Deaf 

people. 

When my child feels emotional, they will express themselves using 

sign language. 

If my child went to a community event, s/he would feel comfortable at 

a Deaf event. 

At night when my child goes to bed, s/he is comfortable with the 

cochlear implant/s off. 

My child feels included in signed conversation. 

With cochlear implants ON, my child is comfortable in a sign language 

environment. 

First thing in the morning, my child is comfortable WITH the cochlear 

implant/s off. 
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SELF-ESTEEM 

 The Rosenberg Self-Esteem Scale (Rosenberg, 1989) was used to assess the 

child’s level of self-esteem (Appendix G4). The RSES is a 10-item self-report measure 

of global self-worth, with high internal consistency (0.55 – 0.95) and high test – re-test 

reliability (r = 0.81 – 0.87). Both positive and negative feelings about the self are 

measured. Items are rated on a 4-point Likert scale ranging from ‘strongly agree’ to 

‘strongly disagree’. Low scores on the Likert scale indicate higher levels of self-esteem, 

while high scores on the Likert scale indicated lower levels of self-esteem. Scores were 

then reversed and added together to form a total self-esteem score to compare to 

Rosenberg’s self-esteem norms. Scores between 15–25 are within the normal range, 

with scores lower than 15 suggesting low self-esteem (Rosenberg, 1989). The RSES is 

typically targeted at people 12-years and older. Given that there was nothing else 

available for younger children and that it is short and easy to understand, the RSES was 

used for all aged children in the current study, with parents asked to rate the scale from 

the perspective of their child. 

 

LANGUAGE 

 Language was assessed in two ways: fluency of English, NZSL, and ‘other’ 

language, and standardised English language score. 

 

Language Fluency 

 Assessment of language fluency consisted of a 9-item questionnaire asking 

parents to rate the level of fluency of the parent, child, and siblings (if applicable) for 

English, NZSL, and other languages (Appendix G3). Parents were asked to rate the 

extent to which each language was used as either ‘no [language] whatsoever’, a ‘small 

amount of [language]’, a ‘reasonable amount of [language]’, or ‘fluent in [language]’. 

Although parents were asked to rate fluency of ‘other’ languages, this data was not 

informative and was not used in the analyses. 

 

Standardised English Language Score 

 Standardised English language scores (SELS) were provided by each of the CI 

programmes, from previously administered language tests. These scores were collected 

between the ages of 4–5.5 years of age for all children, as part of information provided 
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to the MoE around the time the child started school. Language tests used for these 

standard scores included the Preschool Language Scales (PLS), the Clinical Evaluation 

of Language Fundamentals (4th edition; CELF-4), or the Clinical Evaluation of 

Language Fundamentals – Preschool-2 (CELF-P2). This particular age was chosen as 

it was the only point in time where all children were administered a standardised 

English language assessment, allowing for comparison across children. Unfortunately, 

it excluded language information for any children younger than four years of age who 

had not already undergone the assessment. 

 

EDUCATION 

 Given the wide age range of children in the study, a basic 5-item questionnaire 

was developed to measure how well children were doing at school in comparison to 

other children their age (Appendix G5). This included the categories reading, writing, 

spelling, maths, and general school. Parents were asked to rate the five categories on a 

5-point Likert scale, ranging from ‘below others’, through to ‘on par with others’, and 

‘above others’. In addition, parents were asked to state the language used most 

frequently at school by the child (i.e., English, NZSL, English/NZSL equally, or other). 

 

DEAF COMMUNITY INVOLVEMENT 

 A 4-item questionnaire was developed to measure parental attitudes towards 

involving their families in the Deaf community (Deaf Community Involvement; DCI). 

Items from this questionnaire were hidden within the PADS to avoid response bias, 

however were removed prior to analyses and analysed separately (Appendix G1 

[bolded]). Parents were asked to rate each question on a 4-point Likert scale, with 1 = 

‘strongly agree’ and 4 = ‘strongly disagree’. High scores on the DCI indicated a more 

positive attitude towards involvement with the Deaf community, while low scores 

suggested less positive attitudes towards Deaf community involvement. 

 

Hypotheses and Data Analyses 

 

 Data analyses were carried out using IBM SPSS Statistics (Version 25).  
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PART ONE: DESCRIPTIVE STATISTICS 

 Data were initially explored through descriptive statistics. Participants were 

divided into two age groups (2–4 [preschool] and 5–13 [school-aged]) and rates of key 

demographics were presented across these groups. A summary of the questionnaire 

measures was presented in tabular and graphical forms to show central tendency, 

variability, and distributions of the variables.  

 

PART TWO: PRELIMINARY ANALYSES 

 Scale reliability was assessed for the PADS, DASAC-H/DASAC-D, and DCI 

using Cronbach’s Alpha Reliability Test.  

 

Hypothesis 1 (Independence of Acculturation): Hearing-acculturation and Deaf-

acculturation will be independent of each other. 

 

 According to Glickman’s (1993) theory, acculturation in one culture does not 

influence the extent of acculturation to another culture. Four possibilities exist: 

Biculturalism, Monoculturalism in either culture, or Marginalisation. To test this, a 

Pearson product moment bivariate correlation was conducted to assess the association 

between the DASAC-H and DASAC-D. 

 

PART THREE: MODEL OF ACCULTURATION (MoA) ANALYSES 

 The MoA (Figure 8, p. 166) was developed to explore the influence of parental 

attitudes to deafness on children’s developing d/Deaf identity and potential mediating 

factors.  

 

Hypothesis 2: Parental attitudes to deafness will predict level of Deaf/Hearing 

Biculturalism in children with CI’s.  

 

 To test this hypothesis, ordinary least squares regression of PADS score on 

DASAC-B was run.  
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Hypothesis 3: The association between parental attitudes to deafness and Biculturalism 

is mediated by: 

 3a. Sign language use 

 3b. Involvement in the Deaf community 

 3c. Availability of resources. 

 

 Multiple hierarchical regression analyses were carried out using the PADS and 

DASAC-B in all models as predictor and outcome respectively.  NZSL fluency, Deaf 

community involvement (DCI), and resource groups (i.e., social personal, Deaf 

cultural, school, CI-related, and Government) were introduced individually into the 

models to test for mediation effects.  

 

PART FOUR: FURTHER ANALYSES 

 Additional analyses were carried out to explore associations between other 

variables of interest. These hypotheses were informed by Phase 1 and the literature. 

Hypotheses 4–7 were focused on language; NZSL and oral language. The remaining 

hypotheses (Hypotheses 8–12) focused on other areas of interest. 

 

Hypothesis 4: NZSL fluency of children with CIs will be associated with NZSL fluency 

of:  

 4a. Parents 

 4b. Siblings 

 

 To test this hypothesis, Pearson product-moment correlation coefficient were 

computed between NZSL fluency of parents of children with CIs, the children 

themselves, and their siblings.  

 

Hypothesis 5: Oral language outcomes for children with CIs at age 4.0–5.5 years will 

be associated with: 

 5a. Hearing-acculturation 

 5b. Biculturalism 

 5c. But not Deaf-acculturation. 
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 Basic principles of language development assert that for a child to be fluent in 

a language they must be exposed to large quantities of that language, via numerous 

different speakers (Pichler et al., 2014). Thus, to be Hearing-acculturated, children 

require exposure to Hearing culture and oral language, and to be Deaf-acculturated, 

Deaf culture and NZSL. Exposure to NZSL would, therefore, be unlikely to influence 

oral English language outcomes. To test this, Pearson product-moment correlation 

coefficient were computed between SELS and DASAC-H, DASAC-D, and DASAC-

B. 

 

Hypothesis 6: Adding a visual language to an oral language will have no effect on oral 

language outcomes for children with CIs. 

 

 While some suggest that using a visual language in addition to oral language 

will negatively impact oral language outcomes (Sarant, 2016), it is proposed that, as 

long as the basic principles of English language development are followed, as stated 

above (Pichler et al., 2014), learning a sign language will have no effect. To test this, a 

Pearson product-moment correlation coefficient was computed between NZSL fluency 

of children with CIs and their SELS. 

 

Hypothesis 7: Children with CIs’ standardised English language scores at age 4.0–5.5 

years will be associated with: 

 7a. Academic outcomes 

 7b. Social Skills Competency 

 

 To test these, Pearson product-moment correlation coefficients were computed 

between SELS and each of the subject strengths and SELS and outcomes on the SSIS. 

 

Hypothesis 8: Higher levels of resourcing for children with CIs and their parents will 

be positively associated with children’s outcomes. 

 

 To test this, Pearson product-moment correlation coefficients were computed 

between each resource (family, friends, social media, personal, Deaf community, 

NZSL, appropriate schooling, teachers, CI Programmes, CI-related resources, MoE, 
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Government resources, DHBs, and school) and the PADS, DCI, NZSL fluency, 

DASAC-H, DASAC-D, DASAC-B, RSES, SSIS, SELS, and academic outcomes. 

 

Hypothesis 9: Age of initial switch-on (prior to 12-months vs. 12–24 months) will be 

associated with acculturation outcomes for children with CIs. 

 

To test this, independent samples t-tests were used to explore associations 

between age of first switch-on and DASAC-H, DASAC-D, and DASAC-B. Age of first 

switch-on was divided into two categories: 1) switched-on prior to age 12-months, and 

2) switched on between the ages of 12–24 months.  

 

Hypothesis 10: The age at which the child became bilaterally implanted (prior to 24-

months vs. after age 24-months) will be associated with acculturation outcomes for 

children with CIs. 

 

To test this, independent samples t-tests were used to explore associations 

between the age at which children were implanted bilaterally and DASAC-H, DASAC-

D, and DASAC-B. Age of bilateral implantation was divided into two categories: 1) 

bilaterally implanted prior to the age of 24-months; 2) bilaterally implanted after the 

age of 24-months. 

 

Hypothesis 11: Having at least one parent with hearing loss will be associated with 

acculturation outcomes for children with CIs.  

 

 This was tested by computing independent samples t-tests to explore 

associations between having at least one parent with hearing loss and the child’s scores 

on the DASAC-H, DASAC-D, and DASAC-B. Parental hearing loss was divided into 

two categories: 1) neither parent has a hearing loss, and 2) at least one parent has a 

hearing loss. 

 

  



Communication, Identity, & Outcomes in Children with CIs 

 

 

178 

Hypothesis 12: There will be a difference between CI programmes in children with CIs’ 

in terms of: 

 12a. Acculturation 

 12b. Parental attitudes to deafness 

 12c. Deaf community involvement 

 12d. NZSL fluency 

 

Children are allocated to a CI programme based on their geographical location 

and each programme is run independently. To test this, independent samples t-tests 

were computed to assess the relationship between CI Programmes (THH or SCIP) and 

the PADS, DASAC-H, DASAC-D, DASAC-B, DCI, and NZSL fluency.  
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CHAPTER TEN 
 

STUDY TWO: RESULTS AND DISCUSSION 
 

 

 A total of 27 families responded to the questionnaires (Table 3). Twenty-three of 

the children were under 10 years of age and the other four were aged from 10–18 years.  

 Results will be divided into four parts: 1) Descriptives, 2) Preliminary Analyses, 

3) Model of Acculturation (MoA) Analyses, and 4) Further Analyses. 

 

Part One: Descriptives 

 

Demographics of the 27 children can be seen in Table 3. The intention was to 

compare results of parental report with child self-report, however only two children 

eligible to participate (aged 10–18 years) responded; thus, it was not possible to conduct 

group analyses and no further comparison was made. All data presented from here 

forward are based on parent responses only. 

 All children were bilaterally implanted, bar one who was unilaterally implanted. 

Of bilaterally implanted children, the majority received both implants before the age of 

two years. The remaining two children received their first implant prior to age two, with 

the second implant occurring at a later age. More than half of the children were 

‘switched-on’ (i.e., first introduced to sound via their CI) prior to the age of 12-months. 

The remaining children were between 12–24 months. 

Six children were identified with disabilities. Of these, one had both a cognitive 

and physical disability due to congenital CMV. Other cognitive disabilities identified 

by parents were auditory processing disorder (APD), autism spectrum disorder (ASD), 

and dyslexia. Other physical disabilities identified were cerebral palsy (CP) and lack of 

three-dimensional (3D) vision. 
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Table 3. Demographics of Children with Cochlear Implants, as Reported by Parents 

 

All children who were eligible for pre-school/school-aged education were 

mainstreamed. In addition to their CI programme, all children were involved with at 

least one other deaf-related agency, with a mean number of 4.5 additional deaf-related 

agencies involved in their care. English was reported to be the first language for the 

majority of children. Of the five children with NZSL as their first language, four were 

aged two-years. Almost half of the children were identified as bilingual/bimodal (using 

	 AGE	 TOTAL	

2	–	4	Years	 5	–	13	Years	 	

n	 %	 n	 %	 	

Gender	 Male	

Female	

Gender	Diverse	

7	

6	

0	

53.8	

46.2	

0.0	

6	

7	

1	

46.2	

53.8	

100	

13	

13	

1	

Cochlear	

Implants	

Bilateral	

Unilateral	

13	

0	

50.0	

0.0	

13	

1	

50.0	

100.0	

26	

1	

Age	of	First	

Switch-On	

≤	1	Year	

>	1	Year	

9	

4	

56.3	

36.4	

7	

7	

43.7	

63.6	

16	

11	

Age	of	Bilateral	

Implantation	

≤	2	Year	

>	2	Year	

Not	Applicable	

13	

0	

0	

54.2	

0.00	

0.00	

11	

2	

1	

45.8	

100.0	

100.0	

24	

2	

1	

First	Language	 English	

NZSL	

Other	

9	

4	

1	

42.9	

80.0	

100	

12	

1	

0	

57.1	

20.0	

0.0	

21	

5	

1	

Communication	

Modes	

Oral	Only	

NZSL	Only	

Bilingual/Bimodal	

5	

0	

8	

35.7	

0.0	

61.5	

9	

0	

5	

64.3	

0.0	

38.5	

14	

0	

13	

CI	Programme	 Northern	

Southern	

6	

5	

50.0	

38.5	

6	

8	

50.0	

61.5	

12	

13	

Schooling	 Mainstream	

Not	Applicable	

13	

1	

50.0	

100.0	

13	

0	

50.0	

0.0	

26	

1	

Other	

Disabilities	

Cognitive	

Physical	

Mental	Health	

1	

2	

0	

25.0	

66.7	

0.0	

3	

1	

1	

75.0	

33.3	

100.0	

4	

3	

1	

Parental	Hearing	

Loss		

(≥	1	Parent)	

Hearing	Loss	

No	Hearing	Loss	

3	

10	

42.9	

50.0	

4	

10	

57.1	

50.0	

7	

20	

No.	of	Agencies	

Involved	

2	Agencies	

3	Agencies	

4	Agencies	

5	Agencies	

6	Agencies	

7	Agencies	

2	

3	

4	

2	

0	

2	

50.0	

50.0	

66.7	

33.3	

0.0	

66.7	

2	

3	

2	

4	

2	

1	

50.0	

50.0	

33.3	

66.7	

100.0	

33.3	

4	

6	

6	

6	

2	

3	

Total	 13	 48.1	 14	 51.9	 27	
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both an oral language and NZSL). Oral language was the preferred mode of 

communication for more than half of parents who responded, with many parent 

responders describing themselves as bilingual/bimodal. In terms of hearing status, 

approximately one quarter of families were reported to have at least one parent with 

some level of HL.  

 

Part Two: Preliminary Analyses 

 

 Preliminary analyses were carried out on each of the individual components of 

the model. A summary table of the dependent variables is provided (Table 4). 

 

Table 4. Summary Table of All Dependent Variables 

 M SD Range LQ Median UQ n 

PADS 2.74 0.58 2.63 2.47 2.90 3.14 27 

DASAC-H 

DASAC-D 

DASAC-B 

8.27 

6.30 

51.64 

1.43 

2.64 

24.23 

5.00 

8.22 

79.31 

7.50 

4.06 

33.62 

8.44 

6.56 

47.78 

9.33 

8.86 

61.04 

27 

27 

27 

SSIS 98.08 10.13 37.00 92.00 100.00 105.00 25 

RSES 17.48 1.40 6.00 17.00 18.00 18.00 27 

NZSL Fluency  2.21 0.83 3.00 2.00 2.00 3.00 24 

Education 

        Reading 

        Writing 

        Spelling 

        Maths 

        Overall 

 

3.33 

3.13 

3.04 

3.17 

3.13 

 

1.24 

1.42 

1.27 

1.31 

1.30 

 

4.00 

4.00 

4.00 

4.00 

4.00 

 

3.00 

3.00 

3.00 

3.00 

3.00 

 

3.00 

3.00 

3.00 

3.00 

3.00 

 

4.00 

4.00 

4.00 

4.00 

4.00 

 

24 

23 

23 

23 

23 

SELS 102.32 19.85 68.00 91.25 97.50 118.00 16 

 

INTERNAL RELIABILITY OF NEW MEASURES 

 All measures designed specifically for the study were analysed to ensure internal 

reliability. This included the PADS, DASAC, DCI, and DCR. The PADS was found to 

be internally reliable (18 items; α = 0.91), with minimal variation if any item was 

deleted (Table 5). 



Communication, Identity, & Outcomes in Children with CIs 

 

 

182 

 

Table 5. Corrected Item-Total Correlation and Cronbach’s Alpha if Item Deleted for 

each question on the Parental Attitudes to Deafness Scale (PADS) 

Item Corrected Item-Total 

Correlation 

Cronbach’s Alpha if 

Item Deleted 

Question 1 -0.034 0.915 

Question 2 0.743 0.905 

Question 3 -0.478 0.933 

Question 4 0.982 0.893 

Question 5 0.888 0.895 

Question 6 0.963 0.892 

Question 7 0.807 0.897 

Question 8 0.886 0.896 

Question 9 0.854 0.898 

Question 10 0.743 0.900 

Question 11 0.000 0.913 

Question 12 0.841 0.896 

Question 13 0.877 0.896 

Question 14 -0.323 0.918 

Question 15 0.963 0.892 

Question 16 -0.572 0.928 

Question 17 0.924 0.892 

Question 18 0.403 0.910 

 

 Similarly, the DASAC-H and DASAC-D were assessed. The DASAC-H (7 

items, α = 0.74) and DASAC-D (7 items, α = 0.89) were both found to be internally 

reliable (Table 6). While one of the items in each sub-scale showed a low corrected 

item-total correlation, these items did not affect the overall Cronbach’s Alpha if deleted. 

For this reason, they were left in the analyses. 
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Table 6. Corrected Item-Total Correlation and Cronbach’s Alpha if Item Deleted for 

each question on the Deaf-acculturation Scale for Adolescents and Children – Hearing 

and Deaf subscales (DASAC-H/DASAC-D) 

Item Corrected Item-Total 

Correlation 

Cronbach’s Alpha if Item 

Deleted 

DASAC-H Question 1 

Question 3 

Question 4 

Question 6 

Question 7 

Question 8 

Question 9 

0.531 

0.481 

0.512 

0.402 

0.533 

0.700 

0.504 

0.705 

0.701 

0.698 

0.768 

0.699 

0.677 

0.697 

DASAC-D Question 1 

Question 3 

Question 4 

Question 6 

Question 7 

Question 8 

Question 9 

0.679 

0.703 

0.923 

0.173 

0.888 

0.902 

0.478 

0.875 

0.874 

0.842 

0.914 

0.849 

0.845 

0.898 

 

 The DCI and DCR were also both found to be internally reliable (4 items; α = 

0.93 & 2 items; α = 0.90 respectively; Table  7). 
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Table 7. Corrected Item-Total Correlation and Cronbach’s Alpha if Item Deleted for 

each question on the Deaf Community Involvement Scale (DCI) and the Deaf Cultural 

Resources Scale (DCR) 

Item Corrected Item-Total 

Correlation 

Cronbach’s Alpha if 

Item Deleted 

DCI Question 1 

Question 2 

Question 3 

Question 4 

0.848 

0.891 

0.863 

0.764 

0.909 

0.895 

0.904 

0.937 

DCR Question 1 

Question 2 

0.837 

0.837 

- 

- 

   

PARENTAL ATTITUDES TO DEAFNESS 

 Parental attitudes to deafness were assessed using the PADS. Response options 

ranged from 1 (‘very negative attitudes to deafness’) to 4 (‘very positive attitudes to 

deafness’). Participants’ overall mean scores ranged between 1.21 and 3.84 (range = 

2.63), with M = 2.88 (SD = 0.69), suggesting that parents varied in their attitudes to 

deafness, with a tendency toward more positive parental attitudes to deafness (Figure 

9). There was no association between parental attitudes to deafness and the child’s age 

[r(27)= -0.21, p=0.302]. 

 

 
 

Figure 9. Frequency of scores on the Parental Attitudes to Deafness Scale (PADS), 

where 1 = ‘very negative attitudes to deafness’ and 4 = ‘very positive attitudes to 

deafness’. 
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CHILD’S IDENTITY 

 Child’s identity was assessed using the Deaf Acculturation Scale for Adolescents 

and Children – Parent Version (DASAC-PV). The DASAC consisted of two subscales: 

a Hearing Scale (DASAC-H), which provided information on the child’s level of 

Hearing-acculturation, and a Deaf Scale (DASAC-D), which provided information on 

the child’s level of Deaf-acculturation. In addition, an overall Bicultural score 

(DASAC-B) was obtained by multiplying the mean scores from the DASAC-H and the 

DASAC-D.  

 A Pearson’s product-moment correlation was carried out between the DASAC-

H and the DASAC-D to ensure that sub-scales were not measuring the same things. 

There was no correlation found between DASAC-H and DASAC-D (r = -0.13, p = 

0.52), suggesting they were measuring different constructs; supporting Hypothesis 1. 

 

DASAC-H 

 Response options on the DASAC-H ranged from 1 (‘low Hearing-

acculturation’) to 10 (‘high Hearing-acculturation’). Participants’ overall mean scores 

ranged between 5.00 and 10.00, with M = 8.27 (SD = 1.43). This suggests that, although 

there was some variation in children’s level of Hearing-acculturation, most parents 

believed their children were highly Hearing-acculturated (Figure 10). 

 

 
Figure 10. Frequency of scores on the Deaf Acculturation Scale for Adolescents and 

Children – Hearing Subscale (DASAC-H). 
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DASAC-D 

The DASAC-D was designed to produce scores between 1 (‘low Deaf-

acculturation’) and 10 (‘high Deaf-acculturation’). Participants’ scores ranged between 

1.78 and 10.00 (range = 8.22), with M = 6.30 (SD = 2.64). This suggests that, in contrast 

to Hearing-acculturation, there is a large variation in children’s level of Deaf-

acculturation, with some children reported to have low levels of acculturation and 

others reported to have high levels of acculturation (Figure 11). Despite this, a mean of 

6.30 suggests that many children demonstrate moderate levels of Deaf-acculturation. 

 

 

Figure 11. Frequency of scores on the Deaf Acculturation Scale for Adolescents and 

Children – Deaf Subscale (DASAC-D). 

 

DASAC-B 

The DASAC-B was designed to determine the extent to which a child was 

Bicultural (i.e., acculturated within both worlds). This score was obtained by 

multiplying the overall scores from the DASAC-H and the DASAC-D. The DASAC-

B was designed to produce scores between 1 (‘low Biculturalism’) and 100 (‘high 

Biculturalism’). Participants’ scores ranged between 17.36 and 96.67 (range = 79.31), 

with M = 51.64 (SD = 24.23; Figure 12). This suggests a large variation in levels of 

Biculturalism for children with CIs, with some reported to have very low levels of 

Biculturalism (suggesting a tendency towards Hearing-acculturation) and others 

reported to have very high levels of Biculturalism (suggesting acculturation within both 

the Hearing and Deaf worlds). 
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Figure 12. Frequency of scores on the Deaf Acculturation Scale for Adolescents and 

Children – Bicultural Scale (DASAC-B). 

 

 To allow comparison with Glickman’s (1993) stages of d/Deaf identity, 

participants’ DASAC-H score was plotted as a function of DASAC-D (Figure 13). A 

matrix was formed by placing lines at the mid-point of each scale. Children with high 

DASAC-H scores but low DASAC-D scores were represented as ‘culturally Hearing’. 

Children with high DASAC-H scores and high DASAC-D scores were represented as 

‘Bicultural’. The quadrant with low DASAC-H scores and low DASAC-D scores was 

labelled ‘Marginalised’ and children with low DASAC-H and high DASAC-H scores 

were represented as ‘culturally Deaf’. As can be seen from Figure 13, all except two 

children were represented as either ‘culturally Hearing’ or ‘Bicultural’. The two 

exceptions were represented as ‘culturally Deaf’, however both had relatively high 

scores on the DASAC-H, suggesting that they might also be represented as Bicultural. 

 

0

1

2

3

4

5

6

7

1.00-9.99 10.00-19.99 20.00-29.99 30.00-39.99 40.00-49.99 50.00-59.99 60.00-69.99 70.00-79.99 80.00-89.99 90.00-100.00

Fr
eq
u
en
cy

Deaf	Acculturation	Scale	for	Adolescents	and	
Children	- Bicultural	(DASAC-B)



Communication, Identity, & Outcomes in Children with CIs 

 

 

188 

 

Figure 13. Association between scores on the Deaf Acculturation Scale for Adolescents 

and Children – Hearing (DASAC-H) and Deaf Acculturation Scale for Adolescents and 

Children – Deaf (DASAC-D), presented in a matrix format based on Glickman’s (1993) 

stages of d/Deaf identity. 

 

SOCIAL SKILLS 

Children’s social skills were assessed using the social skills section from the 

Social Skills Improvement Rating Scale – parent version (Gresham & Elliott, 2008). 

