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Earlier this year 1 had the opportunity through 
the generosity of the World Health Organisation 
of visiting the Nuffield Hearing and Speech 
Centre in London, under Miss E. Whetnail, 
f.r.c.s., its Director, to see what was being done 
in the way of detecting and treating the deaf 
child. My particular interest was not so much 
in the surgical correction of deafness, but in the 
child, where this was not possible. This group 
of children naturally, therefore, contained a lot 
of children who had a perceptive deafness.

The Nuffield Centre is a relatively new build
ing equipped with everything which is necessary 
for the detection and treatment of the deaf child, 
and with all the sound-proofing which is neces
sary, and has been built at a great cost. The 
staffing of the centre consists of at least four 
consultants, a registrar and an assistant, a visiting 
psychiatrist, a visiting paediatrician, four psycho
logists, four audiometricians and technicians and 
several speech therapists, apart from the research, 
nursing and clerical staff. I also had the oppor
tunity of visiting the Heston Hearing Clinic, 
Middlesex, Director Dr. D. L. Fish, which was 
described to me as a one-man show and had 
been built at a cost of £25,000.

To start at the beginning is to start with the 
detection of deafness. It is essential that detec
tion is made early. The later the diagnosis of 
deafness is made, the more difficult the treatment, 
and naturally the less likelihood of a favourable 
result. It is accepted now that in the first two 
years of life there is a physiological period of 
readiness to listen and speak. It is in this time 
that the normal child is learning these skills and 
it is, therefore, essential that during this period 
the deaf child must start its treatment. It is 
also important to realise that a child who has 

learnt these skills, but who then goes deaf in 
the early years of life, will lose them unless treat
ment is instituted. The pattern of speech is not 
fixed until later in life.

How is deafness detected early? It would be 
ideal to test all children in the neo-natal period, 
but this would be, perhaps, a tall order. How
ever, it is now recognised that certain children 
are born at risk and that the incidence of deaf
ness in this group is fourteen times greater than 
those not born at risk. Which children are born 
at risk? 1 think this is conveniently divided into 
three main groups, although the last category 
listed perhaps does not concern children in the 
peri-natal period; it is put in for completion sake.

The three main groups then are:
(1) Pre-natal; (2) Peri-natal; and (3) Post

natal;
and listed below is a more complete list under 
the three headings described.

Pre-Natal—
Genetic:

(a) Hereditary and syndromes of hereditary deaf
ness, e.g.—
Waardenberg.
Dysostosis Cleido-Cranialis.
Van der Hove’s. 
Klippel-Feil. 
Treacher-Collins. 
Pendred.

(b) Familial, e.g.—• 
Otosclerosis.
Progressive familial deafness.

(c) Maternal infection during pregnancy, especially 
in the early months, e.g.—
Rubella. 
Influenza.
Glandular fever.

(d) Maternal nutritional deficiencies, e.g.— 
Malabsorption syndrome.
Diabetes (doubted by some).

(e) Drugs and chemicals taxen during pregnancy, 
e.g —
Streptomycin. 
Salicylates. 
Quinine. 
Abortifacients.

Non-Genetic:
(f) Diseases of pregnancy, e.g.— 

Hyperemesis.
Eclampsia. 
Toxaemia.
Hypertension. 
Threatened abortion.

(g) Endocrine disturbances, e.g., cretinism.

Peri-Natal—
(a) Abnormal labour, e.g.— 

Prolonged labour. 
A.P.H.
Forceps. 
Caesar. 
Maternal anaesthia.
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(b) Birth injuries.
(c) Hypoxia.
(d) Haemolytic disease.
(e) Severe physiological jaundice.
(f) Prematurity, in that the children are more 

susceptible to hypoxia and kernicterus.
(g) Post-maturity.
(h) Other congenital anomalies.

Post-Natal—
(a) Infections—viral or bacterial, e.g.— 

Mumps.
Measles.
Encephalitis. 
Meningitis.

