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THE CONCEPT AND OPERATIONAL ASPECTS OF 
INTEGRATED EDUCATION FOR DISABLED CHILDREN

Dr. K.S. Sudheer Reddy

Introduction:

Integrated Education for the Disabled is one major step towards the 

Universalization of elementary education. Children suffering from any disability 

(sensory, physical and/or mental) constitute one difficult target group for 

Universalisation of elementary education. The goal of Universalization of elementary 

education can never be achieved unless this target group is brought and retained 

under the umbrella of edcuational system. Proper educational facilities and adequate 

arrangement for rehabilitation services is a must for this target group. In absence of 

such facilities and services, the disabled will continue to inflate the dependent 

population, which is quite high in India. Disabled individuals need to be recognized 

as a special group of the society so as to compel the state/union territory to make 

special provision such as education through special aids therapeutic facilities etc., 

for them. This would fulfill the vision of the founding father of our constitution for 

having provided for equal opportunities for all individuals under Article 14. Education 

for disabled children is essential; because they are capable of development. The New

Policy on Education, 1986 has recommended education of the handicapped, 

particularly those with Loco motor disability and mild disabilities.

Till recently, special residential schools has been the only provision available 

for their edcuation. But the number of disabled children is so large that they simple 

cannot be accommodated in special schools. Moreover, the specialization processes 

required for the development of an open democratic society suggest that the barriers 

between the varying groups, including the handicapped and non-handicapped (normal) 

the eliminated. On one hand the organisation of special residential schools is too 

expensive to bear the cost by economically developed country like India. On the 

other hand the principle of equal opportunity and universal right to optimal personality 

development are more basic and important than the economic aspects pertaining to 

education for disabled (fnildren.
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From this socio-philosophical and economical perspective, edcuation of disabled 

children with their non-handicapped counterparts in normal schools is the new healthy 

proposition. It acknowledges that education of disabled children is a matter of their 

right to edcuation rather than a matter of their social welfare, with this perspective, 

the Union Ministry of Social Justices devised a scheme of Integrated Edcuation for 

the Disabled, and the Ministry of Education accepted the responsibility for its 

implementation. The year of the disabled in 1981 further highlighted the global concern 

to develop potentialities of disabled and integrate them into the society as functional 

citizens.

Importance for educating disabled children emerges out from 'The Universal 

Declaration of Human Rights' (Proclaimed by the United Nations on December 10, 

1984), Declaration on the Right of Disabled Persons (adopted by the United Nations 

of December 9, 1975) and the Resolutions adopted by the United Nations (International 

Year of Disabled Persons; General Conference of UNESCO at its twenty-first session 

(Belgrade, 1980). Till the first half of the present century things changed slowly, but 

after the the space of change has been tremendous during this period; there has been 

a complete change in the course contents in the education for disabled children in 

context of the field of special education. Recently greater stress is being given on 

integrating disabled children into normal schools. It has been our experience that the 

scheme of Integrated Education for Disabled Children is an appropriate step in context 

of economic, social and educational conditions of our country.

The programme of integrated education for disabled children is the crying need 

of hour but it should be implemented with caution imagination and resource fullness. 

The specific needs of every child should be carefully assessed and every child sould 

be placed in a programme, which will best meet his needs.

The Government of India has launched scheme of Integrated Education of the 

Disabled with cent percent finance from federal funds. The thrust of the scheme, as 

pointed out by the Government of India, is to place the disabled children in ordinary 

schools with the help of special teachers, aids and other resources. Before analyzing 

the concept of Int^rated Education of the Disabled it is imperative to examine what 
is meant by Integilftion.
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In brevity, Integration means Placement, Educationand Training of disabled 

children in normal schools.

PLACEMENT OF THE DISABLED IN NORMAL SCHOOL :

AN IMPORTANT FACTOR FOR INTEGRATION

When disabled children are placed in normal school, they need special facility 

or arrangement as support. This support may be provided through "Resource Room", 

which is treated as the nucleus of the 'Integrated School' Intention, to Place disabled 

children in normal school is to facilitate social normalization of the disabled. It 

purports to utilize the existing educational infrastructure and so tends to relieve 

pressure on special school, which are few in number due to high cost and limited 

resources. Problem of segregation of the disabled from the normal can greatly be 

minimized in an integrated setting. Placement of disabled children in an integrated 

set up provides greater opportunities for then to mix with they're normal counterparts 

in all social dealings and activities like teaching learning activity. Games, sports etc., 

and thus problem of segregation and separation can greatly minimize.

Can All children be placed in an integrated setting ?

It is an admitted fact that all type of disabled children cannot be placed in 

integrated setting. For an example integrated classes can effectively be conducted 

with the following types of disabled children :

1. Boarder-line and & slow learner group from mental retardation.

2. Children who are scholastically backward due to specific learning disabilities,

emotional problems or other traumatic situations.

3. Children having an average of speech frequencies with in the range 26-70dB in

better ear. In other words, slight (26-40dB), mild (4 1 -55dB) and Marked (56-

70dB) groups from hearing impairment category may get benefit from 

integrated classes.

4. Academically capable visually handicapped children. Although all types off

visually handicapped children are benefited from integrated setting yet the
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need for integrated classes for children with special factual and visual 

perceptual problems can never to be overmphasized because those children 

may not learn to read either Braille or print, but may learn primarily through 

listening.

5. Children with oral language disorders.

6. Children with specific learning disablities (SLD). School where the scheme of

integrated education has been practiced should have resource room facilities 

in order to provide support to the disabled children. Minimum and basic 

facilities in terms of equipment, aids and textual materials are needed for 

running the programme. Demand for sophisticated things for resource room 

should be avoided.

Resource teachers should develop their own skill for improving thing from 

locally available low cost materials. A majority of the disabled being mildly disabled 

can fit into an integrated school setting.

Those who do have severe type of disability i.e., high degree of disability may 

not possible to be integrated into normal classroom situation. Should they not do 

covered under the scheme of'Integrated Education? What sort of facilities should be 

extended to them under the purview of the IED Scheme ? Do they have right to 

education ? If so, how is they're right to education protected ? And children are placed 

in an integrated setting?

There are many disabled children who cannot join with normal children in 

academic activities; but they do posses potentiality to take part in non-academic 

activities such as play, game drill, music, singing, meals and recess. There is another 

group of children who cannot take part both in academic and non-academic activities 

in the normal school. These children can be manned by trained teachers in special 

sections or resource room here the special section or resource room is treated as a sub 

school with the bigger school where management is common but instruction imparted 

Io the children is quite separate. Both these two groups of children have to be oriented 

about Implication of Disability either in the Resource Room or any situation. The 

main objective of integration is to create educational opportunities that are immupg' 

from generating child's psychological imbalance and complexes. All such disabled
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children can be covered under the scheme of Integrated Education for Disabled

Children.

The programme of placing disabled children is the pre-requisite for successful

implementation of the IED scheme as viewed earlier, this placement may be in (i) An

integrated setting with supportive system (resource room) and (ii) Special section.

The said placement of disabled children helps to normalize their environment

instead of segregating them separate community. Normalization and mainstreaming

into as normal a life as possible is fundamental right of the disabled. There should

not have rigid criteria for placing various types if disabled children in integrated

schools.

IS PLACEMENT OF DISABLED CHILDREN IN NORMAL SCHOOLS/

CLASSES A PROBLEMS ?

There are a series of potential challenges that appear to emerge in the programme

of placement of disabled children in normal classes. One is the very thin distribution

of various disabilities in the area near to school. Practically each locality is found to

contain a small number of children suffering from varying handicaps. In all there

may be only 6 or 7 children in one locality, but including cases of acute/moderate

hearing impairment, orthopaedic handicap, neuromuscular handicap like cerebral palsy

and any of them associated with mental retardation. In many cases there is no

transportation of disabled children, especially those suffering from orthopaedic

disorders as for example, one boy around twelve years of age resides in hope town

(Andaman) in a house on the hilly slope about 100 meters up the road side, with an

uneven rocky approachable Bata. Due to his impaired legs, the child has been confined

to the four walls of the'house; with out having a road side (sea-side) view in his

memory. The child seems to have lost any hope. How the disabled children in such

for bidding environments are placed to school environment is an acute problem.

Provision for transportation allowance under the framework of the scheme of integrated

education for disabled children may be an incentive, but never be the solution of the

problems. Some indigenous provisions need to be sought.
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CAN THE DISABLED BE PLACED IN INTEGRATED SCHOOL STRAIGHTWAY

All disabled children can never be placed in integrated schools straightway.

Before placing disabled children in an integrated setting necessary training should be 

imparted to them to acquire the following basic skills and qualities:

i. Developing play activities & handling the objects.

ii. Following routine activities during the day.

iii. Developing a sense of rhythm.

iv. Developing simple manual dexterity

v. Awareness of completing a task

vi. Developing abilities for independence & cleanliness.

vii. Developing attention control, concentration, perseverance and purposeful 

behaviour.

viii. Development of socially acceptable habit patterns and reshaping of wrong 

behaviourisms.

ix. Development of communication skills or and language.

x. Acquisition of mobility there are various types of programme for preparation 

of disabled children before placing them in integrated classes. Three types of 

programmes seem to be worthwhile in this context.

1. Home stimulation programme.

2. Pre-basic school for disabled children or special nurseries

3. Residential special school for integrated school entrants.

HOME STIMULATION PROGRAMME :

There are various types of home stimulation programme as for examples :

i. Initial parent counseling session.

ii. Mother's meetings

iii. Social workers home

iv. Joint play sessions

v. Getting other families

iv. Visits to training centers

vii. Organizing special social occasions.
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The experts of the 1ED scheme including Resource Teacher Physio-therapist, 

speech therapist, must take initial parent counselling session. They should provide 

information about :

i. The help available

ii. Getting various aids from different agencies

iii. Practical advice relating to early prevention of disabilily and various techniques 

adopted to help their disabled children.

Parent's confidence is to be created through counseling session. The parents 

should realize that they are not going to be left along.

Mothers' meetings should deal with the following important issues :
i. Quarries on general interest

ii. Exercises on recreational activities for the disabled can be demonstrated.

iii. Details of mother's role for her disabled child in home environment.

iv. Common educational facilities

v. How they can help the disabled child

vii. The details of the arrangement for Physio-therapy, speech therapy medical 

examination and treatment already prescribed by the experts.

/



SPEECH AND LANGUAGE DISCORDERS 
IN CHILDREN

Dr. K.S. Prema

INTRODUCTION
Man is gifted with the faculty of speech and language by means of which 

he communicates his needs, desires, thoughts, feelings, etc., to his fellow'beings 
in his family & / or society. This unique skill which is specific to human 
beings has been debated for long as to whether it is innate or an acquired skill. 

Despite the argument that may coninue for decades further, interest in the study 
of acquistions of speech and language by normal children as well as its 
disorderes in preschool and school aged children has always attracted the 
attention of speech - language pathologists, linguists, special educators and 
psychologists to mention a few. Knowledge of normality of speech and 
alanguage and the verious disorders/deficits that could be seen in children of 

all ages would go a long way in our-endeavors with children.

OBJECTIVES
The main objective of this tutorial article is to give a brief description of 

various disorders of speech and language that are seen in preschool and school 
aged children. In addition, for the benefit of tachers, the most common causes, 
signs & symptoms, hints for early identification of speech, language and hearing 
disorders and a checklist for screening these disorders are given in this articles.

DEFINITIONS
The following terms arc defined for a clear understanding of this article. 

Communication is a process of haring the needs, experiences, ideas, thoughts 
and feelings with other persons. It can occur through various modalities-verbal, 

visual, graphic, signs and gucstures.Hence, it is posible to communicate without 
using speech, but not without lanugage.

Language is a body of knowledge. It is a complex and dynamic systemof 
conventional symbols that is used in various modes for thought and 
communication. It is represented in the brains of people who know that
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Ianugage, but it cannot be observed directly. Language is a behaviour produced 

by users of the language, and speech is on modality for doing so. The 

paramertcrs of Ianugage included phonology (the sounds of a lanugate), 
morophaology (the minimum nicningful units of a Ianugage), syntax (the 
structcrcs of language), semantics (the mailings of language) and pragmatics 

(the appropriate use of a language in context).

Speech is one of the most functional and useful modality through which 
Ianugage can be exprcsccd. Speech is made up of arbitrary bits of information 
that arc combined in conventional ways to convey meaning. Speech is behavior 
which can be recorded with audio or videotape when it is produced but language 
can not be explicitly recorded. The parameters of speech include articulation 
(production of speech sounds), voice and fluency.

Nature and Scope of the Article
Verble communication / specch.and language development in a child is 

the most important milestone in the child's development. Speech Ianugage 

development in a child is a more or less ordered, sequential ability acquired in 
the same manner and the same time by children all over the world (excluding 
minor changes depending onthe socio-cultural and linguistic factors). That 

means to say that the stages of speech and language development areuniversal. 
No matter w hat language a child is exposed to babies begin by cooing, then 
produce varieties of babbling with scncence - like intonation before producing 
words and world-like forms around the time oflhier first birthday. Know ledge 

of normal development of speech and language is essential to unerstand the 

disorders of speech and language.

Types of speech and lanyuape disorders

The development ofspeech skills and language abilities iruiv be delayed

or deviant in a child due to various reasons leading to developmental speech, 
language'communication disorderes, Individuals with speech, language 

disorders or Communication disorders are i h o s e who are unable to 

communicate effectively throng it spoken mode. Speech and I .menage Dimuniera



can be manifested at any stage of the child's development. Speech disorders in 
children could arise due to either organic (structural/neurological)or functional 
(environmental/psychological) causes. A list of speech desorders along with 

the posible causes that are seen in preschool and school children is given below.

A. SPEECH DISORDERS

a) Ariculation disorders
i) Articulations is the process of production of speech sounds with the help 
of movement of the speech mechanism-lips, tongue, soft palate and 
velopharyngeal cavity. This is a developmental phenomenon and hence, cetain 

sounds are developed at certain ages, a note of which should be taken before 
considering a child as having disorder of articulation. Articulations is 
disordered when a child is unable to produce one or more of the phonemes 
(sounds) of his or her lanugage that is/ are supposed to have been acquired at 

that age. That is, the sounds, syllables and words are produced incorrectly 
making it hard for the listener to understand what is being said.

ii) Causes : Some of the common causes of articulation disorders in children 
arc-tongue tie, cleft palate, cerebral palsy, paralysis of the soft palate, auditory 
imperception, mental retardation, faulty habits, imitation and/or psychological 
factors.

Hi) Types with characteristic examples :
Substitution - "Lavi" for "Ravi"
Omission - "Chocoate" for "Chocolate"
Distortion - "Cham" for "Jam"
Addition - "eschool" for "school"

b) Fluency disorders :
i) Fluency of speech facilitates forw ard flow of communication. It depends 
on a number of factors such as know ledgeof-the language used for 
communication, the topic of conversation, personality factors, etc.. Children
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as young as 2-3 years, most often would be non-fluent in their speech because 
they would not have the facility of adequate vocabulary/language to express 
their ideas. A disorder of fluency, generally known as stutteering is 
characterized by certain types of dysfluencies that are usually in excess both 
in terms of quantity and duration.

ii) Causes : The most common causes of stuttering in children are-genetic/ 
hereditary, imitation, pshychological, neurological and/or linguistic deficits.

iii) Characteristics : Some of the major characteristics of dysfluencies seen in. 
children with stuttering are as follows :
Repetitions : Eg., "What is your na-na-na-name?
Prolongations : Eg., "LI 111.....ook at this "\
Interjections : Eg., "um....um I had breakfast this morning"
Silent pauses : A silent duration within speech considered abnormal : "1 was 
going to the....................(pause) market"
Broken words : A silent pause within words : "It was won (pause) derful".

Stuttering may also be characterized by associated motor behaviours, which 
include excessive muscular effort in speaking, facial grimaces, and hand and 
feet movements. Several other features, including the tendency to avoid certain 

words and speaking situations, arc seen which are probably due to the initial 
difficulty in saying the words.

c) Voice disorders :
i) Voice is defined as the acoustic energy that is released from the respired 

air. Production of voice depends on respiratory, phonatory, resonatory as 
well as neural mechanisms. Normal voice production requires structural 
and functional adequacy of the above mechanisms. Voice is referred to as 
disordered (dysplionic) if it deviates from the "normal" in terms of pitch, 
loudness and quality.

ii) Causes : Voice disorders m children are generally caused by structural 
deficits m larynx and speech mechanism, neurological abuseonisuse of 
voice and psycliologicai factors.

1 1



iii) Characteristics : Most common characteristics of voice disorders seen in 
children are hoarse voice, harsh voice, weak voice or no voice (aphonia). 

In adolescent children, voice problems could be due to mutational changes 
due to which there could be pitch breaks or may sound like the voice of 
the opposite sex.

B. LANGUAGE DISORDERS
While speech disorders can exist in isolation, most of the language 

disorders often present a combination of speech, congnitive, motor, physical, 
behavioral and social deficits. Language disorders in children are commonly 
seen in the following conditions :
a) Mental Retardation :

i) Mental retardation is typically conceptualized as a global under 
development of mental functions. A child with mental retardation 
demonstrates

• Significantly sub average general intellectual functioning
• Concurrent deficits in adaptive behavior and
• Manifestation of the problem during the developmetnal period.

Mental retardation is generally described as invloving uniform developmental 

lags across multiple skill areas, but the group of individuals with mental 
retardation, even those functioning at the same level would be heterogeneous 
than a homogeneous group.

ii) Cause : The most common causes are genetic, infections, exposure to 
radiation during pregnancy, metabolic causes, mutation of genes and 
hormonal imbalance.

iii) Characteristics : Children with mental retardation could be of various types
borderline, mild, moderate or severe category. Hence the characteristics
also vary depending on the degree. However, generally, these children 

, ..............
function at a lower level when compared to their aged peer group. They 

are slow to grasp things. Speech and language skills are slow to develop
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' > and also will be incomplete unless they are trained. Scholastic performance
' will also be poor.

b) Autism :
f ■

i) Autism and other similar disorders are a phenomenologically related set 
of neuro psychiatric disorders. These conditions are characterized by 

patterns of both delay and deviance in multiple areas ofdevelopmcnt.

r Typically, however, their onset is in the first few months of life. Children
( with autism usually manifest - Impaired social interaction, impaired

communication and impaired behavioral control.
A A

ii) Causes : Although many explanations for the social, cognitive and linguistic
' symptoms of autism have been explored, the exact mechanism by which it
( ■■■

operates is still not understood. Yet, the following causes have been
(")

speculated.

f J
, • Lack of interaction with cold and unresponsive parents.

• Biological factors such as factors during pregnancy and birth, genetics,
, neurology and biochemistry.
, • Brain damage due to epilepsy, infection, injury, etc.,
(.;

r 5 However, current reviews from overwhelming evidences has suggested
' ; that autism is a neurological rather than a psychological disability.

iii) Characteristics :
Age of onset before 30 months
Disturbances of developmental rates and sequences in the areas of motor, 
social adaptive and cognitive skills.

• Disturbances of responses to sensory stimuli. This includes hypo or hyper
< : reactivity in audition, vision, touch, motor, smell and taste.
' • Disturbances o f speech, language, cognition and non-verbal

communication, including mutism, echolalia and failure to use abstract 
terms.
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• Disturbances of the capacity to appropriately relate to people, events and
objects including lack of social behaviour, affection and appropriate play. 

Interruption of the idiosyncratic or pervasive use of objects will upset the 
child.

• Normal physical development

• Good cognitive potential

• Self-stimulatory behavior
• Obsessive desire for the maintenance of sameness
• Extreme autistic aloneness
• Language abnormalities

d) Learning Disability :

i) For more than a century, it has been recognized that a sizeable minority 

of otherwise intelligent, healthy children fail to learn to read. Specific 
developmental dyslexia is defined as a disorder manifested by difficulty in 
learning to read despite conventional instruction, adequate intelligence, and 
social-cultural opportunity. The disorder is attribute to fundamental cognitive 

disabilities which are fequently of constitutional origin.

ii) The causative agents are implied to be many, varying from genetic 
(autosomal dominant inheritance). Structural differences in the brain 
development. Core linguistic deficits or deficiency in phonological awareness 
(ability to reflect explicity on the sound structure of spoken words) to specific 
deficits in speech language abilties and delayed language.

iii) The characteristics of children with developmental reading disorders 

include :
• Average or above averageintelligence
• Reversals, transpositions and omissions in reading, spelling and/or speech.
• Difficulty learning to read as shown by one or more of the following :

i. insertion of small words in reading

ii. silent reading is slow when compared to others

iii. intelligence
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iv. hesitant oral reading

v. poor word recall and word decoding skills

vi. poor reading comprehension
Difficulty recalling images for individual letters and letter sequences 
Features sometimes observed include :
i. spelling difficulty
ii. meager writing vocabulary
iii. awkward or slow writing

iv. hesitancy in talking with poor word
v. retrieval

Developmental Apraxia of Speech (DAS)
Children with DAS demonstrate specific, severe expressive speech and 
language delay or deviancy with markedly superior comprehension abilities 
for speech. It manifests as a speech disorder but not due to peripheral 

strucutre deficits.

The cause of DAS has been identified to lie in the higher central nervous 

system.
The most common features of DAS include :
Poor motor co-ordination
Delayed or deviant speech language development
Good comprehension of speech but poor expression
Lack of poor ability to imitate speech
More of omission and subtitution errors of articulation
Increasing difficulty with the increasing word length' 4

Abnormal prosody in speech

Attention deficit Hyperactivity Disorders (ADHD)
ADHD is one of the most common disorders of childhood. It is a behavioral 
syndrome marked by cardinal symptoms of inattention, impulsivity and 
hyperactivity. In the past terminologies such as Minimul brain damage 
(MBD), hyperactivity, hyperkinetic reaction and learning disabilties were
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used interchangeably to depict this disorder with poor precision. Of late, 
the signs and symptoms grouped under ADHD are considered as a 
neurologically determined disorder. The associated disorders may include 
reading disability, conduct disorders, depression, Tourette syndrome and 
possibly others.

ii) The cause of ADHD is usually multifactorial. A comprehensive diagnosis 
is based on the history obtained from the parents and teachers, 
Psychological testing and structured neurological examinations.

iii) Although the cardinal symptoms include inattention, impulsivity, and 

hyperactivity, there are other signs and symptoms which aid in the 
diagnosis of the child.