Response options to each question ranged from 0 (never) to 3 (almost always). The 

social skills section comprised seven subscales; communication, co-operation, 

assertion, responsibility, empathy, engagement, and self-control. Each subscale was 

calculated and compared to the SSIS manual gender norms (based on hearing children, 

ages 3–18 years). Four two-year-olds were excluded from the analysis, as there were 

no norms available for this age group. Based on these norms, children were categorised 

as ‘below average’, ‘average’, or ‘above average’ for each of the social skills subscales 

(Figure 14). The majority of the children were found to be within the ‘average’ range 

for all social skills subscales. 
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Figure 14. Frequency of children (aged 3–18 years) within each category (‘below 

average’, ‘average’, or ‘above average’, based on standardised gender norms for 

hearing children) for each social skills subscale of the Social Skills Improvement 

System Rating Scale – parent version (SSIS). 

 

 The SSIS provides age-normed ranges for age groups 2–4, 5–12, 13+ years. There 

was an association between age and SSIS Self-Control where older children tended to 

have higher scores (compared to hearing children of their own age); [r(21) = 0.54, p	=	
0.012].	There	were	no	other	associations	between	SSIS	scores	and	age. 
 When compared to standardised gender norms for hearing children, all except 

three children were found to be within the ‘average’ range for social skills (Figure 14). 

The remaining three children scored within the ‘below average’ range.  

 

SELF-ESTEEM 

Parents were asked to report their child’s self-esteem using the Rosenberg Self-

Esteem Scale (Rosenberg, 1965). Response options ranged from 0 (‘negative self-

esteem’) to 25 (‘positive self-esteem’). Participants’ scores ranged between 14.00 and 

20.00, with M = 17.48 (SD = 1.40; Figure 15). Given that scores between 15–25 fall 

within the ‘normal’ range (Rosenberg, 1965), all but one of the children were reported 
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to have ‘normal’ levels of self-esteem. The remaining child was one point below the 

‘normal’ range. 

 

 
Figure 15. Participants’ scores on the Rosenberg Self-Esteem Scale (RSES). 0 - 14 = 

Low Self-Esteem, 15 – 25 = ‘Normal’ Self-Esteem, 26 – 30 = High Self-Esteem 

(Rosenberg, 1965). The full possible scale for the RSES is presented to provide context. 

 

LANGUAGE 

 Analyses of language included modes of communication used, language fluency 

(in English and NZSL), and standardised English language scores. 

 

Modes of Communication Used 

 Twenty-one children were reported to use English as their first language, five to 

use NZSL as their first language, and one to use another language. Use of NZSL as a 

first language appeared to be related to the current age of the child, with four out of five 

of these children presenting as either two or three years of age. Despite this, first 

language as a function of age was not significant, [t(25)= 1.66, p=0.109] (Figure 16). 

Thirteen of the children were reported to be bilingual/bimodal and 14 to be oral-only.  
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Figure 16. First language of the child with a cochlear implant based on current age, as 

reported by parents. 

 

 No relationship was found between the age of the child and whether or not the 

child was oral-only or bilingual/bimodal, [t(25) = 1.13, p=0.271] (Figure 17). 

 

 

 

 

 

 

 

 

 

 

 

Figure 17. Mode of communication used by the child with a cochlear implant based on 

current age, as rated by parents. 

 

Language Fluency 

 Parents rated their own and their children’s language fluency in English and 

NZSL. Response options ranged from 1 (‘no [language] whatsoever’) to 4 (‘fluent in 

[language]’).  
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 All parents rated their own English fluency at the highest point on the scale (“4”). 

Parental NZSL fluency scores ranged between 1.00 and 4.00, with M = 2.33 (SD = 

1.00).  

 Children’s (parent-rated) English fluency scores ranged between 1.00 and 4.00, 

with M = 3.63 (SD = 0.74). Child NZSL fluency scores also ranged between 1.00 and 

4.00, with M = 2.11 (SD = 1.00).  

 Twenty-four families reported results for siblings. Scores for English fluency 

ranged between 2.00 and 4.00, with M = 3.65 (SD = 0.78). In line with parents and 

children with CIs, NZSL fluency scores ranged between 1.00 and 4.00, with M = 2.00 

(SD = 0.83).  

 

Standardised English Language Score 

 Standardised language scores (based on PLS, CELF-4, or CELF-P2) were 

provided by the CI Programmes for all consenting participants with an available score. 

A total of 16 standardised language scores were received. Scores ranged between 65 

(‘well below average’) and 133 (‘well above average’; range = 68), with M = 102.32 

(‘average’; SD = 19.85), lower quartile = 91.25 (‘low average’), median = 97.50 

(‘average’), and upper quartile = 118.00 (‘above average’; Figure 18).  

 

Figure 18. Participants’ standardised English language scores, based on the PLS, 

CELF-4, or CELF-P2. 
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ACADEMIC COMPETENCY 

 Parents were asked to rate their child’s academic competency, compared to others 

their age, in five areas: reading, writing, spelling, maths, and overall academic ability. 

Response options ranged from 1 (below others) to 5 (above others). Mean scores, 

standard deviations, and the range of scores for each area were computed (Table 4, p. 

189). 

 

 

 

 

Figure 19. Percentage of children with cochlear implants in each academic area, as 

rated by parents, compared to other children their age.  

 

 The majority of children were rated ‘on par with’ or ‘above’ others their age in 

reading, writing, spelling, maths, and overall academic ability, with a small number of 

children rated as ‘below’ others their age in each academic area (Figure 19). On 

average, children were rated better than others their age in all academic areas (Table 4, 

p. 189), with very little variation in means, suggesting that they are doing well 

academically when compared to hearing peers. 

 

PARENTAL SUPPORT 

 Levels of support provided for parents of children with CIs were obtained for 

14 different areas (Table 8). Response options ranged between 1 (‘no support at all’) 

and 4 (‘excellent support’), with an extra option for ‘not applicable’.  
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Table 8. Levels of Support around Deafness Received by Parents from Different Groups 
  No 

Support At 

All 

A Little 

Support 

Variable/ 

Average 

Support 

Excellent 

Support 

Not 
Applicable/ 
No Answer 

 

n % n % n % n % n % M SD 

Social Family 

 

Friends 

 

Social Media 

0 

 

1 

 

2 

 

0.0 

 

3.7 

 

7.4 

1 

 

0 

 

3 

3.7 

 

0.0 

 

11.1 

4 

 

9 

 

10 

14.8 

 

33.3 

 

37.0 

22 

 

17 

 

9 

81.5 

 

63.0 

 

33.3 

0 

 

0 

 

3 

0.0 

 

0.0 

 

11.1 

3.78 

 

3.56 

 

3.08 

0.51 

 

0.70 

 

0.93 

Personal  Personal 
Resources 
 

0 0.0 2 7.4 3 11.1 20 74.1 2 7.4 3.72 0.61 

Deaf Cultural Deaf 
Community 
 
NZSL 
 

3 

 

4 

11.1 

 

14.8 

3 

 

5 

11.1 

 

18.5 

10 

 

9 

37.0 

 

33.3 

6 

 

6 

22.2 

 

22.2 

5 

 

3 

18.5 

 

11.1 

2.86 

 

2.71 

0.99 

 

1.04 

School School 
Options 
 
Teachers 
 
 
Schools 
 

3 

 

2 

 

3 

11.1 

 

7.4 

 

11.1 

4 

 

2 

 

3 

14.8 

 

7.4 

 

11.1 

5 

 

7 

 

5 

18.5 

 

25.9 

 

18.5 

11 

 

12 

 

7 

40.7 

 

44.4 

 

25.9 

4 

 

4 

 

9 

14.8 

 

14.8 

 

33.3 

3.04 

 

3.26 

 

2.89 

1.11 

 

0.96 

 

1.13 

CI-Related  CI 
Programmes 
 
CI Equipment 
 

0 

 

0 

0.0 

 

0.0 

0 

 

3 

0.0 

 

11.1 

5 

 

5 

18.5 

 

18.5 

22 

 

18 

81.5 

 

66.7 

0 

 

1 

0.0 

 

3.7 

3.81 

 

3.58 

0.40 

 

0.70 

Government Ministry of 
Education  
 
Government 
Funding 
 
DHBs 
 

1 

 

3 

 

5 

3.7 

 

11.1 

 

18.5 

5 

 

3 

 

5 

18.5 

 

11.1 

 

18.5 

8 

 

4 

 

7 

29.6 

 

14.8 

 

25.9 

13 

 

11 

 

10 

48.1 

 

40.7 

 

37.0 

0 

 

6 

 

0 

0.0 

 

22.2 

 

0.0 

3.22 

 

3.10 

 

2.81 

0.89 

 

1.14 

 

1.14 

 

 

DEAF COMMUNITY INVOLVEMENT SCALE 

 Involvement with the Deaf community was determined by the DCI. Prior to 

analysis, scale reliability was determined. The DCI was highly reliable (4 items; α = 

0.94).  

 

SOCIO-ECONOMIC STATUS 

 Socio-economic status (SES) was obtained using the New Zealand Socio-

economic Index (NZSEI, 2013) to code parental occupations. Scores can range between 

1 (‘High SES’) and 8 (‘Low SES’). Parental SES ranged between 1 and 4, with M = 

2.19 (SD = 0.68; Figure 20).  
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 Figure 20. Frequency of families in each of the 8 categories on the NZSEI, where 1 = 

‘High SES’ and 8 = ‘Low SES’. The full possible scale for SES is presented to provide 

context. 

 

Part Three: Model of Acculturation (MoA) Analyses 

 

 Analyses of the MoA were carried out in five main areas: 1) parental attitudes to 

deafness and child’s acculturation, 2) language fluency, 3) involvement with the Deaf 

community, 4) parental attitudes to deafness and Bicultural identity, and 5) parental 

resources. 

 

1)  PARENTAL ATTITUDES TO DEAFNESS AND CHILD’S ACCULTURATION 

 The theory that parental attitudes to deafness would predict children’s identity 

(Hearing, Deaf, Marginal, or Bicultural acculturation), as reported by parents, was 

tested by linear regression, treating DASAC-PV scores as the outcome and PADS as 

the predictor.  

 

Hypothesis 2: Parental attitudes to deafness will predict level of Deaf/Hearing 

Biculturalism in children with CI’s.  
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Deaf-acculturation 

 Parental attitudes to deafness (PADS) predicted the child’s level of Deaf-

acculturation (DASAC-D; Figure 21) [β = 0.72, p<0.01]. The more positive the parents’ 

attitudes to deafness, the more Deaf-acculturated the child.  

 

 
 

Figure 21. The relationship between parental attitudes to deafness and parents’ report 

of the child’s level of Deaf-acculturation. 

 

Hearing-Acculturation 

 There was no association between the PADS and the DASAC-H (Figure 22).  

 

 

Figure 22. The relationship between parental attitudes to deafness and parents’ report 

of the child’s level of Hearing-acculturation. 
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 This suggests that children had similar levels of Hearing-acculturation, regardless 

of their parents’ attitudes to deafness. Exploration of the residuals revealed that children 

whose parents express more negative attitudes to deafness have less variability in 

Hearing-acculturation than children whose parents express positive attitudes to 

deafness. Hearing-acculturation of children whose parents have more positive attitudes 

to deafness were more variable.  

 

Bicultural Identity 

 Parents’ attitudes to deafness (PADS) predicted children’s level of 

Biculturalism (DASAC-B, Figure 23) [β = 0.54, p<0.01]; positive parental attitudes to 

deafness were associated with higher levels of Biculturalism. 

 

 
Figure 23. The relationship between parental attitudes to deafness and parents’ report 

of the child’s level of Biculturalism. 

 

 In conclusion, it can be seen that parental attitudes to deafness are influential in 

the development of d/Deaf identity of children with CIs. Children who have parents 

with more positive attitudes to deafness are more like to develop a Deaf/Bicultural 

identity than children whose parents have less positive attitudes. 
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2)  LANGUAGE FLUENCY 

 Parental attitudes to deafness (PADS) also predicted the child’s level of NZSL 

fluency (i.e., none, minimal, moderate, fluent) [β = 0.76, p<0.01]. Thus, the more 

positive the parents’ attitudes to deafness, the greater the child’s fluency in NZSL 

(Figure 24). Parental attitudes to deafness were unrelated to the child’s level of English 

fluency, however (Figure 25).  

 

 

 

 

 

 

 

 

 

 

Figure  24. Child’s level of NZSL fluency, as rated by parents, based on parental 

attitudes to deafness. 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 25. Child’s level of English fluency, as rated by parents, based on parental 

attitudes to deafness. 
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In addition, the level of support parents received from Deaf cultural resources 

predicted the child’s level of fluency in NZSL [β = 0.41, p<0.05] (Figure 26). That is, 

the higher parents rated the level of Deaf cultural resources received, the more fluent 

in NZSL the child was rated to be. 

 

 

Figure 26. The relationship between the level of Deaf cultural resources and support 

parents report receiving and the child’s fluency in NZSL, as rated by parents. 

 

 In addition to parental attitudes to deafness, an association was found between 

children’s identity and the languages used by the child, particularly for children using 

NZSL. For example, scores on the DASAC-D (i.e., Deaf-acculturation) and DASAC-

B (i.e., Bicultural identity) were associated with NZSL fluency [r(27) = 0.65, p<0.01 

and r(27) = 0.41, p<0.03 respectively] (Figures 27 & Figure 28). Thus, the more fluent 

a child in NZSL, the more Deaf-acculturated or Bicultural they were reported to be. 

There was no association, however, between level of English fluency and either the 

DASAC-D or DASAC-B, suggesting that use of spoken English has no bearing on 

children’s Deaf or Bicultural identity.  
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Figure 27. Child’s Deaf identity as a function of NZSL fluency, as rated by parents. 

 

 

 

 

 

 

 

 

 

 

 

Figure 28. Child’s Bicultural identity as a function of NZSL fluency, as rated by 

parents. 

 

 Fluency in English was only significant in terms of scores on the DASAC-H (i.e., 

Hearing-acculturation). A positive association was found between the DASAC-H and 

fluency in English [r(27) = 0.38, p<0.05] (Figure 29), with a negative correlation 

between the DASAC-H and fluency in NZSL [r(27) =-0.47, p<0.01] (Figure 30). This 

suggests that the more fluent a child is rated in English, the more Hearing-acculturated 
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they are believed to be; however, as fluency in NZSL increases, Hearing-acculturation 

decreases.  

 

Figure 29. Child’s level of Hearing-acculturation as a function of English fluency, as 

rated by parents. 

 

Figure 30. Child’s level of Hearing-acculturation as a function of NZSL fluency, as 

rated by parents. 

 

3)  INVOLVEMENT WITH THE DEAF COMMUNITY 

 Parental attitudes to deafness were associated with their attitudes towards 

involvement with the Deaf community. The more positive the parents’ attitude to 
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deafness, the more positive their attitudes towards involvement with Deaf community 

involvement [r(27) = 0.89, p<0.01] (Figure 31). 

 

 

Figure 31. Parental attitudes towards involvement with the Deaf community as a 

function of their attitudes to deafness. 

 

 Level of involvement with the Deaf community was also associated with the 

child’s level of fluency in NZSL. Children with high NZSL fluency were significantly 

more likely to have parents who had positive attitudes towards involvement with the 

Deaf community [r(27) = 0.73, p<0.01] (Figure 32).  

 

Figure 32. Child’s NZSL fluency, as rated by parents, as a function of parental attitudes 

towards involvement with the Deaf community. 
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 There was a positive association between scores on the DASAC-D and DASAC-

B and parental attitudes towards involvement with the Deaf community [r(27) = 0.73, 

p<0.01 and r(27) = 0.57, p<0.01 respectively] (Figures 33 & 34). Thus, as parental 

attitudes towards involvement with the Deaf community became more positive, 

children’s levels of Deaf-acculturation or Biculturalism increased. This suggests 

positive attitudes towards involvement with the Deaf community may contribute 

positively towards the child’s Bicultural identity development. There was no 

association, however, between parental attitudes towards involvement with the Deaf 

community and the child’s level of Hearing-acculturation.  Thus, the extent of a child’s 

Hearing-acculturation is unrelated to their parents’ attitudes towards involvement with 

the Deaf community. 

 

 

 
Figure 33. Child’s level of Deaf-acculturation, as rated by parents, as a function of 

parental attitudes towards involvement with the Deaf community. 
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Figure 34. Child’s level of Biculturalism, as rated by parents, as a function of parental 

attitudes towards involvement with the Deaf community. 

 

 These findings support the MoA, which suggests that parental attitudes to 

deafness will influence the child’s level of Bicultural identity, particularly in relation 

to parental attitudes towards involvement with the Deaf community and the mode/s of 

communication used with the child. 

 

4)  PARENTAL RESOURCES 

  The only resources associated with children’s Bicultural identity were level of 

support from the Deaf Community [r(27) = 0.39, p=0.043] and support with NZSL 

resources [r(27) = 0.45, p=0.018]. These were combined as a sub-scale called ‘Deaf 

Cultural Resources’ (DCR). The DCR scale correlated with DASAC-B [r(24) = 0.61, 

p=0.001], which suggests that children whose parents access a greater level of Deaf 

cultural resources demonstrate higher levels of Bicultural identity than children whose 

parents access less Deaf-related resources. 

 

5)  PARENTAL ATTITUDES TO DEAFNESS AND BICULTURAL IDENTITY 

 

Hypothesis 3: The association between parental attitudes to deafness and Biculturalism 

is mediated by: 

 3a. Sign language use 

 3b. Involvement in the Deaf community 

 3c. Availability of resources. 
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 An initial bivariate ordinary least-squares linear regression showed that parental 

attitude to deafness predicted Bicultural identity [F(1,22) = 10.92; p<0.05]. To test 

whether the effect was mediated by NZSL fluency, this was added to the model. There 

was no change in adjusted R2 [Model 2, Table 9], no reduction in β	for	PADS,	and	no	

significant	effect	of	NZSL	fluency,	indicating	that	NZSL	had	neither	a	mediating	nor	

independent	effect;	thus,	Hypothesis	3a	was	not	supported. 
 When DCI was added to the model (Model 3, Table 9), there was minimal effect 

on adjusted R2. There was, however, a significant reduction in β	 for	 PADS	 and	 a	

significant	β	for	DCI,	indicating	that	parental	attitudes	towards	Deaf	community	

involvement	have	a	mediating	effect	between	their	attitude	to	deafness	and	the	

child’s	 level	 of	 Bicultural	 identity.	 DCI	 did	 not	 have	 an	 independent	 effect	 on	
Bicultural	identity;	thus,	Hypothesis	3b	was	supported.	

	 To	 test	 whether	 Deaf	 cultural	 resources	 mediated	 between	 the	 effect	 of	

parental	attitude	to	deafness	and	the	child’s	level	of	Bicultural	identity,	DCR	was	

added	to	the	model	(Model	4,	Table	9).	There	was	minimal	change	in	adjusted R2, 

however a significant reduction in β	for	PADS,	corresponding	with	a	significant	β	for	

DCR,	was	found,	indicating	that	Deaf-related	resources	have	a	mediating	effect.	No	

independent	effect	was	found;	thus,	Hypothesis	3c	was	supported. 
	 Collinearity	was	assessed	for	all	regressions,	with	no	effects	of	collinearity	

found.	 Parallel	 analyses	 were	 run	 after	 removing	 the	 three	 participants	 with	

significant	cognitive	disabilities	and	no	meaningful	differences	from	the	presented	

models	were	observed.	
	 These findings support the MoA in that parental attitudes to deafness predict the 

child’s Bicultural identity, via parental attitudes towards involvement with the Deaf 

community. The hypothesis that NZSL would also have a mediating effect was not 

supported, however. In addition, these findings add to the ‘final’ MoA by showing that 

parental attitudes to deafness predict Bicultural identity, via the level Deaf cultural 

resources accessed by parents.	
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Table 9. Summary of Hierarchical Regression Analysis for Variables Predicting 

Child’s Bicultural Identity (N = 22) 

 B SE	β β R2 Adjusted 

R2 

F 

Model 

1 

PADS 19.07 5.87 0.55* 0.30 0.27 10.58, 

p=0.003 

Model 

2 

PADS 

NZSL 

19.46 

-4.01 

9.47 

7.74 

0.56* 

-0.01 

0.30 0.24 5.08, 

p=0.014 

Model 

3 

PADS 

DCI 

12.82 

5.90 

13.25 

11.16 

0.37* 

0.20* 

0.31 0.25 5.28, 

p=0.013 

Model 

4 

PADS 

DCR 

12.98 

6.34 

8.25 

6.04 

0.37* 

0.25* 

0.33 0.72 5.68, 

p=0.008 

 

Part Four: Further Analyses 

 

 Additional analyses were carried out to explore the associations between other 

variables of interest. 

 

RELATIONSHIPS ACROSS LANGUAGE ABILITIES 

 Four hypotheses (Hypotheses 4–7) focused on language, in terms of oral language 

and NZSL fluency. 

 

New Zealand Sign Language 

  

Hypothesis 4: NZSL fluency of children with CIs will be associated with NZSL fluency 

for:  

 4a. Parents 

 4b. Siblings 

 

 Parental NZSL fluency was significantly correlated with fluency in NZSL for 

both children with CIs [r(27) = 0.82, p<0.01; Figure 35] and their siblings [r(27) = 0.50, 

p<0.01]. The more fluent the parents, the more fluent all of the children in the family 

were reported to be. There was no correlation, however, between the fluency of children 
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with CIs and their siblings in NZSL [r(27) = 0.26, p>0.01] (Figure 36). Thus, 

Hypothesis 4a was supported; however, 4b was not. 

 

Figure 35. The association between parents’ and their children with Cochlear Implants 

in terms of fluency in NZSL. Larger circles depict a larger number of participants with 

that particular score. 

 

Figure 36. The association between children with cochlear implants and their siblings 

in terms of fluency in NZSL. Larger circles depict a larger number of participants with 

that particular score. 
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Oral Language Outcomes 

 Oral language outcomes were explored in terms of acculturation to see whether 

children’s oral language abilities were associated with either Hearing-acculturation or 

level of Biculturalism. It was hypothesised that oral language abilities would not be 

associated with Deaf-acculturation, as it is not the primary language of Deaf culture. 

 

Hypothesis 5: Oral language outcomes for children with CIs at age 4.0–5.5 years will 

be associated with: 

 5a. Hearing-acculturation 

 5b. Biculturalism 

 5c. But not Deaf-acculturation. 

 

 No association was found between Hearing identity, Deaf identity, or Bicultural 

identity when compared with standardised English language scores [r(16) = 0.04, 

p>0.85, r(16) = 0.12, p>0.60, and r(16) = 0.13, p>0.60 respectively]. Thus, Hypotheses 

5a and 5b were not supported. 

  

Hypothesis 6: Adding a visual language to an oral language will have no effect on oral 

language outcomes for children with CIs. 

 

 NZSL fluency was not found to be associated with standardised English language 

scores [r(16) = 0.09, p=0.739], suggesting that being able to speak NZSL, regardless of 

the level of fluency, does not affect oral English language outcomes. Thus, Hypothesis 

6 was supported. 

 

Hypothesis 7: Children with CIs’ standardised English language scores at age 4.0–5.5 

years will be associated with: 

 7a. Academic outcomes 

 7b. Social Skills Competency 

 

 Standardised language scores were correlated with all five subject areas 

suggesting that the better the child’s English language at age 4–5.5 years, the better the 

education outcomes in reading, writing, spelling, maths, and overall education (Table 

10); supporting Hypothesis 7a. 
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Table 10. Correlations between Standardised Language Scores (SELS) at age 4.0 – 5.5 

Years and Parent-Reported Academic Outcomes in Reading, Writing, Spelling, Maths, 

and Overall Education 

 r p n 

SELS x Reading 0.76 0.001 15 

SELS x Writing 0.68 0.007 14 

SELS x Spelling 0.65 0.012 14 

SELS x Maths 0.72 0.004 14 

SELS x Overall Education 0.76 0.002 14 

 

 Social skills, however, were unrelated to Standardised English language scores 

(despite an acceptable range in SEL scores), except on the empathy subscale [r(15) = -

0.55, p = 0.033], where children with higher standardised language scores presented 

with lower scores on the empathy subscale than children with lower standardised 

language scores (Figure 37). Thus, Hypothesis 7b was not supported. 

 

 

Figure 37. Association between standardised English language score (SELS) and 

children’s mean score on the empathy subscale of the Social Skills Improvement Scale 

– Parent Version (SSIS). 
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Associations between Resources and Outcomes 

 

Hypothesis 8: Higher levels of resourcing for children with CIs and their parents will 

be positively associated with children’s outcomes. 

 

Correlations between type of resources and outcome variables were conducted 

(Table 11). The associations between the Deaf-cultural resources have already been 

discussed, so will not be presented in this section. Other areas of resourcing included 

social, personal, CI-related, school, and government. 

 

Social. 

 Increased parental support from friends was associated with both increased 

Hearing-acculturation and increased self-esteem. Increased support from social media 

was associated with decreased involvement with the Deaf community. Increased 

support from family was associated with higher self-esteem in children with CIs. 

 

Personal. 

 No association between personal resources and any of the outcome variables 

were found. 

 

CI-Related. 

 No association between CI-related resources and any of the outcome variables 

were found. 

 

School. 

 Appropriate schooling was associated with higher Hearing-acculturation, but 

not Deaf-acculturation [r(23) = -0.004, p = 0.986]. 
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Table 11. Correlations between Type of Resource and Outcome Variables. 

