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Abstract
Download
There are many ways for children with hearing loss to learn to communicate. Advances in
universal newborn hearing screening and hearing technology have enabled many families
to elect a listening and spoken language outcome for their children, regardless of degree
of hearing loss. Auditory Verbal Therapy is a family-centered approach to developing
listening and spoken language for children who are deaf or hard of hearing. Professionals
certified in Auditory Verbal Therapy (AVT) provide services under a guiding set of 10 principles,
enumerated in this article with their attendant research bases and practical/clinical
implications.
Auditory Verbal Therapy (AVT; sometimes broadly referred to as “listening and spoken
language” or LSL) is an intervention approach for infants and children with hearing loss whose
families have elected for them to learn to listen and talk. The defining features of this method
include:
• the primacy of the family as the primary intervention agents and language models;

• the primacy of audition as the natural pathway for the development of speech and
language skills;

• a focus on a developmental, rather than remedial, sequence of skill acquisition; and

• the utilization of a coaching, rather than teaching, model by professionals who serve
these families.
Formal certification as a Listening and Spoken Language Specialist, Certified Auditory
Verbal Therapist (LSLS Cert. AVT, for professionals who work 1:1:1, professional: child: family
member[s]) or Listening and Spoken Language Specialist, Certified Auditory Verbal Educator
(LSLS Cert. AVEd, for professionals who work with children in group settings without parent[s]
present [e.g. in a school program]) is administered by the A.G. Bell Academy for Listening and
Spoken Language, a subsidiary of the Alexander Graham Bell Association for the Deaf and Hard
of Hearing. Speech-language pathologists, audiologists, and teachers of the deaf are eligible for
this certification (other professionals with related degrees must undergo a credential review by
the AG Bell Academy Board to determine eligibility). The certification process entails a 3-to-5-year
period of mentored practice, during which time an LSLS candidate observes sessions conducted
by certified professionals and receives feedback on their own practice, completes 900 hours of
professional experience in listening and spoken language, participates in 80 hours of related
continuing education, and, finally, completes and passes the qualifying examination.

The idea that children with hearing loss can make use of their residual hearing, in
conjunction with amplification technology, to develop listening, speech, and language skills is
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not a new one. As early as the late 19th Century, professionals in Europe and North America
advanced the idea that people with hearing loss could learn to listen and talk. In the 20th Century,
professionals such as Daniel Ling (Canada), Helen Beebe (Pennsylvania), and Doreen Pollack
(Colorado) capitalized on the advent of wearable hearing aids to take Auditory Verbal practice to
new heights, culminating in the formalization of the Auditory Verbal Therapy certification process
by the International Committee on Auditory-Verbal Communication in 1978 (Goldberg & Flexer,
2012). However, with current data indicating that 85% of parents of children with hearing loss
are selecting a listening and spoken language outcome, interest in this intervention approach is
growing (D. Doak, personal communication, October 3, 2017). (It should be noted that this data
includes only students who receive services under an Individualized Education Plan ([EP] and
thus the percentage of children using listening and spoken language may in fact be higher, as high
performing auditory verbal graduates who are mainstreamed without special education support
may not be counted in this statistic.)

The purpose of this manuscript is to provide an overview of the Principles of Auditory
Verbal Therapy with their attendant research basis for clinicians (and consumers) who may be
unfamiliar with the approach, and to serve as a resource for Auditory Verbal practitioners to
support their work and assist them in advocating for the families they serve.

Principles of Auditory Verbal Therapy

Auditory Verbal practice entails the adoption of 10 principles, enumerated below with
explanation and their attendant research basis. In these Principles, the word “parents” refers to
any caregivers in the child’s life.

1. Promote Early Diagnosis of Hearing Loss in Newborns, Infants, Toddlers, and Young Children,
Followed by Immediate Audiologic Management and Auditory-Verbal Therapy

In 2012 (the last year for which data is available), 97.9% of infants born in the United
States were screened for hearing loss through the Early Hearing Detection and Intervention
(EHDI) program administered by the Centers for Disease Control (CDC, 2015). While this number
is promising, issues such as implementing screening procedures for out-of-hospital births and
reducing loss to follow-up continue to thwart the goal of ensuring that all children begin life with
their hearing status known and any hearing loss appropriately treated.