(b) Otitis media.
(c) Otitic trauma.
(d) Ototoxic drugs, e.g.— 

Streptomycin; 
Kanamycin, etc.

How is detection made? I do not intend to 
elaborate the techniques of testing. Firstly, a 
knowledge of a normal hearing pattern response 
to sound is necessary. For example, a neonate 
will respond to a loud drum beat by the startled 
reflex, but at approximately five months this re
flex is inhibited and replaced by a blink, and 
later by turning the head towards the sound 
source. Likewise, in an eight-month-old child 
an unfamiliar sound presented to one ear may 
produce response, while the same sound pre
sented to the other ear may cause no response, 
whereas a familiar sound presented to the same 
child will cause a response from each side. Next, 
what sort of sound should be used? There is 
argument on this point. Some say that sounds 
with meaning must be used; others contend that 
pure tones may be used. Probably both are 
right, but it is obvious that to use pure tone 
testing requires considerable apparatus, while 
sounds with a meaning can be produced by 
simple sources such as high and low pitched 
baby rattles, a spoon rattled in a cup. rustling 
paper and musical boxes. These simple types 
of sound sources were being used at the Nuffield 
Centre. All such sound testing is known as 
free field audiometry—that is, no attempt is 
made to “fasten” the child to anv sound source, 
which naturally would be extremely difficult with 
the voung. It is preferable to carry out all such 
tests in a sound-proof room. Depending on the 
age of the child, he or she is either sat upon the 
mother’s knee or at a table while an assistant 
attracts the attention of the child. The “tester” 
then approaches the child from behind with the 
sound source, testing from one side of the child 
and then the other and observing the response. 

Naturally the volume and the distance of the 
sound can be varied. It is essential that the 
“tester” does not give any other clue to his or 
her presence. For example, there should be no 
vibration or shadows cast by the “tester.” These 
tests may be apparently crude and not without 
snags, but to the experienced examiner can give 
considerable information as to the child’s hearing 
state, even in the new-born.

In older children, where there may be some 
comprehension of the spoken word, the voice 
may be used. For example, the child with its 
back to the “tester” is asked to identify certain 
familiar toys. The “tester” again varies his or 
her position relatively to the child’s ears and the 
amplitude of his or her voice. In older children 
yet—that is, at about three years old-—a child 
can be conditioned to respond to pure tones 
using the audiometer. This is really an 
extension of the well-known “Go” game. It 
is initiated in the free field—that is, the child is 
conditioned on hearing, but not seeing, a sound 
to perform some playful act such as knocking 
down a skittle. Once this has been established 
in the free field the child is gradually introduced 
to the hea l phones of the audiometer. Once he 
has gained confidence with the head phones the 
test is repeated, using the pure tones of the 
audiometer. In this way a reasonable audiograph 
may be obtained and it can be of interest to 
check back with the audiograph the initial im
pression one gained using free field tests.

It is quite obvious that all these tests require 
a lot of patience on the part of the examiner 
and it may need several visits before the examiner 
is satisfied that a reasonable assessment of the 
child’s hearing has been made.

I would like to reiterate that early diagnosis 
is essential, and it is preferable, if in doubt, to 
institute treatment than to defer it to a later 
date when the child is older and perhaps a more 
accurate test obtained.