 

 
 PADS DCI NZSL Fluency DASAC-H DASAC-D DASAC-B RSES SSIS SELS Academic 

Family 
 

- - - - - - r(27) = 0.48 
p = 0.011* 

- - - 

Friends 
 

- - - r(27) = 0.47 
p = 0.013* 

- - - 
 

- - - 

Social Media 
 

- r(24) = -0.45 
p = 0.029* 

- - - - - - - - 

Personal 
 

- - - - - - - - - - 

Deaf Community 
 

r(22) = 0.75 
p = 0.061 

r(22) = 0.71 
p = 0.000** 

r(22) = 0.48 
p = 0.023* 

- r(22) = 0.50 
p = 0.017* 

r(22) = 0.50 
p = 0.018* 

- - - - 

NZSL 
 

r(24) = 0.38 
p = 0.070 

- - - r(24) = 0.46 
p = 0.025* 

r(24) = 0.52 
p = 0.009** 

- - - - 

Appropriate Schooling 
 

- - - r(23) = 0.54 
p = 0.007** 

- - - - - - 

Teachers 
 

- - - - - - - - - - 

CI Programmes 
 

- - - - - - - - - - 

CI-Related Resources 
 

- - - r(21) = 0.41 
p = 0.068 

- - - - - - 

MoE 
 

- - - - - - - - - - 

Government Resources 
 

- - r(21) = -0.48 
p = 0.028* 

- - - - - - - 

DHBs 
 

- -  r(27) = 0.53 
p = 0.004** 

- - - - - - 

School 
 

- - r(18) = -0.45 
p = 0.062 

- - - - - - - 
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Government. 

 Greater support and resourcing from the Government was associated with decreased 

fluency in NZSL and a tendency to be more Hearing-acculturated. Similarly, when levels of 

support from the DHB were high, children were less fluent in NZSL and more Hearing-

acculturated. 

 

AGE OF SWITCH-ON 

 

Hypothesis 9: Age of initial switch-on (prior to 12-months vs. 12–24 months) will be associated 

with acculturation outcomes for children with CIs. 

 

 Associations were found between age of first switch-on and both Hearing-acculturation 

[t(24) = 2.11, p=0.045] and Biculturalism [t(24) = 2.07, p=0.049], suggesting that children 

whose CIs were switched-on before 12-months were more Hearing-acculturated and Bicultural 

than children whose CIs were switched on between 12–24 months. There was no association 

with Deaf-acculturation.  

 

AGE CHILD BECAME BILATERAL 

 

Hypothesis 10: The age at which the child became bilaterally implanted (prior to 24-months 

vs. after age 24-months) will be associated with acculturation outcomes for children with CIs. 

 

 While there were only two children bilaterally implanted after age 24-months, there was 

a tendency for these children to be more Hearing-acculturated than children implanted before 

24-months [t(24) = -1.95, p=0.063]. There was no association with either Deaf-acculturation 

[t(24) = 1.03, p=0.312] or Biculturalism [t(24) = 0.35, p=0.727]. 

 

PARENTAL HEARING LOSS 

 

Hypothesis 11: Having at least one parent with hearing loss will be associated with 

acculturation outcomes for children with CIs.  

 

 Children with a parent with HL had a tendency to be less Hearing-acculturated than 

children who only had hearing parents [t(25) = 1.78, p=0.088]. No association was found 
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between parental hearing-status and either Deaf-acculturation [t(25) = -1.13, p=0.269] or 

Biculturalism [t(25) = -1.23, p=0.903]. 

 

COCHLEAR IMPLANT PROGRAMME 

 There are two CI Programmes in New Zealand; children are assigned to their CI 

Programme based on geographical location. Information from families in Phase 1 suggested 

the CI Programmes have different habilitation focuses. In the northern region (THH), 

habilitation is primarily based on the AVT approach, while in the South (SCIP), there is a focus 

on speech and language therapy; however, it is not carried out under the strict format of AVT. 

Based on information from Phase 1, it was hypothesised that these regional differences would 

have an influence on children’s d/Deaf-acculturation, as outlined in the MoA. 

 

Hypothesis 12: There will be a difference between CI programmes in children with CIs’: 

 12a. Acculturation 

 12b. Parental attitudes to deafness 

 12c. Deaf community involvement 

 12d. NZSL fluency 

 

 Deaf-acculturation was found to be higher for children at SCIP than for those at THH, 

with a tendency towards higher Hearing-acculturation for those at THH. No association was 

found for Biculturalism, however (Table 12).  

 

Table 12. Associations between CI programmes and acculturation, parental attitudes to 

deafness, Deaf community involvement, and New Zealand Sign Language fluency. 

Hearing-acculturation (DASAC-H) t(25) = 1.88, p=0.072 

Deaf-acculturation (DASAC-D) t(25) = -2.36, p=0.029* 

Biculturalism (DASAC-B) t(25) = -1.32, p=0.198 

Parental Attitudes to Deafness (PADS) t(25) = -2.78, p=0.010* 

Deaf Community Involvement (DCI) t(25) = -2.46, p=0.021* 

NZSL Fluency t(25) = -2.73, p=0.012* 

 

 There was an association between parental attitudes to deafness and CI Programme, with 

parents from SCIP demonstrating more positive attitudes to deafness than parents from THH. 
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In addition, children from SCIP were found to be more fluent in NZSL than children from 

THH, with more positive parental attitudes towards Deaf community involvement. 

 

DISCUSSION 

 

 Phase 2 comprised two components: 1) development and dissemination of a quantitative 

questionnaire, based on theory and qualitative data from Phase 1; 2) analysis of questionnaire 

data to evaluate the ‘extended’ MoA (Figure 8, p. 166) and develop a ‘final’ MoA.  

 The MoA predicted that positive parental attitudes to deafness would increase the extent 

to which a child with a CI would identity as Bicultural (i.e., both Hearing and Deaf). This was 

supported by the results (Figure 38). 

 Initially, it was predicted that the effects of parental attitudes to deafness on Bicultural 

identity would be mediated by the child’s level of fluency in NZSL and parental attitudes 

towards Deaf community involvement (Figure 8, p. 166). In terms of NZSL, the more positive 

the parents’ attitudes to deafness, the more fluent the child was found to be. NZSL fluency did 

not act as a mediator, however; children’s NZSL fluency did not have an effect on the extent 

to which parental attitudes to deafness influenced the child’s Bicultural identity. This is likely 

because NZSL is so highly integrated and associated with all of the predictors (Table 9). For 

example, NZSL is a central part of the New Zealand Deaf community (McKee & Vale, 2014), 

so if a family is involved with the Deaf community, the child will naturally be exposed to 

NZSL. In addition, given that Deaf cultural resources incorporate support with NZSL and 

support from the Deaf community, it is unlikely that NZSL fluency would have any additional 

effect. 

 As predicted, parental attitudes towards Deaf community involvement mediated the 

relationship between parental attitudes to deafness and child’s Bicultural identity (Figure 38). 

Deaf cultural resources were also found to mediate this relationship. Deaf cultural resources 

essentially provide access to Deaf culture. Parents’ attitudes towards involvement with the 

Deaf community reflect their desire to engage with Deaf culture. These findings suggest, 

therefore, that parental attitudes to deafness are associated with children’s Bicultural identity, 

via access and parental desire to engage with Deaf culture. 
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Figure 38. Revised ‘Extended’ Model of Acculturation (MoA), with regression coefficients; 

the effect of parental attitudes to deafness on a child with cochlear implant’s Bicultural identity, 

and the relationship between the child’s Bicultural identity and self-esteem, social skills, 

academic outcomes, and oral language outcomes. 

  

 These findings highlight a number of important things. Firstly, there is a need for Deaf 

cultural resources to be made available for parents and deaf children to access (e.g., through 

Government agencies). Deaf cultural resources include access to learning NZSL and access to 

Deaf community. The MoA demonstrates that, without access to Deaf cultural resources, the 

child’s d/Deaf identity is not influenced by positive parental attitudes to deafness. This 

highlights the importance of ensuring, not only that parents have access to these resources, but 

also that they are informed that they have these resources available to them (i.e., via AoDCs, 

RTDs, schools, parent support groups, etc).  

 In addition, these findings suggest that involvement with the Deaf community is 

important, if children are to develop a Bicultural identity. This highlights the need for regular 

engagement with Deaf adults. Moreover, it strengthens the importance of ensuring access to a 

Deaf community for parents who have a desire to engage their children with Deaf culture. 
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 The second stage of Phase 2 was to investigate whether a child’s Bicultural identity was 

associated with self-esteem, social skills, academic outcomes, or oral language outcomes; it 

was not (Figure 38). 

 These findings suggest that it does not matter how the child identifies in terms of their 

d/Deaf identity, there are no differences in self-esteem, social skills, academic, or oral language 

outcomes. NZSL is central to Deaf culture (McKee & Vale, 2014). Therefore, children with a 

Bicultural identity are likely to be learning NZSL in conjunction with oral language. Current 

findings support the idea that adding a visual language to an oral language does not influence 

these four important outcomes. This suggests it may be more relevant to base communication 

choice on the family’s cultural preference than focusing on whether adding a visual language 

will affect the child’s outcomes.  

 

Outcomes for Children with Cochlear Implants 

 

 Children’s self-esteem, social skills, academic outcomes, and oral English language 

outcomes were assessed. 

 

SELF-ESTEEM 

 Self-esteem has been identified as one of the most significant predictors of mental health 

(Bat-Chava, 1993) and is closely entwined with a person’s social identity (Tajfel & Turner, 

1979). When viewed from Glickman’s (Glickman, 1993) model of d/Deaf identity, it has been 

demonstrated that one of the most important factors in predicting positive self-esteem, in 

d/Deaf adults, is a Bicultural identity (Hintermair, 2008; Jambor & Elliott, 2005); or at least an 

association with Deaf cultural identity (Hintermair, 2008; Moog et al., 2011). In contrast, deaf 

adults who identify as culturally Hearing demonstrate lower levels of self-esteem, with cultural 

‘Marginalisation’ lower still (Hintermair, 2008). In the current study, all children were 

identified as predominantly culturally Hearing or Bicultural, with two children sitting 

somewhere between culturally Deaf and Bicultural. None of the children were identified as 

culturally Marginalised. 

 All of the children in the study received parent-rated self-esteem scores within 

Rosenberg’s (Rosenberg, 1965) ‘normal’ range, bar one child who was one point below the 

normal range. This suggests that all children in the study (regardless of whether they were 

identified as culturally Hearing, culturally Deaf, or Bicultural) had positive self-esteem. This 

differs slightly from previous research with deaf adults, which have identified both Bicultural 
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and Deaf identities to be related to positive self-esteem, but not culturally Hearing identity 

(Hintermair, 2008). Of note, at the time of the Hintermair study, Germany had not instituted 

UNHS and, therefore, the participants were later-implanted; thus, the difference in findings  

may be a consequence of UNHS and earlier implantation.   

 In terms of SIT, positive self-esteem is associated with a sense of ‘belonging’ to a salient 

higher-status group who share similar characteristics to oneself, while negative self-esteem is 

associated with being assigned to a lower-status group (Tajfel & Turner, 1979). Discriminating 

between groups is one way for the higher-status group to achieve both personal and collective 

self-esteem. For children and adolescents, family are an important and salient group through 

which personal and collective self-esteem may be achieved (Haslam & Elemers, 2011; 

Vignoles et al., 2011). The majority of children with CIs are raised in Hearing families, where 

they are the only deaf person (Pichler et al., 2014). From the perspective of SIT (Tajfel & 

Turner, 1979), where the child’s deafness is viewed negatively, or as ‘different’ from others in 

the family, one would expect the child to develop negative self-esteem. In contrast, if the child’s 

deafness is viewed positively, or as ‘similar’ to the rest of the family, one would expect the 

child to develop positive self-esteem. In the current study, all of the children demonstrated high 

levels of self-esteem, regardless of whether they were Hearing-acculturated, Deaf-acculturated, 

or Bicultural. It is argued, therefore, that they all viewed themselves as ‘similar’ to important 

others (e.g., family members).  

 One explanation for these results is that all children viewed themselves as ‘belonging’ 

within their Family culture; thus, providing a natural in-group of people with similar 

characteristics to themselves. Depending on parental attitudes to deafness, children may have 

reached this sense of belonging in one of two ways. The first is by assimilation and adoption 

of the ‘Hearing-acculturated’ Family identity (Tajfel & Turner, 1979). This is most likely to 

occur in families where deafness is viewed as a disability or where Hearing culture is 

prioritised. The second is via bi-directional acculturation within the Family culture, whereby 

the family incorporate Deaf culture into their previously established Hearing culture so that 

everyone in the family becomes ‘Bicultural’, via the development of a ‘third space’ (Bhabha, 

1994; p. 209). This is most likely to occur within families where deafness is viewed as a variant 

of normal. Children’s level of Biculturalism depends on parental attitudes to deafness; thus, 

these findings suggest that, as long as the child feels included within the Family culture, it does 

not matter whether they develop a Hearing identity or a Bicultural one; self-esteem will be 

positive. 
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SOCIAL SKILLS 

 Social skills and competence are associated with better adjustment and academic 

outcomes at school  (McClelland et al., 2000). Previous studies suggest children with CIs 

demonstrate lower levels of social competence than hearing peers; particularly in terms of 

emotional regulation, behaviour, and communication. Child’s language ability appears to be a 

factor (Wiefferink et al., 2012). For example, provided language ability is high, children with 

CIs demonstrate high social competence and experience the same level of psychosocial 

difficulties as hearing children, regardless of MoC (Dammeyer, 2009; Wiefferink et al., 2012). 

Results from the current study support the idea that children with CIs are similar to hearing 

children, in terms of social skills; the majority of the children were reported to be within the 

‘average’ range on the social skills subscale of the SSIS, when compared to hearing children 

(Gresham & Elliott, 2008). Moreover, there was no association between overall social skills 

and language ability, suggesting that their social skills were good, regardless of oral language 

ability. Given the high rates of Hearing-acculturation demonstrated in the study, and the fact 

that the majority of the children were in the normal range of language ability, it is suggested 

that children with CIs are integrating well with hearing peers and are, therefore, able to develop 

appropriate social skills in the same manner as the other children. 

 

ACADEMIC OUTCOMES 

 On average, children were rated ‘better’ than others their age in all academic areas, with 

very little variation between academic areas. This suggests that, at least for this sample of 

children, children with CIs are performing well academically. These findings are in line with 

parent-rated findings from an Australian study, where parents of children with CIs reported 

their children were doing well academically (Punch & Hyde, 2011). Of note, however, in the 

Australian study, reliability between teacher-rated and parent-rated scores was low, with 

teachers rating children’s academic performance considerably lower than that of parents. 

Teacher ratings of academic performance were not assessed in the current study. 

 Given that social competence has been linked to better academic outcomes at school 

(McClelland et al., 2000), it is possible that this subset of children are doing well academically 

as a result of their competent social skills. 
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ORAL LANGUAGE OUTCOMES 

 Children’s outcomes on the standardised English language scales, compared to hearing 

children, varied considerably, with one child in the ‘well below average’ range, one child in 

the ‘well above average’ range and the majority of children scoring in the ‘average’ or ‘above 

average’ range. Overall results suggested that, on average, children with CIs are performing 

well in terms of oral language outcomes. More than half of the children in this study were 

implanted prior to 12-months of age and all of the children were implanted before two-years. 

These findings, therefore, support those of Ching et al. (2009), which suggest that many early-

implanted children develop typical oral language skills, comparable to that of hearing peers. 

They are also consistent with parent-reports of communication abilities in Australian children 

with CIs (Punch & Hyde, 2011). 

 

Exploratory Findings 

 

 A number of additional hypotheses were explored. These focused around language 

choices, parental resources, age of switch-on, age the child became bilateral, parental hearing 

loss, and CI Programme. 

 

LANGUAGE CHOICES 

 There was an association between the NZSL fluency of different groups of family 

members (i.e., children with CIs, parents, and siblings). Parents’ NZSL fluency was associated 

with fluency of both children with CIs and their siblings. Thus, the more fluent the parent in 

NZSL, the more fluent all of the children in the family were reported to be. There was no 

association, however, between fluency of children with CIs and their siblings, suggesting that 

sibling fluency does not impact on the NZSL language development of the child with a CI. 

This finding highlights the importance of parental NZSL fluency for children with CIs. In order 

for a child to be more fluent, the parent must have an appropriate level of fluency. This supports 

the need for further NZSL training and support from programmes such as First Signs and 

highlights the need for some of this training to be focused specifically on the parents. In line 

with the basic principles of language (Pichler et al., 2014), by ensuring that parents are exposed 

to NZSL and are able to improve their fluency, children with CIs will also be exposed and able 

to improve.  

 No association was found between parent-rated NZSL fluency of the child with a CI and 

their standardised English language scores. This supports Hypothesis 6; that adding a visual 



Communication, Identity, & Outcomes in Children with CIs 

 

 

220 

language to an oral language will have no effect on oral language outcomes for children with 

CIs. This part of the MoA suggests that the decision around language choice does not relate to 

‘outcomes’ but does relate to identity. Adding richer cultural scope to the identity of children 

with CIs may provide then with a more fulfilled life. 

 It was hypothesised that both academic outcomes and social skills competency of 

children with CIs would be associated with their standardised English language scores at age 

4.0–5.5 years (Hypotheses 7a & 7b). Standardised English language scores were associated 

with all five subject areas; children who had better English language scores at age 4–5.5 years 

were reported to be doing better in reading, writing, spelling, maths, and overall education. 

Thus, Hypothesis 7a was supported. There are different possible ways to interpret these results. 

One interpretation is that academic outcomes are dependent on children’s oral language 

abilities around the time they start school. If so, a potential implication of this finding is that 

results of standardised English language scores at age 4.0–5.5 years may help identify children 

with CIs who are increased risk of academic difficulties. Early identification could ensure extra 

resources are provided early (i.e., as soon as the child starts school) to support identified 

children in these important academic areas. Of course, it might also be possible that there is an 

external factor (i.e., child’s cognitive ability) that influences both language and academic 

outcomes. 

 While academic outcomes were found to be related to standardised English language 

scores, social skills competency was not. Therefore, for this group of children, English 

language ability at age 4.0–5.5 years did not appear to influence the child’s social skills at their 

current age. The one exception was on the ‘empathy’ subscale, where children with higher 

standardised English language scores demonstrated lower scores on the empathy subscale than 

children with lower standardised English language scores. There is no obvious reason for this 

effect. Given that in each analysis, one would expect a 5% error rate, it is possible that this 

finding is a Type 1 error. It would be interesting to investigate this further in future research. 

 

PARENTAL RESOURCES 

 It was hypothesised that higher levels of resourcing for children with CIs and their parents 

would be positively associated with children’s outcomes (Hypothesis 8). Personal resources 

and CI-related resources were not associated in any way. Increased parental support from 

friends was associated with more Hearing-acculturated children and higher levels of self-

esteem in children with CIs. It is important to note the potential for reverse causality here, 

however. It is possible that parents who prefer to raise their children as Hearing-acculturated 
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spend more time with their Hearing friends and, therefore, feel more supported by them. In 

contrast, parents who choose to raise their child to be Bicultural may find their Hearing friends 

feel less able to support them (e.g., because they do not know NZSL or because they do not 

understand Deaf culture). Given the deaf child is often the first deaf person that parents have 

encountered (Christiansen & Leigh, 2004), it is likely that their friends are all Hearing-

acculturated, which may contribute to the lower level of support associated with friends for 

Bicultural families. 

 Support from social media was found to be associated with parental attitudes towards 

involvement with the Deaf community. The more support the parents received from social 

media, the less involved they were in the Deaf community. Again, it is possible that this is 

related to whether parents are raising their child to be Hearing-acculturated or Bicultural. For 

parents of Hearing-acculturated children, social media may be a useful way to discuss issues 

that arise around raising a deaf child, thus increasing the use of this form of support. For parents 

who are attempting to raise their child Bicultural, however, while social media may be useful 

for discussing deaf-related issues, learning about Deaf culture and NZSL is more likely to 

require actively going out and meeting people from the Deaf community in a face-to-face 

format. Thus, social media may be a less useful format for the Deaf-related interactions 

required. 

 Support from both friends and family were found to be associated with children‘s self-

esteem; the more support parents had from friends and family, the higher the child’s self-

esteem. The presence of disability in a child is known to increase the emotional, physical, and 

financial demands on parents and has been linked to increased rates of parental stress and 

depression (Sarant & Garrard, 2014; Yau et al., 1999). Parental stress has been linked to 

negative psychosocial outcomes (e.g., lowered levels of self-esteem) for children with CIs 

(Hintermair, 2006; Sarant & Garrard, 2014); however, social relationships have been found to 

improve a parent’s ability to cope (Poon & Zaidman-Zait, 2013). These findings support the 

idea that social support from friends and family is associated with positive psychosocial 

outcomes for children with CIs (e.g., self-esteem). This is likely to occur through a decrease in 

parental stress due to additional social support. 

 No associations were found between the level of support parents received from schools 

or teachers and any of the outcome measures. The level of resources received in terms of 

‘appropriate’ schooling (i.e., mainstream, bilingual/bimodal, Deaf units), however, was found 

to be related to the child’s level of Hearing-acculturation; the more Hearing-acculturated the 

child, the more supported that parents felt by the schooling options available to them. This may 
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be because parents who value Hearing-acculturation are more likely to choose to send their 

child to a mainstream school, which is readily available. In contrast, parents whose children 

are less Hearing-acculturated might prefer to send their child to a bilingual/bimodal school or 

Deaf unit. There are limited bilingual/bimodal schools or schools with Deaf units within New 

Zealand, particularly in rural areas, making it more difficult for these parents to access the 

appropriate schooling for their family’s needs. Thus, parents of less Hearing-acculturated 

children are likely to feel less supported in their schooling options. 

 

AGE OF SWITCH-ON 

 Age at switch-on of each implanted side varied, depending on whether children were 

simultaneously bilaterally implanted or had each side implanted at different times. In the 

present study, age of ‘switch-on’ for the side that was implanted first was used as the predictor 

variable. To be eligible for the study, all children were required to have had their first implant 

switched-on prior to the age of two-years. For analyses, children were separated into two 

groups: first switch-on prior to 12-months or between 12–24 months. Associations were found 

between age of first switch-on and both Hearing-acculturation and Biculturalism (Hypothesis 

9). Children who were switched-on before 12-months were found to be more Hearing-

acculturated than children who were switched on between 12–24 months. A possible reason 

for this is that earlier-implanted children have access and exposure to Hearing culture from a 

very young age, allowing them to acquire Hearing culture in a similar context to that of hearing 

children.    

 These findings suggest that the earlier a child with a CI is ‘switched-on’, the more 

acculturated they become within the Hearing world and it does not influence their acculturation 

within the Deaf community. Thus, there is no reason to prevent children from engaging with 

the Deaf community. 

 

AGE CHILD BECAME BILATERAL 

 Only one child was unilaterally implanted. Those receiving their second implant before 

24-months had lower Hearing-acculturation than those who received it after. This may be 

explained by the possibility that parents of children who received their second implant later 

placed a stronger emphasis on supporting the child to use their first implant to aid speech 

development, thus placing a strong emphasis on speech and Hearing-acculturation.  
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PARENTAL HEARING LOSS 

 It was hypothesised that having at least one parent with HL would be associated with 

acculturation in children with CIs (Hypothesis 11). Children with a parent with HL tended to 

be less Hearing-acculturated than children with solely hearing parents but did not differ in 

Deaf-acculturation or Biculturalism. It may be that parents with HL had more negative attitudes 

to hearing and, therefore, placed less emphasis on being acculturated into the Hearing world. 

 

COCHLEAR IMPLANT PROGRAMME 

 There are two main providers for habilitation for children with CIs in New Zealand. They 

are independent services, with different ways of working. A child’s provider is based on their 

geographical location. It was hypothesised that there would be a difference between the CI 

programmes in terms of the child’s acculturation, parental attitudes to deafness, Deaf 

community involvement, and NZSL fluency (Hypotheses 12a, 12b, 12c, 12d). 

 Children from THH were less Deaf-acculturated and tended towards being more 

Hearing-acculturated. There was no difference in Biculturalism. Parents of children at SCIP 

had more positive attitudes to deafness and rated their children’s NZSL ability as higher. These 

findings may reflect differences in policies. 

 

Strengths and Limitations 

 

 The current study is the first to explore parental attitudes to deafness and their effects on 

d/Deaf identity in children with CIs. In addition, it is the first New Zealand study to explore 

the communication modes currently being used by this group of children. A strength of the 

study was that all New Zealand parents of early-implanted children with CIs were eligible and 

invited to participate, which allowed for the potential to collect data on the entire population. 

Unfortunately, only 16% of the parents responded, the majority of whom were moderate to 

high SES; thus, limiting the ability to make strong conclusions in terms of the overall 

population.  

 Originally, a third component had been of interest; to evaluate the level of agreement 

between parents and adolescents around children’s developing Bicultural identity and each of 

the other measures. Unfortunately, given that only five parents of older children participated, 

of which only two adolescents agreed to take part, this was unable to be assessed. Identity is 

very personal and the way an individual identifies may not necessarily be reflected in a proxy-

report (Lim, Velozo, & Bendixen, 2014). Despite this, there is evidence to suggest that parents’ 
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reports (e.g., health-related quality of life) are generally similar to those of their children (Lim 

et al., 2014). It would be beneficial for future research to look at ways to encourage older 

children with CIs to participate so that first-hand data could be obtained. 

 A further strength of the study is that it is the first to explore the level of NZSL fluency 

among New Zealand children with CIs. There is currently no standardised measure of NZSL 

fluency, making it difficult to gain objective data; therefore, subjective report was used. 