Early identification and appropriate intervention have a significant effect on lifelong
outcomes for children with hearing loss. The Joint Committee on Infant Hearing (JCIH) recommends
screening for hearing loss in all infants before 1 month of age; full audiologic and medical
evaluations, if indicated, by 3 months of age; and provision of early intervention services (including
hearing technology, as applicable) by 6 months of age (JCIH, 2000). The benefits for children
identified and treated along this timeline (or even faster) are manifold. In a nationwide study of
448 children with bilateral hearing loss, Yoshinaga-Itano, Sedey, Wiggin, and Chung (2017) found
that children who had met the JCIH 1-3-6 guideline had significantly better vocabulary scores and
smaller gaps between their language levels and chronological ages.

2. Recommend Immediate Assessment and Use of Appropriate, State-of-the-Art Hearing Technology
To Obtain Maximum Benefits of Auditory Stimulation

Early identification of hearing loss alone is not sufficient to ensure optimal outcomes for
children who are deaf or hard of hearing. For families who elect to pursue a listening and spoken
language approach for their children’s communication development, ensuring auditory access is
key. Appropriately fit hearing technology and aggressive audiological management by a pediatric
audiologist provide the auditory stimulation required make best use of young children’s neural
plasticity. Hearing technology, fit well and early, allows children to develop neural pathways for
listening, speech, and language skill development, and the benefits are manifold. Put simply, we
speak as well as we hear, and if the goal is to enable children who are deaf or hard of hearing to
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develop speech and language skills naturally through audition, we must give them the access (via
hearing technology) to do so.

Chronic underfitting and underuse of amplification devices impedes progress for children
who use hearing aids. In a study of 195 children with mild to severe hearing loss who used hearing
aids, McCreery, Bentler, and Roush (2013) found that 55% of the children studied had at least
one ear with technology that was not fit to prescriptive targets. Deviation from prescriptive targets
has a significant effect on aided audibility of the speech signal for these children. Even if devices are
fit appropriately, children must make consistent use of them to obtain maximal benefit. Information
gathered from hearing aids’ datalogging features shows that parents tend to overestimate their
children’s hearing aid use (Walker et al., 2015). Younger children, children whose mothers have
lower levels of formal education, and children with milder degrees of hearing loss also have been
shown to have shorter durations of hearing aid use each day (Walker et al., 2013). These trends
suggest a need not only for improved training for audiologists on fitting of pediatric amplification
devices to audibility targets, but also for an increased focus on counseling families on the importance
of all-waking-hours access to the auditory signal and strategies to facilitate device use.

High-powered digital hearing aids and bone-anchored hearing devices may be appropriate
for some children with less severe or conductive hearing loss, respectively. However, evidence is
increasingly pointing to the improved outcomes with cochlear implants for a wider range of children
than would have previously been considered candidates for this technology, including those with
multiple disabilities. Children with less severe hearing loss and/or better speech perception scores
than currently indicated by FDA criteria for cochlear implantation have shown improved auditory
and language development after the provision of cochlear implant technology (Carlson et al., 2015).
With data indicating that approximately 40% of children with hearing loss have one or more
additional disabilities (Gallaudet Research Institute, 2011), cochlear implant candidacy and
outcomes for this population must be considered as well. Cupples et al. (2016) found that milder
hearing loss, use of oral communication, higher levels of cognitive function, maternal education,
and earlier device fitting (whether of HAs or CIs) were associated with improved outcomes in
children with hearing loss and additional disabilities at age 5. Not all children who are deaf with
additional disabilities may achieve age-appropriate speech, language, and listening skills (nor,
should it be noted, might children with these additional disabilities without hearing loss). However,
data from multiply involved children with cochlear implants support the safety and efficacy of this
intervention, both on traditional assessments of communication skill as well as other measures
such as parent reports of quality of life and social integration (Zaidman-Zait, Curle, Jamieson,
Chia, & Kozak, 2017). These studies suggest that new instruments might be needed to appropriately
assess benefit in these cases (Hayward, Ritter, Mousavi, & Vatanapour, 2016).