• Inconsistency, impaired selectivity and disinhibition which are especially
noticeable in group situations.

• Increased mood lability, inability to get along with others, destructiveness,
impudence, poor peer relationship.

• Motor problems include clumsiness, delay in achievement of motor
milestones, history of erratic feeding and eating habits in early infancy.

• The verbal communication is often impaired because of delayed language
development and articulation problems.

Treatment includes psychotherapy and drug therapy. Supportive services 
of Speech language pathologists, school teachers, social'workers are required 
in order to help the child cope with the verbal communication skills, academic 
skills and social skills.

f) Specific language impairment (SLI) : ,
r

i) Specific language impairment is a generic term used to refer to 
developmental disorders characterized by severe deficits in the production
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and/or comprehension of language that cannot be explained by hearing 
loss, mental retardation, motor deficits, neurogenic or psychiatric disorders, 

or lack of exposure to language.

The condition is seen in some apparently normal children who inexplicably 
have difficulty acquiring language. Earlier, such children were labeled as 
childhood aphasia, congenital aphasia, congenital auditory imperception, 
congenital word deafness, developmental aphasia, developmental 
dysphasia, developmental language disorders, dyslogia or idioglosia.

ii) Major difficulty in ascertaining the underlying impairment in SLI is 
distinguishing whether the impairment under investigation is the cause or 
the result of the lingustic deficit. Although there are various speculations, 

the specific cause of SLI is not known.

Children with SLI is a heterogenous group. It is extremely unlikely that all 
children with SH suffer from the same underlying impairment. Whereas, most 
children appear to be able to acquire language within a wide range of linguistic 
environments, children who are at risk for developing SLI might require an 
optimal linguistic environment in order to acquire normal language.

iii) Some of the salient characteristics of SLI as follows :

• General impairment in sequencing

General impairment in rapid sensory processing 
General impairment in representational or symbolic reasoning 
General impairment in hierarchical planning 

Impoverishment or deviant linguistic input 

Transient fluctuating hearing loss
Impairment in short'term auditory memory 
Impairment in auditory sequencing 
Impairment in auditory processing 
Impairment in language perception or processing 

Impairment in the underlying grammar.

1 7



 
 

 
 

 
 

 

 
 

 

This heterogeneity reflects the lack of congruence between and among SLI
population. Comprehensive diagnostic criteria based on standardized tests and
Clinical judgements helps in identification of children with SLI.

g) Brain Injury :

i) Children with acquired brain injury constitute a heterogeneous group. They
differ from children with developmental language disorders on various aspects
of language and behavior.

ii) Causes : Some of the common causes for brain injury include :

• Head injury

• Unilateral cerebro-vascular lesions

• Cerebral infections
• Cerebral abscess
• Siezures / convulsions

• Landau-Kleffner syndrome
• Other disintegrative disorders of childhood.

A language disorder associated with a focal acquire lesion of the brain is termed
Aphasia. Diagnosis of acquired brain injury is usually made on the basis of
known etiology by a team of health specialists.

iii) The typical features of cognitive, behavioral and linguistic deficits seen in
children with brain injury include,

• Distractibility regardless of the site of lesion
• Reduced IQ in children with recurring attacks of seizures.
• Residual deficits in attention, impulse inhibition, memory, reasoning and

perceptual speed may affect the global functioning of a child with brain
injury.

• Academic difficulties in school with reading and writing problems
• Subtle syntactic comprehension deficits.
• Mutism followed by telegraphic production during the recovery process.

• Slow response in rapid-naming tasks with generally poor performance in
lexical and semantic aspects.
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h) Cerebral palsy :

i) Cerebral palsy is a term of clinical convenience for disorders of impaired 
motor functioning and posture with onset before or at birth the first year 
of life. Basically non-progressive, they vary widely in their causes, 
manifestations and prognosis. The most obvious manifestation is impaired 
ability of voluntary muscles.

Physical impairment can differ widely in degree and kind, based on such 
factors as varied cause and time of onset. Some children exhibit specific 
difficulty acquiring motor control of the speech mechanism (Eg., Cerebral 
palsy), or have structural defects of the oral mechanism (orofacial 
anamolies).

ii) The cause is often obscure or multiple. Definite etiologic diagnosis is not 
possible in majority of the children. The incidence is said to be high among 
infants small for gestational age and those with history of intrauterine 
hypoxia. Other known causes are intrauterine bleeding, infections, toxins, 
cogenital malformations, obstetrical complications, neonatal infections, 
kernicterus, neonatal hypoglycemia, acidosis and a small number of genetic 
syndromes. The disorder is often associated with deficits such as mental 
retardation, seizures, sensory and speech language deficits.

iii) There are different types based on the predominant motor deficit. They 
include the Spastic, dyskinetic (Choreoathetosis), Flaccid, Ataxic and 
mixed.

•The characteristics of the spastic type include :

• High muscular tonicity leading to contractures

• Increased tendon reflexes, clonus and extensor plantar responses

• Decreased voluntary movements, especially the fine movements

• Spread or overflow of associated movements

• Peculiar body postures.

The flaccid type is characterized by low muscle tonicity and reduced tendon 

reflexes. The dyskinetics exhibit erratic involuntary movements of the body.
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Ataxic disorder is characterized by dvscoordinated, dyssynergic involuntary 
movements due to cerebellar dysfunction.

TEACHERS' ROLE IN EARLY IDENTIFICATION OF SPEECH 

AND LANGUAGE DISORDERS IN CHILDREN

Children learn to communciate in school environment as it provides a rich 
ground for peer communciation and social interaction. Teachers in school, 
hence play a role model in molding children's communicative skills. Because 

they get an opportunity to interact with children at length, they play a key role 

in the early identification of speech and language disorders in pre-school and 
school aged childen. Once identified, they need to suitably advice the parents 
to consult speech-language pathologists who can further treat the children and 
guide both the parents and teachers. Awareness on the teacher's part towards 
the possible speech and language disorders in children would go a long way in 
prevention as well as early identification of the same. The following checklist 
helps the teachers in this endeavour.

CHECKLIST TO SCREEN SPEECH, LANGUAGE AND 

COMMUNICATION DISORDERS IN CHILDREN

I. General

a) Is there a positive family history of genetic/hereditary disorder?

b) Isthere any history of anoxia, infection, trauma, accidents during or after 
the birth of the child ?

II. Articulation Disorder

a) Is the child unable to produce one or more sounds of his/her language even 
at age of 6 years ?

b) Does the child articulate speech sounds in such a way that it is not clearly 
understood by others ?

c) Does the child/adult have cleft of the lip & /or palate ?

d) Has the child/adult undergone surgery for cleft of the lip/palate?
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e) Does the child/adult sound like he/she is talking through the nose?

f) Does the child/adult have problems in chewing sucking or blowing ?

III. Dysfluency

a) Does the child/adult speak too fast and hence his/her speech is unintelligible/ 

not understood by the listener?

b) Does the child/adult speak with dysfluencies such as repeating, prologing, pausing 

or breaking the word while speaking ?

IV. Voice disorders

a) Does the child/adult have too soft or too loud voice

b) Does the vocie of the child/adult sound hoarse / harsh or breathy ?

c) Does the child/adult indulge in excessive and loud speaking / screaming ?

d) Does the adult report inability to sing in high pitch or low pitch range ?

e) Does the person complain of persistent hoarseness of voice, difficulty in

swallowing and breating ?

f) Does the adolescent male speak in a high pitched voice, sounding like a female

or an adolescent female speak in a low pitched voice sounding like a male ?

V. Mental Retardation

a) Was the child slow in achieving the milestones of sitting, standing, walking and

talking ?

b) Does the child look dull and intellectually poor ?

c) Does the child show deficits in adaptive and social behavior ?

VI. Autism and related disorders

a) Does the child have qualitative impairment in social interaction ?

b) Does the child have qualitative impairments in communication ?

e) Does the child manifest restricted repetitive and sterotyped patterns of behavior, 

interests and activities ?
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d) The disturbance is not better accounted for by Rett's disorder or childhood 

disintegrative disorder (two pervasive developmental disorders characterized by 

impairment in the development of reciprocal social interaction).

VII. Developmental Dyslexia

a) Does the child present with late onset of speech?

b) Is he/she poor in understanding the meaning of language?

c) Does he/she poor rhyming skills ?

d) Does the child have difficulty in breaking words into its consituents?

e) Does the child have misarticulations or disfluencies in expressive speech?

f) Does the child have poor listening comprehension?

g) Does the child show deficits in right-left discrimination?

h) Does the child manifest behavioural disorders?

If the child has no sight defects, no hearing defects, not well below average IQ, 

no primary emotional disturbance, no gross brain damage, and no socio-cultural 

deprivation, but presents the above listed features, then the child may have 

developmental dyslexia.

VIII. Attention - Deficit - Hyperactive - Disorders

1. A period of 6 months or more during which at least eight of the following 

symptoms are present :

a) Has difficulty remaining seated

b) Often fidgets with hands or feet or squirms in seat

c) Has difficulty playing quietly

d) Often talks excessivley

e) Often shifts from one uncompleted activity to another

f) Has difficulty sustaining attention to tasks and play activities

g) Has difficulty following through on instructions from others (not due to

oppositional behaviour or failure of comprehension)
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h) Is easily distracted by external stimuli

j) Often interrupts or intrudes on others (Eg. butts into games)

j) Often blurts out answers to questions before they have been completed

k) Has difficulty awaiting turns in games or group situations

l) Often engages in physically dangerous activities without considering possible

consequences (not for the purpose of thrill seeking (Eg. runs into street without 

looking)

m) Often looses things necessary for tasks or activities at school or at home

n) Often does not seem to listern to what is being said to him or her

2. Onset before the age of 7 years

3. Does not meet the criteria for pervasive developmental disorder ?

IX. Specific Language Impairment

a) Does the child have delay in the development of expressive speech and 

language skills ?

b) Does the child have poor in understanding the meaning of language ?

c) Is the child is an unskilled conversationalist ?

d) Does the child have difficulty in beaking words into its constituents ?

e) Does the child have deficiencies in the use of vocabulary, morphology and 

grammar?

f) Does the child have difficulties in the comprehension of syntactic strctures ?

g) Does the child present persistent reversal and disordering of sounds in speech?

X. Cerebral Palsy

a) Does the child present with motor dysfunctions ?

b) Does the child show deficits in small muscle movements, many a time involving 

eye tracking ?

c) Does the child have presence of soft neurological signs ?

d) Does the child present deficiency in verbal communication ?
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XI. Dysarthria I Apraxia

a) Does the child/adult experience difficulty in carrying activities consciously 

on verbal instructions that require voluntary motor movements (Eg. waving 

good bye, movement of oral structures for the production of speech sounds) 

but is able to carry out the same movements on their own in the absence of 

verbal instructions.

b) Does the child/adult present paralysis/paresis, weakness or in-coordination of 

muscles involved in speech production?

XII. Behavioral and emotional disorders

a) Does the child exhibit behaviours that are not expected in certain social 

situations ?

b) Does the child exhibit bizarre motoric behaviours that are harmful to self, his 

siblings and or his peers?

c) ’ Does he show truant behaviour in classroom ?

CONCLUSION

Prevention, identification and treatment of speech and language disorders involves a 

team of members of which the TEACHER serves an important role via media between 

the professionals and the parents/care givers. It is the intention of the author to educate 

and orient as many teachers and teacher educators as possible through this article 

regading the very many gross as well as subtle manifestations of speech and language 

disorders in pre-school and school aged children. Contribution from dedicated teachers 

for the cause of rehabilitation of children with speech and language disorders goes a 

long way in reducing the incidence, prevalence and also impact of these disorders on 

many aspects of child's life.
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Contributory Factors in the Integration of the 
Hearing Impaired in Schools

Dr. Asha Yathiraj

1.1 Introduction

Education of hearing-impaired children is a challenge and requires special 
attention from a team of professionals. The team would be involved in the 
education of the hearing - impaired would depend on the educational placement. 
The education of hearing-impaired children can take place in various set-ups. 
These include : a) special schools for the hearing-impaired which can be 
residential or day schools, b) special classes for the hearing-impaired located 
within a regular school and c) regular schools into which the hearing impaired 
can be integrated. The former two educational set-ups would result in the 

hearing-impaired child being segregated while the latter would allow them to 
grow in the mainstream. Each of these educational placements has their own 
merits and demerits.

1.2 Objectives

The objective of this article is to make regular school teachers aware of 
the merits and demerits of segregated and integrated educational set-up for the 
hearing impaired. It also aims at enlightening school teachers as to when a 
hearing impaired child can be integrated in to a regular school.

1.3 Merits and demerits of segregated and integrated educational set-ups :

1.3.1. Merits of special schools / classes :

• The children get special attention from teachers who are specially trained 
to deal with them.

• It is easier to justify the purchase of specialised equipment/dcvices to be 
used with the hearing impaired.

• There is less strain on the hearing impaired, as they do not have to compete 
with normal hearing peers.

• It is easy to plan for the needs of'the hearing impaired.
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1.3.2. Demerits of special schools / classes ;

• The hearing impaired children would have minimal interaction with normal 
hearing children.

• Parent participation in the education of the children would be limited.

• There would be a tendency for these children to use a manual form of 
communication once not under the direct supervision of the teacher.

• They would be exposed more to deviant speech of other hearing impaired 
individuals.

• The children would have difficulty in mingling with normal hearing 
individuals after completion of school.

• The normal hearing population would have minimal opportunity to learn 
to interact with the hearing impaired population.

1.3.3. Merits of integrated schools :

• The children obtain training just like any other normal hearing child.

• The children would be exposed to more of normal speech and hence would 
tend to have more normal like speech.

• The expectation of the class teacher would be higher than that of a teacher 
in a special school since the comparison would be with that of normal 
hearing children. This would result in the hearing impaired child having 
better communication abilities.

• The parents are happy that their children receive education like- any other 
child.

• The society at large stands to gain as the hearing impaired person would 
be more productive.

1.4 Factors to be considered when integrating a hearing impaired child :

From the above section it is evident that each type of educational placement 
has its own inherent advantages and disadvantages. In order to enable the 

hearing impaired child to develop like any other child, it is best that they be 
integrated. However by just integrating a hearing impaired child into a regular
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school without giving him/her the necessary support would result in a failure 
in the integration program. There are several variables that effect the integration 
of hearing impaired children. These may be classified under the following 
subheadings :

1.4.1. Factors related to the hearing impaired child

1.4.2. Factors related to the family

1.4.3. Factors related to the school teacher

1.4.4. Factors related to the environment

1.4.1. Factors related to the hearing impaired child

O Age of onset of hearing loss 

O Early identification and intervention

O Oral skill

O Degree of hearing loss 

O Speech reading skills

O Training or therapy received prior to integration

Q Training received after enrollment into the regular school

O Level of integration

V Full integration

V Partial integration

V Partial segregation

V Full segregation 

O Intelligence

) Social adjustment 

O Use of appropriate amplification
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1.4.2. Factors related to the family

O Parent participation 
O Supportive help given to the parents 

O Parental attitude
O Literacy level and socio-economic 
O Status of the family

1.4.3. Factors related to the school teacher

O Training received by school teachers 
O Teacher - specialist interaction

1.4.4. Factors related to the environment

O Classroom acoustics
♦ Noise

♦ Reverberation 
O Light

1.5 Factors to be considered when determining whether a hearing impaired 
child can be integrated

Yalhiraj (1994) studied forty hearing impaired who were integrated in 
normal schools in Mysore city, with the purpose of noting the variables that 

contribute to academic success. In addition to evaluating the hearing impaired 

children, the parents of the children and their class teachers were evaluated, 
information was obtained on seventy-one different aspects, which were 
categorized as follows :

□ Academic achievement

□ Auditory abilities

□ Linguistic abilities which included comprehension as well as expression
k’ □ Mode of communication

□ Speech intelligibility
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□ Speech reading ability

□ Visual acuity
□ Cognition
□ Intelligence
□ Intervention
□ Therapy
□ Psycho-social aspects
□ Parent-teacher interaction and parent-specialist interation

□ Peer interaction
□ Attitude of the parents and the teacher
□ Teacher training

□ Parent-teacher meeting
□ Hearing aid check

□ Parent's education
□ Number of languages used with the child
□ Age of the child

□ Class and class strength

1.5.1. Major factors that contributed to academic success of a hearing
impaired child :

Several factors related to the communication abilities of the hearing
impaired child were found to contribute more to their academic success. These
included :

□ Speech reading ability of sentences and words - Good speech reading
abilities was associated with better academic performance.

□ Linguistic abilities - The comprehension and expression of the children
were major contributory factors towards academic achievement. It was
found that it was more important that they express themselves using as
many sentences as possible to describe a task, and longer sentences than
use grammatically correct sentences.

□ Mode of communication - Those who used speech performed better when
compared to those who mainly depended on gestures or signs for
comm unication.
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□ Speech intelligibility - Better speech intelligibility was associated with 
better academic performance. It was especially more important that the 
speech be intelligible to strangers than the parents.

□ Auditory ability - Children with better auditory abilities tended to do better 
in the integration program. However the auditory abilities were not as 
important as the above mentioned variables. The aided auditory 

performance was found to be more important than the unaided auditory 
performance. The aided performance included the following :

• Aided warble tone thresholds

• Aided speech identification scores
• Aided speech detection threshold

1.5.2. Minor factors that contribute to academic success of a hearing impaired:
Several other factors were found to contribute to academic success in a 

regular school. However the importance of these variables was less when 
compared to the communication abilities of the children. The minor contributig 
factors included :

• Number of years the child attended therapy

• Positive attitude of parents & teachers

• Education level of fhe parents

• Number of languages used with the child
• Cognitive abilities

• Training the school teacher received hearing impairment
• Interaction between the parents and professionals
• Informal parent-teacher meeting

• Intellignece

From the study it is evident that hearing imparied children require good 
communication abilities in order to perform well in regular school. To obtain 
this good communication skill, it is necessary that they undergo special training 

in a preschool for the hearing impaired, or vigorous training speech and hearing 

professional.
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1.6 Summary

Education of a hearing impaired child can take place in segregated or in 
a integrated set-up. It is best they be integrated as far as possible. There are 
many variable that contribute to academic success of a hearing impaired child. 
Some of these variables are more important than the others in terms of their 
contribution to academic success. The more important variables are mainly 
concerned with the communication abilities of the children. It is important 
that these communication abilities of the hearing impaired children be 
evaluated, before they are integrated. This information will help determine 
whether they can be included in the normal school or not.
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FUNCTIONAL PROGRAMMING FOR SCHOOL AMENABLE 
MENTALLY CHALLENGED CHILDREN IN 

INTEGRATED SETTINGS

Dr. S. Venkatesan
INTRODUCTION

Children with mental handicaps constitute a significant proportion of 
students at elementary school levels. However, a majority of them drop out of 
school before they complete their primary education. There are many reasons 
to explain this high rate of normal school attrition among mentally challenged 
children. It may be due to primary condition of the child or due to speech and 
problem behaviours in some of them. A strong reason for the relatively raw 
deal meted out to children with mental handicaps in normal school settings is 
the want of structured curriculum and training modules to suit their specific 

needs. Teachers in integrated settings need to appreciate various aspects of 
curriculum planning and functional programming for mentally challenged 
children.

MENTAL RETARDATION & NORMAL SCHOOL EXPERIENCES

Mental retardation is defined as significantly sub average level of 
intellectual functioning associated with deficits in adaptive behaviour and 
manifesting during developmental period. Individuals differ in their individual 

capabilities. Some have more of it, others have less of it. Intelligence in each 
one of us can be measured using certain standardized psychological devices 
called intelligence tests. The numerical value for expression of intellectual 
capacity of an individual is called Intelligence Quotient (IQ). Individuals are 
distributed along various levels of intelligence in any given general population. 
Individuals with mental handicaps show a measure of IQ equal to 70 or below. 
Not all mentally challenged children are alike. The severity of mental 
retardation on basis of IQ scores varies from mild (50-70), moderate (35-50), 
severe (20-35) to profound (less than 20) respectively. There is also an upper 

range of children with IQ range between 70-90 designated as below average 

intelligence or slow learners.
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In a study on exposure of mentally handicapped children to school settings, 
it was reported that nearly 55 percent of the sample had no school exposure at 
all. Only 45 percent children with mild-moderate grades of mental handicaps 
had minimal 4-5 years of exposure to elementary level school education. There 
were frequent instances of change in schools, stream or medium of instruction 
for these children until eventually they dropped out of school on an average 

before four/five years of primary schooling (Venkatesan et al„ 1994).

There is need to retain more and more mentally challenged children in 
normal school settings. At least, slow learners and mild-moderate grades of 
children with mental handicaps need to be retained in normal school settings. 
It provides a better milieu for these "stimulation-starved" pupils. It keeps them 
in closer proximity to normal age peers and eases mainstreaming process in 
the context of larger society. Simultaneously, integration fosters positive 

attitudinal valence in non-disabled age or class peers.

FUNCTIONAL PROGRAMMING

Ideally, slow learners and children with mental handicaps would require 

highly individualized curriculum planning and implementation for an optimal 
learning atmosphere around them. In actuality, this is neither feasible nor 

pragmatic at all times. It becomes cost/labour intensive to have resource rooms, 
trained special educators, small-group teaching sessions and individually paced 
teaching programs for children with mental handicaps in integrated settings. 
Therefore, group teaching becomes the only inevitable alternative for teachers 
of these children in integrated settings. Their curriculum planning must 

necessarily cover behavioral domains that are age/severity appropriate for small 
groups of children in conjunction with their age peers.