Subjective reports can be problematic if participants demonstrate response bias and, in this 

case, there was potential for additional bias given that the scale was parent-rated. For the 

purposes of this study, however, subjective data was appropriate, as an objective measure of 

NZSL would require face-to-face administration, which would not be useful for population-

based research.  

 While academic outcomes were assessed, measures were limited by the large age-range 

of children (2–18 years). Academic outcomes vary widely across age; for example, academic 

outcomes are non-existent in younger children and expectations and outcomes for a nine-year-

old will differ from that of an 18-year-old. Therefore, a general measure of academic ability 

was required. Asking participants to rate their child ‘in comparison to other children their age’ 

allowed for age-appropriate information that could be compared across different age groups. 

 Unfortunately, only 27 families participated in Phase 2. This was a disappointing result, 

given that 170 families were invited to participate, and limits the evaluations that could be 

done. SES was high for all parents who participated in the study. Higher levels of SES have 

their own natural advantages, with children from more affluent backgrounds demonstrating 

better results from their CIs than children from less affluent backgrounds (Niparko et al., 2010). 

This makes it difficult to generalise the outcomes to families from lower SES backgrounds. 

This was potentially reflected in the results, as even though statistical differences were noted, 

all of the children, bar one, demonstrated ‘normal’ levels of self-esteem and the majority of 

children scored highly in terms of their social skills. It is possible that these results might differ 

for children from lower SES backgrounds. 

 Despite the limitations, however, an appropriate questionnaire was developed to 

investigate each section of the MoA. 

 

Summary and Conclusion 

 

 In summary, Phase 2 consisted of two components: development of a quantitative 

questionnaire and evaluation of the MoA, via the questionnaire data. Results supported the 
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MoA; parental attitudes to deafness were associated with the extent to which children with CIs 

identified as Bicultural. Moreover, Deaf cultural resources and parental attitudes towards 

involvement with the Deaf community were found to mediate this relationship. NZSL fluency 

was found to be associated with parental attitudes to deafness, parental attitudes towards 

involvement with the Deaf community, and Deaf cultural resources. 

 Assessment of the MoA outcomes showed that children’s level of Biculturalism was 

not associated with self-esteem, social skills, academic outcomes, or oral language outcomes.  
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CHAPTER ELEVEN 
 

OVERALL DISCUSSION 
 

 

 Phase 1 involved qualitative semi-structured interviews with parents and teachers of 

children with CIs, and four teenagers (12–16 years). The purpose was to understand the role of 

parents on d/Deaf identity, with a particular interest in communication choices and Deaf 

community involvement. Three main themes were identified; parental perspectives on 

deafness, Family cultural affiliation, and resources and support available. The first two themes 

were heavily influenced by colonialism and social constructionism and were interpreted in 

terms of SIT. A model of d/Deaf-acculturation (MoA) was developed (Figure 8, p. 166). 

 Phase 2 involved the development and dissemination of a quantitative questionnaire, 

designed to address each component of the MoA and to look at four important outcomes for 

children with CIs (i.e., self-esteem, social skills, academic outcomes, & oral language 

outcomes). The model was adapted to reflect the findings of the research (Figure 39). 

  

 

 

Figure 39. Final Model of Acculturation (MoA); adapted to reflect findings of the research. 
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Model Component One: Parental Attitudes to Deafness 

 

 Parents play an important role in the outcomes of deaf children with CIs (DesJardin, 

2005; Munoz et al., 2015; Sarant et al., 2008; Zaidman-Zait, 2008). For example, oral language 

and academic outcomes of children with CIs have been shown to depend on the level of support 

parents can provide the child practically, financially, emotionally, and developmentally 

(Niparko et al., 2010; Paludneviciene & Harris, 2011; Quittner, Steck, & Rouiller, 1991).  

 Identity has been linked to attitudes, values, morals, and how people see themselves in 

relation to others (Azjen & Fishbein, 2005; Tajfel & Turner, 1979; Vignoles et al., 2011). 

Family identity has been shown to influence personal identity; via the morals and values of the 

family, genetic traits, and shared experiences (Haslam & Elemers, 2011; Torres, 2004). The 

MoA implies that parents have the potential to influence the development of their child’s 

d/Deaf identity.  

 Historically, prior to UNHS, there was concern that children with CIs were destined to 

grow up in a cultural ‘no man’s land’ (Lane, 1995; p. 9), identifying as neither Hearing nor 

Deaf-acculturated (Lane, 2005; Ladd, 2007). Language has a significant influence on cultural 

identity; therefore, one way to encourage acculturation is to provide access to a culture’s 

language (Hall, 1997). One purpose of cochlear implantation is to improve access to oral 

language (Paludneviciene & Harris, 2011) as, for the majority of hearing parents of children 

with CIs, access to oral communication and the Hearing world is a priority (Geers et al., 2017). 

Debate between professionals about the potential harm of a visual language on spoken 

language, however, has made it difficult for parents to decide between the use of an oral-only 

or bilingual/bimodal approach (Decker et al., 2012; Humphries et al., 2012; Marschark et al., 

2007). 

The purpose of this research was to explore how parental perspectives on deafness 

influence decisions around communication modes (e.g., oral-only vs. bilingual/bimodal) and, 

in turn, the development of the child’s d/Deaf-acculturation. In addition, the influence of 

d/Deaf identity on psychosocial outcomes (i.e., self-esteem & social skills), alongside 

traditional language and academic outcomes, were explored. 
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Model Component Two: Communication Methods Used for Children with Cochlear 

Implants 

 

Some families choose to use an oral-only approach, some choose to use a 

bilingual/bimodal approach, and others use a primarily oral approach, with varying levels of 

NZSL, where required. Languages used with children with CIs were associated with parental 

attitudes to deafness.  

Two attitudes to deafness were identified in Phase 1; deafness as a disability (medical 

model) and deafness as a variant of normal (sociocultural model). Parents who regarded 

deafness as a variant of normal were more likely to use a bilingual/bimodal approach with their 

child than parents with a negative attitude to deafness (who were more likely to use an oral-

only approach). It may be that parents who regard deafness as a disability, based on the medical 

model, focus more on the child developing spoken language, which would be viewed as more 

‘normal’.  

The social construction of hearing status may be understood within the context of 

colonialism. For example, it was important for colonialists to be seen as superior to the 

colonised group in order to maintain control of the society’s norms (Lorde,	2012). In New 

Zealand, this meant ensuring that ‘English ways’ were considered more modern than the 

‘Māori ways’ (Zambas & Wright, 2016). To achieve this, differences between English and 

Māori were emphasised. In particular, Māori were described as ‘savages’, ‘primitive’, and 

‘lacking intellect’ (Lorde,	2012;	p.	69). Separating people into distinct groups allowed for 

policies and decisions about lower status minority groups to be made by the higher status 

majority (Zambas & Wright, 2016). It is suggested that deafness has been approached in a 

similar way, where being deaf is considered ‘inferior’. One of the ways that this has been 

achieved is through the use of language (e.g., words such as ‘disability’); a discourse 

disseminated via the medical model. Those who have a ‘disability’ are ‘inferior’; thus, ‘deaf 

people are inferior’. 

A goal of colonialism was assimilation of the minority group into modern civilisation 

(Zambas & Wright, 2016). Language was a way to achieve this. For example, Māori were 

educated under an English-based education system, in order to quash the use of their native 

language (Zambas & Wright, 2016); deaf children were educated under the model of ‘oralism’ 

(Ladd, 2007). The use of spoken language allowed d/Deaf children to be assimilated, as much 
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as possible, into the dominant Hearing world. In doing so, d/Deaf people were provided with 

the opportunity to be as ‘Hearing’, or as ‘normal’ as possible, or to completely fail. 

In this situation, group membership is based on audiological hearing status. The 

majority of deaf children are born to hearing parents 	(Pichler,	Lee,	&	Lillo-Martin,	2014), 

who have their own Hearing culture (Lane & Bahan, 1998). Some parents prefer to raise their 

children Hearing-acculturated, ensuring similar status to the majority group (as well as the 

‘Family’ group), as to be anything other than Hearing (under colonialism) would been seen as 

‘inferior’. Acquiring spoken language allows the child to be seen as ‘Hearing’, supporting them 

to be part of the in-group, while the use of a visual language presents that child as ‘Deaf’, 

suggesting that they are ‘different’ or ‘other’. 

Under the influence of colonialism, parents who perceive deafness as a disability would 

be less likely to raise their children Biculturally than parents who perceive deafness as a variant 

of normal. Parents who view deafness through a sociocultural lens see deafness as a variance 

within the human condition, as opposed to an ‘abnormality’, and are more likely to focus on 

the positive aspects of being d/Deaf (Parasnis,	1997). Being d/Deaf is something to be proud 

of and, under SIT, allows for the creation of a new in-group (i.e., Deaf culture) or even a 

Bicultural ‘third space’ (Bhabha, 1994; p. 209). Sign language is an integral part of Deaf culture 

(Ladd, 2007). Parents who view deafness as a variant of normal are likely to include sign 

language in addition to spoken language; thus, raising their child in a 

bilingual/bimodal/Bicultural manner. 

 

USE OF NEW ZEALAND SIGN LANGUAGE 

 Around half of the children with CIs were described by parents as bilingual/bimodal. 

Interestingly, some parents who described their children as oral-only reported their children to 

have at least a basic level of NZSL fluency. This suggested that, although parents may view 

their child’s MoC as oral-only, there are also elements of bilingual/bimodalism. Of children 

reported to be using NZSL, very few were fluent. Of note, however, the majority of children 

were reported to have either a ‘small’ or ‘reasonable’ amount of NZSL. 

 One possible explanation for this is that New Zealand has the ‘First Signs’ programme, 

run by the MoE, in conjunction with Deaf Aotearoa (Deaf Aotearoa, 2019). This provides free 

one-on-one NZSL lessons to parents of deaf children between 0–5 years of age. It may be that 

increased access to free NZSL training for parents of deaf children has led to increased uptake 

of parents learning NZSL. In addition to being culturally motivated, for some parents, the 

desire to learn NZSL may be communication driven (i.e., when children’s CIs are off but they 
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still needed to communicate). In addition, lack of access to NZSL was identified as a barrier to 

parents using it. Free access to NZSL, via First Signs, may ameliorate this. 

 Parental attitudes to deafness were associated with the child’s level of NZSL fluency; the 

more positive the parents’ attitudes to deafness, the greater the child’s fluency in NZSL. This 

highlights a key difference in communication choice between parents, based on their 

perspectives on deafness; that is, parents who view deafness as a disability are likely to choose 

an oral-only approach for their children, while parents who view deafness as a variant of normal 

are likely to opt for a bilingual/bimodal approach. For those whose parents prefer the 

bilingual/bimodal approach, the more positive their attitudes to deafness, the more fluent their 

children appear to become.  

 The MoA (Figure 8, p. 166) proposed that the language(s) used would mediate between 

parental attitudes to deafness and the child’s Bicultural identity. MoC was found to be 

associated with both parental attitudes to deafness and Bicultural identity of the child; however, 

it added nothing extra to the association between parental attitudes to deafness and Bicultural 

identity. Thus, it was removed as a potential mediator. Despite this, it was considered integral 

to each of the predictor variables (i.e., parental attitudes to deafness, parental attitudes towards 

involvement with the Deaf community, & Deaf cultural resources). These findings suggest that, 

when parents have very negative attitudes to deafness, they are more likely to adopt an oral-

only approach to language, and less likely to access Deaf cultural resources or to want to 

involve their child within the Deaf community; thus, the child will grow up with a culturally 

Hearing identity. When parents have very positive attitudes to deafness, however, they tend to 

have positive attitudes towards Deaf community involvement, where they will require a 

knowledge of NZSL. These parents are likely to access Deaf cultural resources, where possible 

(such as resources around learning NZSL and resources from the Deaf community); thus, the 

child will grow up with a Bicultural identity. 

 

Model Component Three: Involvement with the Deaf Community 

 

 Parental attitudes to deafness were associated with their attitudes towards involvement 

in the Deaf community; the more positive the parental attitudes to deafness, the more positive 

they were about being involved in the Deaf community. Language fluency depends on 

exposure to both the language itself and to numerous speakers of that language (Pichler et al., 

2014), suggesting that being involved with the Deaf community could have a huge influence 

on NZSL use. This was supported by the results. For example, during Phase 1, parents with 
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positive attitudes towards the Deaf community also reported active involvement within the 

Deaf community, which required NZSL use. In Phase 2, children’s NZSL fluency increased as 

parental attitudes towards Deaf Community involvement and Deaf community resources 

increased. For children with CIs that have access to the Deaf community, NZSL fluency can 

be developed via active communication with Deaf people and natural exposure to fluent signers 

within the environment. This highlights the importance of Deaf community involvement for 

parents who wish to raise their children in a bilingual/bimodal/Bicultural way. 

 As discussed, for children with CIs to develop a Bicultural identity, involvement with 

and from the Deaf community is paramount. Research suggests, however, that the child is often 

the first d/Deaf person parents have met, making it difficult for many families to initiate or 

become engaged with the Deaf community (Christiansen & Leigh, 2004; Hulsebosch & Myers, 

2002). This was supported by comments from parents during Phase 1, where concerns about 

Deaf community attitudes towards cochlear implantation and fears of a negative response from 

the Deaf community were presented as reasons why parents had avoided involvement with the 

Deaf community. In addition, parents discussed the practical difficulties of becoming involved 

in the Deaf community, such as living in rural areas or regions without access to one.  

 This is an important finding, given historical relationships between the Deaf community 

and parents of implanted children. The initial reaction to CIs, by the Deaf community, was one 

of anger, as cochlear implantation was seen as the beginning of ‘cultural genocide’ (Ladd, 

2007, p. 9; Leigh & Maxwell-McCaw, 2011). Parents who chose to implant their children were 

often criticised, leading to decisions not to associate with the Deaf community in order to avoid 

confrontation and denigration (Christiansen & Leigh, 2002; Christiansen & Leigh, 2004); thus, 

many children with CIs were raised solely within Hearing culture. Essentially, the concern 

about ‘cultural genocide’ became a ‘self-fulfilling prophesy’ (Merton, 1948), as more children 

were implanted and less became involved in the Deaf community. This study highlights the 

importance of Deaf community involvement if children with CIs are to acknowledge their 

‘Deaf’ identity, in addition to their ‘Hearing’ one. 

 The development of the First Signs programme may have positively contributed to the 

change in attitudes toward, and access to, the Deaf community in New Zealand. For example, 

when families become part of the First Signs programme, they are allocated a Deaf Facilitator, 

who visits the family (or childcare centre; Deaf Aotearoa, 2019); thus, the Deaf Facilitator 

becomes the introduction to the Deaf community. Engagement with a Deaf adult has been 

shown to influence parental attitudes towards using sign language with their child (Hulsebosch 

& Myers, 2002).  This, in turn, is likely to have an effect on parent’s attitude to deafness, as 
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they begin to see the benefits for their family of exposure to the Deaf community. In addition, 

establishing a relationship with a First Signs facilitator leads to opportunities to attend Deaf 

community events in the region, alongside a Deaf person that the family already knows. This 

may facilitate development of further relationships within the Deaf community. 

 Involvement with the Deaf community was associated with children’s level of Bicultural 

identity; the more positively parents rated involvement with the Deaf community, the more 

Bicultural the child was reported to be. This supports previous research showing the value of 

Deaf mentors, who can provide positive Deaf role-modelling for d/Deaf children (Braun, D. 

C., Gormally, Clark, & Dolan, 2017; Hulsebosch & Myers, 2002). 

 Finally, parental attitudes towards involvement with the Deaf community were found to 

mediate between their attitudes to deafness and the child’s level of Bicultural identity; thus, 

supporting the MoA.  

 

NEGATIVE PARENTAL ATTITUDES TO DEAFNESS 

 Parents with very negative attitudes to deafness tend to subscribe to the medical model 

perspective, which has been influenced by colonialism. In Chapter 2, it was argued that 

colonialism has led the social discourse around what it means to be d/Deaf, with the focus of 

deafness as a ‘disability’ suggesting that being deaf makes one ‘different’ or ‘inferior’ or, 

within SIT (Tajfel & Turner, 1979), ‘other’. For this group of parents, involvement with the 

Deaf community would be seen to accentuate the child’s differences as opposed to highlighting 

the characteristics the child shares with the Hearing in-group; thus, they would be unlikely to 

engage their children with the Deaf community.  

 Socialisation is a key component of identity development (Calderon, 2000). For these 

children, lack of access to Deaf adult mentors and, in turn, decreased socialisation with Deaf 

people would continue to perpetuate the Hearing in-group/Deaf out-group construction of the 

dominant Hearing culture, reducing the likelihood of the child developing a Bicultural identity. 

It is suggested that, having a CI and better access to speech, allows audiological boundaries to 

be crossed (via social mobility; Tajfel & Turner, 1979, p. 35), by accentuating similarities 

between the child and the dominant Hearing community, allowing cultural assimilation and, 

therefore, the development of a Hearing identity.  

 

POSITIVE PARENTAL ATTITUDES TO DEAFNESS 

 On the other hand, children whose parents have very positive attitudes to deafness and 

involvement with the Deaf community may be more likely to be given access to Deaf adult 
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mentors, who share similar characteristics to themselves. This provides children with the 

opportunity to view deafness as ‘meaningful’ and given them access to another in-group, 

should they wish to integrate the two cultures. 

 Given the importance of socialisation in identity development (Calderon, 2000), access 

to Deaf adult mentors and socialisation with Deaf people would both normalise being deaf and 

promote the positive aspects of Deaf culture. Thus, the likelihood of the child developing a 

Bicultural identity would be increased.  

 For children whose parents have positive attitudes to deafness, the difficulties occur when 

their parents are unable to access a Deaf community. Although New Zealand has a small 

population in comparison to many other countries, people are widely spread (Stats, n.d.). This 

means that many families with deaf children live in smaller towns and rural areas. It can be 

predicted from the MoA that, without access to the Deaf community and the ability to socialise 

with Deaf people, parental attitudes to deafness will not influence children’s Bicultural identity. 

In this scenario, cultural exposure becomes limited to people from Hearing culture and these 

children will, by default, become Hearing-acculturated. These findings highlight the 

importance of ensuring that parents who wish to engage with the Deaf community have access 

to a Deaf community to ‘engage with’ in order for their child to develop a Bicultural identity. 

 

Model Component Four: Parental Support and Resources 

 

 The results demonstrate the important role parents play in the identity development of 

deaf children. One of the difficulties of raising a child with CIs, however, is increased parental 

stress, which has been shown to influence children’s outcomes (Burger et al., 2005; Sarant & 

Garrard, 2014; Zaidman-Zait, 2008). Types of support and/or resources parents felt that they 

received, with regards to their child’s deafness, and the extent to which they felt supported by 

them, were explored. In addition, support provided by different resources in terms of parental 

decisions around communication mode, attitudes toward involvement in the Deaf community, 

and parent-based ratings of their children’s Bicultural identity, were examined. 

 The only individual resources found to be associated with children’s level of 

Biculturalism were support from the Deaf community and resources received around NZSL. 

When combined into the Deaf cultural resources scale (DCR), these two resources were 

associated with the children’s bicultural identity, with children whose parents reported greater 

access to DCR demonstrating higher levels of Bicultural identity than children whose parents 

did not, or could not, access them.  
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 When DCR was added to the model, it was found to mediate between parental attitudes 

to deafness and children’s Bicultural identity. Children of parents with negative attitudes to 

deafness, received less Deaf cultural resources and were more likely to be identified as 

Hearing-acculturated. It may be that parents with negative attitudes to deafness are less likely 

to seek out, access, or accept resources that would accentuate the child’s ‘disability’ or 

‘difference’ (i.e., using NZSL or spending time with other d/Deaf people).  

 Parents who have positive attitudes to deafness and view deafness as a variant of normal, 

on the other hand, may be more likely to seek out, access, and accept resources that would 

support the child to be integrated within Deaf culture. These results suggest, however, that, 

without access to Deaf cultural resources, there is no association between parental attitudes to 

deafness and children’s Biculturalism; thus, these children would be likely to develop a 

Hearing identity, despite their parents’ positive attitudes to deafness. This demonstrates the 

importance of ensuring Deaf cultural resources (such as access to NZSL resources and training 

and high levels of support and input from the Deaf community) are easily accessible to parents 

who have positive attitudes to deafness and who wish to access them. 

 In New Zealand, the introduction of the First Signs programme has led to greater access 

to both NZSL and the Deaf community for families of children with CIs. This programme, 

however, is only funded until age five, when children start school. This was an issue of concern 

for many parents in Phase 1, who felt that, while they had great DCR support for the first five 

years of their child’s life, there was very little support (particularly in relation to NZSL) after 

this time. There are a number of reasons why this abrupt drop in support could be problematic. 

Firstly, for parents who have limited access to a specific Deaf community through which they 

can regularly interact and continue to learn and practise their NZSL, there is a reduced ability 

to retain, maintain, and further develop their NZSL skills. This would have a flow on effect to 

the children, who not only lose the First Signs facilitator as a ‘Deaf mentor’, but also lose their 

exposure to fluent user of NZSL. Moreover, reduced intervention at the ‘parental’ level would 

influence both NZSL fluency and use within the home. It is suggested, therefore, that it would 

be beneficial to introduce a programme, similar to the First Signs programme (such as a 

‘Second Signs’ programme), for children five years and older. Ideally, this would be 

implemented both at home (with the child’s parents and family), and at school (with the child’s 

teachers and peers), as these are two influential areas in terms of language development 

(Hulsebosch & Myers, 2002). 

  



Communication, Identity, & Outcomes in Children with CIs 

 

 

235 

Model Component Five: d/Deaf Identity in Children with Cochlear Implants 

 

 Increasing numbers of children receiving CIs has contributed to an increased number of 

severe-to-profoundly deaf children having better access to speech	(Leigh,	Maxwell-McCaw,	

Bat-Chava,	&	 Christiansen,	 2008). Concern has been raised, particularly within the Deaf 

community, that children with CIs will become assimilated into the Hearing world and be 

denied the opportunity to develop a culturally Deaf identify	(Ladd,	2007). It is suggested that 

children with CIs have a unique opportunity to fit into either the Deaf or Hearing worlds, with 

the additional benefit of being able to fit into both. It was hypothesised that d/Deaf identity in 

children with CIs would be related to their parents’ attitudes to deafness. Thus, the association 

between children’s cultural identity and their parents’ attitudes to deafness was explored. 

 Children’s Bicultural identity was influenced by parental attitudes to deafness, but not 

their Hearing identity. Children with CIs had similar levels of Hearing-acculturation regardless 

of their parents’ attitudes to deafness and there was no difference between groups. This is not 

surprising given that all of these children are raised within the dominant Hearing society and 

are, therefore, exposed to Hearing culture on a regular basis. Of note, Family culture and type 

of school attended have been shown to impact the extent to which children acculturate to the 

dominant culture (Padilla, 2006). In this study, the majority of children were raised within 

Hearing families and all of the children eligible to attend pre-school or school attended 

mainstream schooling. This provides support for high levels of Hearing-acculturation, 

regardless of parental attitudes to deafness, due to high levels of exposure to Hearing culture 

via both family and school. 

 The difference between children with positive versus negative parental attitudes to 

deafness was demonstrated in their level of Deaf-acculturation; the more positive the parents’ 

attitudes to deafness, the more Deaf-acculturated the child was reported to be.  

 Given that all children were reported to be highly Hearing-acculturated, while levels of 

Deaf-acculturation varied, level of Bicultural identity was used as the outcome measure. 

Parental attitudes to deafness influenced children’s levels of Biculturalism. Children whose 

parents expressed more negative attitudes to deafness demonstrated lower levels of  

Biculturalism than children whose parents expressed more positive attitudes to deafness. Thus, 

parental attitudes to deafness appear to influence children’s d/Deaf identity. 
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Outcomes for Children with Cochlear Implants 

 

 Language has been identified as integral to culture (Reagan, 1995) and cultural affiliation 

has been shown to influence psychosocial outcomes (Dammeyer, 2009; Stevenson et al., 2010); 

making the impact of d/Deaf culture on children with CIs relevant. Thus, the role of Bicultural 

identity on important outcomes for children with CIs was explored. Four outcome measures 

were used: two psychosocial outcomes (i.e., self-esteem & social skills) and two of the more 

traditional outcomes (i.e., academic oral language outcomes).  

 

SELF-ESTEEM 

 Self-esteem has been identified as a significant predictor of mental health (Bat-Chava, 

1993) and is closely entwined with a person’s social identity (Tajfel & Turner, 1979). The 

current study examined the association between children’s level of Biculturalism and their self-

esteem, as rated by parents. Previous research suggests that, in terms of d/Deaf identity, those 

with the lowest levels of self-esteem tend to be ‘culturally Marginalised’ (Hintermair, 2008), 

whereas those with the highest levels of self-esteem identify with both the Deaf and Hearing 

worlds (Hintermair, 2008; Jambor & Elliott, 2005). In the current study, no difference in self-

esteem was found between Hearing-acculturated and Bicultural children with CIs. Moreover, 

Children with CIs demonstrate similar levels of self-esteem to hearing peers. The lack of 

difference between Hearing and Bicultural children may be due to the high levels of Hearing-

acculturation shown by all of these children. This may be due to living in a Hearing world, 

surrounded by predominantly Hearing others. The provision of CIs allows for better access to 

language (Mitchiner & Sass-Lehrer, 2011); thus, children are able to fit into the Hearing world 

more easily than d/Deaf children from the past. The ability to identify as Hearing and, therefore, 

sit within the dominant group, may facilitate positive levels of self-esteem (Tajfel & Turner, 

1979).  