Time is of the essence when considering cochlear implants for children with hearing loss, as
Niparko et al. (2010) have shown that, “each 1-year shorter history of hearing deficit was associated
with steeper rate increases” in children’s receptive and expressive language skills (p. 1498). Work
by Sharma, Dorman, and Spahr (2002), demonstrates that latency of the P1 auditory evoked
potential, a measure of auditory system maturation, approaches levels indistinguishable from those
of hearing peers when children receive cochlear implants before 2 years of age. This improvement is
not in auditory evoked potentials alone, however. Sharma et al, (2004) showed that improvements
in cortical responses for young CI recipients translated into improved babbling development as well.

Improvements in audiological training, as well as federal policy, are needed to ensure that
all children benefit from state-of-the-art and well-managed hearing technology. While the current
FDA guidelines recommend cochlear implants for children 12 months and older, this policy,
which was last updated in the year 2000, is merely a recommendation and surgical teams have
the ability to perform cochlear implant surgery on children younger than 12 months at their
discretion (Gifford, 2015). Cochlear implantation for children younger than 12 months is already a
regular occurrence in Europe and Australia, and many progressive surgeons in the United States
are following suit. Studies (Dettman, Pinder, Briggs, Dowell, & Leigh, 2007) show the safety and
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efficacy of this practice, and significant attention has been paid to special surgical considerations
for this population (Buchman & Sorkin, 2013). Outcome data from children who receive cochlear
implants prior to 12 months of age show significant positive effects on speech perception, production,
and language outcomes, even when compared with children who receive cochlear implants only
slightly later (i.e., 13–18 months of age; Dettman et al., 2016). By providing infants, who would
otherwise receive limited access to spoken language via hearing aids, with cochlear implants, parents
and their professional teams can capitalize on the child’s optimal period of language acquisition and
allow the child to follow a developmental, rather than remedial, trajectory of skill acquisition.

In 2014, the Alexander Graham Bell Association for the Deaf and Hard of Hearing published
a recommended protocol for audiologic assessment and management of hearing aids and cochlear
implants, including fitting targets, test batteries, and auditory development milestones for infants
and children at all ages/developmental levels (Alexander Graham Bell Association for the Deaf
and Hard of Hearing, 2014). This protocol, developed by and for Auditory Verbal practitioners,
provides a valuable guide to ensuring the auditory access necessary for children to make use of
this intervention approach.

3. Guide and Coach Parents To Help Their Child Use Hearing as the Primary Sensory Modality
in Developing Listening and Spoken Language

In contrast to other intervention approaches for children with hearing loss, auditory verbal
therapy emphasizes the use of audition as the most natural and expedient pathway for speech and
language development. Only 30–40% of the phonemes in English are discriminable through sight
alone, making it a difficult modality for receptive language even in adult language users, to say
nothing of the difficulties faced by children or other language learners who do not have the benefit
of internal redundancy and a mental representation of the language to inform their predictions.
Moreover, all infants, hearing and deaf, develop some natural speechreading abilities (Kuhl &
Meltzoff, 1982, 1984) and, when tested, speechreading abilities in children with hearing loss
and children with typical hearing are actually statistically indistinguishable before age 14 (Kyle,
Campbell, Mohammed, Coleman, & MacSweeney, 2013). Instead of relying on compensatory
sensory systems that provide a poor substitute for reception of spoken language, Auditory Verbal
Therapy makes use of the improved auditory access that children with hearing loss have with
technology to develop listening and speech skills without the need for speechreading, visual cues,
or sign language. Research has consistently demonstrated an advantage in the development of
speech, language, and literacy skills for children with hearing loss who develop language through
listening and speech alone, when contrasted with peers who use sign-supported speech (e.g.
Simultaneous Communication/SIMCOM or Total Communication) or a signed language (e.g.
American Sign Language/ASL; Geers, Mitchell, Warner-Czyz, Wang, & Eisenberg, 2017).