The curriculum areas relevant for mentally challenged children during 

preschool years (below or equal to five years) can include sensory-motor 
activities, lower order communication skills, self help behaviours, social/play 
activities and pre-academics. During middle childhood to adolescent ages, 
teaching programs can include functional academics, social skills, community 

Ii\ing skills, play/leisure skills and prevocational skills. In the later years.
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during post-adolescence and adult life, teaching curriculum can include 
vocational skills, higher order communication skills, social-survival skills, 
sexual hygiene and habits along with leisure/recreational skills.

In actual practice, unfortunately, it is reported that many teachers adopt 
normal school curriculum along with its list of formidable academic subjects 
like history, geography, language, grammer, science, civics, etc., during class 
room teaching for children with mental handicaps and slow learners in 
integrated school settings. The deleterious effects of such uninformed and 

pernicious practices on the child, as also, the felt discomfort and frustrations 
in their vexed teachers requires no elaboration (Venkatesan, 1994).

The essence of functional programming involves development of 

curriculum that is age appropriate, relevant and meainingful in the context of 
limited potential and their utility in the lives of these children. How often 
these children have been goaded into learing a foreign language for years of 
repeated primary education with no avail while neglecting their proficiency in 
a native tongue. Teachers/ caregivers realize the mistake only after years of 

psychological trauma experienced by the child owing to repeated failures and 
frastrations in thejr academic pursuits.

FUNCTIONAL ASSESSMENT

It is not only the broad curriculum domains which need to be made relevant, 
useful and appropirate to suit the needs of children with mental handicaps in 

integrated school settings, but also, their methods of teaching. Ideally, the 
curriculum content for these children should be so chosen from among various 

tasks that they have a high probability of requirement in daily living.

An important pre-exercise to planning/implementing training curriculum 
for these children is functional assessment of their contemporary/existing 
behaviours. Functional/behavioral assessment for children with mental 
handicaps is of recent origins in our country. There are handful of such 
standardized, semi-standadized or i|'on -standardized checklists available for 

use by teachers in Indian schools (Table one). The relative merits/demerits of 

each of the mentioned functional assessment scales or the target age-groups
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of children for whom they are intended to be used differ from one another. 
The teacher has to make a careful choice of the assessment device relevant for 
given child/groups of children in his or her class of children with disabilities.

Table One

Sample list of Functional Assessment Scales for Children with Mental Handicaps in India.

S.No. Name of Checklist

1. Madras Developmental Programming 
System (MDPS)

2. Assessment of Mentally Retarded 
Individuals for Grouping & Teaching

3. Functional Assessment Tools

4. Curriculum Guidelines for Schools for 
Children with Mental Retardation

5. Behaviour Assessment Scales for 
Indian children with Mental 
Retardation

6. Actitivity Checklist for Preschool 
Children with Developmental 
Disabilities (ACPC-DD)

7. Adaptive Behavior Scale

Authros, year & Publishers

Jeyachandran,S., Vimala, S., & Kumar, P. 
(1996). Vijay Human Services, # 6, 
Laxmipuram Street, Royapettah, Chennai.

Department of Special Education, NIMH : 
Secunderabad.

NASEOH, Postal Colony Road, Chembur. 
Mumbai.

Jai Vakeel School for Children in Need of 
Special Care, Sewri Hills, Sewri Road, 
Mumbai.

Peshawaria, R & Venkatesan, S, (1992) 
NIMH: Secunderabad.

Venkatesan, S. (2001). AIISH : Mysore.

Gunthey, R.K., & Upadhyaya, S., (1982). 
Adaptive Behavior in Retarded and Non 
retarded Children. Indian Journal of Clinical 
Psychology. 9. 163.

STEPS IN FUNCTIONAL PROGRAMMING

The steps involved in functional programming to be followed by teachers 
of slow learners and children with mental handicaps in integrated school 
settings are :

1. School Readiness Skills :

A good beginning for teachers of mentally challenged child in integrated 

settings is to ascertain whether their pupils have requisite school readiness. 
Many times, these children need special preparations required for preparing
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for such activities. School readiness includes personal social readiness, 
academic readiness and readiness for co-curricular activities respectively. 
Personal social readiness skills include a sense of security on being left alone/ 
away from home settings, personal habits in attendance, regularity, punctuality, 
tidiness etc. There must be minimum competency of pro-social behaviours like 
sharing, waiting for one's turn in games, participation in group activities, 
recognizing/respecting property rights, etc.

Academic readiness is achieved through proficiency in pre-writing and pre
arithmetic skills. Within this is included a broad gamut of object/picture 

matching, sorting, discrimination, identification or naming activities in terms 
of various properties like shape, colour, size, texture etc. Many non-disabled 
children receive these pre-academic skills on their own through observational 
or incidental learning. None need specifically plan or target a teaching program 

for teaching these skills and activities. Therefore, it may appear to the casual 
observer that these skills are learnt by non-disabled perschool toddlers "almost 
spontaneously"!

2. Setting Teaching Objectives :

The process of setting teaching objectives marks the commencement of 
any training program for children with mental handicaps. Goals provide a 
framework and direction for the activities of teacher and her pupil. It is vital 
to consider the child's age, abilities, needs, social aspects and current level of 
functioning in various areas before setting up specific teaching objectives. 
Always select objectives, which have functional utilitarian value for the 

handicapped learners as well as others around him. Select only those objectives, 
which can be surely achieved within the limited time frame, you set upon 
yourself to achieve these targets. Choose those teaching objectives that help 
the handicapped child to mainstream or move closer to his normal age peers. 
Since slow learners and children with mental handicaps have limited intellectual 
potentials, it is advisable to work on limited and focussed teaching ojbectives 

rather than on a wide variety of them that could dissipate the teacher's energies 

and resources.
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3. Checking on Prerequisites :

Before initiating a teaching/remediation program on selected teaching 
objectives for children with mental handicaps, it is necessary to check if he 
has the required prerequisites for that learning target. In other words, each 
learner must have achieved certain preconditions before he is exposed to learn 
the next attendant behaviour. For example, no child will learn to walk before 
he learns to sit or sit before he learns to hold neck steady. Similar behavioural 
prerequisites exist for almost all learning activities. To name colours, the child 
must be able to sort, match and identify colours. To identify values of coins, 
he must be able to read numbers. To hop or skip, she must be able to jump off 
with both feet off the ground. One of the ways of check on prerequisites in a 

child before selection of a teaching objective is to perform that target activity 
yourself and get a feel of all skill components that go into performing that 
given activity. Break the given activity into small parts/steps before determining 
the level up to which the child is able to perform that given activity. Then, 

proceed to teach from that level of assistance.

4. Preparation of Materials/Activities for Training :

A functional training program entails not only selection and prioritizing 
of specific teaching objectives and checking on prerequisites, but also, 
preparation of relevant teaching materials and activities. Often, many think 

that they may have buy costly toys or exotic teaching aids/materials for teaching 

children. Undoubtedly, teaching aids have a facilitator role in teaching. But, 
on many occasions, with little ingenuity, one can use familiar articles or routine 
things as materials for teaching children. Colour or size discrimination can be 

taught by using buttons of various colours or sizes. The use of lock and key, 
squeezing soft cloth or sponge, picking up strewn playing cards or gem clips 
from the floor, using a pair of scissors or such other activities are simple yet 

routine exercises for improvement of eye hand coordination. Old magazines 
or newspapers are useful for scribbling, tearing, pasting or folding activities. 
Oral exercises are induced by baloon blowing, playing on wind instruments 
(flute or mouth organ), blowing candles, soap bubbles, wistles, etc. As far as
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possible, teaching aids must be close to the real world. Slow learners and 
mentally challenged children have difficulties in generalizing what they learn 
in one situation to other similar situations. A child who has learnt to point to 

vegetables in pictures need not necessarily identify real ones. Another child 
who has learnt to rote count to hundred need not count to hundred need not 
count and give five pencils from a box of ten.

5. Listing, Selection & Preparation of Rewards :

Rewards constitute an important agent for teaching children. Rewards act 

as incentives for children to learn as well as perform what they have learnt. 
Normal children experience rewards in abundance in their daily lives. Slow 
learners and children with mental handicaps have relatively deficient skills to 

exhibit to others. Therefore, they require specially focussed reward training 
schemes to be built into the context of their skill training programs. A reward 
is a thing or event that happens after a behaviour. It is pleasurable and makes 
that person to behave similarly again and again. Whether we are aware of it or 
not, all of us are motivated by rewards. The nature, type of amount of rewards, 

which motivate each one, may differ. Rewards may be edibles, material things, 
activities, privileges, social/verbal praises, etc. Teachers must be acquainted 
with procedures of selecting and dispensing rewards that work with children. 
There are several rules that are crucial to dispensing rewards, such as, rewarding 

only desirable behaviours, rewarding clearly, consistently, immediately, in right 

quantities, perferring intrinsic to extrinsic rewards, etc. (Peshawaria & 

Venktesan, 1992; Venkatesan et al, 1996)

5. Selection / Implementation of Teaching Techniques :

There are many teaching applicable for slow learners and children with 
mental handicaps, such as, task analysis, shaping, prompting, chaining, 

modeling, fading, etc. Teachers need to be conversant with these techniques 
along with specific procedure for their use in classroom settings. Invariably, 

teachers must proceed from simple to complex, familiar to unfamiliar, concrete 
to abstract, whole to part, general to specific sequences during, teching
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processes on chosen teaching objectives. Additional guidelines in the use of 
teaching techniques for slow learners and children with mental disabilities in 
integrated school settings are :

• Recognize Differential Rates of Learning :

No two children are idential. Therefore, direct comparison between two or 
more kids is best avoided. Even though two children may be chronologically / 

mentally in same level or class, this does not justify any comparison between 
them. Each child has his own pace of learning and doing things. It is best to 
recognize these differences and tune oneself to every given child's pace of 
learning.

• Avoid Comparisons :

Implicit in the above proposition is the truth that no child would like to be 
compared with another for better or worse. A teacher may intend well in 
comparing a poorly performing child with another better performing child as 
model for the first child to behave. However, in actuality, the use of her words 
may imply a comparison that is resented by this child against the other child. 
The result could be than be a greater tragedy.

• Levels of Assistance :

A general principle to be adopted during teaching of handicapped children 
is to gradually decrease levels of assistance with increased learning. Initially, 
begin by providing physical guidance/assistance in a new activity targeted for 
learning.This is to be associated with simultaneous verbal instructions/prompts 
during performance of that activity. Eventually, they should be faded to use of 
only hints/clues for performance until the child learns to do the activity on her 
own.

• Self Fulfilling Prophecy (Rosenthal Effect) :

Many times, teaching sessions are jeopardized due to an implicit and unwary 
comment unwittingly passed by adults in front of the child. A teacher who 

continues to reiterate in front of a child that heps not so "interested" in number 

work is indirectly reinforcing that child to develop such a disinterest. Similarly 
a parent who continues to admit it front of her child that he is very "reserved"
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and not "mixing" with others is indirectly teaching the child to behave in that 
particular way. Frequent fault finding or experssions of frustration over non
performance are symptoms that teachers' expectations are high or that the child's 
abilities are low. Evidently, there is a mismatch somewhere that needs to be 
rectified. In such circumstances, an appropriate degree of activity scheduling 
is advised.

• Overcoming "the laid back" Attitude :

While pressurized learning has its deleterious effects on the child; equally 
dangerous is the opposite extreme of a "laid back" attitude in teachers. In fact, 
this tendency is encountered more frequently than imagined. It may be probably 

the outcome of repeated failures/frustrations one encounters while teaching 
these underachieving children. Every teacher of such children runs this risk of 

developing an attitude of helplessness. It is a kind of feeling that "there is no 
way out of this". Eventually, it may lead to negative thinking, hopelessness, 
pessimism and/or "can't do" kind of experience. Indeed, the road to teaching 
these children is not smooth or rewarding as with normal children. But, a right 

attitude has got a lot to do with what or how much the child can or will achieve 
in remediation programs.

• Unstructured Pace of Learning :

As mentioned earlier, there are clear stages in acquisition of various skill 
behaviours. Obviosuly, any child can be located at different steps/levels this 
complicated interwoven matrix of observable skills. Unless you are able to 

correctly identify the step/level at which a child is located along the continuum 
of skills, it becomes questionable if the desired teaching objectives can be 

ever reached. Consequently the inability of a child to acquire the target skill 

behaviours is misinterpreted as his "incapacity" or "fault" rather than as a 
miscalculated teaching procedure. Therefore, it is important to pace the 
learning/teaching for a child to his respective speed rather than push them at a 

prescribed momentum of an irrelevant curriculum.

• Faulty Communication of Intent & Purpose : p

The communicative relationship between teacher-pupil is also a vital 
dimension in the success of any remediation program. Often, faulty networks
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in communication exist within the framework of these dyadic interactions, 
which trigger serious problems of non-compliance during family will 
assiduously pick up such behavioural tendencies from a negative model. 
Sometimes, there may be a disparity between intended communication and its 
actual interpretation by the child. For example, you may mean well in showing 
a particular child who is well behaved as a model for your child to emulate. 
However, in actuality, the use of your words may suggest a compresion that is 
resented by your child.

• Teaching Instructions :

Teaching is essentially a vibrant communication process involving 
appropriate instructions between teacher-student. Teaching instructions must 
be necessarily brief. It is always advisable to provide only one instruction at a 
time. A chain of instructions like : "Get dressed, brush your teeth, have your 
break fast, phone grandma before going to school ...!" can be quite a complex 
"information over load" for young children. Tasks requiring a chain of activities 

are best s'liced or broken down into smaller parts and instructions are given 
separately thereof. Vague instructions are best avoided. Instructions need to 
be precise/specific. Often, we assume we are being very exact in our instructions 
with children. Indeed, we are not. Consider the example of a mother telling 
her child. "Very Good!" on observing the daughter's color work book. However, 
her timing and precision was lost by the fact that the child was biting her nails 
when the comment was made ! A definitive comment from the mother would 

have been : "Very Good ! You have colored so well". Avoid question from 
instructions. Some of us are accustomed to give instructions in question form. 
"Would you get some milk from the fridge for me?" or "Would you now do
your home work?" and so on. The problem with this kind of instruction is that 
(he child can always say "No!". The opportunity for behavioural refusal was 
invited unwittingly by the adult. Avoid explanatory instructions. Another form 
of communication anomaly between adults and'hildren is the explanatory type 
of instructions from the former. "Clean up your room and start doing your 
home work soon because you know very well that your class teacher will punish 
you if you do not do your home assignment....!". The problem in these 
instructions is that the main message gets garbled in the volley of instructions.
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Use positive instructions of "Do this !" more frequently than negative 
instructions of "Don't do this!" when it comes to dealings with younger children. 
"Sit in one place!" is prefereable to "Don't keep running around the room!". 
Never give instructions that you yourself are unable or not prepared to enforce. 
For example, an empty threat that the child would never be allowed to watch 
television hereafter followed by a compassionate regret and over yielding would 

assure the child that you do not mean what you say.

• Deficient Opportunities for Learning :

Most children with learning disorders are victims of under stimulation and 

inadequate opportunities for learning. Many of their skill deficits may result 
from lack of chance to do things on their own. These children require ample 

supportive opportunities for learning.

• Desist from Shopping for Quick Remedies :

Children with mental handicaps are victims of a relatively permanent 

condition and not a disease. It requires a patient, prolonged and planned training 
program to identify and teach each deficit skill behaviour. In as many teachers 
may wish, there are no short cuts or quick remedies for their rehabilitation. 
There are no drugs, surgeries or operations that could do wonders and help the 
child to achieve all the skills one intends to teach. Careful planning and 
meticulous implementation of remediation program yields positive results 

slowly but surely. Teachers who are not reconciled to this truth are seen 
shopping for advise from one specialist to another or trying various non- 
scientific remedies endlessly. In the process, quite a lot of money and precious 

time is lost when training could have early and effectively implemented.

• Errors in Teaching & Learning :

When training is undertaken in systematic and scientific manner, children 
make a gradual and steady progress in learning. Sometimes, errors occur which 

hinder the learning process. Errors may show up as insufficient or incorrect 
responses to specific target instructions. Understand that errors can occur due 
to insufficient training/learning in prerequisite skills to perform a given task. 
For example, the child who has not achieved an understanding of "darkness"/ 

"light" may not be ready to be taught to discriminate day/night. The child who
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does not differentiate "more"/"less" is not prepared for teaching concepts of 
"greater than"/"lesser than". Errors also occur due to incorrect application of 

strategy in performance of an activity. For example, the rule that all plural 
forms will have an added "s" (such as, book-books, chair-charis, etc.) may be 
misapplied to all plural forms (box-boxs, sheep-sheeps, fish-fishs). Lastly, 
errors may be due to non-compliance during teaching/learning process.

Some techniques/tips for error correction include immediate and correct 
identification of errors. Giving rewards to the child for non-occurrence of errors 
is more effective than punishment for occurrence of errors. This procedure is 
called differential rewards technique. Never compel a child to perform any 
teaching activity when he is bored/tired or when he perceives the activity as 
too simple or easy. This will trigger more negative behaviors and errors than 
learning. Match the difficulty levelof teaching activity to the child's abilities. 
Always communicate the error to the child in clear, simple and brief terms. 
Avoid use of disparaging terms/words that tend to ridicule the child during 

communication of errors. Use error correction procedures consistently. Avoid 
communicating errors of a child- in front of orhers. The shame/discomfort 
associated with what others may think would disturb the child more than help 
him seek ways to correct them.

Cognitive style :

Children show variety of cognitive styles in manipulating learning 

materials. These styles are recognized by different names : qualitative versus 

quantitative styles, whole versus part "inchworm"versus "grasshopper" styles, 
sequential vesus simultaneous processing styles, right brain versus left brain 
styules, etc, Consider solving a problem : 2x4x3x5 (to be done mentally; no 
writitng). The "inchworm" approach would tackle this problems sequentially 
or literally, that is he proceeds in the same sequence given in the problem. 
Two is multiplied by four to get twelve. Twelve is multiplied by three to get 

thirty - six and so on. The "grasshopper " approach is intuitive. They look for 
short cuts or rearrangements or easy strategies.He may rearrange the problems 
: (3x4)(2x5). This is twelve into ten as one hundred and twentyl. Very few
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sudents are in these two extremes of cognitive styles. An individual pupil may 
use both styles depending on the question or their levels of difficulty. There 
should be an adequate match between the teacher cognitive style and pupil 
style. A teacher whose style is predominantly verbal will disdvantage a child 
whose style is predominantly visual.

In sum, it may be concluded that there is no way a "canned program". 
Rather, it should be a flexible program to suit individual needs of each child. 
None of the techniques prposed are new and untried. Many of these techniques 
have been used since times immemorial. Probably, the effort has been to put 
them all in one place for the eager practitioner of teaching children with learning 
difficulties.
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UNDERSTANDING HUMAN BEHAVIOUR
Dr. C.R. Chandrashekar

Human behaviour is very complex and is reported to be a product of 
bilogocial, psychological and socio cultural factors. If we can understand the 
personality of the individual, his/ her present health condition, the nature of 
the stimulus and the situation, we can understand the expressed behaviour. 
This is the reason why people act and react differently though the stimulus 
and situations are same. The same individual may behave differently to the 
same stimulus in different situations. Let us understand different factors which 
determine and influence the human behaviour.

A. BIOLOGICAL FACTORS :

1) Genetic factors : Certain abilities which determine the patterns of 
behaviour are genetically transmitted. For example ability to handle 
emotions, logical and abstract thinking, language and communication, 
health and ill-health.

2) Brain defects and damages : They may occur during pregnancy, child 
birth or after birth specially during first five years of life. These impair 
the mental abilities of the individual to learn and master the skills required 
for living in harmony with others and to fulfil his/her needs.

3) Hormones and neurotransmitters : Various hormones and 
neurotransmitters determine the actions and reactions of the individual as 
well as his emotional state. Excess or deficiency of thyroxine, adrenaline, 
sex hormones, dopamine serotonin, acetylcholine, nor-epinephrine may 
result in behavioral and emotional distrubances in the individual.

4) Nutrition and health states of the individual : Under nourishment, anemia 
and other deficiency states; disabling, life threatening chronic diseases or 

diseases which cause severe social stigma, physical and / or mental 
handicaps can lead to abnormal and unusual behavioural and emotional 
reactions in these individuals as well as in other significant persons.

5) Age and sex : Actions and reactions of people do differ depending on the 
age and sex.
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B. PSYCHOLOGICAL FACTORS :

Every individual learns to act and react by perceiving and stimuli in the 
environment, observing how others react and its consequences, assessing the 

advantages and disadvantages and understanding the norms of the society. 
Reward and punishment play a major role in determining the set patterns of 

behaviour in a given situation. The frustrations which appear when the 
individual's needs are not adequately fulfiled make tthe individual to develop 
negative emotions and reactions.