 For Bicultural children, it is possible they feel represented by both the Deaf and the 

Hearing world; able to move between cultures, as appropriate, allowing them to feel part of 

whichever group they are involved with at the time. In the present study, all children presented 

with high levels of Hearing-acculturation and positive self-esteem. For this reason, it is difficult 

to determine the contribution of Deaf-acculturation to self-esteem. What can be ascertained, 

however, is that self-esteem does not appear to be influenced by whether the child is culturally 

Hearing (and, by extension, oral-only) or Bicultural (and bilingual/bimodal). 
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SOCIAL SKILLS 

 Traditionally, research has indicated that deaf children experience more difficulties in the 

areas of behaviour, emotion, and social interaction than hearing children (Dammeyer, 2018; 

Fellinger et al., 2012; Punch & Hyde, 2010; Quittner et al., 2004). For children with CIs, 

however, findings are inconsistent, with some studies reporting negative psychosocial 

outcomes for this subset of deaf children (Hyde & Punch, 2011), while others report outcomes 

similar to hearing peers (Percy-Smith et al., 2008).  

 In the current study, when compared to hearing peers, the majority of children with CIs 

were within the ‘average’ range for all social skills subscales on the SSIS (i.e., self-control, 

engagement, empathy, responsibility, assertion, cooperation, & communication). This supports 

the notion that children with CIs are similar to their hearing peers in terms of social skills. In 

addition, it was found that their social skills were not affected by their level of Bicultural 

identity; it does not matter whether the child is Hearing-acculturated (and likely to be using an 

oral-only approach to communication) or Bicultural (and using a bilingual/bimodal approach).  

 

ACADEMIC 

 Academic competency was evaluated by parents in terms of how their children were 

doing, academically, compared to other children their age; in reading, writing, spelling, maths, 

and overall education. On average, children were rated ‘on par’ with other children their age, 

with around a third of children rated as ‘above others’ in all areas. This suggests that, on 

average, these children are doing well academically when compared to hearing peers. 

 When children’s level of Biculturalism was assessed, with regards to academic outcomes, 

no differences between the two groups were found. Children with CIs do equally well, 

academically, regardless of whether they identify as Hearing-acculturated (and oral-only) or 

Bicultural (and bilingual/bimodal). 

 

ORAL LANGUAGE 

 Standardised English language outcomes at age 4.0–5.5 years were used to examine 

whether there was a difference in oral English language outcomes between Hearing-

acculturated (i.e., oral-only) and Bicultural children (i.e., bilingual/bimodal).  

 Ongoing debates have discussed the potential harm to spoken language of sign language 

use, making it difficult for parents to decide between language models (Delore et al., 1999; 

Sarant, 2016). In Phase 1, parents were asked to discuss their communication choices and 

factors that may have influenced their approach. Results suggested that language choices were 
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related to parental attitudes to deafness; those who saw deafness as a disability or ‘difference’ 

tended to have a more audiological view of deafness and supported an oral-only approach, 

while those who saw deafness as a variant of normal discussed deafness in terms of ‘culture’ 

and were more focused on a bilingual/bimodal approach to language. Parents who viewed 

deafness as a disability reported different reasons for choosing an oral-only approach, including 

a preference not to learn NZSL, difficulties accessing NZSL classes and a Deaf community, 

and advice from professionals to focus solely on spoken language. Parents who subscribed to 

the deafness as a variant of normal approach tended to have younger children, better access to 

NZSL classes, and a goal for the child to be raised in a Bicultural (Deaf/Hearing) setting. Not 

only did parents using NZSL believe that it was doing ‘no harm’, but many suggested that it 

had aided their child’s ability to learn spoken language.  

 In Phase 2, no difference was identified between Hearing-acculturated (i.e., oral-only) 

and Bicultural (i.e., bilingual/bimodal) children, suggesting that oral language outcomes are 

not influenced (either positively or negatively) by the addition of a visual language.  

  

OUTCOME SUMMARY 

 In summary, children’s level of Biculturalism does not appear to influence outcomes in 

self-esteem, social skills, academic ability, or oral language. This suggests that sign language 

(e.g., NZSL) in addition to an oral language (e.g., English) neither positively, nor negatively, 

impacts on children’s outcomes. 

 

Strengths and Limitations 

 

 A strength of the current research was the mixed-methods design, incorporating both 

qualitative and quantitative approaches. The use of an initial qualitative phase (Phase 1) 

allowed themes to arise from discussions, leading to the development of the MoA (Figure 8, p. 

166). Information from Phase 1 was also used to inform the questionnaire development for 

Phase 2. In addition, the sequential nature of the design allowed for a way to test consistency 

between the findings from the qualitative phase and those from the quantitative phase. 

 It is recognised that there are a number of limitations to this research. One limitation is 

the sample size of Phase 2. A strength of the study was that all parents of early-implanted 

children with CIs were invited to take part, encompassing all New Zealand families who were 

eligible. Unfortunately, while invitations were emailed to 170 families, only 27 parents 

responded. Thus, the sample size comprised only 16.5% of the total population of New Zealand 
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families with early-implanted children with CIs. Participation was voluntary and relied on 

parents agreeing to take part, so the researchers had no control over participation once the 

emails were sent out. The small sample size made it more difficult to analyse data in a 

statistically meaningful way, reducing the ability to see meaningful differences between groups 

and increasing the chances of a Type II error (i.e., believing the result is not significant when 

in fact there is actually an effect). For this reason, findings need to be interpreted with caution. 

 It is also recognised that the samples for both phases of the research relied on recruitment 

via self-selection; that is, participants chose to take part in the study. This may account for the 

moderate to high SES backgrounds of the participants, which may not be representative of this 

population.  

 Despite the fact that all parents of early-implanted children with CIs were invited to 

participate, only parents from moderate to high SES backgrounds chose to respond. It is 

possible that the email format of the questionnaire may have been biased towards parents from 

higher SES backgrounds, as parents from lower SES backgrounds may not have had the same 

level of access to a computer or email. Research suggests that people with lower incomes and/or 

less education have less access to the Internet than those who have higher incomes and/or are 

more educated (Gosling, Vazire, Srivastava, & John, 2004). In addition, the questionnaire 

required an adequate level of parental literacy, which is also associated with SES (Ritchie & 

Bates, 2012). Finally, the questionnaire was long, requiring 20–30 minutes of the participants’ 

time. Unfortunately, although designed to be as short as possible, given the extent of 

information it attempted to acquire, this may have contributed to the low response rate. Part of 

the difficulty was that previously established scales were used, where possible, to provide 

validity to the assessment. This limited the ability to influence the length of the questionnaires, 

however. During the questionnaire design, length of the questionnaire was considered, however 

it was decided that a longer questionnaire would produce more relevant results than either a 

shorter version or numerous different shorter questionnaires. 

 Another self-selection, sample-related issue is that seven of the children had at least one 

parent who had some level of HL. This means that only 75% of our sample had parents with 

‘normal hearing’, which does not fit with the widely recognised statistic; that 95% of deaf 

children are born to hearing parents (Mitchell & Karchmer, 2004). When parental hearing 

status was controlled for, however, parental attitudes to deafness were still found to be 

associated with children’s level of Bicultural identity.  

Finally, with the exception of the SELS, the SSIS, and the PADS, the scales in this study 

were designed to be completed by the children themselves, with the intention of comparing 
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parent-rated versions to child-rated versions to determine reliability. Unfortunately, 

participation by children was dependent on three additional steps: 1) parental consent for the 

child to participate, 2) the parent forwarding the email with the questionnaire link to the child, 

and 3) the child agreeing to participate. In the current study, only five parents of older children 

(10–18 years) responded and, of those, only two children completed the questionnaire; thus, 

responses to the scales designed for children had to be based on parent-ratings.  

 The fact that only five participants were parents of older children is interesting. It is 

possible that parental decisions to respond were related to changes in the socio-political climate 

of New Zealand over time (i.e., the move away from ‘oralism’ and changing attitudes within 

the Deaf community towards CIs). As part of the participant information sheet (PIS), parents 

were informed that the study focused on factors influencing communication choices for New 

Zealand children with CIs. The debate around communication choice for deaf children is 

ongoing and has often been heated (Delore et al., 1999). During Phase 1, parents of the older 

children reported different, often negative, experiences in terms of communication options, 

with many stating that they had been advised against using NZSL. Moreover, parents tended 

to avoid Deaf culture due to the negative attitudes and comments from the Deaf community 

around cochlear implantation. In contrast, parents of younger children reported better access to 

NZSL resources and a more open-minded Deaf community environment. It is possible that 

previous political climates led parents of older children to find this topic difficult to discuss, 

while parents of younger children, who have not experienced the same level of negativity 

around language choices and the Deaf community, were more willing to participate.  

 

Future Research 

 

 A historical criticism of providing children with CIs has been that they may grow up in 

a ‘no man’s land’ (Lane, 1995; p. 9), neither fitting within the Deaf world nor the Hearing 

world (Glickman, 1993; Ladd, 2007). This was based on outcomes from older children, prior 

to UNHS, who had been later-implanted and demonstrated varying degrees of success with 

their CIs. In adults, marginalisation has been associated with more negative outcomes, 

particularly in the psychosocial domain. No children in the current study were identified as 

having a ‘Marginalised’ identity, which is encouraging; however, the sample did not capture 

children from extremely rural or low SES areas or many multi-cultural families. It is possible 

that children from less advantaged families, or with multi-cultural backgrounds, may have 

different experiences in terms of their d/Deaf identity development, or differing levels of 
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language ability, and may be more at risk of developing a ‘Marginalised’ identity. Further 

research into experiences of these families would be valuable. To achieve this, there may be a 

need to develop different recruitment strategies, so that these families feel comfortable 

engaging in the study. It is possible that a more personal, qualitative approach would facilitate 

such research. 

 This study demonstrated that parental attitudes to deafness influence d/Deaf identity of 

children with CIs, when evaluated by parents. Given the personal nature of identity 

development (Erikson, 1950; Erikson, 1968), however, it would be valuable to obtain first-

hand perspectives about d/Deaf identity from children with CIs themselves. Unfortunately, the 

method of data collection used in the current study did not capture this group. Again, future 

research could focus on developing more age-appropriate ways of recruiting these participants; 

perhaps through more qualitative approaches, such as interviews or focus-groups. It would also 

be of value to conduct a longitudinal study with the younger cohort of children to explore 

whether their d/D identity changes over time; particularly between childhood, through 

adolescence, and into adulthood. A longitudinal study may also provide an opportunity to 

identify other important factors influencing d/Deaf identity in these children. 

 Within the theory of social constructionism (Berger, 1967), identity is a fluid and 

dynamic construct that may change according to one’s situation (Freud, 1994). For this reason, 

a further area of interest, specific to the children themselves, would be to explore how 

Bicultural children view their identity within different contexts (e.g., at home, at school, at 

Deaf events, etc.) and how they adapt to the different situations. This would provide insight 

into whether Bicultural children align themselves more with one culture than another, or 

whether being Bicultural is, in fact, so integral to identity that both the Deaf and Hearing 

components are present, regardless of context. 

 The current study highlighted the importance of the Deaf community in terms of identity 

development for children with CIs. Parents’ attitudes towards Deaf community involvement 

were found to mediate between their attitudes to deafness and the child’s level of Biculturalism; 

thus, without Deaf community involvement, positive parental attitudes to deafness do not 

influence children’s Bicultural identity. Future research could focus on identifying barriers for 

families of children with CIs (e.g., lack of access to a Deaf community, or negative attitudes 

within the Deaf community towards CIs) and explore ways to facilitate the relationship 

between parents, children with CIs, and the Deaf community. 

 Finally, Deaf cultural resources were found to mediate between parental attitudes to 

deafness and children’s level of Biculturalism. It would be useful, therefore, to explore 
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different options for ensuring that Deaf cultural resources are available to all parents of children 

with CIs who wish to raise their child in a bilingual/bimodal/Bicultural way.  

 

Chapter Summary 

 

 This thesis comprised two phases: a qualitative semi-structured interview (Phase 1) and 

the development and dissemination of a quantitative questionnaire (Phase 2). Data from Phase 

1 informed the development of a model to address the influence of parental attitudes to deafness 

on d/Deaf identity for children with CIs; the Model of Acculturation (Figure 8, p. 166).  

 Parental attitudes to deafness predicted Bicultural identity in children with CIs. This 

effect was mediated, however, by parental access to Deaf cultural resources and their attitudes 

towards Deaf community involvement. Children’s NZSL fluency was associated with parental 

attitudes to deafness, parental attitudes to Deaf community involvement, and Deaf cultural 

resources; however, it did not have a mediating effect. 

 In terms of important outcomes, children with CIs, on average, were found to have 

positive self-esteem, to be within the ‘average’ range for all the social skills subscales of the 

SSIS, and to be ‘on par with’ or ‘above’ other children their age for reading, writing, spelling, 

maths, and overall education. In addition, there was no difference on standardised English 

language scales between children who were identified as Hearing-acculturated (oral-only) and 

those who were identified as Bicultural (bilingual/bimodal). 

 To summarise, parental attitudes to deafness predict children’s Bicultural identity, via 

their level of access to Deaf cultural resources and their attitudes towards Deaf community 

involvement. Children’s level of Biculturalism, however, does not influence important 

outcomes (i.e., self-esteem, social skills, academic outcomes, and oral language outcomes). 

Given that the child’s level of Bicultural identity is associated with their fluency in NZSL, this 

suggests that adding a visual language to oral language neither positively, nor negatively 

impacts on outcomes of children with CI’s. 

 

Conclusion and Recommendations 

 

 The current research identifies the important role of parental attitudes to deafness on 

d/Deaf identity of children with CIs. Children whose parents have negative attitudes to deafness 

are more likely to develop a culturally Hearing identity, associated with an oral-only approach 

to language. Children whose parents have positive attitudes to deafness are more likely to 
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develop a Bicultural identity, associated with a bilingual/bimodal approach. However, it does 

not matter whether the child identifies as Hearing or Bicultural: outcomes in potentially 

relevant areas (i.e., self-esteem, social skills, academic competency, and oral language) are not 

affected by cultural identity. That is, there is no difference in outcomes between children raised 

in an oral-only/Hearing environment and children raised in a bilingual/bimodal/Bicultural 

environment. 

 For many years, professionals and researchers have expressed differing views about 

whether or not children with CIs should be exposed to a visual language in addition to an oral 

language. In part, this debate has focused on the importance of children learning language; the 

importance of which is not disputed. While some argue that children should focus on one 

language and that should be spoken language (Geers et al., 2017; Sarant, 2016), others argue 

that spoken language may not be accessible to all children with CIs and, therefore, all deaf 

children should have access to a visual language (Humphries et al., 2013; Lane & Bahan, 1998). 

The importance of learning a language is widely supported (Kushalnagar et al., 2010; Mayberry 

& Lock, 2003; McKee & Smiler, 2016), but the debate around which mode(s) of 

communication to use with children with CIs leads to confusion for parents, who must make 

these decisions very early in the process after learning that their child is deaf (Decker et al., 

2012; Marschark et al., 2007).  

 The other part of the ‘language debate’ relates to the importance of visual language to 

Deaf culture and Deaf cultural identity (Reagan, 1995). Many advocates of Deaf culture fear 

that, without sign language, children with CIs will become marginalised; unable to fit 

comfortably within either the Hearing world or the Deaf world (Glickman, 1993; Ladd, 2007). 

The findings of this study suggest that children whose parents have negative attitudes to 

deafness tend to develop culturally Hearing identities, as opposed to becoming marginalised. 

Moreover, they have positive self-esteem and do just as well as bilingual/bimodal children in 

other important outcomes.  

 Provided the child is getting adequate exposure to a language, it does not matter which 

language(s) the family use. The focus, therefore, becomes less about language and more about 

identifying the parents’ attitudes to deafness and the culture within which they wish to raise 

the child. Culture becomes the driving force behind language choice. 

 Cultural decisions for children with CIs depend on each family’s background, level of 

acculturation to the majority culture, and underlying family belief system (Curdt-Christiansen, 

2013; King et al., 2008; King & Fogle, 2013). When learning that their child is deaf, it is 

desirable to have all language options presented, in a non-judgmental, unbiased manner, so that 
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parents are aware of all available options. Discussions around parental attitudes to deafness 

may allow professionals to identify cultural and language preferences and work with the 

families towards the development of a suitable, FLP. Moreover, support around ways to 

maintain the FLP within the family unit would be beneficial. 

 Deafness is a social construct and d/Deaf identity of children with CIs depends on their 

parents’ perspective on deafness. When presented with a medical model approach, there is a 

risk parental attitudes will be influenced toward the colonial view of deafness as a ‘disability’. 

It would therefore be more appropriate for professionals working with the family to work from 

a sociocultural model. This perspective avoids emotionally laden words, such as ‘disability’, 

and would allow professionals to work with families around what the child’s deafness means 

for both the child and the family; that is, as described in Phase 1, the “new normal” and the fact 

that “everybody’s got something [that makes them different]”. 

 Providing parents with information about Deaf culture and facilitating access to the Deaf 

community, for those who wish to try it, may help parents make appropriate language and 

cultural decisions for their child and family. Parents who may feel an introduction to a Deaf 

adult is too overwhelming could be introduced to parents of Bicultural children with CIs. This 

may be less daunting, particularly given the reported benefits of parent-to-parent support 

(Henderson et al., 2014; Henderson et al., 2016). It is recommended appropriate parents be 

identified, within each region, for this purpose. These parent-to-parent support people could 

work in conjunction with the regional AoDCs, as required. In addition, it is recommended that 

appropriate Deaf adults are also identified within each region, who are willing to meet with 

parents interested in raising their child within a Bicultural environment. Again, this could be 

managed in conjunction with the AoDCs, who could facilitate the introduction themselves or 

via the parent-to-person support person. 

 NZSL is integral to Deaf culture and schooling has been highlighted as having an 

important influence on language acquisition (Ladd, 1990). It is currently unknown how many 

New Zealand parents would access a bilingual/bimodal education system, if it were available. 

It is recommended, therefore, that research be carried out to determine the level of uptake in 

this area from parents of children with CIs. When viewed from a colonialist perspective (Lorde, 

2012), there are strong parallels between the history of te reo Māori (Māori language) and 

NZSL (Smiler & McKee, 2007). If parental uptake of bilingual/bimodal education was found 

to be high, it is possible that bilingual/bimodal education for Deaf children could be modelled 

on successful models within te reo Māori. 
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 It appears that there has been a recent cultural shift in New Zealand, as evidenced by the 

growing number of children with CIs learning NZSL. It is possible that this is due, in part, to 

the introduction of the First Signs programme, which has given families better access to 

learning NZSL, while facilitating families’ involvement with the Deaf community; a notion 

that has been endorsed in the JCIH supplement published in 2013, promoted by the Family 

Centred Early Intervention conferences, held in Bad Ischl, Austria, for over 10 years, and has 

been used as a matter of course in some programmes (e,g., the Colorado program), with positive 

results (Yoshinaga-Itano, Personal Communication, April 2020). It is suggested that changes 

in parental perceptions of deafness and in Deaf community attitudes towards cochlear 

implantation, in conjunction with better access to NZSL and the Deaf community, have led to 

more positive parental attitudes, NZSL use, and children with higher levels of Bicultural 

identity. The loss of the First Signs programme when children start school, however, is an issue 

of concern for parents, in that reduced access to NZSL may impact on the maintenance of 

children’s Bicultural identity. It is recommended, therefore, that families be provided with a 

similar programme once children start school; a ‘Second Signs’. As previously discussed, this 

would be best aimed at both children (within their educational environment) and parents (who 

may be the primary source of NZSL use for the child). Finally, this research has highlighted 

the importance of providing Deaf cultural resources and Deaf community support to parents 

who choose the Bicultural route for their child. This would ideally include active involvement 

from the Deaf community, as Deaf identity requires exposure to Deaf adults and Deaf culture 

in positive and meaningful ways. It would be beneficial, therefore, to identify ways to facilitate 

positive interactions between parents of children with CIs and the Deaf community. 

 In summary, these findings suggest that children with CIs do equally well in terms of 

self-esteem, social skills, academic outcomes, and English language ability whether they are 

raised to be Hearing-acculturated or Bicultural. Thus, early in the process, it may be better to 

focus on developing an appropriate Family culture than to focus specifically on language 

choices. This would allow parents to explore how each cultural option might work within their 

family system; leading, in turn, to appropriate language-based decisions. In addition, this would 

allow professionals to identify where families might require resources and support, in terms of 

their FLPs. 
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28 October 2019 

Katie McMenamin 

33 Wainui Street, Koitiata 

Turakina Beach 4581 

New Zealand 

 

 

Dear Ms. McMenamin,  

Re: Request to use Cochlear Limited Images  
I refer your email request to Cochlear Limited (‘Cochlear’) on 13 September 2019 to use the 

images in Appendix A (‘Copyrighted Material’) for the purposes of your Thesis at the 

University of Auckland (‘Thesis’). We are happy for you to use the Copyrighted Material for 

the Thesis subject to the terms and conditions listed below.  

Cochlear grants you a revocable, royalty-free, non-exclusive licence to use, reproduce, 

communicate and publish the Copyrighted Material for strictly educational purposes in the 

Thesis, provided the Copyrighted Material;   

i. is displayed without alternation, modification, adaptation or shown out of context; 

ii. is attributed to Cochlear; 

iii. is accompanied with text that correctly describes the Cochlear™ product; and 

iv. complies with Cochlear’s trademark and brand guidelines, 

(‘Licence’). 

The Licence is granted strictly for use in the Thesis and must not be used for any other 

purpose including but not limited to printing, distribution or reproduction of the images in 

any way.  

You release and indemnify Cochlear, its affiliates, and each of their officers, employees and 

agents from any and all claims or liability whatsoever (actual or contingent), which in any 

way arises out of or is in connection with your use of the Copyrighted Material. 

 

Your use of the Licence constitutes deemed acceptance of the terms outlined in this letter. 

However for our records, kindly acknowledge receipt of this letter by returning it to Cochlear 

at customerservice@cochlear.com 

Please let me know if you have any questions.  

Yours sincerely,  

 

Janet Menzies 

General Manager, Australia and New Zealand 

Signed for and on behalf of Cochlear Limited  

I confirm receipt of this letter and accept the terms outlined in this letter.   

 

Signed: ___________________________________  

For and on behalf of Katie McMenamin 

Name: ___________________________________  

Dated: ___________________________________ 
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Office of the Vice-Chancellor  

Finance, Ethics and Compliance  

 

UNIVERSITY OF AUCKLAND HUMAN PARTICIPANTS ETHICS COMMITTEE (UAHPEC)  

23-Mar-2017  

MEMORANDUM TO:  

Dr David Welch Audiology  

Re: Application for Ethics Approval (Our Ref. 018104): Approved  

The Committee considered your application for ethics approval for your project entitled The role 
of mode of communication on outcomes in education, language ability, socialisation, and 
psychosocial development for early-implanted New Zealand children with cochlear 
implants..  

We are pleased to inform you that ethics approval is granted for a period of three years. The 
expiry date for this approval is 23-Mar-2020.  

If the project changes significantly, you are required to submit a new application to UAHPEC for 
further consideration.  

If you have obtained funding other than from UniServices, send a copy of this approval letter to 
the Research Office, at ro-awards@auckland.ac.nz. For UniServices contracts, send a copy of the 
approval letter to the Contract Manager, UniServices.  

In order that an up-to-date record can be maintained, you are requested to notify UAHPEC once 
your project is completed.  

The Chair and the members of UAHPEC would be happy to discuss general matters relating to 
ethics approvals. If you wish to do so, please contact the UAHPEC Ethics Administrators at ro-
ethics@auckland.ac.nz in the first instance.  

Please quote reference number: 018104 on all communication with the UAHPEC regarding this 
application.  

(This is a computer generated letter. No signature required.)  

The University of Auckland Private Bag 92019 Auckland, New Zealand  

Level 10, 49 Symonds Street Telephone: 64 9 373 7599 Extension: 87830 / 83761 Facsimile: 64 9 373 7432  

UAHPEC Administrators 
University of Auckland Human Participants Ethics Committee  

c.c. Head of Department / School, Audiology Prof Ngaire Kerse 
Prof Suzanne Purdy 
Mrs Kathleen McMenamin  
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Additional information:  

1. Do not forget to fill in the 'approval wording' on the Participant Information Sheets and 
Consent Forms, giving the dates of approval and the reference number, before you send 
them out to your participants.  

2. Should you need to make any changes to the project,please complete the online proposed 
changes and include any revised documentation.  

3. At the end of three years, or if the project is completed before the expiry, please advise 
UAHPEC of its completion.  

4. Should you require an extension, please complete the online Amendment Request form 
associated with this approval number giving full details along with revised documentation. 
An extension can be granted for up to three years, after which a new application must be 
submitted.  

5. Please note that UAHPEC may from time to time conduct audits of approved projects to 
ensure that the research has been carried out according to the approval that was given.  
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 Tamaki Building 730  
Floor 3, 261 Morrin Road 
Auckland, New Zealand 
T+64 9 373 7599 ext. 
86886 
W auckland.ac.nz    
The University of 
Auckland  
Private Bag 92019 
Auckland 1142 
New Zealand 

 

PARTICIPANT INFORMATION SHEET 

(Family/Whānau Interviews) 

 

Project Title:  The role of mode of communication on outcomes in education, language 

ability, socialisation, and psychosocial development for early-implanted New Zealand 

children with cochlear implants. 

 

Names of Researchers: Katie McMenamin (Student), David Welch (Principal Investigator), 

Suzanne Purdy (Co-Investigator), Ngaire Kerse (Head of Department), & Rachel McKee 

(Advisor). 