The crucial link between hearing ability and speech ability is often overlooked in our field.
Improving children’s access to sound through technology has direct, positive effects on their
spoken language productions (Sharma et al., 2004). This improved auditory ability means that
parents and clinicians can rely on auditory cues, rather than visual or tactile means, to facilitate
speech sound production and development.

4. Guide and Coach Parents To Become the Primary Facilitators of Their Child’s Listening and
Spoken Language Development Through Active Consistent Participation in Individualized Auditory-
Verbal Therapy

Access to fluent language models is a key prerequisite for children’s language acquisition.
In contrast to other intervention methods for children with hearing loss, Auditory Verbal Therapy
allows parents (and other family members) to communicate with their child in the language or
languages of the home. Parents (broadly defined as any and all family members or caregivers
important in the child’s life) participate in every Auditory Verbal Therapy session, and the therapist’s
primary role is not as direct service provider to the child, but rather as guide and coach to the
parents, assisting them in incorporating techniques that facilitate speech, language, and listening
skill growth in the context the family’s daily routines. When investigating language performance
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at 5 years of age for children with hearing loss formerly enrolled in early intervention (EI), Moeller
(2000) found that only two factors contributed significantly to child outcomes: family involvement
and age of enrollment in EI.

While policy and systematic changes will be necessary to improve age of enrollment in
early intervention, facilitation of parental involvement and engagement in therapy is within our
direct control as professionals. Quittner et al. (2013) state that while cochlear implants have
significantly improved outcomes for children with hearing loss, “substantial variability” in outcomes
remains (p. 344). Their team sought to investigate the “influence of parenting behaviors of cochlear
implant outcomes” (Quittner et al., 2013, p. 343) using standardized assessments as well as
observations of structured and unstructured parent-child interaction tasks to assess maternal
sensitivity (MS), linguistic stimulation (LS), and cognitive stimulation (CS). In the study, “after
adjusting for early hearing experience and child and family demographics, MS and CS predicted
increases in language growth” (Quittner et al., 2013, p. 348). There was also “significant interaction
between MS and LS” (Quittner et al., 2013, p. 348). Children whose parents had higher MS and
LS scores were, on average, approximately 1.5 years less delayed in language scores compared to
subjects in environments with less maternal sensitivity and linguistic stimulation (Quittner et al.,
2013). This study suggests that “parenting behaviors are a critical target for intervention to attain
optimal language outcomes” and that, while most post-cochlear implant rehabilitation programs
focus on speech and language intervention, clinicians “would likely see improved outcomes by
incorporating MS training into their programs” using a parent-coaching model (Quittner et al., 2013,
p. 349).

Following the identification of their child’s hearing loss, parents identify “gaps in the areas
of service coordination, availability of information, and the integration of social service and parent
support into the system” (Fitzpatrick, Angus, Durieux-Smith, Graham, & Coyle, 2008, p. 38).
Providing support and coaching in language development strategies is key to fostering success for
children with hearing loss. Parental communication skill is a “significant predictor for positive
language and academic development” in deaf children (Calderon, 2000, p. 140). Desjardin (2003)
found that parental self-efficacy beliefs and parental involvement in early intervention have
emerged as powerful predictors of parenting practices that foster language growth. Liliegren &
Persson (2015) reported a significant positive correlation between duration of parents’ experience
in AVT and their scores on self-reported measures of empowerment.