The personality of the patients, their attitude towards the child, the methods 
of rearing the children, amount of love-affection, discipline and punishments 

they give, other people (siblings, grandparents, neighbours, relatives, teachers 
agemates etc.) who become the models and the quality of edcuation given 
determine the efficiency of various mental functions like perception, thinking, 
emotional expressions, decision making, intellectual abilities, self-esteem, 

ability to set targets, temperament etc. All these qualities become part of one's 
pesonality. Personality like one's signature is unique to the individual. There 
are certain types of personality which exhibit a set of attitudes and behaviours 

which cause distress to the individaul or to others or to both. For example :

a) Paranoid personality

b) Histrionic personality
c) Schizoid personality

d) Dissocial personality
e) Emotional unstable personality
f) Anxious personality
g) Anankastic personality
h) Dependent personality

(very suspicious)
(very attention seeking)

(limited social interaction)

(very selfish and anti-social behaviour) 
(very impulsive and aggressive behaviour) 
(extremely tense in social situations) 
(very rigid and perfectionistic) 
(depending on others for everything)

Inadequate life skills in the area of problem solving, decision making, 
critical and creative thinking, interpersonal relationship, empathy, self 

awareness, communication, emotion and stress management, make the 
individual to show unwanted and unhealthy behaviour in difficult situations.
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C. SOCIO CULTURAL FACTORS :

The social units like family, caste and class group, institutions and society 
at large have their own set norms for the individual to follow. These agencies 

have to provide opportunities for the individual to understand and follow the 
norms for his/her own benefits and others' benefits. Appropriate models, 
incentives and deterrents have to be there for the person to adopt the right 

behaviours and shun the wrong behaviours. If these agencies are diorganize'd 
and deteriorated, the individuals go astray, and may not follow the norms. 
Harmony between the individual and the family, individual and society is 

disturbed. This leads to the suffering of individual and all the concerned in the 
society. Abnormal, unusual and dangerous acts and reactions appear which set 
in motion similar reactions everywhere. Conflicts between traditions and 
modern norms, declining cultural values, moral norms may aggravate the 
problem behaviours in the society.

The following developments in the socio-cultural sphere during recent times 

are contributing to the decline of mental health of men in general and women 
in particular.

a) Breaking of joint families into nuclear or one parent families

b) Role conflicts between men and women

c) One child syndrome

d) Gender discrimination

e) Economic disparity and uneven distribution of resources

f) Poor quality and inadequate time spend by the parents with their children.

g) Very high and unrealistic expectations from the individual in the area of 
education, occupation, earnings, status in the society.

h) Information oriented edcuation

i) Severe competition, uncertainty and mal practices

j) Social evils like un-employment, exploitation, instability, violence, class- 
caste-religion language-geographic (state-country) wars.
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k) Deterioration of institutions through cut-throat competition, cheating, 

inefficiency and lack of accountability.

l) Commercialisation and mechanisation of professions. Individual and profit 

centred approach instead of community centered welfare approach. Neglect 
of less efficient and disabled persons.

m) Criminalization of polities and other areas of public interest in the society.

n) Inadequate resources to meet the needs of ever growing population.

o) Cultural invasion, unhealthy life styles, excess depiction of materialistic 

needs, glorification of aggression, violence, sex and other pleasure seeking 
activities in the media.

p) Decline of positive emotions and concern for others like kindness, 
sympathy, tolerance, sharing, sacrificing and working for others' welfare.

COMMON MENTAL DISORDERS IN CHILDREN

Dr. C.R. Chandrashekar

About 20% children are reported to be suffering from various types of 
mental disorders. Genetic factors, mother's ill health during pregnancy, difficult 
delivery, malnutrition of the child, inadequate or bad parenting, hostile 
environment, social agencies like family, school and society's inadequacies 
and disorganisation contribute to the development of these disorders. The 
common disorders are :

I. DEVELOPMENT DISORDERS :

a) Specific developmental disorders of speech and language

This may be in the form of articulation disorder, expressive or receptive 
language disorder. The child exhibits stammering, stuttering, replacing one 
letter to the other.

b) Specific developmental disorders of scholastic skills like difficulties in 
reading, spelling, arithmetic skills. These disorders are known as DYSLEXIAS.
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c) Specific developmental disorder of motor function :

Child fails to acquire good motor skills and becomes clumsy in its 
movements. There is no coordination. Smooth movements by fingers, hands 
and legs become difficult. The child cannot comb the hair, button the shirt, 
cannot take the ball, cannot hold articles in the hand, cannot walk, jump or run 
and falls down.

d) Autism :

This disorder starts before the age of 3 years. The child shows abnormality 
in the area of social interaction, communication and emotions. The child does 

not appreciate and responds to social and emotional cues from the member 
and others. It plays to self, stops talking and communicating with others. The 
child shows attachment to un-usual objects, keeps repeating doing certain 
stereotypic behaviour. It gets withdrawn and also show behaviours like self 
injury (wrist slashing, temper tantrums, aggression, fears, sleeping and eating 
difficulties.

II. BEHAVIORAL AND EMOTIONAL DISORDERS :

a) Attention deficit and hyperkinetic disorders (ADHD)

Marked excess activities, poor attention span and inability to apply oneself 
in a particular activity are the important features of ADHD. It usually starts 
during the first five years of life. The child logs behind in learning any skill 
both at home and in school. Sometimes, these children can be reckless, 
impulsive, prone to accidents. They are always in trouble because they cannot 
follow norms and regulations. They may exhibit socially embarrassing 

behaviour. Later they may develop anti-social and criminal behaviour. Training, 
medication, environmental changes help to reduce these behavviours.

b) Conduct disorders :

Here the child shows repetitive and persistent anti-social, aggressive and 

defiant behaviours like lying, stealing, breaking the rules, harming others and
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cause damage to the property, running away from home and school, gang 

behaviour, violence, sexual misbehaviours etc. The child does not change the 
behaviour even after repeated punishments.

c) Emotional disorders :

Children are disturbed emotionally as they lack control over emotional 

expression and as they have low frustration tolerance. The common emotional 

disorders are :

i) Separation anxiety disorder : When there is se'peration or threat of 

separation from loved ones (persons, objects, places) child may show emotional 
disorder in 3 phases. (1) stage of shock, (2) stage of intense fear, anger or 
depression and (3) stage of reconciliation. As part of separation anxiety 
disorder, the child exhibits the following behaviours

Extra fearful, doubt regarding getting back to loved person/object, intense 

pre-occupation anticipating a disaster/severe harm, refusal to eat, sleep or to 
go to school or to do any routine activity, clinging to somebody, crying, show 

aggression, become destructive, suffer from vague-medically unexplainable 
bodily pains and other symptoms, withdrawn apathy etc.

ii) Phobic disorder : Specific irrational fear is present in the presence 

of objects like animals, strangers, loneliness, injection, hospital, police etc.

iii) Social anxiety disorder : Severe fear to meet and talk to people.

iv) Sibling rivairy disorder : Majority of the children show varying 
degree of emotional disturbance following the birth of a younger sibling. In 
some, this disturbance may become very severe which is marked by severe 
competition with the sibling for attention and affection of parents, overt 

hostility and aggression towards the sibling, develop babyish behaviour like 

bedwetting, clinging to the parents, asking assistance in eatting, bathing and 

clothing etc.

v) Loss of control over passing urine and stools ; (Enuresis, Encoprcsis) 
soiling the clothes / bed.

vi) Eating disorders like :
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a) Pica : eating non edible things like mud, paper, wood, lead, chalk,
hairs, clothes.

b) Eating less or more, refusal to eat certain food items,

vii) Sleep disorders like

a) Talking loudly during sleep

b) Screaming, crying during sleep (nightmare/night terror)

c) Grinding the teeth (Bruxism)

d) Walking during sleep (Somnambulism)

e) Disturbed sleep (insomnia)

COMMON MENTAL DISORDERS OF ADOLESCENT STUDENTS

Adolescence or teenage (13 years to 20 years) is an important period in 
one's life. During this period, there is rapid physical growth with secondary 
sexual features, converting a boy into a man, a girl into a woman. There is 
mental growth but it is not as fast as physical growth. Thinking, controlled 
expression of emotions, proper understanding of the environment, decision 
making, intelligence, ability to satisfy the needs within the limitation of various 
social and moral norms - these mental functions evolve. Interest in opposite 
sex, sexual desires and expressions try to find suitable place in one's life. The 
individual has to face important examinations in the field of education, get 
better marks competing with others, select a course, a vocation which determine 
one's future. One has to find one's way to understand the reality and clarify 
one's goals. Adolescents get entagled in these issues and struggle to succeed. 
They have to sort out their identity - confusion. They have to cope with their 
elders and the traditional (some meaningful, some absurd) values, beliefs and 
practices. Thus adolescence is a period of turmoil, confusion and uncertainties. 
Because of these biogical, psychological and social changes, adolescents are 
more prone to develop mental health problems. The common ones are :
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1. ANXIETY DISORDERS

Apprehension, vague fears, uneasiness, poor concentration and memory, 
indecisiveness, doubts and conflicts, boredom, irritability, initial insomnia, 
poor appetite, increased frequency of micturition, diarrhea, burning sensation 
in the chest or stomach, increased heart beats, breathing difficulties, increased 
perspiration, joint pains, weakness, headache, easy fatigability, sexual 
inadequacies are the complaints with which adolescents with anxiety disorder 
present to any doctor. Most of them wrongly believe that they have physical 
weakness or illness and tonics, vitamins and injections would help them. The 
common factors which are responsible for anxiety disorders are :

a) Identity crisis : The adolescent being not clear about his role and status 
in the family or in the society suffer from insecurity, inferiority 
andhelpessness.

b) Performance anxiety : Every parent expect their chidlren to get first 

rank, should succeed in the competitions and put enormous pressure on 
them. They give big incentives for success and threaten with 

punishment for failures. They make the children to worry excessively 
about their performance.

c) Realities of life and fantasies : The big gap between the fantasies and 
realities of life can induce lot of anxiety.

d) Lack of sexual education : As no formal sex education is given in our 

society, sex has become a taboo. Asking questions about sex is prohibited. 
There are innumerable misconceptions which make the adolescents to 
develop unwanted fears and guilt about normal physiological things like 
semen - discharge in boys, white discharge in girls.

e) Social disorganisation and evils : Severe unhealthy and unethical 
competitions, uncertain future, lack of faith, mutual distrust, bleak future 
with unemployment, unequal distribution of wealth and facilities etc.

2. DEPRESSION : About 10% of adolescents suffer from depressive 
disorder. Feelings of sadness, weeping spells, lack of interest in all the
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activities, hopelessness, helplessness, worthlessness, self-blaming, guilt, 
poor appetite and sleep, bed wetting, headache, bodyaches, numbness in 
the limbs, death wish, suicidal ideas and even attempts are the common 
features of depression. Depression may arise out of the situations like -

a) Unhappy family : Quarrels among parents and siblings, chronic illness 
or handicaps in the family members, broken home.

b) Failures and frustrations : Failures in the examinations, not gettting 
into a desired course, failing to achieve the goals, disappointment in inter
personal relationships.

c) Financial constraints and difficulties, lack of basic facilities.

d) Specific learning difficulties : Difficulties to learn languages, to 
understand technical issues.

e) III health : Any long drawn or disabling illness (both physical and mental,
like fits, skin diseases, heart diseases, asthma etc.) physical handicaps 
like defective vision or hearing, or limbs.

3. HYSTERICAL CONVERSION AND DISSOCIATION DISORDERS

These are common in children and adolescents who (a) do not know how 
to express their desires or problems (b) who are afraid to communicate to others 
(c) who do not get the required help and support from others and feel neglected. 

Hysterical symptoms are formed through an 'unconscious' process. Through 
may hysterical symptoms involve one or many organs in the body, they do not 
cause any damage or structural change in them. Hysterical disorder is usually 
a dramatic, sudden onset and lasts for a short period. The symptoms appear in 
front of people and draw their attention. They may occur at speci fic time and 
place only. The individual remains symptom free during times or when he/she 
is alone.

Common presentations are :

1. Failing and having involuntary movements or the limbs and any other body 
parts.
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2. Falling and remain non responsive.

3. Weakness or paralysis of the limbs.

4. Inability to talk.

5. Abnormal sensations in the body.

6. Hurried respiration, belching or hiccups

7. Memory loss ; inability to recall envents.

8. Attacks of abnormal behaviour and talk.

9. Possession by evil spirits, god or holy saints.

10. Fugue : loss of self identity and finding oneself in new places.

TREATMENTS :

Anxiety, Depression and Hysteria are minor mental disorders and called 

as "Neuroses". Delays or defects in the development of brain and mind and 
inability to cope with stress, non supporting or hostile environment are the 

causes. Therefore, these issues are looked into when the treatment is planned. 
Drugs which reduce anxiety (Trannquilizers) depression (Antidepressants) have 
be used judiciously. Counselling the individual and the family members and 

making changes in the environment help to remove the symptoms of neurosis. 
Knowing one's assets and limitations, organising the work and activities well 
in advance, spending an hour to carry on healthy habits like reading, music, 
painting, gardening etc. sharing one's views, feelings with selected intimate 
friends or relatives help to prevent neuroses.

4. DRUG ABUSE:

Now-a-day drug abuse is increasing among adolescents. Surveys show that 
30 to 50% of them accept that they periodically abuse one substance or the 
other. 2 to 3% of them depend on a drug for their routine activities. Drug 
dependence leads to severe incapacitating or even lethal medical problems,

antisocial and criminal behaviour among. the users.. Addicts if.not treated,
degenerate and become dangerous to themselves and others. Common drugs 
which are abused by the adolescents are
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1. Chewing and smoking tobacco

2. Alcohol beverages, beer, brandy, rum, gin, whisky, arrack etc.

3. Brown sugar, heroin, opium

4. Ganja, bhang, eharas, hashish

5. Mandrax, dexedrine

6. Sedatives and tranquilizers like Diazepam, Alprozolam, Nitrazepam

7. Synthetic pain killers like 'Fortwin, Tidigesic'.

Curiosity, peer group pressure, boredom, desire to get new experiences, 
pleassures seeking or adventurous nature of adolescents drive them to take 
these drugs. Gradually they develop psychological and physical dependence 
on drugs because (a) tolerance ; the nerve cells in the brain get used to the 
drug and the individual has to increase the quantity of the drug to get the desired 
effect (b) physical and psychological withdrawal symptoms like shivering, 
spasms, breathing difficulties, palpitation, nausea, vomiting, diarrohea, 
restlessness, fear, illusions and hallucinations when one does not take the drug 
or reduce its quantity.

An adolescent who is already suffering from anixiety or depression or 
inadequate personality is more prone to develop dependence on the drug. Drug 
peddlers and antisocial persons encourage the adolescents to consume more 

and more of these drugs. They motivate the adolescents to do crime for their 
gains. There is treatment for drug dependence. Hospitalisation, detoxification, 
treatment for underlying physical and mental ailments, counselling and 
rehabilitation help these individuals. But success of treatment depends on :

1. degree of motivation of the person to give up the habit

2. support and supervision of the family members

3. environment.

Prevention is better than cure. Keeping oneself away from these drugs, 
and understanding that these drugs cannot be an answer to one's problems and 
frustration, help in reducing the drug menace.
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5. PSYCHOSES

Adolescents can develop severe mental disorders like Schizophernia, 
Mania-Depression (Bipolar Affective Disorder) and Reactive psychosis. 
Psychoses are biological disorders arising out of abnormal changes in the 
neurotransmitters of the brain. Among psychoses, Schizophrenia is the one 

which affects adolescents more than others. The common features of 
schizophrenia are (a) an active adolescent, for no or trivial reasons, become 

dull, withdrawn, and asocial, (b) disinterest in studies and work and lags behing 
(c) starts neglcting personal apperance and needs, becomes shabby (d) sleep 
disturbances, (e) unusual and abnormal behaviours like talking, laughing/ 
weeping to self, staring at infinity, wandering aimlessly, absence of body 
movements for hours together (f) becoming suspicious about others and 
environment, (g) talking irrelevantly, illogically and in a strange manner, 
(h) inappropriate emotions (i) reports of hearing voices, seeing things which 

are not there. Schizophrenia if not treated, continues to bother the patient for 
months and years. The individual gradually becomes a burden to everybody. 
He may become dangerous to oneself (suicide) or to others (violent and 
homicidal). Schizophrenia is treated with (a) Drugs like Chlorpromazine, 
Haloperidol, Respiridone tablets or Fluphenazine injection, (b) Electro
convulsive therapy (shock treatment), (c) Job training and rehabilitation. 
Regular medication, proper support, love, guidance from the family members 
and others help the schizophrenic patient to recover and become an useful 
member of the society.

Thus one should remember that adolescents are more at risk to develop 
different types of mental disorders like anxiety, depression, hysteria, drug 
dependence and schizophrenia. These problems should be recognised early and 
proper treatment should be given. Better communication, appropriate 
recognition and status to adolescents, proper support and guidance from parents 
and teachers help the adolescents to improve their mental health.
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PSYCHOLOGICAL PROBLEMS OF TEACHERS

Dr. C.R. Chandrashekar

As students are under tremendous pressure, the teachers are also under equal 
pressure. Their efficiency is measured by performance of their students. 
Teachers working in government schools and colleges report difficulties and 
dissatisfaction owing to inadequate infrastructure and resources, erratic transfer 
policies, getting 'dull1 students, disinterested parents, lack of training and skills. 
Teachers working in private schools and colleges report dissatisfaction owing 
to inadequate salary, discrimination and illtreatment from the management, 
excess pressure from the parents, and increased work load. Teachers are under 
stress because of the following factors

1. Teaching profession not their choice : Many may enter the teaching 
profession not by choice but by force. The need to have a job and to earn a 
livelihood make them to apply for TCH or B.Ed. course complete it and 
start working as teachers. They may not have the right aptitude and 
temperament to become teachers. Thus they may not apply themselves in 
the teaching work and enjoy doing it.

2. Working in institutions and places in which they do not feel comfortable :
For various reasons, they may not like the school/college or the place. 
They are forced to work.

3. Having problems and disturbed relationship with the administrators, 
management and senior people.

4. Disturbed inter-personal relationship with colleagues, subordinates and non 
teaching staff of the school/college.

There may be professional rivalry and jealousy. There may be 
discriminatory treatment based on language, class, caste, religion, age, 
gender, subjects, department etc.

5. Not having good knowledge and skills : If the teacher does not study, make 
efforts to improve his teaching and communication skills, lacks command 
over the language, does not know to draw the attention of students and 
increase their motivation to attend the classes and learn, routine teaching 
work itself becomes stressful.
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6. Conducting examinations : Teachers have to conduct tests, examinations, 
work as invigilators, and evaluators. The responsibility of maintaining 
decorum, can be very taxing. The pressure from people, malpractices, 
decreased ethical values may add to the stress of the teachers.

7. Poor quality of students : Many government institutions may attend 
students who conie from low socio-economical strata or certain sections 
of the society who have comparatively lesser abilities, motivation and 
skills. They may not be disciplined.

8. Non co-operative parents and guardians who expect a lot from the teachers 
and the institutions. These parents have an attitude that they need not do 
anything at home. They send the students for private tutions. They make 
the students to believe that classroom learning is not possible. They blame 
the teachers for the poor performance of the children. They may even 
threaten the teachers and physically abuse them.

9. Frequent transfers : Teachers who work in government schools may get 
transferred frequently. They may not be able t.o adjust to the local 
community life style, weather and people of the place.

10. Family problems : Family commitments, marital discord, disturbed 
relationship with the family members, separation, limited human resources 
may cause severe distress.

11. Financial and resource constraints : The earnings may not be sufficient to 
meet the expenditure. There may be loans. The resources may be less and 
may not be fulfil the needs of the teacher and his family.

12. Health problems : Either the teacher or his/her family member may be 
suffering from life threatening, disabling or stigmatizing or chronic illness 
like cancer, diabetes, high BP, asthma, skin diseases, leprosy, fits, mental 
disorders, sexually transmitted disease. Cost effective treatment may not 
be available / or the teacher may not be able to afford them.

Because of all these factors, the teachers are at risk to develop the following 
physical or mental disorders :

1. Depression
2. Anxiety Disorders
3. Somatoform disorders (many physical symptoms like pain, fatigue, 

weakness with no defect/disease in the body )
4. Tobacco / alcohol / substance abuse and dependence.

58



5. Psycho-somatic diseases like diabetes mellitus, hypertension, heart disease, 
migraine or tension, headache, arthritis (joint pains), asthma, peptic ulcers, 
irritable bowel syndrome (urgency to pass stool), psoriasis or eczema, 
impotence, menstrual cycle irregularities, obesity, cancer etc.

STUDENTS COUNSELING SERVICES

20% of the students suffer from psychiatric problems and another 20% of 
them suffer from stress and emotional disturbances. They need help in terms 
of counseling. The teachers, professional counselors, mental health 
professionals like psychiatrists, psychologists, social workers can offer these 
services. Providing such services for high risk students is very essential in 
every school and college. This would prevent or reduce failures in the 
examination, dropping out from the school/college, alcohol/substance abuse, 
aggression and violence, suicide in this population. Mental health professionals 
are not available in sufficient number in our country. Even available personnel 
are not approached by the students because of ignorance and stigma. Thus if 
teachers learn the skill of counseling and start helping these students, the 
counseling services become easily approachable and effective. Many students 
would get benefited.

Counselling techniques:
The following simple counseling techniques are used to counsel the 

students. These techniques can be learnt in a short period of training.

1. Ventilation and abreaction: After developing rapport, the student is 
encouraged to talk in detail about his feelings, the issues which are bothering 
him, about relationships, his expectations and frustrations. Appropriate probes 
are used. He is not made to feel guilty when he expresses his inner conflicts 
or past bad experiences or issues, which may contradict existing social or ethical 
norms.

2. Emotional support and re-assurance: The student with any type of 
distress feels helpless and hopeless. He needs support and reassurance, which 
will help to increase the hopes. The counselor should give this support 
unconditionally. He should identify the assets and abilities in the student and 
give positive feed back.

3. Problem solving: The counselor has to analyse the nature of the problems 

faced by the student and think of possible practical solutions. He should make 
the student to select one appropriate method and make him to work on it,
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4. Information giving and education: If the problems and distress are due 
to ignorance, misconceptions, wrong attitudes, counselor should give the right, 
scientific information and educate the student. For example, if the student is 
worries about masturbation or semen loss and attributes his poor memory to it, 
he has to tell that masturbation and semen loss are normal and totally harmless.

5. Improve communication skills: If the student is failing to communicate 
his needs, views to his parents, teachers and significant others, he is trained 
regarding using verbal and body language effectively. Role-play may be 
conducted to train him.