 

About the researcher 
My name is Katie McMenamin and I am currently conducting research on outcomes for 

children with cochlear implants, as part of my University of Auckland Health Sciences PhD 

Thesis.  I have a son with bilateral cochlear implants.  While our family use sign language at 

home, I have often wondered whether or not New Zealand Sign Language is beneficial for 

children with cochlear implants and have decided to research the area in order to find out. 

 

About the project 
I would like to invite you to take part in an interview, talking about issues relevant to children 

and adolescents with cochlear implants, between the ages of 12-18 years. The purpose of this 

research is to learn about issues facing New Zealand children with cochlear implants. It will 

look at how these children are doing in areas such as language, social interactions, emotional 

wellbeing, and education. The aim is to gain a better understanding of issues relevant to New 

Zealand young people, in order to inform New Zealand agencies around working with and 

supporting deaf children with cochlear implants. It is hoped that a minimum of 12 families 

will participate in the interviews process. 

 

 

APPENDIX C: Participant 
Information Sheets; Phase One 
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An NZSL interpreter will be available, where required. The interpreter will be someone from 

the sign Language Interpreters Association of New Zealand. The interpreter will sign a 

confidentiality agreement so will not discuss any of the information discussed in the 

interview with any one other than the researcher and her supervisor(s). If you have a 

preferred interpreter, please list this on the Demographic Data Sheet attached. 

 

What will I be asked to take part in? 

You are invited to attend an interview with the researxcher. This interview will provide us 

with information we can use to develop a questionnaire. This questionnaire will be sent out 

across New Zealand to all parents/caregivers, adolescents with cochlear implants, and 

teachers of children and adolescents with cochlear implants. Each interview will take around 

1 – 1½ hours of your time and will be held an an office as close to your home as possible. 

Chidlren over the age of 12 are invited and encouraged to attend a separate interview, on the 

same day, to discuss the issues from an adolescent perspective. They will require parental 

consent to participate. Each family will receive $20 per interview to cover any costs that may 

be incurred in order to attend. 

 

Most of the things that we will talk about will be very easy to answer and do not require any 

preparation. However, it may be helpful to think about some of the more social areas of your 

child’s life, such as friendships, group dynmaics, and general experiences with other people. 

It might also be helpful to think about how you feel your child sees him/herself in general 

(self-esteem) and how happy and adjusted you feel he or she is in different areas of life. 

 

Finally, you will be asked to fill out the attached form, which provides some basic 

information about your child and family, for demographic data purposes. 

 

As part of creating the national questionnaire, we would also like to interview a teacher, 

Advisor on  Deaf Children (AoDC), or Resource Teacher of the Deaf (RTD) who knows your 

child well. If you have a contact email address for such a person, and are agreeable to me 

talking to that person about your child, please write his/her details on the consent form so that 

we can ask if they would participate in the research also. 

 

What happens to the information gathered? 

Each interview will be electronically recorded and will be typed out by me at a later date. The 

typed notes will be stored for six years, after which they will be destroyed. In the meantime, 

written notes will be stored in a locked filing cabinet. Electronic recordings will be backed up 

and stored on the University of Auckland server and deleted as soon as they are typed out. 

Your consent form will be held in a separate place, also in a locked filing cabinet, and your 

family will be given a code so that any information provided is anonymous to anyone other 

than the researchers. Your identity will remain confidential. Only my immediate supervisors 

and I will have access to your information, unless prior consent is obtained. 

 

Information from the interview will be used to develp a questionnaire to be sent out 

nationally to parents, adolecents with cochlear implants, and teachers of children and 

adolescents with cochear implants. No specific information about yoru child or family will be 

put in this questionnaire. 

Information and/or statements from these interviews may be used in the write-up of my PhD 

Thesis or published journal articles; however, there will be nothin that could identity you or 

your family. For example, it may be reported that ‘Participant A stated that althoughher 

daughter was able to communicate in a one-to-on situation, she appeared to look lost during 
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group interactions’. Should a quote give away personal information about your family (e.g., 

names or places), this information will be removed from the quote before the article is 

published. 

 

In addition, information from the interviews may be used in advisory reports to Government, 

Cochlear Implant Programmes, and/or other Deaf-related agencies. 

 

What if I agree to participate and change my mind? 

You have the right to withdraw yourself or your data from the study up to one week after the 

interview, without giving reason. If you choose to withdraw during this time, you will not be 

contacted about the interviews again. You will still be asked to complete the nationwide 

questionnaire that is developed from the interview process, however, you can choose not to 

fill it in if you do not want to. Whether or not you take part in the study, this will not have an 

impact on your services with your cochlear implant programme. 

 

What happens now? 

If you are interested in taking part in the study, please fill out the attached demographic data 

sheet and consent form/s and return them in the pre-paid envelope provided. Alternatively, 

please email me on kmcm568@auckland.ac.nz with the same information. Once I have heard 

back from you, I will contact you to arrange a time that suits to do the interview/s. If I have 

not heard back from you within the next two weeks, I will assume you do not want to take 

part and will not contact you about this part of the research again. Thank you for taking the 

time to consider taking part in what will provide extremely valuable information for present 

and future New Zealand children with cochlear implants. 

 

 

 

 

 

 

 

 

 

 

 

For any concerns regarding ethical issues you may contact the Chair, the University of 

Auckland Human Participants Ethics Committee, at the University of Auckland, Research 

Office, Private Bag 92019, Auckland 1142.  Telephone 09 373 7599 extn. 83711.  Email: ro-

ethics@auckland.ac.nz. 
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Contact details 

 

Katie McMenamin Dr. David Welch 

Researcher Head of Department (Audiology) 

University of Auckland University of Auckland 

Tamaki Building 730 Tamaki Building 730, Room 330 

Tamaki Campus Gate 1 Tamaki Campus Gate 1 

261 Morrin Road 261 Morrin Road 

St Johns St Johns 

Auckland 1072 Auckland 1072 

 

Email: kmcm568@aucklanduni.ac.nz Email: d.welch@auckland.ac.nz 

Phone: Phone: 09 373 7999 Phone: 09 923 8404  

 

 

Professor Suzanne Purdy Associate Professor Rachel McKee 

Psychology Department School of Linguistics & Applied 

University of Auckland  Language Studies 

Tamaki Building 721, Room 319 Victoria University 

Tamaki Campus Gate 1 Room 317, Von Zedlitz Building 

261 Morrin Road Kelburn Parade 

St Johns Kelburn Campus 

Auckland 1072 Wellington  

 

Email: sc.purdy@auckland.ac.nz Email: rachel.mckee@vuw.ac.nz 

Phone: 09 923 2073 Phone: 04 463 5626 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

APPROVED BY THE UNIVERSITY OF AUCKLAND HUMAN PARTICIPANTS 

ETHICS COMMITTEE ON 23 March 2017 FOR 3 YEARS, REFERENCE NUMBER 

018104. 
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 Tamaki Building 730  
Floor 3, 261 Morrin Road 
Auckland, New Zealand 
T+64 9 373 7599 ext. 
86886 
W auckland.ac.nz    
The University of 
Auckland  
Private Bag 92019 
Auckland 1142 
New Zealand 

 

PARTICIPANT INFORMATION SHEET 

(Teacher Interviews) 

 

Project Title:  The role of mode of communication on outcomes in education, language 

ability, socialisation, and psychosocial development for early-implanted New Zealand 

children with cochlear implants. 

 

Names of Researchers: Katie McMenamin (Student), David Welch (Principal Investigator), 

Suzanne Purdy (Co-Investigator), Ngaire Kerse (Head of Department), & Rachel McKee 

(Advisor). 

 

About the researcher 
My name is Katie McMenamin and I am currently conducting research on outcomes for 

children with cochlear implants, as part of my University of Auckland Health Sciences PhD 

Thesis.  I have a son with bilateral cochlear implants.  While our family use sign language at 

home, I have often wondered whether or not New Zealand Sign Language is beneficial for 

children with cochlear implants and have decided to research the area in order to find out. 

 

About the project 
I would like to invite you to participate in an interview, discussing issues relevant to children 

with cochlear implants, between the ages of 2-18 years.  The purpose of this research is to 

gain an understanding of issues confronting New Zealand children and adolescents with 

cochlear implants.  It will also focus on outcomes in areas such as language, socialisation, 

psychosocial development, and education.  The aim is to develop a better understanding of 

issues relevant to a New Zealand population, in order to provide recommendations to New 

Zealand agencies around working with and supporting of deaf children with cochlear 

implants.  It is hoped that a minimum of 12 families and their associated teachers will 

participate in the interview process. 
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An NZSL interpreter will be available, where required.  The interpreter will be someone from 

the Sign Language Interpreters Association of New Zealand.  The interpreter will sign a 

confidentiality agreement so will not discuss any of the information discussed in the 

interview with anyone other than the researcher and her supervisor(s).  If you have a 

preferred interpreter, please let the researcher know prior to the interview. 

 
What will I be asked to take part in? 

You are invited to attend an interview with the researcher.  This interview will provide 

information used to develop a questionnaire to be sent out nationally to parents/caregivers, 

children with cochlear implants (12-18 years), and teachers of children and adolescents with 

cochlear implants.  It is anticipated that the interview will take approximately one hour of 

your time and will be conducted at a location as close to your place of work as feasible.  

Participants will receive $20 per interview to cover any costs that may be incurred in order to 

attend. 

 

Most of the things that we discuss will be easy to answer and do not require any preparation.  

However, it may be helpful to think about some of the more social aspects of the child’s life, 

such as friendships, group dynamics, and general experiences with other people.  It might 

also be helpful to think about how you feel the child sees him/herself in general (self-esteem) 

and how happy and adjusted you feel he or she is in different areas of life. 

 

What happens to the information gathered? 

Interviews will be electronically recorded and will be transcribed by me at a later date. 

Information from your interview will be stored for a period of six years, after which it will be 

destroyed.  In the interim, written transcripts and electronic interviews will be stored in a 

locked filing cabinet and electronic recordings will be backed up and stored on the University 

of Auckland server and deleted as soon as they are transcribed.  Your consent form will be 

held in a separate place, also in a locked filing cabinet, and you will be allocated a code so 

that any information about the child is anonymous to anyone other than the researchers.  

Your identity will remain confidential.  Only my immediate supervisors and I will have 

access to your information, unless prior consent is obtained. 

 

As previously stated, information from the interview will be used to develop a questionnaire 

to be sent out nationally to parents, adolescents with cochlear implants, and teachers of 

children with cochlear implants.  No specific information about you, the child, or the child’s 

family will be presented in this questionnaire. 

 

Information and/or statements from these interviews may be used in the write-up of my PhD 

Thesis or published journal articles; however there will be nothing that could identify your 

the child or his/her family.  For example, it may be reported that ‘Participant A’s teacher 

stated that although the child was able to communicate in a one-to-one situation, she 

appeared to look lost during group interactions’.  Should a quote reveal personal information 

(e.g., names or places), this information will be removed from the quote prior to publication. 

 

In addition, information from the interviews may be used in advisory reports to Government, 

Cochlear Implant Programmes, and/or other Deaf-related agencies. 

 

What if I agree to participate and change my mind? 

You have the right to withdraw yourself or your data from the study up to one week after the 

interview, without giving reason.  If you choose to withdraw during this time, you will not be 



Communication, Identity, & Outcomes in Children with CIs 

 

 

302 

contacted about the interviews again.  You will still be asked to complete the nationwide 

questionnaire that is developed from the interview process, however can choose not to fill it 

in if you do not want to.  Whether or not you take part in the study, this will not have an 

impact on the child’s services with their cochlear implant programme. 

 
What happens now? 

If you are interested in participating in the study, please email me on 

kmcm568@auckland.ac.nz.  Once I have received your confirmation of participation, I will 

contact you to arrange a time that suits to conduct the interview.  If I have not heard back 

from you within the next two weeks, I will assume you do not want to take part and will not 

contact you about this part of the research again.  Thank you for taking the time to consider 

taking part in what will provide extremely valuable information for present and future New 

Zealand children with cochlear implants. 

 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

For any concerns regarding ethical issues you may contact the Chair, the University of 

Auckland Human Participants Ethics Committee, at the University of Auckland, Research 

Office, Private Bag 92019, Auckland 1142.  Telephone 09 373 7599 extn. 83711.  Email: ro-

ethics@auckland.ac.nz. 
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Contact details 

 

Katie McMenamin Dr. David Welch 

Researcher Head of Department (Audiology) 

University of Auckland University of Auckland 

Tamaki Building 730 Tamaki Building 730, Room 330 

Tamaki Campus Gate 1 Tamaki Campus Gate 1 

261 Morrin Road 261 Morrin Road 

St Johns St Johns 

Auckland 1072 Auckland 1072 

 

Email: kmcm568@aucklanduni.ac.nz Email: d.welch@auckland.ac.nz 

Phone: Phone: 09 373 7999 Phone: 09 923 8404  

 

 

Professor Suzanne Purdy Associate Professor Rachel McKee 

Psychology Department School of Linguistics & Applied 

University of Auckland  Language Studies 

Tamaki Building 721, Room 319 Victoria University 

Tamaki Campus Gate 1 Room 317, Von Zedlitz Building 

261 Morrin Road Kelburn Parade 

St Johns Kelburn Campus 

Auckland 1072 Wellington  

 

Email: sc.purdy@auckland.ac.nz Email: rachel.mckee@vuw.ac.nz 

Phone: 09 923 2073 Phone: 04 463 5626 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

APPROVED BY THE UNIVERSITY OF AUCKLAND HUMAN PARTICIPANTS 

ETHICS COMMITTEE ON 23 March 2017 FOR 3 YEARS, REFERENCE NUMBER 

018104. 
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 Tamaki Building 730  
Floor 3, 261 Morrin Road 
Auckland, New Zealand 
T+64 9 373 7599 ext. 
86886 
W auckland.ac.nz    
The University of 
Auckland  
Private Bag 92019 
Auckland 1142 
New Zealand 

 

PARTICIPANT INFORMATION SHEET 

(Adolescent Interviews) 

 

Project Title:  The role of mode of communication on outcomes in education, language 

ability, socialisation, and psychosocial development for early-implanted New Zealand 

children with cochlear implants. 

 

Names of Researchers: Katie McMenamin (Student), David Welch (Principal Investigator), 

Suzanne Purdy (Co-Investigator), Ngaire Kerse (Head of Department), & Rachel McKee 

(Advisor). 

 

About the researcher 
My name is Katie McMenamin and I am conducting research on outcomes for children and 

adolescents with cochlear implants, as part of my University of Auckland Health Sciences 

PhD Thesis.  I have a son with bilateral cochlear implants.  While our family use sign 

language at home, I have often wondered whether or not New Zealand Sign Language is 

beneficial for children with cochlear implants and have decided to research the area in order 

to find out. 

 

About the project 
I would like to invite you to take part in an interview, talking about issues relevant to children 

and adolescents with cochlear implants, between the ages of 2-18 years.  The purpose of this 

research is to learn about issues facing New Zealand youth with cochlear implants.  It will 

look at how children and adolescents with cochlear implants are doing in areas such as 

language, social interactions, emotional wellbeing, and education.  The aim is to gain a better 

understanding of issues relevant to New Zealand young people, in order to inform New 
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Zealand agencies around working with and supporting deaf children with cochlear implants.  

It is hoped that a minimum of 12 families will participate in the interview process. 

 

An NZSL interpreter will be available, where required.  The interpreter will be someone from 

the Sign Language Interpreters Association of New Zealand.  The interpreter will sign a 

confidentiality agreement so will not talk about any of the information discussed in the 

interview with anyone other than the researcher and her supervisor(s).  This includes your 

parents/caregivers, unless there is an issue of safety to yourself or someone else, at which 

time the researcher (and interpreter if required) may discuss this with your parents/caregivers.  

If you have a preferred interpreter, please ask your parents/caregivers to list this on the 

Demographic Data Sheet they have received. 

 

What will I be asked to take part in? 

You are invited to attend an interview with the researcher, Katie.  This interview will provide 

us with information we can use to develop a questionnaire.   The questionnaire will be sent 

out across New Zealand to all parents/caregivers, adolescents with cochlear implants, and 

teachers of children and adolescents with cochlear implants.  Each interview will take around 

1 – 1½ hours of your time and will be held at an office as close to your home as possible.  If 

you are receiving this information sheet, it is because you are over the age of 12 and are 

invited and encouraged to attend an interview, separate from your parents/caregivers but on 

the same day, to discuss the issues from an adolescent perspective.  You will require consent 

from your parents or caregivers to take part.  Each family will receive $20 per interview to 

cover any travel costs, to make it easier for you to attend. 

 

Most of the things that we will talk about will be very easy to answer and do not require any 

preparation.  However, it may be helpful to think about some of the more social areas of your 

life, such as friendships, group dynamics, and general experiences with other people.  It 

might also be helpful to think about how happy/unhappy and adjusted/unable to adjust you 

feel in different areas of life. 
 

Your parents/caregivers will be asked to fill out a Demographic Data Sheet, which provides 

some basic information about you and your family, such as how old you were when you got 

your cochlear implant, which support services you work with, and information about 

themselves.  Please feel free to have a look at this before you make your decision to take part.  

 

As part of creating the national questionnaire, we would also like to interview someone such 

as a teacher, Advisor on Deaf Children (AoDC), or Resource Teacher of the Deaf (RTD) who 

knows you well.  Your parents/caregivers have been asked to provide a contact email address 

for such a person, if they are happy for us to talk to them, so that we can ask them if they 

would like to participate in the research also.  If you have a particular teacher or support 

person you feel knows you well, please let your parents/caregivers know so that they can 

provide us with their details. 

 
What happens to the information gathered? 

Each interview will be electronically recorded and will be typed out by me at a later date.  

The typed notes will be stored for six years, after which they will be destroyed.  In the 

meantime, written notes will be stored in a locked filing cabinet.  Electronic recordings will 

be backed up and stored on the University of Auckland server and deleted as soon as they are 

typed out.  Your consent form will be held in a separate place, also in a locked filing cabinet, 

and your family will be given a code so that any information provided is anonymous to 
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anyone other than the researchers.  Your identity will remain confidential.  Only my 

immediate supervisors and I will have access to your information, unless prior consent is 

obtained. 

 

Information from the interview will be used to develop a questionnaire to be sent out 

nationally to parents, adolescents with cochlear implants, and teachers of children and 

adolescents with cochlear implants.  No specific information about you or your family will be 

put in this questionnaire. 

 

Information and/or statements from these interviews may be used in the write-up of my PhD 

Thesis or published journal articles; however there will be nothing that could identify you or 

your family.  For example, it may be reported that ‘Participant A stated that although she was 

able to communicate in a one-to-one situation, she felt unable to keep up with the 

conversation when in a group’.  Should a quote give away personal information about your 

family (e.g., names or places), this information will be removed from the quote before the 

article is published.   

 

In addition, information from the interviews may be used in advisory reports to Government, 

Cochlear Implant Programmes, and/or other Deaf-related agencies. 

 
What if I agree to participate and change my mind? 

You have the right to withdraw yourself or your data from the study up to one week after the 

interview, without giving reason.  If you choose to withdraw during this time, you will not be 

contacted about the interviews again.  You will still be asked to complete the nationwide 

questionnaire that is developed from the interview process, however can choose not to fill it 

in if you do not want to.  Whether or not you take part in the study, this will not have an 

impact on your services with your cochlear implant programme. 

 
What happens now? 

If you are interested in taking part in the study, please fill out the attached consent form, ask 

your parents to sign your consent form also.  Please return your consent form with your other 

family paperwork in the pre-paid envelope provided.  Alternatively, please email me on 

kmcm568@auckland.ac.nz with the same information.  Once I have heard back from you, I 

will contact your parents/caregivers to arrange a time that suits to do the interview.  If I have 

not heard back from you within the next two weeks, I will assume you do not want to take 

part and will not contact you about this part of the research again.  Thank you for taking the 

time to consider taking part in what will provide extremely valuable information for present 

and future New Zealand children with cochlear implants. 

 
 

 

 

 

 

For any concerns regarding ethical issues you may contact the Chair, the University of 

Auckland Human Participants Ethics Committee, at the University of Auckland, Research 

Office, Private Bag 92019, Auckland 1142.  Telephone 09 373 7599 extn. 83711.  Email: ro-

ethics@auckland.ac.nz. 

Contact details 
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Katie McMenamin Dr. David Welch 

Researcher Head of Department (Audiology) 

Tamaki Campus Tamaki Campus (Rm 730.330) 

261 Morrin Road 261 Morrin Road 

Glen Innes Glen Innes 

University of Auckland University of Auckland 

Private Bag 92019 Private Bag 92019 

Auckland Auckland 

 

Email: kmcm568@aucklanduni.ac.nz Email: d.welch@auckland.ac.nz 

Phone: 09 373 7599 ext. 86886 (Admin) Phone: 09 923 8404  

 

 

Dr. Suzanne Purdy Dr. Rachel McKee 

Head of Department (Psychology) Associate Professor 

Tamaki Campus (Rm 721.319) School of Linguistics & Applied 

261 Morrin Road  Language Studies 

Glen Innes Victoria University of Wellington 

University of Auckland PO Box 600 

Private Bag 92019 Wellington 6140 

Auckland  

 

Email: sc.purdy@auckland.ac.nz Email: rachel.mckee@vuw.ac.nz 

Phone: 09 373 7599 ext. 82073 Phone: 04 463 5626 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

APPROVED BY THE UNIVERSITY OF AUCKLAND HUMAN PARTICIPANTS 

ETHICS COMMITTEE ON 23 March 2017 FOR 3 YEARS, REFERENCE NUMBER 

018104. 
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FAMILY CODE ____________ 

 

 

DEMOGRAPHIC DATA SHEET 

(Family/Whānau Interviews) 
 

THIS FORM WILL BE HELD FOR A PERIOD OF 6 YEARS 

 

Please complete this form and return it in the pre-paid envelope provided. Alternatively, 

please scan the information and email it to me on kmcm568@auckland.ac.nz.   

 

Please circle the best answer.  Where there are several possible answers, please circle the 

ones that apply. 

 

This section is about your CHILD with Cochlear Implant/s: 
 

Child’s Name: __________________________________________________  

 

Child’s Age: 1   2   3   4   5   6   7   8   9   10   11   12   13   14   15   16   17   18 

 

Child’s Ethnicity:  Please circle the option or options that apply to you. 

 

New Zealand European 

Māori 

Samoan 

Cook Island Maori 

Tongan 

Niuean 

Chinese 

Indian 

Other ________________________________________ (Please State) 

 

Child’s Gender:  Male 

      Female 

 

APPENDIX D: Demographic Data Sheet; Phase One 
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CHILD LEFT RIGHT 

Level of Child’s Hearing Loss Normal     (-10-15 dB HL) 

Slight          (16-25 dB HL) 

Mild            (26-40 dBHL) 

Moderate  (41-55 dB HL) 

Severe        (56-70 dB HL) 

Profound      (≥ 91 dB HL) 

Not Known 

Normal     (-10-15 dB HL) 

Slight          (16-25 dB HL) 

Mild            (26-40 dBHL) 

Moderate  (41-55 dB HL) 

Severe        (56-70 dB HL) 

Profound      (≥ 91 dB HL) 

Not Known 

Cochlear Implant – Currently Use 

Cochlear Implant – Choose Not to Use 

Hearing Aid – Currently Use 

Hearing Aid – Choose Not to Use 

History of Hearing Aid Use Prior to CI 

Yes / No 

Yes / No 

Yes / No 

Yes / No 

Yes / No 

Yes / No 

Yes / No 

Yes / No 

Yes / No 

Yes / No 

Cause of Child’s Hearing Loss Congenital (Born Deaf) 

Other 

Not Known 

Congenital (Born Deaf) 

Other 

Not Known 

Child’s Age at Switch-On   

 

Type of Pre-School/School (if child 

enrolled) 

Mainstream 

Deaf Unit/Deaf Provision 

Deaf Pre-School/School 

Agencies Involved in Child’s Care 

(circle all that apply) 

The Southern Cochlear Implant Programme (SCIP) 

The Hearing House (THH) 

Advisor on Deaf Children (AoDC) 

Resource Teachers of the Deaf (RTD) 

First Signs 

Kelston Deaf Education Centre 

Van Asch Deaf Education Centre 

Other____________________________________ 
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Does your child have any diagnosed 

conditions that affect his/her cognitive 

functioning?   

Yes (please state) 

_________________________ 

_________________________ 

_________________________ 

_________________________ 

No Not Known 

Does your child have any diagnosed 

conditions that affect his/her physical 

functioning?   

 

Yes (please state) 

_________________________ 

_________________________ 

_________________________ 

_________________________ 

No Not Known 

Does your child have any diagnosed 

mental health conditions?   

Yes (please state) 

_________________________ 

_________________________ 

_________________________ 

_________________________ 

No Not Known 

This section is about the PARENTS/PRIMARY CAREGIVERS: 

PARENTS/CAREGIVERS PARENT/CAREGIVER 1 PARENT/CAREGIVER 2 

Parent/Caregiver’s Name   

Parent/Caregiver’s Relationship to 

the Child 

Mother 

Father 

Stepmother 

Stepfather 

Grandmother 

Grandfather 

Other 

____________________ 

Mother 

Father 

Stepmother 

Stepfather 

Grandmother 

Grandfather 

Other 

____________________ 

Parent/Caregiver’s Occupation   

Parent/Caregiver’s Age (in years)   

Parent/Caregiver’s Preferred 

Language Modality 

Spoken Language 

Sign Language 

Spoken + Sign Language 

Spoken Language 

Sign Language 

Spoken + Sign Language 
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 PERSON 1 PERSON 2 

Level of Hearing Loss in 

Parent/Caregiver’s Better Ear 

 

No Hearing Loss 

Slight 

Mild 

Moderate 

Severe 

Profound 

Not Known 

No Hearing Loss 

Slight 

Mild 

Moderate 

Severe 

Profound 

Not Known 

 

Communication Methods Used With Your Child: 

 

Please list any methods of communication that you use with your child.  This may include 

(but is not limited to) methods such as spoken English, other spoken languages, New Zealand 

Sign Language, Makaton, Finger Spelling, Home Signs, Key Signs, or signed English.  If you 

are unsure, just leave this section blank, as we will discuss this further during the interview. 