What can we offer in the way of treatment? 
Remember I am confining my remarks mainly 
to that group of children where surgery has noth
ing to offer for correction of the deafness. Many 
deaf children present with poor speech or no 
speech at all, and the aim of treatment is to 
educate the deaf child to communicate in the 
normal way—“that is, by speech. This is obviously 
preferable to other means of communication such 
as oralism (or lip-reading) and manualism (or 
finger alphabet). The deaf child has not learned 
to talk because he has not heard the words to 
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learn. What little he might hear will have no 
meaning to him, and as a result he tends to 
ignore any sounds he might hear and rely on 
other methods of expressing himself. A deaf 
child must be placed in an atmosphere of sounds 
with meaning. He must be taught the natural 
sequence of letters and words. He must be 
taught what is commonly known as linguistic 
knowledge. A normally-hearing adult hearing a 
foreign tongue for the first time hears it but 
does not understand it; he has no linguistic 
knowledge of that language. It has also been 
shown that a normally hearing infant, brought 
up in an atmosphere of silence, will not learn 
to talk. A deaf child, then, otherwise normal, 
is only lacking in the sensory component of hear
ing, a sensory component which is necessary to 
learn to hear and to speak. How can we over
come this sensory loss? Excluding surgical mea
sures, the only method available to overcome 
this sensory loss is the hearing aid, and with 
this mechanical aid the deaf child is taught to 
hear and to speak through his deaf ears. This 
is known as the auditory method of treatment 
and. therefore, implies a method which repro
duces for the deaf child as nearly as possible 
the conditions by which a normally hearing child 
learns to hear and speak; and what is more, it 
is the aim of this method of treatment to teach 
the deaf child to acquire these skills before going 
to school, as would a normally hearing child.

At the Nuffield Centre all children are given 
the opportunity of this form of treatment re
gardless of the degree of apparent deafness, it 
being argued that total deafness is rare and that 
more often than not there is useable or residual 
hearing. Many argue that this method of treat
ment—that is, the auditory method—should be 
used to the exclusion of all other forms of treat
ment. However, it was my impression that in 
the very deaf child oralism should be used in 
conjunction with the auditory method, but that 
oralism should not predominate and that the 
child should be encouraged to use what hearing 
he has first.

The next question that might be asked is: 
At what age should the hearing aid by intro
duced? The answer is as soon as possible. Even 
the very young will accept it willingly and wear 
it continually throughout the day, provided it is 
introduced with care, and I have witnessed my
self very young children in whom the aid has 
just been introduced stopping all previous activity 
and hearing for the first time, with a big smile, 
some pleasant noise such as a musical box.

Many deaf children suffer from perceptive 
deafness and it is essential that a good aid is 
used, for such a type of deafness often exhibits 
recruitment and distortion and needs consider
able amplification in the higher speech frequen
cies. Besides, many of these children suffering 
from perceptive deafness are also bilaterally deaf 
of course, and at the Nuffield Centre they are 
now being issued with two hearing aids—that 
is, one complete hearing unit for each ear, not 
as has been used, one pick-up with two ear 
inserts on a wide lead. The argument for this 
procedure is that stereophonic sound is better 
and enables the child to localise the sound source, 
and that with two aids the amplification necessary 
in each ear is lessened, thus diminishing the pos
sibility of recruitment and distortion. Naturally, 
this form of treatment is by no means perfect. 
However, it was my impression that it offered the 
deaf child, even the severely deaf child, a great 
help in life. The aim of all those concerned 
with the deaf child is that they should be edu
cated normally or as near normally as possible 
and that the child should take his place in this 
world as a normal citizen.

Many deaf children, who would otherwise be 
set apart, are now being educated in normal 
schools; others in a normal school with a par
tially hearing unit attached, but where the deaf 
child mingles with the normal child for all sport
ing and social activities. The not so lucky are 
educated in a purely partially hearing unit and 
are probably a few years behind the other child
ren educationally. However, all these children, 
no matter in which unit they may be, are learn
ing their history and mathematics, etc., through 
their deaf ears. Unfortunately, however, there 
remain those children who have to attend a 
school for the deaf where communication is by 
lip-reading or sign language. These children are 
probably mentally retarded as well as being 
severely deaf, or that the diagnosis of deafness 
has been made too late.

The subject of deafness in the child has be
come a speciality in itself. The consultants I 
met in England devoted all their time to the 
deaf child. They were purely concerned with 
the detection, treatment and follow-up of the 
deaf child.

In Rhodesia, as far as I can gather, the hear
ing health of the European child is good, but I 
feel there must be a considerable amount of 
deafness among African children which we have 
yet to discover.
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