6. Change negative thoughts into positive ones: The student is made to 
identify negative thoughts and conclusions he has drawn. Fie is told to replace 
them by positive ones through autosuggestion. The counselor identifies 
abilities, assets, achievements and good aspects of the individuals and situations 
and draws the attention of the student towards them. He induces optimism 
and hopes in the student.

7. Accept reality: Most often, realities are very disturbing and diappointing. 
The student may deny the reality, live in fantasy world or use other unhealthy 
defense mechanisms like displacement, projection, rationalisation, reaction 
formation etc. The counselor has to help and motivate the student to accept 
and adapt to reality.

8. Healthy defense mechanisms like humor, sublimation (alternate goals), 
altruism (service activities) are encouraged.

9. Explanation: Many times, student may find his actions and reactions very 
amusing or confusing to oneself. He would be relieved of his confusion and 
questions like why I behaved like that in that situation. The counselor should 
give scientific explanations for unusual or abnormal behaviours of the 
individual or others.

10. Suggestions: Counselor consciously avoids giving 'advises'. He gives 
'suggestions' to solve the problems or to decide the future course of action 
which are better for the-individual or others or both.

11. Persuasion: The student is gently persuaded to change his attitude, 
approach, action or reaction to a given problem or situation. Small positive 
changes, benefits arc identifies and appreciated by the counselor. The acts 
like a re-inforcer which helps in brining out a big change at the end.
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12. Relaxation: The student is given a wide range of relaxation methods to 
reduce tension, worries, emotional upsets and low self esteem. Examples:

• Deep breathing exercises

• Yoga, medication, pranayama

• Sports and other physical activities

• Music, dance, drama, literature, paintings, handicrafts, travelling and such 
other artistic and creative activities

• Religious and spiritual activities like prayer, going to shrines, reading 
religious and spiritual books

• Playing with children and pets

• Picnics and tours

13. Management of time, money, people: During counseling, the student is 
taught proper use of available time, money, materials, persons and other 
resources. He is encouraged to bring certain disciplies into his daily routines 
as well as study habits.

14. Appropriate study - habits : The following method is suggested:
R = Read with interest and understand what you read for 30-45 minutes at a 
particular time and place which are convenient and free from attractions and 
distractions.
R = Write the summary of what is read
R = Relax for a while ( a few minutes )
R = Review what you have learnt with the classmates
R = Recall the answers from memory and write in stipulated time period 
R = Repeat reading if you fail to recall certain points 
R = Be regular in food and sleeping habits
R = Rehearsal: Write answers to the questions in the stipulated time.

Check the style and content.

In the counseling process, parents, guardians, classmates are involved as 
and when necessary. The number of counseling sessions needed would be one 
to ten sessions.
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MENTAL RETARDATION
Dr. Vijayalakshmi Maireddy

INTRODUCTION

Mental Retardation is a condition and not a disease. Hence, it is not 
curable. Mental retardation occurs due to the impairment of the brain. The 
severity of mental retardation depends on the amount of impairment occurred 
to the brain. There are more than four hundred causes which are responsible 
for the result of this condition. However, in some cases the causes are unknown.

There are no systematic surveys conducted to determine the prevalence 
of mental retardation in India. However, it is generally considered that 2% of 
population is mentally retarded. Recently it has been estimated that there are 
about 20 million persons who are mildly retarded and about 4 million persons 
who are moderately and severely retarded.

The children with mental retardation are generally slow in learning and 
understanding, due to the low intellectual ability whereby there will be delay 
in overall development in the children in the areas such as motor, language, 

and academic. Nevertheless, they can be trained to achieve personal, social 
and occupational adequacies to the optimum level through systematic teaching 
and training.

Definition :

There are many definitions of mental retardation. The most widely used 
definition is the definition given by American Association of Mental 
Retardation (AAMR).

Mental Retardation significantly refers to sub-average general intellectual 
functioning, resulting in or associated with concurrent impairment in adaptive 
behaviour and manifested during the development period (Grossman, 1983).

General intellectual functioning is defined as the results obtained by the 
administration of standardized general intelligence tests developed for the 
purpose and adopted to the conditions of the region or country.

Significantly subaveragc is defined as 10 to 70 or below on standardized 
measures of intelligence.
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Adaptive behaviour is defined as the effectiveness or degree to which 
the individual meets the standards of personal independence and social 
responsiblity expected of his age and cultural group. The definition states that 
the individual's behaviour must be compared in relation to the expected 
behaviour of other persons-age mates and culture group to identify the deficits 
in adaptive behaviour. The deficits in the adaptive behaviour may be reflected 
in the following areas.

During infancy and early childhood : 071583

1. Sensory motor skills development

2. Communication skills (including speech and language) -

3. Self-help skills ' , .

4. Socialisation (development of ability to interact with others)

During childhood and early adolescent :

5. Application of basic academic skills in daily activities.

6. Application of appropriate reasoning and judgement in mastery of the 
environment.

7. Social skills (participation in group activities and interpersonal 
relationships)

During late adolescent and adult life in :

8. Vocational and social responsibilities and performances. (Grossman, 
1977)

As per the definition a person can be called mental retarded only when a 
person has low intelligence (70 or below) and shows deficits in adaptive 
behaviour. Also,below average performance should be evident early in life 
i.e. from birth to age 18.

IDENTIFICATION, ASSESSMENT AND DIAGNOSIS

Identification

The parents and the teachers are the prime persons in identifying the 
children with mental retardation. The growth and development of children
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follow a certain pattern and all the children are expected to hold the neck at 4 

months. For example, a child is expected to hold the neck at 4 months, sitting 
at 8 months. If the child cannot hold the neck even at 8 months, the parents 
may suspect that their child is not normal. In the same way, a 6 year old child 
is expected 1st standard but a child who is 8 years of age is still in 1st standard 
and not able to write either alphabet or numbers, is not normal. Hence, the 
children are identified based on the comparison of children's growth and 

development and performance expected at a particular age. (Refer.Mental 
Retardation - A manual for Multi rehabilitation workers, NIMH,Secunderabad) 

Assessment and diagnosis

Assessing children who are identified having delays in to development 
or educational backwardness is essential to diagnose the handicap and to make 

placement decisions to meet the special educational needs of the children. Once 
the child is identified, referral should be made to these organisations which 
undertake detailed assessment procedures to diagnose the handicap and provide 
educational programming or provide information regarding educational service 
to meet the special needs of the child. Such organisations are pediatric/ 
psychiatric departments of general hospitals, mental hospitals, child guidance 
centres, special schools etc.

Comprehensive assessment

It is important that the individual who has been identified, should be 
assessed in all the areas pertaining to the suspected disability to make an 
appropriate diagnosis. For considering an individual eligible for special 
services, detailed assessment in several areas medical consideration, such as 
health, vision and hearing, developmental consideration such as communication 

skills, motor ability, and social and emotional development and for school age 
individuals, educational performance are pertinent.

Medical considerations

The individuals current health, vision and hearing status are generally 
assessed by medical members of the assessment team. Medical assessment may 
include a health history, physical examination and any necessary laboratory 
tests. The parents are an important source of information.
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Developmental status

The second major area of interest in assessment is the developmental 
status of the individual. This includes motor, communication, cognitive, social 
and emotional development.

Educational performance

Assessment of academic performance is utmost important with school 
age children. The grade level assessment is done to determine the performance 
of an individual in academic areas such as reading, writing, arithmetic and 
comprehension. Another consideration in educational performance is readiness 

or possession of the prerequisite skills for academic learning visual and auditory 
ability in perception, memory and attention.

Intellectual performance

In addition to the other areas of assessment, intellectual assessment is 
crucial to determine mental retardation. The intelligence tests which are 

commonly used in measuring the intelligence are Standard Binet Intelligence 
scale, Wechsler Intelligence scale for children.

Adaptive Behaviour

As discussed earlier mental retardation is determined not only on the 
measured intelligence but also on the adaptive behaviour. Therefore, the 
measurement of adaptive behaviour is crucial in determining mental retardation. 

Measures of adaptive behaviour attempt to assess the current status of the 
individual in the acquisition of sensory, motor, language, self-help, social and 
vocational skills. AAMD adaptive behaviour scales, Vineland social maturity 
scales are widely used in measuring adaptive behaviour of an individual. 

Levels of Mental Retardation (Educational Classification)

Prevalence
Educable
About 15 to 20 per 1000
School children

Trainable 
About 3 to 5 per 1000 
school children

Custodial 
About I to 3 per 1000 
school children.

Preschool Marginal delays in language 
and motor development but 
also to profit from early 
instruction in readiness
skills.

Moderate dclaysin motor 
and language; per-school 
emphasis on communi
cation skills and early 
stimulation experiences.

Severe delays in walking 
and motor development 
with little if any meaning 
meaningful language, pre
school emphasis on motor 
development and some
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basic communication.
School
expectations

Capable of 2nd to 7th grade 
grade learning such as 
reading stories communi
cating in handwriting, and 
handling simple financial 
transactions.

Capable of 1st or 2nd 
grade learning, such as 
reading simple sentences 
and basic addition and 
subtraction, emphasis on 
survival vocabulary and 
selfcarc skills.

Capable of some
communication and 
socialisation, with very 
little potential for academic 
learning.

Adult
expectations

Capable of achieving social 
and vocational skills adequate 
for minimum self-support, 
may live independently and 
marry but may need guidance 
and support.

Capable of skilled and 
unskilled work in a 
sheltered situation may 
contribute partially to self
maintenance, usually not 
capable of independent living.

Capable of self-help and 
simple chores, but will need 
nursing care or continued 
supervision.

Source : Hcwct & Fornerss (1982) quoted in Sinclair and Forncss (1986).

Causes

Causes Prevention

During Pregnancy :

1. Poor nutrition during pregnancy 1. The pregnant woman should have adequate 
nutrition. Periodic medical check-up for the 
pregnant mother is very important.

2, Medication during pregnancy 2. Drugs should be taken with the consultation 
of Doctor.

The pregnant woman should inform her 
condition to the doctor for prescribing the 
medicines. If she want abortion she should 
get it done by qualified doctor and not resort 
to local methods.

3. Radiation like X-ray during 
first trimester

3. A pregnant woman should not be exposed 
ordination such as X-ray specially during 
first trimister.

4. Infectious diseases like German 
Measles, tetanus.

4. She should be immunized against diseases 
such as German measles and tetanus.

5. Repeated fits and high blood 
pressure in the pregnant woman

5. If the pregnant woman has high blood 
pressure and repeated fits she must be under 
continuous care of a qualified doctor to see 
that the blood pressure is within normal limits 
and the fits do not occur.

6. Accidents during pregnancy 6. Hardwork such as carrying heavy loads 
especially in the fields must be avoided.

7. Chromosomal defects i.e., certain 
conditions which are transmitted 
from parents to children

7. If the parents have such defective child the 
parents should be-sent to a place where tests 
to defect such abnormalities in the lotus are 
available.
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During Delivery :

8. Complications at the time of delivery 
can damage the brain prolonged labour 
difficult labour

Wrong use of forceps
Babies born with feet coming our first 
Excessive bleeding during delivery

8. Deliveries must be conducted by trained 
personnel and foctes distrace must be detected 
early and a qualified doctor should be called 
immediately.

In case of abnormal positioning of the foetus 
in the womb the delivery must be conducted 
by a qualified doctor.

In case of baby is blue when born he must be 
given oxygen immediately to see that the baby 
has proper breathing.

Any congenital abnormalities should be 
immediately looked into and the child must 
be sent to a specialist.

After birth :

9. In certain cases children are born 
normally but some factors occuring 
later in life damage the brain and lead 
on to mental retardation.

They are :

Poor nutrition during the first two 
years. Illness such as jaundice, fever 
with fits, infections of brain such as 
meningitis and encephalitis untreated 
epilepsy, head injury.

9. A child should be given adequate nutritious 
food because malnutrition during develop
mental period impairs brain damage.

A child should be immunized against all 
infectious diseases such as di[hlheria, polio, 
tetanus, measles, tuberculosis and whooping 
cough.

If the child gets high temperature it should be 
immediately brought down.

If the child gets first it should be regularly 
treated and further fits avoided.

In case of epidemics such as brain fever 
(encephalities) the child should be given 
adequate care and none be exposed to cases 
of encephalities. Care should be taken to see 
that food and water are not contaminated.

The child should be protected from accidents 
(such as falling down heights).

In case the child is born v. 11It a small, big head 
or stiff limbs lie should be immediately taken 
to hospital and measures should lie taken to 
prevent further disabilities.

In case the child does not attain ihe proper 
milestones during the first six months the 
chitCghould be rejerred to an expert in the

user
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Pr e-co ii ce p t u a I causes

(a) It is desirable not to have child before the age of 20 years and after the 

age of 3 5 years.

(b) It is desirable to prevent consanguineous marriage i,e., marriage ammvwn 

c o u s ins.

(c) In ease there is a ease of mental retardation 'in a farm Iv due to a lie re d 1t a r\ 

cause the parents should be advised regarding the risk of having >ndi 

chi Idren.

EDUCATIONAL ASSESSMENT AND A PROGRAM V! I NG

Educational assessment is conducted to idcntifv the problems, sm/gem 

appropriate services, plan an instructional programme and to evaluate tie; 

progress of the student. Assessment in general is the process of coNcctma 

information and interpreting the data to make decisions. Educationists emplov 

various approaches to collect information. The most widely used apprwfche- 

arc criterion re fere need tests, informal assessment tests, observation, am! 

interviewing. Data collected through these methods help to diagowws the 

speeifie educational problems. And it also help us in the se lee t ion of approve urn 

curriculum and methods of overcome educational weaknesses in wudww, 

further, post-instruwwmal evaluation assessment is essewiai io imwo 2. 

progress made by tne student.-,. for tins purpose, record:-, are o.; be maiuewo-e 

to note the discrepance showed hv the student in the suigeei ureas os w -m. 

of planning and mat ruction,

What is Educational Assessment ?

Educational Assessment refers to the process of gathering and analvsine 

the information in order to make instructional, administrative, and/or eaodamo 

decisions about or for i n d i v i d u a I s (Wallace. I.arsen and Idksiim, GAnA

Assessment loo- two components. One is measurement anti amam r 

evaluation. Measurement is collectin'/ the data tlirougfi oirreis sow wi 

evaluation is anaGsing anti interpreting the results to make wkaoiaasi 

tl e e i s i o n s.
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Purpose of Educational Assessment

The purpose of Educational assessment is many folded. They are

assessment and evaluation to make educational diagnosis, programme planning
and instruction and evaluation of students learning.

Assessment

Educational Diagnosis
and Placement

Programme Planning

Evaluation of student learning
and programme design

Fig. 1 : showing the purpose of assessment
When a child is referred to an agency or institute with problems in learning

or otherwise, firstly the child needs to be assessed to identify what type of
problem he/she has. Based on the information, referrals are made depending
on the nature of services required and or services available in that area for an
individual child. The referral agency (Special school / integrated / residential
etc.) then will conduct a detailed educational assessment to decide which group/
class the student can fit in. The Special Educator designs a programme and
the instructional methods based on the strengths and weaknesses of an
individual student. This will be followed by post instructional evaluation

assessment to learn the progress made by the student.
J

Approaches in Educational Assessment

Several types of assessment devices and procedures are used to gather
information for educational programming formal and informal assessment,
observation and interviewing.
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Formal assessment

The most typical formal assessment is the norm referenced test. A norm 

referenced test is a standardised measure that allows comparison of the subject's 
performance to that of a norm or 'average' group, e.g. intelligence test.

Informal assessment

Informal assessment includes such tests as criterion referenced tests which 
compare students performance to the goals of the curriculum rather than the 
performance of a norm group. Teacher made tests to informal inventories may 
also be used for such assessment.

Educationists generally prefer criterion referenced tests and teacher made 
tests in assessing mentally retarded students, as the test results facilitate in 

appropriate programming. Reid and Hresko quoted in Wallance et al (1992) 
state that the behaviours and skills measured by informal tests are more directly 
related to the ongoing programme of a class than the skills and abilities 
measured by standardised tests.

The advantages of using CRT's and /or informal teacher made tests are:

(a) The performance of each student judged in relation to his or her own 
performance and not in comparison to others.

(b) They provide specific information regarding particular skills in the 
school curriculum about an individual student which enables the teacher 
to design an instructional strategy to help a student to master the 
criterion, being measured.

(c) Inclusion of specific performance levels of success or mastery helps 

teacher to continuously monitor the student's purposes.

(d) Teacher is directly involved in assessment and gets an immediate 
feedback concerning pupils strengths and weaknesses in specific content 
areas,

(e) The tests are easy to administer, measure and evaluate the results.

(f) The tests are flexible. The teachers can construct the test items to meet 
the individual student needs either by cxelusing and or including items 
in the test.
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Most special schools in western countries are developing curriculum based 
evaluation I functional assessment checklists to suit the needs of individual 
school student population for educational programming. Efforts are also made 
in India by few institutions (NCERT, New Delhi, NIMH, Secunderabad, Vijay 
Human Services, Madras) in developing curriculum based assessment 
checklists.

Observation

Systematic observation is another extensively used technique in gathering 
information leading to planning and also evaluation. It provides much valuable 
data concerning the learning and the development of specific students.

Mehrens and Lehmaun (1984) suggest the following advantages :

1. Frequent observation of a student's work can provide acontinuous check 
on progress and can detect errors as they arise and take corrective action 
quickly.

2. Observational techniques are not so time consuming or threatening for 
the student as are achievement tests and

3. Observational data provide teachers with valuable supplemental 
information much of which could not be obtained in any other manner.

Before the observation, one needs to identify the purpose for which a 
student is being observed. The following questions are to be answered prior to 
undertaking observation of a student.

(a) Who will make the observation?
(b) Who or what will be observed?
(c) Where will the observation take place?
(d) When will the observation occur ?
(e) How will be observation recorded ?

Interviewing'
Information is also gathered regarding the student's social skills, and the 

management of student in various environment and situations through 
interviewing parents, family members and others and the student himself.
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Programme planning

Assessment leads to programme planning for instruction. The teacher 
identifies the strengths and weaknesses of a student in different curriculum 
areas through assessment and plans an individualised programme based on the 
priorities. Group planning of instruction may not be useful in teaching mentally 
retarded children as the educational needs of each individual student are unique. 
Hence, the need for Individualised Educational Programme planning (1EP). 

Concepts of IEP

The educators use a specific format to write the programmes which include 
the demographic data, associated conditions, goals, task / activity, current level, 
objectives, materials, procedure and evaluation.

Demographic data- Includes the child's name, age, mother tongue, 
address - name, education, occupation, income.

Associated conditions - Apart from mental retardation some children 
have associated conditions such as physical handicap, visual, hearing or fits 
are noted if present.

Goal - The content which a teacher experts her student to achieve over a 

period of time. The teacher may write a goal annually or termwise.

Task/Activity - It is the specific statement of what task/activity to be 
taught.

Current level - The performance of the student with reference to the 
task/activity to be taught is noted under current level.

Specific objective - It is the statement which specifies what the student 
learns (content) what the student does with the content (behaviour), how well 
the student does it (criteria) under what circumstances the student does it 
(condition) and after what period of teaching the student will achieve the task 
(du ration).

Materials I Learning aids - An instructional planning is incomplete 
without selection of appropriate learning aids required for instruction. Learning 
aids make learning move meaningful and facilitates speedy learning of a task/ 

activity. The teaching aids used with one student in teaching activity may not
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be effective with another student in teaching the same activity. Therefore, the 
teacher has to prepare/select a learning aid to suit an individual student mode 
of learning.

Procedure - The details of how a task/acti vity will be taught is described 
under procedure. The procedure includes the strategies to be employed to make 
learning effective.

Evaluation - The rate of students achievement in a particular task against 
a set criteria after teaching is noted under evaluation.

TEACHING STRATEGIES

TASK ANALYSIS

What is Task Analysis ?

Task analysis is a teaching strategy in which the task is broken down into 

teachable components and arranged in sequential order (MaCarthy, 1987). Etter, 
Arkel and Etten (1980) state that task analysis provides a blue print for 
instruction / teaching through which a student should proceed to achieve a 
terminal goal, but it does not specify how each component skill should be 
taught. Therefore, it is not a teaching methodology. Generally, a teaching 

methodology involves a series of descriptive statements, guidelines and 
suggestions which explain how to teach a student on a particular task and what 
materials might be used. Teaching methodology also describes the behaviour 
of the teacher in relation to the student and task to be taught. Task analysis is 
not this specific and it only describes what skills should be taught.

Eg. Washing Hands

1. Comes to front of sink

2. Grasp the tap knob with right hand

3. Turn the knob towards right

4. Wet the hands under running water

5. Take the soap

6. Rub the soap between hands

7. Place the sopa back in the soap dish
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8. Rub palms of both hands together and back and of right and left and

9. Places hands under water and rinses soap

10. Turns off running water

1 I. Gets towel

12. Dries hands

13. Places towel back on the hook

Reinforcement - Reinforcement is frequently the critical component
of programmatic attempts to teach new behaviours, to increase existing 
behaviours that are occuring too frequently, or to maintain behaviours at 
acceptable levels.

Types of reinforcers

• Edible reinforcers - food and drinks (powerful type of reinforcer)

• Tangible reinforcers - are those which are immediately useful to the 
individual (eg. pens, games and toys) or the objects which have achieved 
reinforcing properties, such as starts.

• Exchangeable reinforcers - Exchangeable are reinforcers which may 
be traded, or exchanged, for other more valued secondary or back up 
reinforcers. Eg. reinforcers are often called tokens and may include 
money, poker chips, sticks or cheek marks.

’ Activity reinforcers - Activity that is enjoyable or student may choose 
to do, may a very effective rein forcer.

Social reinforcer - Attention, words, smiles, gestures, a pat on the back, 
etc. Social rein forcers arc natural type of reinforces and arc most readily 
available in classroom settings.