 

 

 

 

 
Interpreters: 

 

We are happy to provide a New Zealand Sign Language interpreter for the interviews.  

Would you like an interpreter to be made available?  Yes / No 

 

If you have a preferred interpreter, please write their name here: 

__________________________ 

 

 

APPROVED BY THE UNIVERSITY OF AUCKLAND HUMAN PARTICIPANTS 

ETHICS COMMITTEE ON 23 March 2017 FOR 3 YEARS, REFERENCE NUMBER 

018104. 
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Family Code _______________ 

 

 

 

 

CONSENT FORM 
(Family/Whānau Interviews – PARENT/CAREGIVER) 

 
THIS FORM WILL BE HELD FOR A PERIOD OF 6 YEARS 

 

Project Title:  The role of mode of communication on outcomes in education, language 

ability, socialisation, and psychosocial development for early-implanted New Zealand 

children with cochlear implants. 

 

Names of Researchers: Katie McMenamin (Student), David Welch (Principal Investigator), 

Suzanne Purdy (Co-Investigator), Ngaire Kerse (Head of Department), & Rachel McKee 

(Advisor). 

 

I have read the Participant Information Sheet and understand the nature of the research and 

why I have been asked to take part. 

 

• I am the parent/caregiver of a child with cochlear implants who is between the ages of 2-

18 years. 

 

• I agree to take part in this research and understand that it involves an interview with the 

researcher. 

 

• I understand that I am free to withdraw myself, or my data, from the study up to one week 

after the interview. 

 

• I understand that the interview will be electronically recorded, and backed up and stored 

on the University of Auckland server until it is transcribed, after which time it will be 

deleted. 

 

• I understand that the interview will be typed out and information stored in a locked cabinet 

for a period of six years, after which time it will be destroyed. 

 

• I understand that information from this interview will be used to create a questionnaire, to 

be sent out to parents/caregivers, adolescents with cochlear implants, and teachers of 

children with cochlear implants. 

 

 

APPENDIX E: Consent and Assent 
Forms; Phase One 
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• I understand that information/statements from this interview may be used in a PhD Thesis 

and published articles, without any information that could identify either my family or 

myself, and may be used in advisory reports to Government, Cochlear Implant Programs, 

and/or other Deaf-related agencies. 

 

• If I have requested an interpreter, I understand they will sign a confidentiality agreement 

and will not share any of the information shared with any party outside of the research 

team. 

 

• I agree to my child’s pre-school teacher, teacher, AoDC, or RTD being asked to take part 

in an interview about my child.   

 

Teacher’s Name:

 __________________________________________________________________ 

Contact Details:

 __________________________________________________________________ 

  

 __________________________________________________________________ 

  

 __________________________________________________________________ 

 

 

• To organise the interview, I would prefer to be contacted by email/mail/ 

telephone.  Please provide preferred contact details below. 

 

Contact Details:

 ___________________________________________________________________ 

  

 ___________________________________________________________________ 

  

 ___________________________________________________________________ 

 

• I wish / do not wish to receive the summary of findings. 

 

• Would you be interested in participating in future stages of this study?  Yes /  No 

 

 

 

 

Name  _______________________________________ 

 

Signature _______________________________________ Date_______________ 

 

 

 

 

 

APPROVED BY THE UNIVERSITY OF AUCKLAND HUMAN PARTICIPANTS 

ETHICS COMMITTEE ON 23 March 2017 FOR 3 YEARS  REFERENCE NUMBER 

018104. 
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Family Code _______________ 

 

 

CONSENT FORM 
(Family/Whānau Interviews – ADOLESCENT 16-18 YEARS) 

 
THIS FORM WILL BE HELD FOR A PERIOD OF 6 YEARS 

 

Project Title:  The role of mode of communication on outcomes in education, language 

ability, socialisation, and psychosocial development for early-implanted New Zealand 

children with cochlear implants. 

 

Names of Researchers: Katie McMenamin (Student), David Welch (Principal Investigator), 

Suzanne Purdy (Co-Investigator), Ngaire Kerse (Head of Department), & Rachel McKee 

(Advisor). 

 

 

I have read the Participant Information Sheet and understand the nature of the research and 

why I have been asked to take part. 

 

• I am between the ages of 16 and 18 years. 

 

• I agree to take part in this research and understand that it involves an interview with the 

researcher. 

 

• I understand that I am free to withdraw myself, or my data, from the study up to one week 

after the interview. 

 

• I understand that the interview will be electronically recorded, and backed up and stored 

on the University of Auckland server until it is transcribed, after which time it will be 

deleted. 

 

• I understand that the interview will be typed out and information stored in a locked cabinet 

for a period of six years, after which time it will be destroyed. 

 

• I understand that information from this interview will be used to create a questionnaire, to 

be sent out to parents/caregivers, adolescents with cochlear implants, and teachers of 

children with cochlear implants. 

• I understand that information/statements from this interview may be used in a PhD Thesis 

and published articles, without any information that could identify either my family or 

myself, and may be used in advisory reports to Government, Cochlear Implant Programs, 

and/or other Deaf-related agencies. 
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• I am aware that my parents/caregivers and one of my teachers will be asked to take part in 

separate interviews. 

 

• If I have requested an interpreter, I understand they will sign a confidentiality agreement 

and will not share any of the information shared with any party outside of the research 

team. 

 

• I wish / do not wish to receive the summary of findings. 

 

• Would you be interested in participating in future stages of this study?  Yes /  No 

 

If yes, please provide contact details for the best way to reach you. 

 

Contact Details:

 ___________________________________________________________________ 

  

 ___________________________________________________________________ 

  

 ___________________________________________________________________ 

 

 

 

 

 

Name _______________________________________________ 

 

Signature_______________________________________  Date______________ 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

APPROVED BY THE UNIVERSITY OF AUCKLAND HUMAN PARTICIPANTS 

ETHICS COMMITTEE ON 23 March 2017 FOR 3 YEARS, REFERENCE NUMBER 

018104. 
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Family Code _______________ 

 

 

ASSENT	FORM	
(Family/Whānau	Interviews	–	ADOLESCENT	12-16	YEARS)	

	
THIS	FORM	WILL	BE	HELD	FOR	A	PERIOD	OF	6	YEARS	

	
Project Title:  The role of mode of communication on outcomes in education, language 

ability, socialisation, and psychosocial development for early-implanted New Zealand 

children with cochlear implants. 

	
Names of Researchers: Katie McMenamin (Student), David Welch (Principal Investigator), 

Suzanne Purdy (Co-Investigator), Ngaire Kerse (Head of Department), & Rachel McKee 

(Advisor). 

	
	
I	have	read	the	Participant	Information	Sheet	and	understand	the	nature	of	the	research	
and	why	I	have	been	asked	to	take	part.	
	
• I	am	between	the	ages	of	12	and	16	years.	
	

• I	agree	to	take	part	in	this	research	and	understand	that	it	involves	an	interview	with	
the	researcher.	

	
• I understand that I am free to withdraw myself, or my data, from the study up to one week 

after the interview. 

	
• I understand that the interview will be electronically recorded, and backed up and stored 

on the University of Auckland server until it is transcribed, after which time it will be 

deleted. 

	
• I	understand	that	the	interview	will	be	typed	out	and	information	stored	in	a	locked	
cabinet	for	a	period	of	six	years,	after	which	time	it	will	be	destroyed.	

	
• I	understand	that	information	from	the	interview	will	be	used	to	create	a	
questionnaire,	to	be	sent	out	to	parents/caregivers,	adolescents	with	cochlear	
implants,	and	teachers	of	children	with	cochlear	implants.	

	
• I	understand	that	information/statements	from	this	interview	may	be	used	in	a	PhD	
Thesis	and	published	articles,	without	any	information	that	could	identify	either	my	
family	or	myself,	and	may	be	used	in	advisory	reports	to	Government,	Cochlear	
Implant	Programs,	and/or	other	Deaf-related	agencies.	
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• I	am	aware	that	my	parents/caregivers	and	one	of	my	teachers	will	be	asked	to	take	
part	in	separate	interviews.	

	
• If I have requested an interpreter, I understand they will sign a confidentiality agreement 

and will not share any of the information shared with any party outside of the research 

team. 

	
• I	wish	/	do	not	wish	to	receive	the	summary	of	findings.	
	
• Would you be interested in participating in future stages of this study?  Yes /  No 

 

If yes, please provide contact details for the best way to reach you. 

 

Contact Details:

 ___________________________________________________________________ 

  

 ___________________________________________________________________ 

  

 ___________________________________________________________________ 

	
	
	
Adolescent	Name	 _______________________________________________	
	
Signature	 _______________________________________________________	 Date		______________________	
	
	
	
• I	consent	to	my	child	participating	in	the	interview.	
	
	
Parent/Caregiver	Name			__________________________________________	 	
	
Signature	 _______________________________________________________	 Date		______________________	
	
	
	
	
	
	
APPROVED	BY	THE	UNIVERSITY	OF	AUCKLAND	HUMAN	PARTICIPANTS	ETHICS	
COMMITTEE	ON	23 March 2017	FOR	3	YEARS		REFERENCE	NUMBER	018104.	
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Family Code _______________ 

 

CONSENT FORM 
(Teacher Interviews - TEACHER) 

 
THIS FORM WILL BE HELD FOR A PERIOD OF 6 YEARS 

 

 

Project Title:  The role of mode of communication on outcomes in education, language 

ability, socialisation, and psychosocial development for early-implanted New Zealand 

children with cochlear implants. 

 

Names of Researchers: Katie McMenamin (Student), David Welch (Principal Investigator), 

Suzanne Purdy (Co-Investigator), Ngaire Kerse (Head of Department), & Rachel McKee 

(Advisor). 

 

I have read the Participant Information Sheet and have understood the nature of the research 

and why I have been selected.   

 

• I agree to take part in this research and understand that it involves an interview with the 

researcher. 

 

• I understand that I am free to withdraw myself, or my data, from the study up to one week 

after the interview. 

 

• I understand that the interview will be electronically recorded, and backed up and stored 

on the University of Auckland server until it is transcribed, after which time it will be 

deleted. 

 

• I understand that the interview will be transcribed and information stored in a locked 

cabinet for a period of six years, after which time it will be destroyed. 

 

• I understand that information from this interview will be used to form the basis of a 

questionnaire, to be sent out to other parents/caregivers, children with cochlear implants 

(12-18 years), and teachers of children with cochlear implants. 

 

• I have been informed that the child’s parents/caregivers have provided written consent for 

me to participate. 

 

• I understand that information/statements from this interview may be used in a PhD Thesis 

and published articles, without any information that could identify either the child, the 

child’s family, or myself, and may be used in advisory reports to Government, Cochlear 

Implant Programmes, and/or other Deaf-related agencies. 
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• If I have requested an interpreter, I understand they will sign a confidentiality agreement 

and will not share any of the information shared with any party outside of the research 

team. 

 

• I wish / do not wish to receive the summary of findings. 

 

• Would you be interested in participating in future stages of this study?  Yes /  No 

 

If yes, please provide contact details for the best way to reach you. 

 

Contact Details:

 ___________________________________________________________________ 

  

 ___________________________________________________________________ 

  

 ___________________________________________________________________ 

 

 

 

 

Name _______________________________________________ 

 

Signature  _______________________________________ Date______________________ 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

APPROVED BY THE UNIVERSITY OF AUCKLAND HUMAN PARTICIPANTS 

ETHICS COMMITTEE ON 23 March 2017 FOR 3 YEARS  REFERENCE NUMBER 

018104. 
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Family Code _______________ 

 

CONSENT FORM 
(Teacher Interviews - PRINCIPAL) 

 
THIS FORM WILL BE HELD FOR A PERIOD OF 6 YEARS 

 

Project Title:  The role of mode of communication on outcomes in education, language 

ability, socialisation, and psychosocial development for early-implanted New Zealand 

children with cochlear implants. 

 

Names of Researchers: Katie McMenamin (Student), David Welch (Principal Investigator), 

Suzanne Purdy (Co-Investigator), Ngaire Kerse (Head of Department), & Rachel McKee 

(Advisor). 

 

I have read the Participant Information Sheet and have understood the nature of the research 

and why a teacher from my school has been selected.   

 

• I agree to this teacher taking part in this research and understand that it involves an 

interview with the researcher. 

 

• I understand that the teacher is free to withdraw participation, or his/her data, from the 

study up to one week after the interview. 

 

• I understand that the interview will be electronically recorded, and backed up and stored 

on the University of Auckland server until it is transcribed, after which time it will be 

deleted. 

 

• I understand that the interview will be transcribed and information stored in a locked 

cabinet for a period of six years, after which time it will be destroyed. 

 

• I understand that information from this interview will be used to form the basis of a 

questionnaire, to be sent out to other parents/caregivers, children with cochlear implants 

(12-18 years), and teachers of children with cochlear implants. 

 

• I have been informed that the child’s parents/caregivers have provided written consent for 

this teacher to participate. 

 

• I understand that information/statements from this interview may be used in a PhD Thesis 

and published articles, without any information that could identify either the child, the 

child’s family, or the teacher, and may be used in advisory reports to Government, 

Cochlear Implant Programmes, and/or other Deaf-related agencies. 
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• If the teacher has requested an interpreter, I understand they will sign a confidentiality 

agreement and will not share any of the information shared with any party outside of the 

research team. 

 

• I wish / do not wish to receive the summary of findings. 

 

 

 

 

Name _______________________________________________ 

 

Signature _______________________________________ Date _________ 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

APPROVED BY THE UNIVERSITY OF AUCKLAND HUMAN PARTICIPANTS 

ETHICS COMMITTEE ON 23 March 2017 FOR 3 YEARS, REFERENCE NUMBER 

018104. 
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INTERPRETER CONFIDENTIALITY AGREEMENT 

Project Title:  The role of mode of communication on outcomes in education, language 

ability, socialisation, and psychosocial development for early-implanted New Zealand 

children with cochlear implants. 

 

Names of Researchers: Katie McMenamin (Student), David Welch (Principal Investigator), 

Suzanne Purdy (Co-Investigator), Ngaire Kerse (Head of Department), & Rachel McKee 

(Advisor). 

Interpreter: (TBC according to interview location) 

I agree to interpret the interview conversation between the researcher and the participants in 

the research project listed above.  I understand that the information discussed during the 

interview is confidential and that I must not disclose or discuss it with anyone other than the 

researcher and her supervisor(s).  

 

 

Name  _______________________________________ 

 

Signature_______________________________________ Date  _________________ 

 

 

 

 

 

 

 

 

 

APPROVED BY THE UNIVERSITY OF AUCKLAND HUMAN PARTICIPANTS 

ETHICS COMMITTEE ON 23 March 2017 FOR 3 YEARS  REFERENCE NUMBER 

018104. 

 

 

APPENDIX F: Interpreter Confidentiality Agreement 
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APPENDIX G1: Parental Attitudes to Deafness Scale (PADS), 
with additional 4 questions from the Deaf Community 

Involvement Scale (DCI) [in Bold]: Parent Version 
 

 

 

Please record the appropriate answer for each question. If you do not know how to answer a 

question, please leave the question blank. 

 

1. I feel that, with cochlear implants on, my child is: 

A deaf child who can hear 

A Deaf child who can hear 

A Hearing child 

A Deaf child 

 

2. To me, access to hearing is important for a child to be able to function effectively. 

Strongly Agree 

Agree 

Disagree 

Strongly Disagree 

 

3. I feel that being deaf makes my child different. 

Strongly Agree 

Agree 

Disagree 

Strongly Disagree 

 

4. I feel that sign language should be taught in mainstream schools. 

Agree: It should be integrated into ALL areas of mainstream school life 

Agree: It should be taught as a language option that students can choose to take at a 

mainstream school (like Te Reo Māori, Japanese, French, or Spanish) 

Agree: Classes could be run in some schools, where there was interest or demand 

Disagree: It should not be taught in mainstream schools at all 
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5. I feel that seeing my child signing would be off-putting for most people. 

Strongly Agree 

Agree 

Disagree 

Strongly Disagree 

 

6. To me, for a child to be “normal”, they must be able to hear and function in mainstream 

society. 

Strongly Agree 

Agree 

Disagree 

Strongly Disagree 

 

7. I believe that my child sees themselves as a member of Deaf culture. 

Strongly Agree 

Agree 

Disagree 

Strongly Disagree 
 

8. I feel that sign language should be part of my child’s life. 

Strongly Agree 

Agree 

Disagree 

Strongly Disagree 

 

9. Outside the family, I would describe my child’s interactions with others as: 

Only interacts with Hearing people 

Occasionally interacts with people from the Deaf community 

Interacts with both Hearing and Deaf people 

Mainly interacts with Deaf people 

 

10. I feel that eligibility for cochlear implants should depend on: 

Parents focusing solely on spoken language 

Parents focusing primarily on spoken language 

Parent focusing on BOTH spoken language and New Zealand Sign Language 

There should be no language criteria 
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11. I believe that my child identifies as deaf (“little d”); that is, based on the 

medical/audiological diagnosis and not in the cultural sense. 

Strongly Agree: I believe that my child identifies as deaf all of the time and has no interest 

in identifying with Deaf culture 

Agree: I believe that my child identifies as deaf but is aware of and/or has considered 

identifying with Deaf culture 

Disagree: I believe that my child identifies as BOTH deaf and Deaf, depending on the 

situation 

Strongly Disagree: I believe that my child identifies as Deaf all of the time 

 

12. I feel that there are benefits to my child having contact with the Deaf community. 

Strongly Agree 

Agree 

Disagree 

Strongly Disagree 
 

13. I believe that a person who could not see the cochlear implant(s) would not know my 

chid was deaf. 

Strongly Agree: There is nothing about my child that would suggest that they are deaf if 

you cannot see the cochlear implant 

Agree: There is nothing obvious about my child that suggest that they are deaf, however 

people may occasionally notice that my child is having to work hard to hear them 

Disagree: It might be obvious that my child is deaf as they use New Zealand Sign 

Language occasionally when out in public 

Strongly Disagree: It is obvious that my child is deaf as they use New Zealand Sign 

language on a regular basis when out in public 

 

14. Given how my child is being raised, I believe that they will identify as being bicultural 

(both Deaf and Hearing) in adulthood. 

Strongly Agree 

Agree 

Disagree 

Strongly Disagree 
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15. I feel that it is important for my child to participate in Deaf culture. 

Strongly Agree 

Agree 

Disagree 

Strongly Disagree 
 

16. I feel that using sign language stigmatises my child. 

Strongly Agree 

Agree 

Disagree 

Strongly Disagree 

 

17. I feel that it is important for my child to have the opportunity to interact with other 

children who are Deaf. 

Strongly Agree 

Agree 

Disagree 

Strongly Disagree 
 

18. I feel that it is important for my child to have the opportunity to interact with other 

children who have cochlear implants. 

Strongly Agree 

Agree 

Disagree 

Strongly Disagree 

 

19. I feel that since my child can hear now, sign language would be a waste of time. 

Strongly Agree 

Agree 

Disagree 

Strongly Disagree 
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20. I feel that my child’s deafness is a disability. 

Strongly Agree 

Agree 

Disagree 

Strongly Disagree 

 

21. I feel that using sign language provides my child with broader opportunities. 

Strongly Agree 

Agree 

Disagree 

Strongly Disagree 

 

22. I believe that sign language is a temporary measure until technology reaches a point that 

all children are able to hear and speak effectively. 

Strongly Agree 

Agree 

Disagree 

Strongly Disagree 
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APPENDIX G1: Parental Attitudes to Deafness Scale (PADS), 
with additional 4 questions from the Deaf Community 

Involvement Scale [in Bold]: Child Version 
 

 

 

Please record the appropriate answer for each question. If you do not know how to answer a 

question, please leave the question blank. 

 

1. I feel that, with the cochlear implant on, I am: 

A deaf child who can hear 

A Deaf child who can hear 

A Hearing child 

A Deaf child 

 

2. To me, access to hearing is important for a child to be able to function effectively. 

Strongly Agree 

Agree 

Disagree 

Strongly Disagree 

 

3. I feel that being deaf makes me different. 

Strongly Agree 

Agree 

Disagree 

Strongly Disagree 

 

4. I feel that sign language should be taught in mainstream schools. 

Agree: It should be integrated into ALL areas of mainstream school life 

Agree: It should be taught as a language option that students can choose to take at a 

mainstream school (like Te Reo Māori, Japanese, French, or Spanish) 

Agree: Classes could be run in some schools, where there was interest or demand 

Disagree: It should not be taught in mainstream schools at all 
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5. I feel that seeing me signing would be off-putting for most people. 

Strongly Agree 

Agree 

Disagree 

Strongly Disagree 

 

6. I believe that to be “normal”, I must be able to hear and function in mainstream society. 

Strongly Agree 

Agree 

Disagree 

Strongly Disagree 

 

7. I see myself as a member of Deaf culture. 

Strongly Agree 

Agree 

Disagree 

Strongly Disagree 
 

8. I feel that sign language should be part of my life. 

Strongly Agree 

Agree 

Disagree 

Strongly Disagree 

 

9. Outside the family, I would describe my interactions with others as: 

Only interacts with Hearing people 

Occasionally interacts with people from the Deaf community 

Interacts with both Hearing and Deaf people 

Mainly interacts with Deaf people 

 

10. I feel that eligibility for cochlear implants should depend on: 

Parents focusing solely on spoken language 

Parents focusing primarily on spoken language 

Parent focusing on BOTH spoken language and New Zealand Sign Language 

There should be no language criteria 
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11. I identity as deaf (“little d”); that is, based on the medical/audiological diagnosis and 

not in the cultural sense. 

Strongly Agree: I believe that my child identifies as deaf all of the time and has no interest 

in identifying with Deaf culture 

Agree: I believe that my child identifies as deaf but is aware of and/or has considered 

identifying with Deaf culture 

Disagree: I believe that my child identifies as BOTH deaf and Deaf, depending on the 

situation 

Strongly Disagree: I believe that my child identifies as Deaf all of the time 

 

12. I feel that there are benefits to me having contact with the Deaf community. 

Strongly Agree 

Agree 

Disagree 

Strongly Disagree 
 

13. I believe that a person did not see the cochlear implant(s) would not know I was deaf. 

Strongly Agree: There is nothing about my child that would suggest that they are deaf if 

you cannot see the cochlear implant 

Agree: There is nothing obvious about my child that suggest that they are deaf, however 

people may occasionally notice that my child is having to work hard to hear them 

Disagree: It might be obvious that my child is deaf as they use New Zealand Sign 

Language occasionally when out in public 

Strongly Disagree: It is obvious that my child is deaf as they use New Zealand Sign 

language on a regular basis when out in public 

 

14. I believe that I will identify as being bicultural (both Deaf and Hearing) in adulthood. 

Strongly Agree 

Agree 

Disagree 

Strongly Disagree 

 

 

 

 



Communication, Identity, & Outcomes in Children with CIs 

 

 

331 

15. I feel that it is important for me to participate in Deaf culture. 

Strongly Agree 

Agree 

Disagree 

Strongly Disagree 
 

16. I feel that using sign language makes me stand out as different in a negative way. 

Strongly Agree 

Agree 

Disagree 

Strongly Disagree 

 

17. I feel that it is important for me to have the opportunity to interact with other children 

who are Deaf. 

Strongly Agree 

Agree 

Disagree 

Strongly Disagree 
 

18. I feel that it is important for me to have the opportunity to interact with other children 

who have cochlear implants. 

Strongly Agree 

Agree 

Disagree 

Strongly Disagree 

 

19. I feel that since I can hear now, sign language would be a waste of time. 

Strongly Agree 

Agree 

Disagree 

Strongly Disagree 

 

 

 

 

 

 

 

 

 

 

 

 



Communication, Identity, & Outcomes in Children with CIs 

 

 

332 

20. I feel that my deafness is a disability. 

Strongly Agree 

Agree 

Disagree 

Strongly Disagree 

 

21. I feel that using sign language provides me with broader opportunities. 

Strongly Agree 

Agree 

Disagree 

Strongly Disagree 

 

22. I believe that sign language is a temporary measure until technology reaches a point that 

all children are able to hear and speak effectively. 

Strongly Agree 

Agree 

Disagree 

Strongly Disagree 
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APPENDIX G2: Deaf Acculturation Scale for Adolescents and 
Children (DASAC), based on a 10-point Likert Scale: Parent 

Version 
 

 

Please rate each statement on a scale from ‘Not at all’ to ‘Very much’. 

 

1. When interacting with others, my chid enjoys spending time with: 

Hearing people 

Deaf people 

 

2. I believe my child would describe him/herself as a: 

Hearing person 

deaf person (audiologically deaf) 

Deaf person (culturally deaf) 

 

3. When my child feels emotional, they will express themselves using: 

Oral language 

New Zealand Sign Language 

 

4. If my child went to a community event, s/he would feel: 

Comfortable at a Hearing event 

Comfortable at a Deaf event 

 

5. When making friends, my child tends to have: 

Hearing peers 

deaf peers (audiologically deaf) 

Deaf peers (culturally deaf) 

 

6. At night when my child goes to bed, s/he is: 

Comfortable with the cochlear implant/s on 

Comfortable with the cochlear implant/s off 

 

7. My child feels included in: 

Spoken conversation 

Signed conversation 
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8. With cochlear implants ON, my child is comfortable: 

In an oral-only environment 

In a sign language environment 

 

9. First thing in the morning, my child is: 

Comfortable WITH the cochlear implant/s on 

Comfortable WITHOUT the cochlear implant/s on 
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APPENDIX G2: Deaf Acculturation Scale for Adolescents and 
Children (DASAC), based on a 10-point Likert Scale: Child 

Version 
 

 

Please rate each statement on a scale from ‘Not at all’ to ‘Very much’. 