5. Guide and Coach Parents To Create Environments That Support Listening for the Acquisition
of Spoken Language Throughout the Child’s Daily Activities

While hearing aids, cochlear implants, and other assistive technology provide access to
sound, levels, and quality heretofore unknown, careful attention to the auditory environment of
children with hearing loss is still warranted, particularly in the case of new listeners. Though
“fitting of hearing aids and other assistive listening devices (e.g., FM systems) can improve access
to the auditory signal, these devices cannot fully normalize the auditory experiences” of children
with hearing loss (Ambrose, VanDam, & Moeller, 2014, p. 140). Additionally, conventional speech
perception testing, an important part of a comprehensive audiologic assessment for a child with
hearing loss, may not fully capture the reality of children’s performance in everyday listening
situations (Hillock-Dunn, Taylor, Buss, & Leibold, 2015).

In examining LENA (Language ENvironment Analysis) recordings of parents’ interactions
with their children with hearing loss, Ambrose et al. (2014) note that “in the presence of electronic
media parents may engage their children in high-quality conversational interactions less frequently,
and, in turn, children may be presented with fewer language-learning opportunities” (p. 143).
Upon examining the children’s language scores on standardized assessments, a strong positive
correlation was found between conversational turn count and later language abilities, and a
significant negative correlation was found between electronic media exposure and language ability
(Ambrose et al., 2014).
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Sosa (2016) conducted research on parent-infant dyads with children who had hearing
within normal limits. She found that toy type (electronic versus traditional) was associated with
all outcome measures. “Numbers of adult words, child vocalizations, conversational turns, parent
verbal responses to child utterances, and words produced by parents in 3 different semantic
categories [content-specific words] per minute during play sessions,” (Sosa, 2016, p. 135). Quality
of language interaction was highest when the parent-infant dyads were interacting with books,
followed by traditional toys, with the lowest quality of language interaction occurring during play
with electronic toys. The research concludes,
Download
Play with electronic toys is associated with decreased quantity and quality of language
input compared with play with books or traditional toys. To promote early language
development, play with electronic toys should be discouraged. Traditional toys may be a
valuable alternative for parent-infant play time if book reading is not a preferred activity.
(Sosa, 2016, p. 133)
Although the study was not conducted with a population of children with hearing loss, the
results of Sosa (2016) can reasonably be applied to children who are deaf or hard of hearing, as
these children are even more vulnerable for language delays than children with typical hearing.

The results of investigations into the relationship between environment and parent-child
linguistic interactions yield important insights for clinicians when counseling families on developing
optimal environments for communication development, yet the home is not the only environment
in which children need access to communication. School-age children also require careful audiologic
management to overcome barriers of distance, noise, and reverberation in the classroom, as most
elementary school classrooms do not meet ANSI standards and have suboptimal signal to noise
ratios (SNR; Sato & Bradley, 2008). Even children with “minimal” or mild hearing loss demonstrated
significantly lower accuracy on both comprehension and sentence repetition tasks when compared
to peers with typical hearing in a simulated classroom noise environment (Lewis, Valente, &
Spalding, 2015). Perhaps due to these adverse listening conditions, children with hearing loss
report high levels of subjective fatigue (Hornsby, Werfel, Camarata, & Bess, 2014).

6. Guide and Coach Parents To Help Their Child Integrate Listening and Spoken Language
Into all Aspects of the Child’s Life

Auditory Verbal Therapy should be ecologically valid and socially significant for children
and families. Development of splinter skills (e.g. articulation, vocabulary, or syntax in isolation)
is not enough to ensure communicative competence and social integration. Rather than focusing
only on speech, language, and listening skills as separate domains, the Auditory Verbal approach
attempts to facilitate communication and social-emotional development for the whole child. Whereas
overall data on self-esteem and social-emotional development in this population is mixed, Warner-
Czyz, Loy, Evans, Wetsel, and Tobey (2015) found that younger age of identification and greater ease
of communication with peers, both key aspects of the Auditory Verbal approach, were positively
associated with self-esteem outcomes.