Sensory reinforcers - Sensory reinforc'ers refers to the unconditioned 
characteristics of sensory events that increases the probability of the 
behaviours that they reinforce-auditory, visual, tactical.
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Basic principles of delivering reinforcement :

1. Reinforcement must be dependent on the child exhibiting the target 
behaviour. In other words, no appropriate behaviour, no reinforcement.

2. Reinforcement should be provided immediately after the target behaviour 
occurs.

3. During the initial stages of behaviour management programme reinforce 
the target behaviour each time it occurs.

4. Once the specific behaviour is acquired, teacher should use intermittent 
reinforcement.

5. Always accompany a tangible reinforcer with a social reinforcer (eg. 
praise, hug. etc.). The goal of behaviour management is to fade out 
tangible reinforcers and to have the behaviour appear for social and 
intrinsic rewards.

Shapping : Shaping refers to sequential, systematic reinforcement of 
successive approximations of target behaviour until that behaviour is reached. 
There are six main steps that should be followed in shaping behaviour -

1. Select the target behaviour in precise and behavioural terms.

2. Obtain baseline data on how often that target behaviour is occuring in 
the natural environment.

3. Select appropriate reinforcers.

4. Reinforce successive approximations.

5. Reinforce the target behaviour each time it occurs.

6. At the appropriate time, reinforce the target behaviour on an intermittent 
schedule.

Chaining procedures

Chaining refers to the actual process by which each of the responsers are 
linked to one another to form the behavioural chain. The identification of 
response sequence is done through a task analysis. Two types of chaining 
procedures are followed : forward chaining and backward chaining. Teaching
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from first step to last step is called forward chaining whereas teaching from 
last step to first step is called backward chaining.

Prompting and fading : A prompt is a form of temporary assistance 
used to help a student to perform a task, a prompt (temporary assistance) is 
used to help the student to perform a task and as the student learns to perform 
the task the prompt will be faded away from use. Different types of prompts 
arc used depending on the assistance required by an individual student in 
learning a task. They are verbal prompt, gestural prompt, modelling prompt 
and physical prompt.

Verbal prompts. Giving additional instructions :

Example :

Task : Posting a picture

Take the picture, place it on the paper, take the gum and apply and fix it.

Gestural prompt : Pointing, tapping, signals, etc.

Example : Taking gum and applying on the picture and telling student to 
imitate.

Physical prompt : Helping student / guiding student holding hands to 
learn the task.

Example : Holding students finger, dipping in gum and applying gum on 
the back side of the picture.

Among the above prompts the least assistance is verbal prompt and the 
most assistance is physical prompt. While providing prompts the teacher needs 
to check the level of assistance required by the student in the beginning of 
leaching a task to provide appropriate assistance and should move in the upward 
direction to fade away the temporary assistance to make the student to do the 
task by himself.

C LI R RIC U L L M D E V E L O P M E N 1

The aims of education for mentally ry<arded persons arc to train them to 

achieve personal, social and occupational independence. Ail the categories of 
mentally retarded persons may not achieve all the three goals but efforts should
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be made to achieve to an optimum level of an individual student. Therefore, 
the planning of curriculum should be such that it includes suitable content in 
all the areas / domains to meet the above said goals.

Kirk and Johnson list the following as the purposes of curriculum for the 
mentally retarded.

1. Developing social competence, the ability to get along with the 
fellowmen.

2. To participate in work for the purpose of earning their own living, that 
is, development of occupational competence, through efficient vocational 
guidance and training as part of the school experience.

3. They should develop emotional security and independence in school 
and home.

4. They should learn the functional academics to get along in the society.

5. They should learn to become adequate numbers of the family and a home 

through an educational programme that emphasise family as a function 
of curriculum.

The broad curriculum areas to be taught to mentally retarded children 

are personal, social, academic, occupational and recreational. The content to 
be covered in each area depends on the characteristics, abilities and the age of 
each group of children. The personal area includes eating, drinking, toileting, 
brushing, bathing and grooming; social area - receptive, expressive language, 
comprehension and behaviour of an individual in different settings; academic 
area - basic reading, writing and arithmetic skills required for successful 
community living; occupational area - home management skills, work behaviour 
skills and recretion area - playing games, art and craft activities, music and 
dance etc.

The coverage of content in each curricular area depends on the type of 
school programme (preschool, school, post school programmes) in which the 
child is placed and the severity of retardation for a student in pre-school 
programme, the major content coverage in curriculum for teaching will be in 
personal area and social and less in other aras. Likewise the major content
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coverage for a school aged student will be in academic and occupational and 
for a post school student on vocational and job placement areas.

Apporaches to curriculum development

There are various approaches to curriculum development such as (1) unit 
apporach, (2) systems approach, (3) task analytic approach (4) social learning 
approach and (5) ecology based approach. Each has it's own advantages and 
limitation. A good curriculum is one that is a combination of various curricular 
approaches to suit the need of the target population in a given setting covering 
the major curriculum areas, methods and materials including the entry, 
formative and summative evaluation procedures.

LEARNING AIDS

Children learn effectively when the teaching involves multisensorial input. 
When a child is able to hear, see, touch and explore, the experience gained is 
better remembered by the child, rather than just hearing alone. This is more so 
with mentally retarded children whose capacity for learning is reduced 
compared to normal children.

Points to remember

• Learning Aids are used to teach mentally retarded children should be 
functionally oriented leading towards independence in day-to-day life.

• Learning Aids should be age appropriate.

• The materials should be such that maximise transfer of learning.

• Learning Aids bought or prepared should have multipurpose utility.

• Resources available in and around the local environments should be 
used to prepare learning aids which are inexpensive.

ORGANISATION OF EDUCATIONAL SERVICES

The number of organisations / institutions which offer special 
educational services to mentally retarded children are meagre in comparison 
with the mentally retarded population prevail in India. Currently there arc more 
titan 600 institutions which offer educational services to mentally retarded.
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Inspite of the high growth of the institutions in the last decade, the mentally 
retarded population are still untouched in rural and semi-urban India as the 
majority of the services are urban located. In view of this, various service 
delivery models are developed to reach the maximum population of 
mentally retarded persons. They are (1) integrated education, (2) special school, 
(3) residential school, (4) itinerant teaching services and (5) home based 
training. These services are developed based on the type of mentally retarded 
population to be served, available resources and manpower.

Educational provision in integrated setup

1. Education in regular classroom :

Children with marginally low intellectual level can receive education in 

the regular class along with non-handicapped peers as they can follow the same 
curriculum. However, they may require an extra coaching from parents and 

teachers in certain areas.

2. Education in regular classroom with part-time withdrawl for special 
attention :

In this provision students are sent to the resource room at specific times 
from regular classroom to get specialised instruction in the problem areas from 
the resource teacher. Regular classroom teacher and the resource teacher need 
to coordinate in such a way to complete each one's instruction.

3. Special class in regular school :

This provision is mainly for the children who cannot benefit by being 
with normal children in the regular class. Their educational needs are more 
basic in nature, which the non-handicapped would have achieved by the time 
they reach the school-age. This group consists of moderately and severely 
mentaly retarded. However, they can be integrated with other regular class 
children for non academic activities such as games, physical education music 
and art and craft.

4. Special school :

Majority of the educational services for the mentally retarded children in 
India are special schools. The principle of integration and normalization is a
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recent concept which has not gained its momentum in India. Though the 
integrated setup is preferred over special school set up due to various 
advantages stated earlier the needs of children with severe and profound 
handicaps vary greatly in comparison with the other categories of handicapped 
and require services cut as speech therapy, physiotherapy, occupational therapy, 
psychology, medical etc. apart from special edcuation. The problems of these 
children are multifaceted and need training and guidance from all or some of 
the above said professionals for their total development. Further, more 
supervision and individualised instruction is necessary in teaching and training 
of these children. The parents may feel more comfortable in sending their child 
to a special school where their child gets individual attention and supervison 
than sending their child to an integrated setup. The disadvantage is that the 
children in special are segregated from non-handicapped peers who form an 
appropriate model in learning skills. Moreover, the handicapped students are 
deprived of an opportunity to cope with the demands of the people and
community as they only interact within the protected environment.

5. Residential school :

The provisions is similar to special school setup. The only difference is 
that the children are under the charge of residential school staff even after 
school hours. This service programmes are suitable to families of children 
where there are no services available in their home town or near their vicinity.

6. Itinerant teaching :

In this model of service, the special edcuator visits the schools and 

institutions to provide special instruction to handicapped students and to give 
support and guidance to regular class teacher and parents. This model is cost 
effective where a resource teacher cannot be appointed for a fewer number of 
handicapped children due to economic constraints. However, the success of 
the i t inerent teaching services depends on the number of schools and the places 
to be covered by the teacher as the transportation is a major constraint in Indian 
condition.

7. Home training :

This model of training is specially in practice to cover the non-school 
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age children, non-ambulatory and the children from the areas where there are 
no service programme available. The programme gives are predominantly 
not less than parents or significant others (grandparents, siblings, ayahs etc.) 
who get guidance and training from professionals in the management of 
children. Two types of delivery systems are widely in practice. One is home 
based where a professional visits the handicapped child's home and provides 
guidance and training to parents and the other is centre based where the families 

come to a centre to get guidance and training from the professionals.

Organisational Patterns

Normalization
Main streaming
Least Restrictive Environment (LRE)
Educational Settings and Service delivery options
Summary
Activities (Self-check)

Introduction

The process of education of children with special needs does not end 
with the identification of a problem and developing an intervention programme, 
but where and who will carry out the intervention is also important. Creating 
conductive and stimulating teaching learning environments are crucial for 
effective learning. As a result, organisation of such educational environments 
(such as special education centres) came into existence. However, each category 
of children with special needs require a different type of service provision due 

to the variations in problems between the groups and within the group. For 
example, within the group of children with visual impairment, there can be 
variation in visual problems. Depending on that some children benefit from 
regular education (regular school) with little support and some other may 

require a total special environment (special school) for education. Therefore, 
a wide variety of service provisions are warranted. Deno (1970) suggested an 
array of service provisions which is known as Deno's Cascade system to meet
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the educational needs of children with special needs. Further, the proponents 
of maintstreaming and normalization advocate provision of least restrictive 
environments to individuals with special needs. That is equal opportunities be 
available in all walks of life (education, employment and living facilities in 
the community) to persons with special needs.

Normalisation

The term normalization was orginated in Denmark and was first 
implemented successfully in Scandinavian countries (Wolfensberger, 1972). 
According to Nirje (1985) normalisation means "making available to all persons 
with disabilities or other handicaps, patterns of life and conditions of everyday 
living which are as close as possible to or indeed the same as the regular 
circumstances and ways of life of society" (p.67 quoted in Smith and Luckasson, 
1995, p. 16). The advocates of normalization stresses that the persons with 
disabilities should be provided with opportunities and programmes similar to 
those provided to normal children and adults.

According to this principle all types of people with special needs should 
be included as many as possible in the community and society. This involves 
participation in what is considered normal daily living activities such as 
attending school (education), working at a job or sheltered workshop 

(employment) and attending movies and participating in activities in park, gym, 
etc. (recreation and leisure time).

Hallahan and Kauffman (1986) state that there are three ways 
professionals have tried to implement the normalisation principle - antilabeling, 
mainstreaming and deinstitutionalisation.

Antilabeling movement focuses on eliminating labels and categories such 
as mentally retarded, learning disabled, emotionally disturbed.

The mainstreaming movement involves placing a disabled child in 
educational programme that is in the least restrictive environment. This means 
based on the needs of the educational and related services needs, the child 

should be placed with non-disabled children. ........................................

'Deinstitutionalisation' is the process of removing disabled children from 
the institution to community based living facilities. The current trend is to
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place the disabled persons closer to their families and communities. These 
environments include community residential facilities, group homes, and 
halfway homes.

Mainstreaming :

The term mainstreaming has often been synonymously used with the term 

Least Restrictive Environment (LRE). Although, these two terms do refer to 
the placement of children with disablities, they are not necessarily synonymous.

Mainstreaming often means that the children with disabilities be educated 

in regular classroom settings along with non-disabled children which are 
considered to be mainstream or normal environment. According to the US 
Department of Education (1984) 68% of the disabled students receive most of 
their education in regular classes, while 25% of them are enrolled in special 
classes located in buildings with regular edcuation classrooms.Placement in 
regular classrooms or in school buildings within these classrooms is presumed 
to give disabled students an opportunity to be in contact with non-disabled 
students. Such exposure helps non-disabled students to develop positive attitude 

towards disabled students. Further, non-disabled students present behaviors to 
enumerate. However, mere placing of students in mainstream environment does 
not result in improved achievement or social status of the children with special 
needs. Planning and execution of appropriate intervention programmes in the 
regular classes is warranted.

Kauffman, Gottlieb, Agard and Kukic (1975) state that mainstreaming 
refers to the temporal, instructional and social integration of eligible 

exceptional children with normal peers. It is based on an ongoing individually 
determined educational needs assessment requiring classification of 

responsibility for coordinated planning and programming by regular and special 
edcuation administrative, instructional, and support personnel (pp40-41).

Similarly, Wang (1981) states that "the term mainstreaming is used here 
to mean an integration of regular and exceptional children in a school setting 
where all children share the same resources and opportunities for learning on 
a full time basis" (pp 196).
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These definitions clearly point out the responsibility of teachers and 
administrators to plan and provide an appropriate edcuational programme for 
the students with special needs in the regular classroom.

Least Restrictive Environment (LRE)

The common understanding of the term LRE among professional educators 
is that it refers to the placement of a child with special needs in learning 
environment that appropriately similar to the normal child. That is, the ideal 
conceptualisation would be in a regular class. However, LRE does not mean 
that a child can be placed with non-disabled students for all edcuational 
programmes. It means placing a disabled child in an educational environment 
that is suitable to his requirements. Infact, LRE mandates that to the maximum 

extent possible, the disabled students be educated with the non-disabled 
students in regular classes. In case of severe disabilities, the edcuational agency 
removes the student from the regular class, when the student is not benefiting 
from instruction in the regular class with supplementary aids and service (such 
as resource room). To accommodate these students, a continuum of alternative 
services must be available. The alternative placements ranges from the 'least 

restrictive' (regular classroom with no support) to the 'most restrictive' 
(residential institution). The concept of LRE dictates movement whenever 
possible towards the least restrictive environment. It may be that some children
will never fully attain the least restrictive environment possible, but it should 
be the direction in which one should strive to move children. Smith and 
Luckarson (1995) state that LRE simply does not mean choice of one type of 
placement over another, although that choice is tremendously important. At 
one level, it means that the students environment should provide maximum 
freedom. However, maximum freedom has to be appropriate to the students 
age. The means of "Least Restrictive" is explained below.

Least Restrictive Means

Maximum freedom : Restrictions of the students' ability to physically and 
intellectually explore their world should be minimized.

Similar to an other students of the same chronological age : The student should 
be doing what other students of the same age arc doing. Any necessary
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restrictions imposed on the child are the type that all children of that age 
experience. For example, five-year-old children are not allowed to play in the 
stree, whether or not they are in special education.

Similar to the other students of the same "mental" age : Sometimes students 
are not ready for all the freedom their age peers experience. It may take longer, 
for example, for a student with physical disabilities to learn to drive a specially 
adapted car. Or a person with profound mental retardation may have freedom 
limited in ways that are similar to mental age peers rather than choronological 
age peers.

Not hamful : The special vulnerabilities sometimes resulting from disabilities 
may require, at least temporarily, restrictions to protect the person from harm. 
Caution is necessary, however, because this justification is sometimes 
inadvertently used to limit the freedom of a student with disabilities, 
unnecesarily.

Not controlling : All individuals seek to develop the skills and means to bring 
their world within their own control. Students with disabilities may require

control of their worlds.

Not dangerous : Least restriction should never be used as an excuse to place 
students unnecessarily in dangerous situations. There will often be a balance, 
however, between enabling the student to assume the dignity of risk (Perskc, 
1972) and acknowledging an acceptable level of danger.

Not intrusive : It is a difficult task to provide education and services to a student 
while avoiding intrusion. Respect for the privacy and dignity of each student 
will help teachers avoid intrusiveness.

Most respectful : Implementation of the principle of least restriction, like all 
other activities of a good teacher, always involves respect for the student.

Most appropriate : The essence of individualization is that the education that 
results is genuinely suitable, given the student's strengths, weaknesses, 
personality, family circumstances, age, and all other relevant factors.

Most integrated : Nirje (1985) defines integration as "based on recognition of 
a person's integrity, meaning to be yoursel f among others - to be able and to be 
allowed to be yourself among other " (p.67)

Most normalized : Normalization means making available to students with 
disabilities opportunities for lives similar to others in their society.
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Educational settings and Service delivery options :

The current trend in special education is more towards mainstreaming 
and normalization of individuals with disabilities. As discussed earlier, only a 
certain percentage of children with disabilities benefit from placement in 
regular class and the others need alternative placement options which include 
least restrictive to most restrictive environment.

The cascade model of special education service is a conceptualisation of 

the range of placement and service options available for disabled students. 
The cascade model was first proposed by Reynolds in 1962 and an amended 
version was proposed by Deno in 1970. The placement options proposed by 
Deno are given in Figure - 1.

Children in regular classes, including those "handicapped" 
able to get along with regular class accommodations with 

or without medical or conselling supportive therapies

instructional services

Part-time special class

Full-time special class

Special stations

Home bound

Instruction in hospital 
or domiciled settings

Non-educational service 
(medical and welfare 
care and supen is ion)

......
J- sguru i Daw's cascade ot Special SZduca;ion Services 

(Source : IvDcno !il372) Special Educaiiori as Devdopmenia! Capua! Evcepiiorun 
Cl) i kiren. 3 7. 22 W 2 3a
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The cascade model helped to create an understanding and support for a 
better system that "facilitates tailoring of treatment to individual needs rather 
than a system for sorting out children so they will fit conditions designed 
according to group continuum of services suggested by Deno (1970) is further 
explicitly depicted in the following figure.

Level -7 : Specialized facilities - Nonpublic school 
Pupil needs more protective or more intensive edcuation 

setting than can be provided in public schools.
(Day or residential programme)

Level -6 : Special school
Pupil receives prescribed programme under the direction of 
a specially trained staff in a specially designed facility with 

the public school system 
(Day programme)

Level -5 : Full-time special class 
Pupil receives prescribed programme under the direction of a 

special class teacher.

Level - 4 : Regular classroom and resource room 
Pupil receives prescribed programme under the direction of 
the regular classroom teacher, in addition he or she spends 
part time in a specially staffed and equipped resource room

Level - 3 : Regular classroom with supplementary instruction 
and services pupil receives prescribed programme under the 
direction of the regular classroom teacher. In addition he or 

she receives supplementary instruction or service from a 
itinerant or school-based specialist.

Level - 2 : Regular classroom with consultation to teacher 
Pupil receives prescribed programme under the direction of 

regular classroom teacher who is supported by on-going 
consultation from specialists.

Level - 1 : Regular classroom
Pupil receives prescribed programmes under the direction of 

the regular classroom teacher.

Figure - 2 : Continuum of Educational Services for students with disabilities 
(Source : W.L. Heward and M.D. Orlansky (1992) Exceptional children, Pg.63)
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The board base of the pyramid indicates that the greatest number of 
children with special needs should be served in regular classrooms and the 
tapening of the pyramid indicates that the smallest number of children with 
special needs require intensive and specialized placement. The number of 
children with milder disabilities for example are greater than the children with 

severe and profound disabilities. As the severity of the disability increases, 
the need for more specialized services increases, but the number of students 
involved decreases.

The cascade model has been criticised inspite of its popularity and utility. 
Reynolds and Birch (1977) view the original cascade model as "too place 
oriented" because of "its clearest focus on administrative structures and places". 
Smith and Luckarson (1995) state that under this approach individuals are often 
required to prove themselves. In order to move successfully to each less 
restrictive placement. Unfortunately, many youngsters with disabilities found 
it difficult to move to the next level. As a result, many students who were 
placed in a self-contained classroom for special education remained in that 
type of placement throughout their school careers, even though their educational 
needs changed and an appropriate educational experience for them would have 

been a resource room or a regular education class.

Another risk in the cascade model is that professionals may assume that 
a classroom placement necessary corresponds to a determination of the severity 
of the students disability. They might assume, for instance, that the youngsters 
with severe disabilities belong automatically in a full time self-contained 
classroom. But that assumption may be erroneous. It may be that one student 
with a severe disability is most appropriately served in the regular classroom, 
while the other with moderate disabilities requires temporary placement in a 
full day special education classroom. Therefore, placement of children with 
special needs for educational purpose needs careful thinking before assigning 
them to a specific type of educational purpose needs careful thinking before 
assinging them to a specific type of educational setting. In addition, continuous 
evaluation of the effectiveness of the placement option in terms of students 
performance may be necessary. The evaluation information will help in deciding
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whether the student should continue in the same programme or to be placed in 
another educational programme.

Summary

Conductive and stimulating environments are to be created for effective 
learning apart from proper assessment and planning of instruction for children 

with special needs. A continuum of service provisions are required to meet the 
diversive needs of children with special needs. The current trend being 
normalization and mainstreaming of individuals with special needs, the 
educational placement provisions should be such that they provide least 
restrictive environments. An array of educational options ranging from least 
restrictive to most restrictive have been described by Deno (1970). The 
continuum of service options suggest that efforts should be made to shift the 
students from most restrictive environments to least restrictive environments. 
However, one needs to take into consideration the educational needs of an 
individual student and what least restrictive environment means that particular 
individual while making placement decisions.
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CLASSROOM MANAGEMENT

Dr. Vijayalakshmi Maireddy

For many years, educators considered classroom management as 

disciplining student in the classroom. In recent years, the concept has been 
expanded beyond discipline to an effective handling of students behaviour that 

become problematic to the teacher and others in the classroom. In other words, 
effective classroom management includes careful planning and structuring of 
the physical environment in relation to the behaviour managment of students 
in the classroom. If the teachers lack classroom management skills, little 
learning take place in the class in spite of the tremendous array of teaching 

skills that they possess. Therefore, teachers should acquire both teaching skills 
and techniques of management of students in the classroom.