 

1. When interacting with others, I enjoy spending time with: 

Hearing people 

Deaf people 

 

2. I would describe myself as a: 

Hearing person 

deaf person (audiologically deaf) 

Deaf person (culturally deaf) 

 

3. When I feel emotional, I express myself using: 

Oral language 

New Zealand Sign Language 

 

4. If I  went to a community event, I would feel: 

Comfortable at a Hearing event 

Comfortable at a Deaf event 

 

5. When making friends, I tend to have: 

Hearing peers 

deaf peers (audiologically deaf) 

Deaf peers (culturally deaf) 

 

6. At night, when my I go to bed, I am: 

Comfortable with the cochlear implant/s on 

Comfortable with the cochlear implant/s off 

 

7. I feel included in: 

Spoken conversation 

Signed conversation 
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8. With cochlear implants ON, I am comfortable: 

In an oral-only environment 

In a sign language environment 

 

9. First thing in the morning, I am: 

Comfortable WITH the cochlear implant/s on 

Comfortable WITHOUT the cochlear implant/s on 
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APPENDIX G3: Assessment of Language Fluency: Parent 
Version 

 

 

Please record the appropriate answer for each statement. 

 

1. To what extent do you, as parent/caregiver, use New Zealand Sign Language (NZSL)? 

No NZSL whatsoever 

A small amount of NZSL (e.g., finger spelling/home sign) 

A reasonable amount of NZSL (e.g., either NZSL grammar structure or NZSL words 

signed in English grammar structure) 

Fluent in New Zealand Sign Language 

 

2. To what extent does your child with the cochlear implant/s use New Zealand Sign 

Language (NZSL)? 

No NZSL whatsoever 

A small amount of NZSL (e.g., finger spelling/home sign) 

A reasonable amount of NZSL (e.g., either NZSL grammar structure or NZSL words 

signed in English grammar structure) 

Fluent in New Zealand Sign Language 

 

3. To what extent do your other children use New Zealand Sign Language (NZSL)? 

No NZSL whatsoever 

A small amount of NZSL (e.g., finger spelling/home sign) 

A reasonable amount of NZSL (e.g., either NZSL grammar structure or NZSL words 

signed in English grammar structure) 

Fluent in New Zealand Sign Language 

Not applicable 

 

4. To what extent do you, as parent/caregiver, use spoken English? 

No spoken English whatsoever 

A small amount of spoken English 

A reasonable amount of spoken English 

Fluent in spoken English 
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5. To what extent does your child with the cochlear implant/s use spoken English? 

No spoken English whatsoever 

A small amount of spoken English 

A reasonable amount of spoken English 

Fluent in spoken English 

 

6. To what extent do your other children use spoken English? 

No spoken English whatsoever 

A small amount of spoken English 

A reasonable amount of spoken English 

Fluent in spoken English 

Not Applicable 

 

7. To what extent do you, as parent/caregiver, regularly use another spoken language? 

No other spoken language 

A small amount of another spoken language 

A reasonable amount of another spoken language 

Fluent in another spoken language 

 

8. To what extent does your child with the cochlear implant/s regularly use another spoken 

language? 

No other spoken language 

A small amount of another spoken language 

A reasonable amount of another spoken language 

Fluent in another spoken language 

 

9. To what extent do your other children regularly use another spoken language? 

No other spoken language 

A small amount of another spoken language 

A reasonable amount of another spoken language 

Fluent in another spoken language 

Not Applicable 
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APPENDIX G3: Assessment of Language Fluency: Child Version 
 

 

Please record the appropriate answer for each statement. 

 

1. To what extent do you, as a teenager, use New Zealand Sign Language (NZSL)? 

No NZSL whatsoever 

A small amount of NZSL (e.g., finger spelling/home sign) 

A reasonable amount of NZSL (e.g., either NZSL grammar structure or NZSL words 

signed in English grammar structure) 

Fluent in New Zealand Sign Language 

 

2. To what extent do your parents/caregivers  use New Zealand Sign Language (NZSL)? 

No NZSL whatsoever 

A small amount of NZSL (e.g., finger spelling/home sign) 

A reasonable amount of NZSL (e.g., either NZSL grammar structure or NZSL words 

signed in English grammar structure) 

Fluent in New Zealand Sign Language 

 

3. To what extent do your brothers or sisters use New Zealand Sign Language (NZSL)? 

No NZSL whatsoever 

A small amount of NZSL (e.g., finger spelling/home sign) 

A reasonable amount of NZSL (e.g., either NZSL grammar structure or NZSL words 

signed in English grammar structure) 

Fluent in New Zealand Sign Language 

Not applicable 

 

4. To what extent do you, as a teenager, use spoken English? 

No spoken English whatsoever 

A small amount of spoken English 

A reasonable amount of spoken English 

Fluent in spoken English 
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5. To what extent do your parents/caregivers use spoken English? 

No spoken English whatsoever 

A small amount of spoken English 

A reasonable amount of spoken English 

Fluent in spoken English 

 

6. To what extent do your brothers and sisters use spoken English? 

No spoken English whatsoever 

A small amount of spoken English 

A reasonable amount of spoken English 

Fluent in spoken English 

Not Applicable 

 

7. To what extent do you, as a teenager, regularly use another spoken language? 

No other spoken language 

A small amount of another spoken language 

A reasonable amount of another spoken language 

Fluent in another spoken language 

 

8. To what extent do your parents/caregivers regularly use another spoken language? 

No other spoken language 

A small amount of another spoken language 

A reasonable amount of another spoken language 

Fluent in another spoken language 

 

9. To what extent do your brothers and sisters regularly use another spoken language? 

No other spoken language 

A small amount of another spoken language 

A reasonable amount of another spoken language 

Fluent in another spoken language 

Not Applicable 
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APPENDIX G4: Rosenberg Self-Esteem Scale: Parent Version 
[Adapted] 

 

 

Please record the appropriate answer for each item, depending on whether you strongly agree, 

agree, disagree, or strongly disagree with the statement. 

 

Response Options: 

Strongly Agree 

Agree 

Disagree 

Strongly Disagree 

 

1. On the whole, I believe my child is satisfied with him/herself. 

2. At times I believe my child thinks she/he is no good at all. 

3. I feel that my child feels that she/has a number of good qualities. 

4. I believe that my child feels able to do things as well as most other people. 

5. I believe that my child feels she/he does not have much to be proud of. 

6. I believe my child certainly feel useless at times. 

7. I believe my child feels she/he is a person of worth. 

8. I believe my child wishes she/he could have more respect or herself/himself. 

9. All in all, I believe my child is inclined to think that she/he is a failure. 

10. I believe my child takes a positive attitude toward herself/himself. 
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APPENDIX G4: Rosenberg Self-Esteem Scale: Child Version 
[Original] 

 

 

 

Please record the appropriate answer for each item, depending on whether you strongly agree, 

agree, disagree, or strongly disagree with the statement. 

 

Response Options: 

Strongly Agree 

Agree 

Disagree 

Strongly Disagree 

 

1. On the whole, I am satisfied with myself. 

2. At times I think I am no good at all. 

3. I feel that I have a number of good qualities. 

4. I am able to do things as well as most other people. 

5. I feel I do not have much to be proud of. 

6. I certainly feel useless at times. 

7. I feel that I’m a person of worth. 

8. I wish I could have more respect or myself. 

9. All in all, I am inclined to think that I am a failure. 

10. I take a positive attitude toward myself. 
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APPENDIX G5: Assessment of Academic Strength: Parent 
Version 

 

 

 

Response Options: 

Below others 

Slightly below others 

On part with others 

Slightly above others 

Above others 

 

 

1. Compared to other children their age, how well is your child doing at: 

Reading 

Writing 

Spelling 

Maths 

In Schoolwork Generally 

 

2. Which language/s does your child use at school THE MOST? 

English 

NZSL 

English + NZSL equally 

Other ___________________ 
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APPENDIX G5: Assessment of Academic Strength: Child Version 
 

 

 

Response Options: 

Below others 

Slightly below others 

On part with others 

Slightly above others 

Above others 

 

 

1. Compared to other children your age, how well do you feel you are doing at: 

Reading 

Writing 

Spelling 

Maths 

In Schoolwork Generally 

 

2. Which language/s do you use at school THE MOST? 

English 

NZSL 

English + NZSL equally 

Other ___________________ 
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APPENDIX G6: Parental Resources Scale (PRS) 
 

 

Please record the most appropriate answer for each item, depending on how much support you 

believe you have received from each of these groups in terms of your child’s deafness. 

 

Response Options: 

No support at all 

A little support 

Variable/average support 

Excellent support  

Not applicable 

 

1. Support from family (e.g., partner, children, parents, siblings) 

2. Support from friends 

3. Support from social media (e.g., Facebook, online support groups) 

4. Support from your own personal resources (e.g., finances, schooling, personality) 

5. Support from the Deaf community 

6. Support with New Zealand Sign Language resources (e.g., First Signs, Night classes, 

NZSL camps) 

7. Support with appropriate schooling for your child (e.g., mainstream, bilingual/bimodal, 

Deaf units) 

8. Support from your child’s teacher 

9. Support from your cochlear implant programme (e.g., The Hearing House or the Southern 

Cochlear Implant Programme) 

10. Support with cochlear implant funding/equipment (e.g., bilateral implants, replacement 

equipment) 

11. Support from the Ministry of Education (e.g., Advisor on Deaf Children [AoDC], 

Resource Teacher of the Deaf [RTD]) 

12. Support from Government funding/equipment (e.g., Ongoing Resourcing Scheme [ORS] 

funding, remote microphone [RM/FM] systems) 

13. Support from the District Health Boards (e.g., Hospital audiologists, Ear Nose & Throat 

specialists) 

14. School Support (e.g., Teacher Aide, Special Needs Co-ordinator [SENCO]) 
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Office of the Vice-Chancellor  

Office of Research Strategy and Integrity (ORSI)  

 

 

 

 

UNIVERSITY OF AUCKLAND HUMAN PARTICIPANTS ETHICS COMMITTEE (UAHPEC)  

25-Mar-2019  

MEMORANDUM TO:  

Dr David Welch Audiology  

Re: Application for Ethics Approval (Our Ref. 022173): Approved 
The Committee considered the application for ethics approval for your study entitled Factors that 
influence  

communication choices for children with cochlear implants..  

We are pleased to inform you that ethics approval has been granted for a period of three years.  

The expiry date for this approval is 25-Mar-2022.  

Completion of the project: In order that up-to-date records are maintained, you must notify the 
Committee once your project is completed.  

Amendments to the project: Should you need to make any changes to the project, please 
complete an Amendment Request form in InfoEd, giving full details along with revised 
documentation. If the project changes significantly, you are required to submit a new application 
to UAHPEC for approval.  

Funded projects: If you received funding for this project, please provide this approval letter to 
your local Faculty Research Project Coordinator (RPC) or Research Project Manager (RPM) so that 
the approval can be notified via a Service Request to the Research Operations Centre (ROC) for 
activation of the grant.  

The Chair and the members of UAHPEC would be happy to discuss general matters relating to 
ethics approvals. If you wish to do so, please contact the Ethics Administrators at 
humanethics@auckland.ac.nz in the first instance.  

 

APPENDIX H: University of Auckland Ethics 
Committee Approval; Phase Two 
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Additional information:  

1. Do not forget to complete the 'approval wording' on the PISs, CFs and/or advertisements and 
emails, giving the dates of approval and the reference number. This needs to be completed before 
you use the documents or send them out to your participants.  

Please quote Protocol number 022173 on all communication with the UAHPEC regarding this 
application.  

The University of Auckland Private Bag 92019 Auckland, New Zealand  

Level 11, 49 Symonds Street Telephone: 64 9 373 7599 Extension: 83711 humanethics@auckland.ac.nz  

 

(This is a computer generated letter. No signature required.)  

UAHPEC Administrators 
University of Auckland Human Participants Ethics Committee  

c.c. Head of Department / School, Audiology Prof Ngaire Kerse 
Prof Suzanne Purdy 
Mrs Kathleen McMenamin  
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Office of the Vice-Chancellor  

Office of Research Strategy and Integrity (ORSI)  

 

UNIVERSITY OF AUCKLAND HUMAN PARTICIPANTS ETHICS COMMITTEE (UAHPEC)  

28-Mar-2019  

MEMORANDUM TO:  

Dr David Welch Audiology  

Re: Request for amendment of Ethics Approval (Our Ref. 022173): Approved with 
comment 
The Committee considered the amendment(s) requested to the ethics approval for your study 
entitled Factors  

that influence communication choices for children with cochlear implants.. Approval was 
given with a comment or required minor change(s) on 28-Mar-2019:  

1. Parent Questionnaire - Demographics Section 
To add in two more questions: the first, asking if the parent has ever used New Zealand Sign 
Language with their child; the second, asking the age of the child when they first started using 
New Zealand Sign Language.  

2. To use an advertisement to circulate information about the study through networks e.g. 
Facebook.  

Note: 
Advertisement 
Consider amending the following sentence to be clear about what type of implant you are talking 
about: Do you have a child between the ages of 2 and 18 years, who was implanted before the 
age of 2.  

The expiry date for this approval is 25-Mar-2022. 
Completion of the project: In order that up-to-date records are maintained, you must notify the 
Committee  

once your project is completed.  

Amendments to the project: Should you need to make any further changes to the project, 
please complete a new Amendment Request form giving full details along with revised 
documentation. If the project changes significantly, you are required to submit a new application 
to UAHPEC for approval.  

The Chair and the members of UAHPEC would be happy to discuss general matters relating to 
ethics approvals. If you wish to do so, please contact the Ethics Administrators at 
humanethics@auckland.ac.nz in the first instance. 

The University of Auckland Private Bag 92019 Auckland, New Zealand  

Level 11, 49 Symonds Street Telephone: 64 9 373 7599 Extension: 83711 humanethics@auckland.ac.nz 
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Please quote Protocol number 022173 on all communication with the UAHPEC regarding this 
application.  

(This is a computer generated letter. No signature required.)  

UAHPEC Administrators 
University of Auckland Human Participants Ethics Committee  

c.c. Head of Department / School, Audiology Prof Ngaire Kerse 
Prof Suzanne Purdy 
Mrs Kathleen McMenamin  
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 Tamaki Building 730  
Floor 3, 261 Morrin Road 
Auckland, New Zealand 
T+64 9 373 7599 ext. 
86886 
W auckland.ac.nz    
The University of 
Auckland  
Private Bag 92019 
Auckland 1142 
New Zealand 

 

 
PARTICIPANT INFORMATION SHEET 

(Parent Questionnaire) 
 

 

Project Title:  Factors that influence communication choices for children with cochlear 

implants. 

 

Names of Researchers: Katie McMenamin, David Welch (Supervisor), & Suzanne Purdy 

(Supervisor). 

 

About the researcher 
My name is Katie McMenamin and I am currently conducting research on outcomes for 

children with cochlear implants, as part of my University of Auckland Health Sciences PhD 

Thesis.  I have a child with bilateral cochlear implants, which has led to my interest in this 

area.  I am interested in finding out which communication methods families are using, how 

parents decide which communication methods to use, and the role that these choices play, if 

any, on a child’s identity and outcomes. 

 

About the project 
I would like to invite you to take part in a study looking at issues relevant to children and 

adolescents with cochlear implants, between the ages of 2-18 years. This questionnaire is 

going out to all families of children with cochlear implants and we are hoping most people 

will respond. This would give us data from up to 200 New Zealand families.  The purpose of 

this research is to learn about communication methods used with New Zealand children and 

adolescents with cochlear implants and the development of identity. It will also look at how 

these children are doing in areas such as language, social interactions, emotional wellbeing, 

and education.  The aim is to investigate how parental attitudes, choices, and access to 

resources influence children’s identity and outcomes.  It is hoped that this information can be 

 
APPENDIX I: Participant Information 

Sheets; Phase Two 
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used to make recommendations to New Zealand agencies around working with and 

supporting deaf children with cochlear implants. 

 

What will I be asked to take part in? 

Should you agree to take part, you will be asked to complete an online questionnaire. Please 

use the Family Code given to you on your email. It should be a three-digit number (e.g., 001 

or 501). The questionnaire will take approximately 20-30 minutes of your time.  If your child 

is 10-18 years, and you are happy for them to participate, they will also be asked if they 

would like to take part in the study by filling out a similar questionnaire.  If you are happy for 

your child to take part, you will need to provide consent as part of your own online 

questionnaire and will be asked to email your child the Family Code (e.g., 001 or 501) and 

the Adolescent Participant Information Sheet. The Adolescent Participant Information Sheet 

will provide the online link to the Adolescent Questionnaire. 

 

You will also be asked if it is ok to get information from your cochlear implant service 

provider (the Southern Cochlear Implant Programme or The Hearing House) about your most 

recent language-based assessments. The purpose of this is to add extra information around 

outcomes for children with cochlear implants.   

 

If you have more than one child with a cochlear implant that meets the study criteria, please 

feel free to complete a questionnaire for each child. If you would prefer not to do this, it is 

fine to pick one child and complete the questionnaire for that child only. Please do not add 

information about your other children into that questionnaire, however. It is important that all 

of the answers in each questionnaire relate to only one child. 

 

What happens to the information gathered? 

Questionnaires will be collected and analysed.  Information from your questionnaire will be 

stored securely on password protected computer servers and will be kept indefinitely for 

research purposes.   

 

Data from these questionnaires will be used in the write-up of my PhD Thesis, journal 

articles, and other scientific and medical presentations, however there will be nothing that 

could identify your family or yourself.   

 
Your privacy 
Your family will given a unique code (see above) so that any information about you or your 

family is anonymous.  This code will be used to enable us to get data about you from your 

cochlear implant programme, if you have given us permission. Your cochlear implant 

programme will not have access to the information from your questionnaire. 

 

We will give you the option to provide an email address to enter the prize draw or to get a 

summary of our findings. In order to keep your data anonymous, this will go into a separate 

file so that we cannot associate you with your responses.  

 

What if I agree to participate and change my mind? 

You have the right to stop responding at any time while you are answering the questionnaire, 

although we would really appreciate you completing it. Once you have submitted the 

questionnaire, you will be unable to withdraw your data from the study because we will not 

know whose data is whose.  
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What happens now? 

If you are interested in taking part in the study, please complete this online questionnaire by     
Sunday 28th April 2019. Just click on the following link:  

 

https://auckland.au1.qualtrics.com/jfe/form/SV_eeAJMzMHjYlPosl 

 

It is possible to save your progress so that you can go away and complete it later, if you 

choose.  If you are not interested in participating, you do not need to do anything further. 

Thank you for taking the time to consider taking part in what will provide extremely valuable 

information for present and future New Zealand children and adolescents with cochlear 

implants. 
 

 

Contact details 

Katie McMenamin Dr. David Welch 

Researcher Head of Department (Audiology) 

Tamaki Campus Tamaki Campus (Rm 730.330) 

261 Morrin Road 261 Morrin Road 

Glen Innes Glen Innes 

University of Auckland University of Auckland 

Private Bag 92019 Private Bag 92019 

Auckland Auckland 

 

Email: kmcm568@aucklanduni.ac.nz Email: d.welch@auckland.ac.nz 

Phone: 09 373 7599 ext. 86886 (Admin) Phone: 09 923 8404  

 

Dr. Suzanne Purdy  

Head of Department (Psychology)  

Tamaki Campus (Rm 721.319)  

261 Morrin Road   

Glen Innes  

University of Auckland  

Private Bag 92019  

Auckland  

 

Email: sc.purdy@auckland.ac.nz  

Phone: 09 373 7599 ext. 82073  

 

 

 

For any concerns regarding ethical issues you may contact the Chair, the University of 

Auckland Human Participants Ethics Committee, at the University of Auckland, Research 

Office, Private Bag 92019, Auckland 1142.  Telephone 09 373 7599 extn. 83711.  Email: ro-

ethics@auckland.ac.nz. 

 

 

APPROVED BY THE UNIVERSITY OF AUCKLAND HUMAN PARTICIPANTS 

ETHICS COMMITTEE ON 25/03/19 FOR 3 YEARS, REFERENCE NUMBER 022173. 
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 Tamaki Building 730  
Floor 3, 261 Morrin Road 
Auckland, New Zealand 
T+64 9 373 7599 ext. 
86886 
W auckland.ac.nz    
The University of 
Auckland  
Private Bag 92019 
Auckland 1142 
New Zealand 

	
	

PARTICIPANT	INFORMATION	SHEET	
(Adolescent	Questionnaire)	

	
	
Project	Title:		Factors	that	influence	communication	choices	for	children	with	cochlear	
implants.	
	
Names	of	Researchers:	Katie	McMenamin,	David	Welch	(Supervisor),	&	Suzanne	Purdy	
(Supervisor).	
	
About	the	researcher	
My	name	is	Katie	McMenamin	and	I	am	currently	conducting	research	on	outcomes	for	
children	with	cochlear	implants,	as	part	of	my	University	of	Auckland	Health	Sciences	
PhD	Thesis.		I	have	a	child	with	bilateral	cochlear	implants,	which	has	led	to	my	interest	
in	this	area.		I	am	interested	in	finding	out	which	communication	methods	families	are	
using,	how	parents	decide	which	communication	methods	to	use,	and	the	role	that	these	
choices	play,	if	any,	on	a	child’s	identity	and	outcomes.	
	
About	the	project	
I	would	like	to	invite	you	to	take	part	in	a	questionnaire	looking	at	issues	relevant	to	
young	people	with	cochlear	implants,	between	the	ages	of	2-18	years.	This	
questionnaire	is	going	out	to	all	families	of	children	with	cochlear	implants	and	we	are	
hoping	most	people	will	respond.	This	would	give	us	data	from	up	to	200	New	Zealand	
families.		The	purpose	of	this	research	is	to	learn	about	communication	methods	used	
with	New	Zealand	children	and	adolescents	with	cochlear	implants	and	the	
development	of	identity.		It	will	also	look	at	how	children	are	doing	in	areas	such	as	
language,	social	interactions,	emotional	wellbeing,	and	education.		The	aim	is	to	
investigate	how	parental	attitudes,	choices,	and	access	to	resources	influence	children’s	
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identity	and	outcomes.		It	is	hoped	that	this	information	can	be	used	to	make	
recommendations	to	New	Zealand	agencies	around	working	with	and	supporting	deaf	
children	with	cochlear	implants.	
	
What	will	I	be	asked	to	take	part	in?	
Should	you	agree	to	take	part,	you	will	be	asked	to	complete	an	online	questionnaire.	
Please	use	the	Family	Code	given	to	you	on	your	parent/caregiver’s	email.		It	should	be	
a	three-digit	number	(e.g.,	001	or	501).		The	questionnaire	will	take	approximately	20-
30	minutes	of	your	time.	
	
If	you	are	under	16,	your	parent/caregiver	will	have	to	give	consent	for	you	to	take	part.		
There	is	a	question	asking	you	about	this	in	the	questionnaire.	
	
You	will	also	be	asked	if	it	is	ok	to	get	information	from	your	cochlear	implant	service	
provider	(the	Southern	Cochlear	Implant	Programme	or	The	Hearing	House)	about	your	
most	recent	language-based	assessments.	The	purpose	of	this	is	to	add	extra	
information	around	outcomes	for	children	with	cochlear	implants.			
	
What	happens	to	the	information	gathered?	
Questionnaires	will	be	collected	and	analysed.		Information	from	your	questionnaire	
will	be	stored	securely	on	password	protected	computer	servers	and	will	be	kept	
indefinitely	for	research	purposes.			
	
Data	from	these	questionnaires	will	be	used	in	the	write-up	of	my	PhD	Thesis,	journal	
articles,	and	other	scientific	and	medical	presentations,	however	there	will	be	nothing	
that	could	identify	your	family	or	yourself.			
	
Your	privacy	
Your	family	will	given	a	unique	code	(see	above)	so	that	any	information	about	you	or	
your	family	is	anonymous.		This	code	will	be	used	to	enable	us	to	get	data	about	you	
from	your	cochlear	implant	programme,	if	you	have	given	us	permission.	Your	cochlear	
implant	programme	will	not	have	access	to	the	information	from	your	questionnaire.	
	
We	will	give	you	the	option	to	provide	an	email	address	to	enter	the	prize	draw	or	to	get	
a	summary	of	our	findings.	In	order	to	keep	your	data	anonymous,	this	will	go	into	a	
separate	file	so	that	we	cannot	associate	you	with	your	responses.		
	
What	if	I	agree	to	participate	and	change	my	mind?			
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submitted	the	questionnaire,	you	will	be	unable	to	withdraw	your	data	from	the	study	
because	we	will	not	know	whose	data	is	whose.		
	
What	happens	now?	
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https://auckland.au1.qualtrics.com/jfe/form/SV_2ht2OEqfE3kO7Ix	
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It	is	possible	to	save	your	progress	so	that	you	can	go	away	and	complete	it	later,	if	you	
choose.		If	you	are	not	interested	in	participating,	you	do	not	need	to	do	anything	
further.	Thank	you	for	taking	the	time	to	consider	taking	part	in	what	will	provide	
extremely	valuable	information	for	present	and	future	New	Zealand	children	and	
adolescents	with	cochlear	implants.	
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