Intervention for children with hearing loss should encompass the entire scope of
communicative behaviors, not simply articulation, semantics, and syntax. From infancy on,
facilitation of the development of prosodic bootstrapping, using infant-directed speech and rich
linguistic input, is key. Understanding and use of appropriate prosody and suprasegmentals
has been linked to better perception of emotion and production of appropriate tone in expressive
language among children with hearing loss (Nakata, Trehub, & Kanda, 2012). Perhaps because
of this difficulty with prosodic perception, children with hearing loss also show delays/differences
compared to their peers in their ability to understand and tell jokes and humorous stories (Nowkah,
Burnette, & Graves, 2013). In addition to being an important higher-level language skill, Levinson
(2014) notes the importance of a sense of humor to self-advocacy and self-acceptance for adolescents
with hearing loss. Auditory access, speech, listening, and language skills are undoubtedly important
for children with hearing loss, but parents and professionals ignore the pragmatic and social
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ramifications of deafness at their own risk. Equal, if not greater, attention must be paid to the
child’s overall adjustment and well-being as to their scores on standardized assessments.

Assessment tools, such as the Routines-Based Interview (RBI; McWilliam, 2009) may be
used to help families assess their daily activities and provide a starting point for clinician counseling
on how to incorporate auditory verbal (AV) strategies into naturalistic contexts. In their document,
“Auditory Verbal Strategies to Build Listening and Spoken Language Skills,” Fickenscher and
Gaffney (2016) detail 19 common AV techniques and provide examples of how they might be
incorporated in both therapeutic and educational contexts.

7. Guide and Coach Parents To Use Natural Developmental Patterns of Audition, Speech,
Language, Cognition, and Communication

A key aspect of the Auditory Verbal approach is that it is developmental, not remedial, in
nature, and that it targets all areas of the child’s development, as opposed to focusing on “auditory
training” or “teaching speech” in isolation. Sessions include goals for listening skills, articulation,
language (e.g., semantics, syntax), cognition (e.g., incorporating pre-literacy skills or curricular
objectives from the child’s mainstream classroom), and communication (e.g., pragmatics, social-
emotional well-being), facilitating the integration of all aspects of communication. Skills are
targeted in a developmental manner, or in the order in which they typically would develop for
a child without communication difficulties, allowing children with hearing loss to benefit from
the establishment of precursor abilities and facilitating the natural acquisition of more complex
skills without the need for explicit teaching. This approach puts AVT in sharp contrast to other
methods, which take either a remedial approach to skill development and/or focus on various
aspects of communication in isolation.

But it is not enough for professionals to have internalized this dictum. As previously stated,
parent/family coaching is a key tenet of AVT. Thus, it is imperative to translate this principle to
families, enabling them to take a developmental approach as well. Parents need information on
expected stages of child development, both with regard to communication and overall developmental
milestones. Data show that maternal sensitivity to children’s communicative attempts at early
stages of linguistic development is positively correlated with later child language outcomes
(Pressman, Pipp-Siegel, Yoshinaga-Itano, & Deas, 1999). By helping parents “start from where
the child is” versus where he should be based on his chronological age (if there is indeed a delay),
we endow children with a firm foundation for language growth. Coaching parents and caregivers to
be informed about, and attuned to, their children’s developmental needs can accelerate progress,
regardless of the child’s starting point or concomitant issues.

8. Guide and Coach Parents To Help Their Child Self-Monitor Spoken Language Through Listening
Another aspect of the Auditory Verbal approach that differentiates it from other models

of spoken language development for children with hearing loss is its emphasis on auditory self-
monitoring of speech and language production as opposed to visual, tactile, or other artificial
means of feedback. This is done through the establishment of a strong Auditory Feedback Loop.
In short, talkers with adequate auditory perception are constantly monitoring their spoken
language output, and perturbations of auditory access or the auditory signal of speech received
lead to subsequent changes and deteriorations in the talker’s ability to continue producing
intelligible output (Liang, Xiao, Feng, & Yan, 2014). Although this ability comes naturally to people
whose brains organized since infancy around clear access to the auditory signal, children with
hearing loss need facilitation of the development of this skill in order to make full use of this
natural self-monitoring system. For very young children or new listeners, this facilitation may
take the form of adults becoming the child’s “external auditory feedback loop” by repeating back
the child’s productions (whether correct or errored) and coaching the child to self-evaluate and
correct as necessary. As children grow and gain facility in self-monitoring, they are able to take
increased responsibility for their own speech and language, resulting in competent communicators
who are able to access and acquire new speech sounds, vocabulary, or linguistic structures via
incidental learning.
60