What does classroom management refer to ?

Classroom management refers to the steps and procedures necessary to 
establish and maintain an environment in which instruction and learning occurs 
(Doyle. 1979).

Effective classroom management is the ability to establish, maintain and 
(when necessary) restore the classroom as an effective environment for teaching 
and learning (Brophy 1986).

Who is an effective teacher ?

An effective teacher is one who displays the ability to spread her/his 
attention, and who is well prepared and has momentum, possesses signal 
continuity, uses group tackling techniques, and who challenges and motivates 

students with a variety of techniques (Lufting. 1987. P4 18). It is stated that an 
effective teacher plans a programme for the coming year before the academic 
year begins. Some of the activities are listed below:

1. Planning the physical environment in the classroom.

2. Constructing seating arrangements.

3. Instituting class rules and a system of discipline.

4. Preparing a daily lesson schedule.
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5. Selection of student helpers and / or monitors.

6. Instituting on rules for routine procedures such as those to be followed 
in toilets, refreshment areas and so on.

7. Instituting playground and recess regulations.

8. Establishing the role of para professionals such as teacher aids.

9. Preparing schedule and establishing a procedure for the substitute 

teacher (Charles. 1980).

Schedule the activities

One of the things a teacher needs to do is to schedule the daily activities 

for her/his class. Though scheduling the activities looks simple, yet it is harder 
in practice because the teacher has to consider outside factors such as curricular 
activities taught by other professionals in the school, school mandated lunch, 
recess and other activities.

Curricular areas taught by other non academic teachers / professionals

A majority of special schools have professionals other than the class 
teachers to teach physical education, music, art and craft, and speech therapy. 
Either the professionals go to the respective classes to teach children or children 
might go to a paricular place for the lesson. In either case, the person teaching 
will inform the teacher about the timings and the teacher should accommodate 
all these requirements into her daily routine. Also reaching, children to an 
appropriate classroom site and picking them up is the teacher's responsibility 
and she/he should include the travel time in her/his schedule.

Lunch and Recess

Recess and lunch times are generally scheduled by the administrators. 
Often recess time is schedule for two times, once during mid morning and the 
other after lunch. The teacher needs to take these recess and lunch time into 

account while planning the daily schedule.

Daily Schedule of activities

The following points need to considered while planning a daily schedule 
o f a c t i v i t i e s.
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1. The maximum duration of each session may be for about 30 to 40 
minutes. However, with young children with, severe and profound 
retardation and at the pre-primary level, the duration of each session 

may be 15-20 minutes.

2. About 5 to 10 minutes time is to be spent on opening activities before 
starting the regular teaching sessions. The opening activities may include 

quizzing on the day and date, birth days, festivals, previous day's 
television programmes, news of the day, and so on. Before these opening 
activities, the pre-primary and primary groups of children should be 

trained in removing shoes / sandals and arranging them in a corner of 
the classroom. This activity will provide an opportunity for the children 
to practise and I or learn the skill in self discipline.

3. While organising the classes it must be seen that the desk and non-desk 
activities are alternatively arranged. For example, after an arithmatic 
class, an art and craft activity or games class must be organised. Also, if 
one has reading on Monday from 9.15-09-45 a.m. the same subject need 
not be taught on Tuesday from 9-15-9-45 a.m. One must introduce other 
subjects in that time slot.

4. Including outing at least once a week must be part of schedule. The 

outings may be to a park, market place or to place where community 
services are provided.

5. Providing some time for preparing and closing, before and after an art 
and craft, music or games session is necessary.

6. About 10-15 minutes time be allotted at the end of the day of reviewing 
the entire day's activities and preparation to go home at the end of the 
school day.

7. Two breaks,one in mid morning for snacks / drinks and another at noon 
for lunch are necessary. The morning break should be shorter than the 
noon-break. Extra time may have to be allotted to young children and 
also those with severe and profound retardation at snacks and lunch 
breaks, as they require more time for preparation, eating and cleaning 
u p.
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Mangaing the physical environment

Luftig (1978) points out that the physical organisation of the classroom 
has a strong influence on the quality of learning that goes on in the classroom. 
It also has a strong effect on the motivation of the learners, the quantity and 
quality of communication used by the learners in the class and in their classroom 
behaviour.

The following are some of the considerations the teachers need to take 
into account while designing and arranging the classroom.

Classroom furniture and equipment

The furniture, desk and other equipment should be of the right size for 
students so that they feed confortable while using them during the learning 
activity. The teacher and students may have their own lockers and desks for 
their individual use.

Spatial Variation

The classroom should have different dimensions so that different 
groupings can be organised comfortably. Also it must allow for seating 
arrangements to be made when necessary for different activities.

Flexibility

Furniture should be versatile and usable for a number of activities (for 
example, writing, as well as for painting). It must be easily movable and 
manipulatable.

Wear and renewal

Furniture should be durable and easily maintainable. Also, it should be 
economical when furniture is to be replaced.

Seating arrangement in the classroom

The traditional classroom arrangement is that of making students sit in 
rows one behind the other. The researchers have observed that the traditional 

a-classroom arrangement does not involve an easy two-way communication. 
Small group arrangements in the classroom are suggested because they facilitate

two way communication, between the teacher and the taught.
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Apart from the seating arrangement Charles (1980) states that the space 
on the floor, walls, cabinet tops, shelves, closets and cupboards have to be 

taken into consideration while designing the classroom, so that optimum use 
of it is possible.

Floor space

Floor space is mainly concerned with seating arrangement, work and 
activity space and movement in the classroom for students and teacher. 
Different types of seating arrangements can be adapted depending on the nature 

of the lesons, or activities.

Work and Activity space

Work and activity space refers to the usable and functional work space 
available in the classroom. The requirement of space depends on the classroom 
activity. For example, the space requires for writing is less than that needed 
for art and craft project. During the project activities, the furniture could be 
pushed to a corner to make a larger central space for work. If the classroom 
activities are predominantly seat work and the teacher wants to closely monitor 

individual student's performance, the seating arrangement could be done 
liberally leaving out less of central space. In addition, the space at the rear end 
of the classroom should be made functional by arranging activity centres for 
students to work by themselves. The seating and floor arrangement should also 
consider the traffic pattern of the classroom. The arrangement should be such 
that the children could move around the classroom when needed, without 
disturbing the others.

Wall Space

The wall space is used for the black board, bulletin boards, display area 
for student work, notices on class rules, slogans, and so on. The black board is 
an important teaching aid which is often used by teachers in the classroom. 
Teachers do not have much say in the fixing of the blackboard as they are 
usually positioned even when the classroom is in construction.

Bulletin boards are used for displaying material of interest for the children. 
Often it has been noticed that teachers do not change the material on the bulletin
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beards frequently due to the other p: iorities of workload in the school. Teachers 
may involve students in arranging the bulletin boards with jest supervision 
and not the teachers total involvement. The material to be dis. iayed must be 
related to the classroom work and me projects.

Displaying student's work

li is highly reinforcing for children when they see their \ >rk displayed 
on waHc Displays facilitate parent to realise that their children have positive 
experience in the school. In addition children enjoy showing their work to 

parents and siblings in open house or similar school events Further it is 
important that all the students work should be displayed period- ally which in 
turn encourage children to try their best.

Cabinet and closet space

Cabinet and closet space should be utilised for keeping materials and 
equipment so that the classroom looks net. As far as possible the material must 
be kept inside the cabinet or closet when they are not in use. My:erial must be 
arranged in such a way that the children could easily retrieve it on their own 
without- assistance.

Time out Area

A time out area should be quite an isolated and a non-stimulating separate 
area in classroom to keep away all other distractions of classroom activities. 
All children do not need time out areas in the classrooms. Therefore, it is not 
necessary to provide a time out area in every special edcuation classroom. The 
classroom teacher decide whether a time out area is essential for her class or 
not and accordingly arranges for one.

Some tips for effective classroom management

1. GET THEM IN

The first and foremost strategy is to plan the start of a lesson. The 
important pointsDo keep in mind arc r

♦ Know before hand what von will be teaching in that class.
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♦ Materials, displays and instructions should be ready before the start of 
class so that no lesson time is wasted in preparation and distribution of 
materials.

♦ Start the lesson on time without delay in unnecessary matters.

♦ Plan the seating arrangement according to the activity and in such a 

way that movement in the classroom is under the teacher's control.

♦ Start every lesson with a four or five minutes activity that keeps each 
child occupied in his own place.

This activity can be a reinforcement like a skill taught earlier which will 
serve as a lead on to the actual content of the lesson.

Remember : A lesson well begun is a lesson will done.

2. GET ON WITH IT

It refers to the content, manner and organisation of the lesson itself. The 
important points to be kept in mind at this stage are :

♦ Adding variety of spice to the lesson. For example, two short lessons 
are likely to be more effective than one long one. But a double lesson 
does not mean repeating the same content in the same manner twice. It 
simply means presenting one content area in different ways. For example, 
counting objects could include exchange of objects amongst the children 
as well as sticking a particular number of pictures as per the functional 
level of the child.

♦ Alternating a slightly boring activity with a preferred one, mixing 
familiar work with new learning and balancing quite individual work 

with more active group task.

♦ Activities being clearly specified and the teacher's expectations clarified 
so that each child knows what he should be doing and when he could be 
doing it. Given short precise instructions is the simplest way to alter 

misbehaviour.
o ........... ......... .... ....... ..... .........

♦ Minimising the interference with the lesson at hand by dealing with the 
situation early and firmly. The more the punishment is dealt with the
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more the nagging and negative remarks is made. This will lead to increase 
in tension.

♦ Using ample praise in teaching - praise, which should be natural and 
sincere and not dull and routine to enhance desirable behaviour.

♦ Remembering that facial expressions, eyes, posture, gestures are all 
potential means of communication equally important along as speech 
and tone of voice.

♦ Use of questions to be made as a source of feedback rather than as a 
source of negative interactions.

Remember : The way the teacher talks to the class reflects his attitude to 
them not only in WHAT is said, but HOW it is said.

3. GET ON WITH THEM

The temptation to misbehave is lessened when teachers and children get 

on well together. The following are some important points to be kept in mind.

♦ The teacher needs to show an awareness of each child as an individual.

♦ Remember the names of all children and address them by their names - 
whether in praise or in rebuke. "Good girl, Radha" helps make the praise 
more personal, than a plain "Good girl".

♦ A personal positive comment can be made each time a child finishes a 
’ task.

♦ A daily chat, however brief, about something not conncected with 
lessons can be a source of insight as well as a way of establishing rapport.

♦ Paying attention to the entire class rather than focusing on only one 
bright child would enable the teacher to spot the first signs of trouble 
and intervene early.

4. GET THEM OUT
. ...... .. ..... ...... ....  . ....... _

The final strategy to be mastered is how to conclude the lesson and dismiss 
the class. The following are important points to be kept in mind at this stage.
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♦ Hard won control of the class if lost and learning is wasted with a bad 
end to a lesson.

♦ Finish with the content of the lesson a few minutes before the end of 
the period.

♦ After organised collection of materials or putting away of books, plan 
some time for revision of the lesson.

♦ If there is still time to spare, utilise it for playing an appropriate game 

related to your lesson. If made a routine practice, this game can serve as 
a reward for effort put in during the class and for prompt and orderly 
collection of material at the end of it.

♦ Ending a class only means moving into the next activity. Children need 
to be cued into their next activity.Giving the children a bride idea about 
what they will be doing next, helps to prepare them for a smooth change 

from one activity to another.

Remember : Learning that has taken place during a lesson can often be 
wasted if any opportunity is not taken to reinforce what has been taught by a 

summary and a brief question - answer session.

Attention to these four areas may not solve all the problem of distrubed 
ana aiSiUptive pupils, but it will definitely avoid problems caused by 
disorganised teaching. Therefore, to organise and plan evey lesson well, a lesson 
plan has to be made before getting into any sort of classroom teaching.

Managment of behaviour in classroom

Discipline for classroom control is necessary in imparting education. No 
matter how hard the teacher tries there will still be some students who are 
unresponsive to all efforts, are disuptive and who do not confirm to classroom 
rules. In order to overcome such problems, behaviour modification techniques 

and social learning theory models are applied in the classrooms situations.

The behaviour modification model asserts that students behaviours occur 
because such behaviours are rewarded by the environment in which the student 
is in. So, if a teacher wishes to change a student behaviour through behavior 
modification techniques, the teacher rewards the student for the new (desirable)
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behaviour while selectively ignoring (or in extreme case punishing) him for 
the inapporpirate behaviour which needs to be extinguished.

The principles of reinforcement describe the ways in which teachers can 
manipulate the functional relationship between behavior and the responses 
which maintain it. The basis of teaching this model is in identifying behavioural 
procedures and reinforces that will change the behaviour. A functional 
relationship exists when behavior change is demonstrated to occur as a function 
of the teaching procedures, reinforcement, or some other responses. The process 
of managing this functional relationship is usually referred to as a behaviour 
change. The follwoing are the steps in behavioural change process.

1. Select the target behaviour.

2. Collect and record baseline data on the behaviour.

3. Identify reinforces needed to bring about the desired change

4. Implement procedures to modify the behaviour

5. Evaluate procedures (Bauer and Sapona, 1990) to check whether they 

were the right ones and the stipulated results in the students.

Methods for increasing behaviour

Shaping : Shaping refers to sequential, systematic reinforcement of 
successive approximations of target behaviour until that behaviour is reached. 

There are six main steps that should be followed in shaping behaviour.

1. Select the target behaviour in precise and behavioural terms.

2. Obtain baseline data on how often the target behaviour is occuring in 
the natural environment.

3. Select appropriate reinforcers.

4. Reinforce successive approximations.

5. Reinforce the target behaviour each time in occurs.

6. At the appropriate time, reinforce the target behaviour on an intermittent
.......... schedule'................. ...........
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Modelling and social learning : The social learning / modelling theory 
is based on the notion of vicarious reinforcement. Vicarious reinforcement 
refers to the fact that the student gets reinforcement by observing other students. 
Though the student does not receive direct reinforcement himself. This can 
work in two ways in management of classroom behaviours, that is the students 
receive vicarious reinforcement by vicarious reinforcement when students are 
inadcrtently rewarded by the environment for inappropriate behaviour.

1. Peer modelling and peer tutoring : Students learn appropriate 
classroom behaviour by viewing and subsequently modelling other 

students in the class with whom they relate well and respect. The teachers 
may select peer models to provide private sessions to students in the 
classroom.

2. Buddy system : Student regularly engage in inappropriate behaviour 
may be paired up with students who consistently engage in appropriate 
behaviour. The students could work together as a team so that the 
inappropriate behaviour is modified gradually. The students receive their 
reinforcement for the appropriate behaviour as a team. This approach 
has shown to be a powerful social modifier of behaviour. However, the 
teacher should be on guard against tone member of the team becoming 

dominant and overly influencing the more passive pair member.

3. Contingency contracting : Contingency contracting represents an 
agreement (cither written or oral) between teacher and student in the 
'form of Exhibit the target behaviour, and you will receive the 
reinforcement which we agreed upon (Premack 1965 quoted in Luftig & 
Richard, 1987). In this method, the target behaviour and the amount of 
reinforcement to be received is individualised for each student.

'flic follow ing are some of the basic rules or guidelines to be followed 
while writing or negotiating contacts with students.

1. The contract pay off should occur immediately after the fulfilment of 
the contract.

2. In the initial stages of programme, contracts should call for successive 
approximations of target behaviour.
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3. Contracts should call for frequent and often in small amounts rather 
than one large pay off after a long time.

4. The contracting programme must be an integral part of the classroom 
programme and be used on a ongoing basis rather than being used a one 
shot procedure.

5. The contract must specifically state expected level of achievement.

6. The reinforcer must be delivered in accordance with the terms of the 
contract.

7. The terms of the contract should include dates of periodic contract review 
and renegotiation.

Class contingencies : Research studies have shown that clas wise 
contingencies, both positive and negative can help in increasing desired 
behaviours in the classroom. In the procedure the class as a whole will receive 
a positive reward if they exhibit the desired behaviours in the classroom. 
Conversely, the class as a whole will not receive a positive reward if they do 
not meet the specified goal. This in turn will motivate good students to shape 
the behaviour of weaker students by providing them with verbal reminders 
and prompts to receive the reward.

Token systems : The token system can be implemented for both 
individuals and groups. However, the general rules will be same for all the 
group members in group contingency procedure whereas the rules will be 
different in individual contingency procedure as the goal set are different for 
each student.

In the token economy the students receive tokens for appropriate 
behaviour that can be exchanged for tangible reward, privileges or activities.
'f he following are someof the basic rules for establishing a classroom token 
economy.

I. Select the target behaviour for each child.

Present thcTirgei behaviour clearly so that they can understand.

3. Post the rules for receiving tokens and review them fcquently with 
students.
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4. Select an appropriate token. It should not be one that is easily forged or 
duplicated, nor one that is expensive to distribute it to students.

5. Formulate the rules under which tokens may be exchanged.

6. Develop a reward menu and post it in the classroom where children can 
see it easily.

7. Implement the token economy. Start small and a limited basis and build 
on a firm foundation.

8. At first, provide immediate reinforcement for acceptable behaviour. Give 
tokens as soon as the appropriate behaviour occurs. Initially allow 
imemdiate token exchange and slowly move token exchange to 
designated time during the day.

9. Gradually change from a continuous to an intermittent reinforcement 
giving of tokens.

10. Receive the reward menu often. Do not let children become bored with 
the programme.
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MANAGEMENT OF STUDENTS WITH 
LOW VISION

Dr. Premavathy Vijayan

There are some children who have seeing problems. Seeing problems 
range from blindness to minor seeing problems. Most of the blind children 
have some usable sight. So children who have some usale sight are known as 
children with Low Vision. There are about 45 millions people with Low Vision 

as estimated by Indian Council of Medical Research and 12 million are totally 
blind. Among people who are having Low Vision, good percentage of people 
will have some amount of vision which can be utilized for their work. Let us 
sec the WHO working definition of Low Vision.

Who is a Low Vision Person ?

A person with Low Vision is one who has impairment of visual functioning 

even after

• Treatment, for example an operation

• And / or standard refractive correction (has been given glasses or lenses)

and has visual acuity of less than 6/18 to light perception, or a visual field of less 

than It) degrees from the point of fixation, but who uses, or is potentially able to use, 

v ision for the planning and / or execution of a task.

People with Low Vision will come within from near total blindness to an acuity 

of less than 6/18 (visual acuity worse than 6/18 but better than or equal to 3/60, i.e. <

6 18 to > 3/60) will use visually acquired information and will have special needs 

specific to their use of vision. However, under some circumstances, their needs will 

coincide with those of totally blind people and then they may use touch and hearing 

mi I her than vision.

Implications of Low Vision

Children with Low Vision have special needs specific to their use of vision.
I or example, it may restrict the children's life experience, speed of working, motor 
development and orientation, and skill in practical subjects. The structural and disease 
condition which makes the children low vision may also cause psychological problems.
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Most people expect a Low Vision child to behave normally in every aspect of life. 

But the child may have problems behaving normally since the child sees some things 

while he does not see other things. Low vision children need personal supervision 

and help. Sometimes they get more confused because there is a difference between 

what they see and what they hear. Sometimes they may see but may not be able to say 

what they see. The children need training in their visual functions to overcome these 

problems. An adventiously low vision child will know his/her defect soon. If the 

child develops positive attitude towards his/her vision, the child will have better 

psychological understanding.

It may affect child's education as well as social and emotional development. It 

is now clearly understood that many children can learn at school on the basis of visual 

as well as tactile information. Children with Low vision need not, and should not, be 

educated as if they were totally blind.

The doctors cannot determine the child's total visual functioning because vision 

and functional vision are learned, and doctors do not know how much the child is 

going to learn, especially when he is young and has started to use his vision. The 

teacher can help the child understand the world of objects visually. The teacher moves 

objects across the child's field of vision for the eyes to receive stimulation. The teacher 

helps the child look at an object and fixate. The child should be helped to interpret 

what is seen so that the child will be able to see the object through the visual storage 

of what has been seen by him. The visual tasks to be given to the child should start 

from gross motor tasks when the whole body is used and move down to fine motor 

tsks when manipulative skills are used.

However there is often a need to develop the efficient use of Low Vision through 

an instructional programme of visual stimulation and utilization.

Social and environmental aspects of low vision

Visual impairment in general affects four main functional areas :

• orientation / mobility

• communication

• activities of daily life (ADL) and

■ sustained near vision taks.
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The effect on these four main areas varies depending on the type of impairment 

and its degree and whether there are additional impairments. The development of 

skills in these areas is also affected by the social environment and culture in which 

the child lives. In children there is a particularly important aspect, the development 

of functions and relations, where visual impairment may play a major role. Since 

early intervention and special education can balance the negative effects of visual 

impairment in many cases, it is worth while to consider this in planning the habi 1 itation 

programmes and educational support.

Social Aspects

The first year of life

Congenital visual impairment often causes inability to develop eye contact which 

is important in the early bonding between the parents and the child. The parents need 

support in order to develop auditory and tactile communication and to understand the 

behaviour of their infant. Otherwise an intensively listening, quiet infant may be taken 

as unresponsive and inactive.

School age

The social environment of the visually impaired child varies a lot depending on 

whether the child is in a residential school for visually impaired children or integrated 

in a local school.

Basically, the problems of those in residential schools are related to growing 

up in an environment specially designed to meet the needs of their impairment, this 

same fact is also a positive factor. The separation from the family is often a social 

prolem, especially in adolescence.

In the Icoal school there may be restricted knowledge concerning the disability 

and limited special teaching materials and techniques, and thus the child cannot learn 

at optimal level.
............................... . .... .... ......... .. . .

