
The most recent study of mental health in deaf children 
in England showed that 26% in a sample of 144 signing 
deaf children and young people not currently accessing 
child mental health services had a probable mental 
health problem and 57% had a possible mental health 
problem (Roberts et al, 2015). This is much higher than 
the general population of 11-16 year olds (Sadler et al, 
2018) where approximately 14% are thought to have 
a mental disorder. Developing an understanding or a 
model for why these rates are so much higher would be 
very helpful for two main reasons. The first is specific to 
developing an understanding of the needs of the deaf 
child population so that we can begin to think more 
about service planning and particularly understanding 
social, emotional and mental health needs. The second 
is that when we consider the stressors that different 
groups of deaf children are placed under and why it is 
that deaf children have higher rates of mental health 
problems it may give us a much richer understanding of 
the multiple routes to mental health problems. 

What is it like to be a deaf child in a hearing 
community?  We know from research that deaf children 

are more likely to be isolated, bullied or abused (Wolters 
et al, 2011; Kvam, 2004), which can impact upon mental 
health. There is a large literature on prejudice towards 
deaf children and their families and experiences of 
feeling stigmatised. 

Over 90% of deaf children are born within hearing 
families and most of them are not expecting a deaf 
child. This leads to difficulties in adjusting to the new 
challenges of parenting and educational choices and 
can be complicated by very different views and/or 
advice about what the best approach to take is.  Parents 
are almost always dedicated to their children, but may 
also struggle with anxiety, depression, over-protection, 
challenges with relationship and attachment, and rarely 
rejection of their child. All of these have mental health 
consequences for the child.

We also know that the government’s inclusion policy 
means that most deaf children are in mainstream 
schools and they are often the only deaf child in their 
class. This makes the likelihood of them having a deaf 
peer group in any meaningful day to day way very 
limited. It also means that large numbers of mainstream 
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teachers, often with limited training have to make 
sure that the curriculum is available to those children. 
A large proportion of deaf children have single gene 
causes for being deaf and no intellectual, neurological 
or congenital problems but these children do not do as 
well as hearing children at all examination test stages 
(Hendar & O’Neill, 2016) suggesting that the education 
system may struggle to meet fully the needs of many 
deaf children. 

Another factor relates to communication. There is 
a tendency for the research literature to consider 
all deaf children together as if they are the same. In 
fact, they all have very different life trajectories with 
different causes for being deaf, occurring at different 
times, in different families who make different and 
sometimes changing educational and communication 
choices. Some deaf children communicate through 
spoken English, especially those who are mildly deaf. 
Some children communicate completely in British 
Sign Language (BSL) with no spoken English. BSL is a 
fully recognised UK language, but despite this it is not 
always readily available in our education or workplace 
systems.  BSL has a different word order, grammar 
and syntax to spoken English and does not map easily 
on to spoken or written English. The UK system is not 
well prepared for this variability. This creates a number 
of challenges for deaf children and their families that 
include high levels of stress, communication problems 
and social and emotional challenges. Some children 
are being educated in bilingual ways and are being 
taught spoken and written English as well as BSL or 
sign supported English (using the English word order 
with adjunctive signs). Attempting to learn multiple 
communication modalities can be very challenging for 
children, especially for that subgroup of deaf children 
with additional complex problems or intellectual 
disabilities. This can create its own problems. Deaf 
children sometimes have less exposure to language 
learning and may have language deprivation and/or 
delay, which can in turn lead to delays in theory of 
mind (empathy-related) skills (Peterson et al, 2016) 
compounding problems in social settings.  

Some deaf children may be deaf as a result of a 
neurological insult or a more complex genetic problem 
that leads to multiple difficulties including intellectual 
disability and/or a range of possible physical problems 
such as visual problems, balance problems or other 
organ damage (e.g. heart, kidney etc.) (Van Dijk et al, 
2010). These all carry their own increased mental health 
risks.

This landscape helps us understand the multiple myriad 
pathways to mental health problems. This population of 
young people has much to commend it. Meeting deaf 

children and young people it is clear to see their joys 
and enthusiasms, their hopes for the future and their 
numerous strengths and abilities, as well as the multiple 
challenges that they face. It would be instructive to 
understand this group better in order to be able to 
provide better community based services, education 
services, health services and mental health services for 
deaf children and their families, but also as a learning 
experience to help us as professionals to develop 
innovative therapeutic strategies that can engage with 
the multiple pathways to mental health problems.

References:

Hendar, O. and O’Neill, R., 2016. Monitoring 
the achievement of deaf pupils in Sweden and 
Scotland: Approaches and outcomes. Deafness & 
education international, 18(1), pp.47-56.

Kvam, M. H. (2004). Sexual abuse of deaf children. 
A retrospective analysis of the prevalence and 
characteristics of childhood sexual abuse among 
deaf adults in Norway. Child Abuse & Neglect, 
28(3), 241-251. 

Peterson, C.C., O’Reilly, K. and Wellman, H.M., 
2016. Deaf and hearing children’s development of 
theory of mind, peer popularity, and leadership 
during middle childhood. Journal of experimental 
child psychology, 149, pp.146-158.

Roberts, S., Wright, B., Moore, K., Smith, J., Allgar, 
V., Tennant, A., Doherty, C., Hughes, E., Moore, 
D.C., Ogden, R. and Phillips, H., 2015. Translation 
into British Sign Language and validation of the 
strengths and difficulties questionnaire. Health 
Technology Assessment Report. Feb 2015 s(2) 
National Institute for Health Research Journals 
Library: Southampton.

Sadler, K., Vizard, T., Ford, T., Marchesell, F., 
Pearce, N., Mandalia, D., Davis, J., Brodie, E., 
Forbes, N., Goodman, A. and Goodman, R., 2018. 
Mental health of children and young people in 
England, 2017. 

van Dijk, R., Nelson, C., Postma, A. and van 
Dijk, J., 2010. Deaf children with severe multiple 
disabilities: Etiologies, intervention, and 
assessment. Oxford handbook of deaf studies, 
language, and education, 2, pp.171-192.

Wolters, N., Knoors, H.E., Cillessen, A.H. and 
Verhoeven, L., 2011. Predicting acceptance and 
popularity in early adolescence as a function of 
hearing status, gender, and educational setting. 
Research in developmental disabilities, 32(6), pp.2553-
2565.

9