Downloaded from: https://pubs.asha.org Elizabeth Rosenzweig on 06/11/2026, Terms of Use: https://pubs.asha.org/pubs/rights_and_permissions 



9. Administer Ongoing Formal and Informal Diagnostic Assessments To Develop Individualized
Auditory-Verbal Treatment Plans, To Monitor Progress, and To Evaluate the Effectiveness
of the Plans for the Child and Family

Regular, ongoing assessment is essential to ensure the efficacy of any intervention,
Auditory Verbal Therapy included. Infants with hearing loss enter intervention with an inherent
delay due the fact that infants who have had hearing loss since birth do not experience, or only
partially experience, the typical prenatal development of the auditory system in infants who are
typically developing (studies show a preference for maternal voices shortly after birth in infants with
auditory access; see Moon, Zernzach, & Kuhl, 2015 and Partanen et al., 2013). Other children may
be “late-identified” (e.g., those who receive “false passes” on Universal Newborn Hearing Screening
measures or those with progressive hearing losses), or have significant time lapses between
the identification of their hearing loss and the provision of appropriate hearing technology and
intervention. The goal of AVT is to enable children to achieve age-appropriate skills in all domains
of communication as quickly as possible to facilitate integration with hearing peers. Generally,
Auditory Verbal Therapists will aim for greater than 1 month’s progress in 1 month’s time, effectively
“closing the gap” between chronological age and language age/hearing age (the child’s level of
language development and amount of time that the child has had access to the speech signal
via technology, respectively).

Assessments for children in Auditory Verbal programs should be based, to the greatest
degree possible (which is often entirely possible), on norms for peers with typically developing
hearing. Tests normed on populations of historically underperforming children with hearing loss
simply do not provide the data necessary to ensure children’s success in the mainstream. The
aim of AVT is, after all, to enable children with hearing loss to participate fully in the world with
skills on par with their age-mates. Whereas formal assessments may be conducted biannually,
the “diagnostic therapy” principle of AVT encourages practitioners to conduct ongoing, informal
assessment of the child’s abilities in real time during each intervention session, adjusting targets
and techniques accordingly. The therapeutic process is a dynamic interplay between all participants
and designed to target the child’s ever-changing needs in all domains.

Achievement of age-appropriate communication skills is attainable for many children with
hearing loss whose parents choose the Auditory Verbal approach. There is an increasingly large
population of children who now “keep up” with, rather than “catch up” to, their hearing peers
(Dettman et al., 2016). However, this goal may not be attainable for all children with hearing loss,
in particular, those with additional complicating conditions. Just as a child with autism may not
have age-appropriate speech and language skills, a child with hearing loss and autism may not,
either. However, cochlear implantation and auditory verbal therapy have been shown to be effective
at maximizing the communicative potential of children with multiple disabilities (Cupples et al.,
2016). For this population, a listening and spoken language approach should not be counted out
if that is what the family desires, though greater than usual parent counseling as to appropriate
expectations and modifications in outcome measures may be required (Berrettini et al., 2008;
Donaldson, Heavner & Zwolan, 2004; Waltzman, Scalchunes, & Cohen, 2000). Some alternative
assessments for this population are in development (Hayward et al., 2016; Palmieri et al., 2012),
though more research is needed to identify best practices for these children and their families.

10. Promote Education in Regular Schools With Peers Who Have Typical Hearing and
With Appropriate Services From Early Childhood Onwards

Auditory Verbal Therapy promotes the integration of children with hearing loss into every
aspect of their communities. School placements for children with hearing loss who listen and
talk, therefore, are reflective of individual families’ preferences and needs: public school programs,
religious schools, private schools, homeschooling—all are settings that AV families may choose
for their children, just as they would for those children’s siblings with typical hearing. Regardless
of the family’s preference, the goal in AVT is to enable children with hearing loss to participate
in educational environments that provide them with access to typically developing peer language
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models, rather than more restrictive special education environments, in which children may not
receive adequate language stimulation from teachers or peers.

Data support the efficacy of this practice for improving both social and academic outcomes.
Schorr (2006) found that earlier age of implantation was correlated with lower levels of loneliness
in mainstreamed children with CIs, perhaps suggesting that the improved communication skill
outcomes seen in children with early access to sound positively affect their social skill development.
While speech intelligibility is positively correlated with improved peer perception, increased contact
with peers can be a mitigating factor (Most, Weisel, & Tur-Kaspa, 1999). The more time children (with
and without disabilities) spend in inclusive environments, the more positive their interactions with,
and perceptions of, each other become. Eriks-Brophy et al. (Eriks-Brophy, Durieux-Smith, Olds, &
Fitzpatrick, 2006) conducted interviews with students with hearing loss, their parents, and school
staff, and identified factors that facilitate success in school and barriers to successful inclusion.
Overall, mainstreaming is consistently associated with improved academic and social outcomes
for children with hearing loss (Geers, 1990; Marschark, Shaver, Nagle, & Newman, 2015;
Stinson & Antia, 1999).

To enable children with hearing loss to be successful in mainstream environments, Auditory
Verbal practitioners assist families in determining appropriate accommodations and/or modifications
for each child’s individual needs. Use of assistive technology, such as FM systems, can increase
the signal-to-noise ratio and ensure optimum auditory access for students with hearing loss. Support
services, such as pre-teaching delivered by a speech-language pathologist or teacher of the deaf,
may also benefit some students.

Great Expectations for Children With Hearing Loss in 2017 and Beyond

While the twin revolutions of universal newborn hearing screening and cochlear implant
technology have forever altered the landscape of pediatric hearing loss, continued innovations
point to future directions for the field of Auditory Verbal Therapy. Shifting demographics call for
professionals with the knowledge and skills to deliver this intervention to children with multiple
disabilities, children and families living in poverty, and culturally and linguistically diverse
populations. Audiological and surgical data suggest that the boundaries of cochlear implant
candidacy are shifting to include younger and younger children and children with greater degrees
of residual hearing, though federal regulations do not yet reflect these advances. As increasing
numbers of children are discharged from AVT before beginning formal schooling, ongoing monitoring
and longitudinal tracking of their progress is necessary to ensure that children continue to progress
along a developmental trajectory and/or to suggest additional supports that therapists might
provide, even for children whose speech, language, and listening scores are within normal limits
on standardized measures. While many children with hearing loss who are early identified, receive
appropriate and aggressive audiological management, and participate in Auditory Verbal intervention
that focuses on family coaching achieve superb outcomes, access to qualified AV providers is
limited, and the demand far outstrips the supply (Auditory Verbal International, 2002). As of
March 2016, there are only 700 Listening and Spoken Language Specialists certified worldwide
(AG Bell Academy for Listening and Spoken Language, 2016), compared to a worldwide population
of children with hearing loss estimated to be approximately 32 million (World Health Organization,
2017).

Given the heterogeneity of this population and our profession’s principle of respect for
patient and family choice, broad pronouncements about the communication mode that is “best”
for “all” children with hearing loss are both devoid of scientific backing and ethically unsound.
The Auditory Verbal approach requires access to hearing through technology and substantial
family commitment, which may not be feasible for all children with hearing loss. However, significant
evidence exists to demonstrate positive speech, language, literacy, and socialization outcomes
for children and families who choose the Auditory Verbal approach. Being born with hearing loss
in 2017 means something radically different—in terms of technology, communication options,
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and educational and social opportunities, than it did in days of old. With early identification,
amplification, and Auditory Verbal intervention, children with hearing loss can and do learn to
listen, speak, read, and succeed alongside their hearing peers.
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