Physical education is a common area of social problems because group activities

are not modified to allow the blind or near blind child to participate. The child may
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receive individual instruction, e.g. mobility exercises, but that effectively decreases 

contact with his peers.

In countries that have a system of resource centers, children who go to the lcoal 

school may lose important school days while participating in the activities at the 

resource centers where they have supportive teaching periods and grade meeting. At 

the same time these gatherings of visually impaired children of the same age are very 

important for the experience of not being along with the impairment.

Denial of the impairment and disability by parents all still quite common, if the 

impairment is thought to be so mild that it can be hidden. In some cases the family 

insists on not talking about the subject when everyone but the child himself knows 

that there must be something wrong with his vision. This may prevent teaching of the 

special curriculum at the proper age level as well as resulting in adjustment difficulties 

for the child.

Relationship between siblings may become problematic at any time but often in 

puberty. There may be too little time for other children or much less money or interest 

than for the impa-ired child. In other families the impaired child brings the family 

members close together.

Environmental aspects

The concepts of visual space is naturally difficult to develop in cases of serve 
visual impairment. For example, to some visually impaired people a square room 
may appear round if the contrast of corners makes the room look square to the visually 
impaired.

Normally sighted children use plenty of tactile experiences in learning about 
space. This type of play is even more important for the visually impaired child, thus 
special education should be available as early as possible and preferably from the 
first year to life.

S pa t i a I concepts tire needed for orientation. Orientation exercises can be started 
on special play mats and by arranging the chi Id's play area.

Contrasts arc more imporltmt to a visually Impaired than to a siglitcd person............. ■'’</. ...................
T he arrangement of tire home environment and that of a day care centre required 
special knowledge in illumination and low vision.
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Safety becomes a problem when the child moves outside the home or the day 

care yard. It is also problem in schools where the visual environment may be confusing 

to a child with low vision and the auditory environment is certainly a problem to both 

the blind child and the child with low vision combined with even a minor loss of 

hearing. Changes in children move from one classroom to another and thus changes 

would be needed in a number of rooms which would be costly.

In several countries, there are laws related to accessiblity of buildings by persohs 

with motor handicaps. Similar requirements should be developed in terms of visual 

impairments. However, one difficulty is that blind persons' needs are not the same as 

those of a person with low vision, and often conflict with the needs of people with 

other disabilities.

BASIC INFORMATION

1. Child's age and sex

2. Visual acuity, field defects (clinical) .

3. Time of discovery/ onset of impairment / prognosis

4. Functional vision assessment

5. Visual requirements

a) Spectacles

b) Low vision devices

c) Technical equipments (CCTV, etc.)

d) Adapted learning materials (e.g. enlarged print)

6. Environmental

a) Lighting requirements

b) Seating position in classroom

c) Safety hazards

d) Reading stand or adjustable desk

c) Storage space for special materials

(j Layout of school building

7. Special curriculum requirements

a) Training in use of low vision devices, visual perception, typing, auditory 

training, Braille if necessary.
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b) Method of teaching and strategies involving specialist approaches.

c) Special and adapted materials required for particular subjects, e.g. maths, 

science.

d) Nature and amount of specialist support and source of support

e) Advice to class teacher

f) Contact with parents

g) Social competencies

8. Personal development

a) Apparent adjustment to disability

b) Personal organization and self-help skills

c) Social competencies

d) Parental / family attitudes

e) Teacher expectations

LEVELS OF VISUAL ABILITY

Depending on the ability to see and interpret what is seen, the visual ability is 

calculated.

One who can perform visual tasks without special aids - Normal

One who can perform with eye glasses - Slight visual disability

One who can perform to near normality with speical aids such as magnifiers 

Moderate visual disability

One who can perform visual taks with special aids but at reduced levels in reading 

speed and endurance - Severe visual disability

One who cannot perform more detailed visual tasks; experiences difficulty with gross 

visual tasks such as mobility; places increased reliance on other senses. - 

Profound visual disability

One who vision is unreliable and who relies mainly on other senses

Near total visual disability

No vision and relies on other senses only - Total blindness
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SELECTED CAUSES OF VISUAL LOSS 

Some conditions of the eye muscles 

Amblyopia ex anopsia (poor vision from disuse):

The eye condition occurs normally in squint (strabismus). Here the two eyes do 

not work together which may result in diplopia. The child, to avoid confusion, uses 

the better eye. The deviating eye is not used and hence the cells are not stiumulated. 

Thus the vision gradually diminishes in the unused eye. Some people with squint use 

both eyes but alternate. They may the have naeraly the same sight in each eye but 

cannot use them together. In this case, they do not lose sight in either eye. 

Microphthalmia

The eye ball does not grow to normal size. This causes a problem in 

accommodation and focus; hence the person has low vision.

Nystagmus

This is neuro-muscular condition where involuntary movement of the eye is 

present. Acuity of vision is not much affected, but focusing on one point becomes 

difficult.

Some conditions of the conjunctiva and cornea

Conjunctivitis:

Inflammation of the conjunctiva is called conjunctivitis. It is highly infectious. 

If untreated it may cause infection in the cornea and reduced vision.

Trachoma:

This is the blinding condition caused by an organism known as ‘Chalmydia 

Trachomatis’. Infection gets into the eye through unhealthy sanitary conditions. The 

conjunctiva is affected and the inflammation spreads over the cornea. When the sores 

heal, they cause scarring and loss of transparency. Repeated incidences of trachoma 

resulting in many scars can produce blindness.

Toxoplasmosis:

This is caused by virus infection and a white film is formed across the cornea. 

This affects the choroids and results in permanent damage.
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Corneal Ulcers:

Corneal ulcers may be caused by Vitamin “A” deficiency, red measles, fungal 

scratches, and untreated conjunctivitis. Treatment by medication is essential to protect 

the eye.

Xerophthalmia:

This is dryness of the eyes which is caused by the deficiency in Vitamin “A”. 

This may lead to total blindness.

Keratoconus:

In this condition the cornea is elongated and cone shaped. It is a progressive 

condition and it affects the refractive ability of the cornea.

Some condition of the lens

Cataract:

The opacity in the lens is called cataract. The lens tissue changes, becomes 

thicker and forms a cataract. Congenital cataract is the cataract present a-t birth. If a 

woman has German measles in the first trimester of pregnancy, her child will be 

handicapped in various ways including having cataracts.

Senile cataract in the cataract occurring in adults. Secondary cataract can develop 

in association with other diseases of the eye.

Needling helps in the treatment of the some kinds of cataract. But very often 

there is re-occurrence. There is a limit for needling. Most often the lens is surgically 

removed. The person then uses glasses to compensate for the loss of the lens, Often 

the thick glasses lead to initial adjustment difficulty because of the enlarged image 

size, peripheral distortion and image jump. The use of contact lenses decreases the 

problem, In some countries artificial lenses may be implanted in the eye.

Dislocation of lens :

The lens is turned or tilted front the normal position behind the pupil. Sometimes 

it may be collapsed because of various causes. It is very difficult to bring the lens to 

its original position. Retraction problems will occur in this condition.

Glaucoma:

In the normal eye there is a delicate balance between the in-flow and out-flow
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of aqueous. When the out-flow is blocked, the intraocular pressure rises leading to 

optic nerve damages. This condition is known as glaucoma.

Glaucoma can be placed in the three groups namely; primary (occurring without 

previous diseases), secondary (due to some other eye defect) and congenital (from birth)

Often glaucoma is associated with other eye conditions. A child who has a 

cataract is move vulnerable to glaucoma. Eye drops (miotics) used daily are a standard 

treatment.

Miotics are used to open the angles to drain off the fluid. An iridectomy (making 

a hole in the iris) can done to drain the excess fluid. The vision lost by glaucoma 

cannot be regained.

Some conditions of the iris

Aniridia:

This is the eye condition where iris is malformed or a part of it is missing. It is 

congenital and also hereditary.

Albinism:

It is the lack of pigmentation in the eye and often also the skin and hair and 

cornea are affected. The persons will be photophobic and have low vision.

Coloboma:

Coloboma of the iris or choroids is the absence of part of either of those structures 

as a result of a development abnormality.

Some condition of the retina

Chorioretinitis:

Inflammation of the choroids and the retina is called chorioretinitis.

Retinitis pigmentosa:

The is a progressive disease causing degeneration in retinal cells. It is hereditary 

and begins to manifest itself in early adult life in some countries and in early childhood 
in other places. In the beginning of the disease the person loses his peripheral vision. 
As the diseases progresses, the field of vision constricts more anti tunnel vision is the 
result. Eventually the person becomes blind. There is no known causes or cure.
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Retinal detachment:

The separation between some of the layers of the retina is called retinal separation 

or retinal detachment. The retina is usually not completely detached from the choroid. 

An accident or a heavy blow on the head can cause a retinal detachment.

Some kinds of systematic conditions which affect the blood vessels in the choroid; 

such as diabetes, can cause haemorrhages. This results in a collection of fluid and 

blood clots which push the retina away from the choroids. It is necessary to drain the 

fluid and seal the retina by a coagulation process with a laser beam.

Retrolental fibroplasia:

This is caused by excessive oxygen given to premature infants in incubators to 

stimulate breathing. This is characterized by a widely disorganized over-growth of 

immature blood vessels from the retina into the vitreous. The optic nerve may also 

be affected. The controlled supply of oxygen on the basis of critical need nowa

days causes less damage to the eyes.

Retinoblastoma:

This is malignant tumour, usually at the back of the eye. This condition is 

detected when an abnormal whiteness appears in the pupil.

EDUCATION OF CHILDREN WITH LOW VISION

Low Vision is not blindness. Widely accepted medical opinion points out that 

the unrestricted use of remaining sight is absolutely necessary for the maintenance 

and development of visual functioning. The child who has a serious loss of vision 

and graded as low vision child needs special education facilities in order to cope up 

with the other sighted peers. The special educator who offers special facilities should 

follow the same techniques used in teaching the normal peers with the provision of 

special techniques in the resource room or regular classroom as the case may be.

Aim

To.educate the Low Vision child and at the same time improve his ability to use
cX . ...  ..

his vision.

Special Education facilities for the Low Vision should be offered
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1. To the children having a visual acuity of less then 6/18 to light perception.

2. To the children with a visual deviation from the normal who in the opinion of 

the ophthalmologist and special educator, can benefit.

It should also be

1. Individualized (Based on needs of the child)

2. Locally accessible (Travelling distance of the child)

3. Comprehensive (Serving all person with special needs)

It can be classified as

1. Primary / Basic requisite

2. Secondary requisite

Primary requisite Suitable physical environment

* A school with a spacious resource room.

* Location of the class with effective natural lighting.

* Illumination of rooms. It must be free from glare and direct sunlight and evenly 

distributed throughout the room.

* Equipment and materials to facilitate instruction and learning.

* Movable and Adjustable Desks

* Chalkboard - Have grey -green board with yellow chalk.

* Pencils and paper - cream colour unglazed and slightly rough

* Pencils are of heavy lead and soft.

* Dictaphones and Record players - presenting lesson.

* Large print materials. 18 to 24 points types letters instead of 12 to 14 points.

* Projection and magnifying equipment - enlarged chart, maps and reading 

materials is needed.

* Eg: Over head projector,
.............. ........ tt. ............. ......... ......

* Magnifiers - Hand Magnifiers

* Telescope lenses
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* Microscopic lenses

* Electronic Magnifier - Closed Circuit Television (CCTV)

Provides high contrast and High Magnification.

Secondary Requisite

It can be provided to the low vision with the recommendation of the eye specialist. 

It includes.

* Provision of magnifying devices

* Using of optical aids

* Medical care for the child with Visual defect

❖ Magnifiers - Individual assessment should be required to provide suitable 

magnifiers.

❖ Optical aids - After testing of vision of vision the ophthalmologist prescribe a 

acceptable optical aid to the child with visual defect.

Visual defects

1. Myopia

2. Hypermetropia

3. Astigmatism

Optical aids

Concave lens

Convex lens

Prism, Cylindrical lens

4. Keratocones or cone shaped Contact or corneal lens cornea

5. Very poor vision Telescopic glasses

❖ Medical Care

1. A child with albinism is provided dark glass and has to prevent glare

2. A child with glaucoma needs more intensity of light and additional supportive 

medical therapy.

INSTRUCTION FOR LOW VISION CHILDREN

A model for individuals with low vision consists of three dimensions
......... ...  .... . t-f -. ..........

1. Visual abilities

2. Environmental cues
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3. Stored and available individual information

❖ Visual abilities

Depend upon

a. Acuity

b. Visual field

c. Mobility

d. Occipital lobe

e. Light and colour perception

❖ Environmental cues

* Colour Contrast

* Time

* Space

* Illumination

INSTRUCTION OF LOW VISION CHILDREN

A model for individuals with low vision consists of three dimensions which are 

visual abilities, environmental cues and stored and available individual information. 

Visual abilities depend on how well we develop them. The environment cues depend 

on how much we are able to respond. Stored and available individuality depends on 

the experience of the person.

Visual abilities depend upon acuity, visual field, mobility, occipital lobe and 

light and colour perception.

Environmental cues which affect vision are colour contract, time, space and 

illumination. Colour is the single most distinguishing characteristic in the 

environment. There is an association of colour with what we see, and the background 

behind and object. Striped or patterned backgrounds do not give a good contrast. 

Solid coloured backgrounds are preferable for dark things for a low vision child. 

Time is another important thing. It takes much time for a low vision child to take-in
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the stimulus and make a response to it. Nearly all low vision children need more time 

to identify and make responses.

Space in the surrounding area. If things are put closer together it is difficulty to 

identify specific items, for low vision children objects should be placed apart so that 

each objects stands out. This enables the child to see clearly without getting the 

images overlapping. Each lesson of instruction should begin from the simplest 

materials and then go into more complex visual experiences.

Illumination is lighting or visibility. People have to see things before they can 

identify or discriminate them. Natural light is the best form of light if the glare can 

be controlled. It is less fatiguing to the person. Seating arrangements should be such 

that low vision children are in places where more of the sunlight is available but not 

directly on the materials. Artificial lighting with minimum glare and increased quality 

of light can also be used. Too much light is very fatiguing. So it is necessary to seat 

the low vision child so that the lights comes from behind or one side, and not in the 

front. Artificial lights should be placed over the desks so that they don't come up to 

the face but illuminate the task alone. Shadows should not fall on the materials.

Changing the visibility for a low vision child - using adjustments in lighting is 

called a non-optical aid. So lighting is very important for example, for albinos, 

shades over the eyes, tinted glasses, lighting on the material etc, are non-optical aids. 

There should be adequate lighting, and not many activities outdoors without dark 

shades of objects.

Direct light is not as good as indirect light (reflected from the ceiling) on the 

place or work. Fluorescent lighting is preferred to incandescent light if it is not shaded. 

For room lighting, incandescent light is preferred and for desk lighting, fluorescent 

light is preferred.

Lighter walls reflect the light. White ceiling are preferable because they reflect 

(he light downward. Floors can be dark coloured. Desks should be dark coloured or 

covered with a cloth or paper to provide contrast. The nearer the task is to the child 

the more contrast is necessary. A kerosene light gives a soft, dim light. It should 

come from the back and over the shoulder.
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Writing paper used most easily by low vision children is white, light yellow 

with black or dark green lines. Black felt pens can be used initially. Gradually, the 

size of the nib of the pen can be reduced. Pencils are not recommended for low vision 

children because they cause strain, and pencil-writing is light making it inefficient to 

read.

Light from the sides should come over the shoulder to avoid shadows falling on 

the paper. If slates are used, black slates with white chalk can be used.

Stored and available individuality consists of cognition, sensory perception, 

psychology, and physical and health aspects. Cognition is the mental functioning of 

the person. If a person's sight is low and his cognition is high, then his functioning is 

good, and vice versa. So there is a relationship between sight and intellect. The 

brain can clarify distorted and unclear information.

LOW VISION DEVICES AND FACILITIES

1. Optical Devices

1. A Strong Magnifier

* A strong magnifier can help many Low Vision students to see the print clear.

* This can be useful to write the words and sign his name.

* Hand magnifiers, Stand magnifiers, Sheet magnifiers, Bar magnifiers, Illuminated 

magnifiers (using torch), Paperweight magnifiers, Plastic asperic stand 

magnifiers, Neck magnifiers, Head - borne magnifiers (small, single lens mounted 

in spectacles)

2. Glass with special prescriptions

* Bifocals, prisms, contact lenses, or other lenses combinations may be used at all 

times or at specified tasks .

* Children use small telescopes (hand held / placed in spectacle frames) to view 

the chalkboard and class demonstrations

* Sunviser....................... ............................. ‘............................... ...".. ....... ............ 5i““.

3. Tinted Lenses
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* Children with light sensitivity (Photophobia) may need to block out some of the 

light and glare in the environment

* They may need to wear dark glasses inside the room as well as out side

4. Visual Field Expanders - Mobility and orientation

5. Pocket Scope

* Provides light amplification under dim photopic and scotopic conditions. To 

alleviate symptoms of night blindness in retinitis pigmentosa

6. Electronic Magnification (Closed Circulate Television)

* For reading and writing tasks in students who had smaller fields and needs higher 

magnification

Il Now Optical Devices

1. White Board

* A small white board is helpful for writing short message

* A back felt tip pen and the white board makes a very good contrast

2. Writing Paper

* Avoid writing paper that is coloured or has pictures on it

* The pictures make it more difficult for the Low Vision students to see the paper

* White paper is more useful for writing

3. Signature Card

* A signature card be made by taking a small piece of card board and cutting a 

small rectangle into it.

* This can be useful to write the words and sign his name.

Dark Piece or Paper / Scale

* Place a dark piece of paper / scale under the line that is being read

* Move the paper down the book for each new line
f./

Pyposcope

* Cut a A-Vindow’ into a piece of cardboard and place it, over the line to be read.

121



* This will block out all other lines except the line that is being read.

* This also helps to reduce glare on the print page and improves contrast of the 

letter.

Black Ink Pen

* Write big letter and words with a dark ink pen on white paper

* Black ink pen / sketch pen will make the writing easier for the Low Vision students 

to see

Audio Recorder and cassettes

* It is easy to read a book by “ listening”

* Audio Cassette lessons are usually made available at your school Resource room.

Adjustable Reading Stand

* This helps to reduce postural tiredness by bringing the work closer tot he reader's 

eyes

Fluorescent High Lighter

* Usually preferred in yellow

* Placed over the printed page and it will lend to darken the print itself as well as 

increase the contrast of the back-ground paper.

Table Lamps

* With variable intensities and positioning, lams can provide the additional or 

dimmed illumination that a Low Vision child may require.

Large-Print Books

* For comfort for those children who cannot read regular print at close distance 

even with an optical aid, large-print is helpful

* Spacing between letters and lines is also important

Bold-line Paper

* ......For Low Vision students who find it difficult to see the lines on regular writing

paper, bold lines may be used.
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Album

* Album can be helpful to Low Vision students to learn the pictures, drawings 

notations, definition etc.

OTHER IMPORTANT ASPECTS ON LOW VISION SERVICES

Parents

1. Organize a general workshop or counsel parents about how to help their low 

vision children

2. Encourage parents to visit at any time

Routine eye examination and counselling

1. Reexamined atleast once in a year; Children with unstable / deteriorating eye 

condition should be seen more frequently

2. Schedule for examination

3. Control amount of physical activities of some low vision children

4. Develop understanding and realistic attitudes about own eye defect

5. Counselling to level of child's understanding

Record Keeping

1. Medical record

2. Educational progress record

Case conferences

1. Coordination and communication efforts of involved persons

2. Consistency of goals, objectives and approaches to visual behaviour

Visual Aids

1. Given proper training in its use

2. No all devices best for all purposes, at all distances for all Low Vision persons

Eligibility of Print

1. Maximum contrast; most visibility
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2. Paper with dull, non glare finish

3. Spacing between letters, words and lines

4. Thickness of individual letters

5. Avoid ornate and elaborate letters

6. Avoid cramped margins

7. Lay out of illustrations

8. Unduly long lines

Class Room Adjustments :

1. The Low Vision students, should be properly seated in respect of eye conditions 

and diseases

2. Usually the Low Vision children will be seated in the first row, of the class room 

preferably at the centre position.

3. Generally Low Vision students should be seated near the windows or doors, to 

get better light.

4. Some Low Vision students with photophobia illumination of light especially

Albinism should be seated at the centre of the class room.

14. TEXT BOOKS

* Encourage the Low Vision child to use the text books

* Underline the important words, sentences, paragraphs with help of dark ink 

pen in the lesson

1 5. C H A L K B O A R I) /BE A C K SE A I E

* 'The front row centre is usually a good seat for a Low' Vision student

* Black Slate is useful for w riting practice.

16. COMPUTER

* The micro computer operates on the manipulation of electronic signals, 
digitized information w hich y./n be presented by a video display terminal 
(VDT) voice synthesizer or Braille display.
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III. OTHER FACILITIES

1. GOOD LIGHTING

* Good lighting is important when trying to read

* The light should come from the sides - better from left side

* Adjustable lamps can be very helpful

* Sitting near the window may increase the amount of light

2. USE THE FINGER

* When reading a book it is sometimes difficult to keep the eyes on the correct 

line and follow the print.

* Use the finger to follow what is read.

The eyes cannot be damaged by using vision or 

holding things close to the eyes

125



INCLUSIVE EDUCATION 
IN INDIAN CONTEXT

Dr. M.N.G. Mani 
&

Dr. C. Jangaiah
VVliat is inclusive Education ?

In an ideal system of inclusive education, the general education itself should 
make the education of disabled children as its integral part. This implies that the 
general classroom teachers should be equipped with skills to address the educational 
needs of children with disabilities with minimum or no assistance of specialist resource 
teachers. This calls for strengthening the pre-service general teacher preparation 
programme with the inclusion of adequate component of the education of disabled 
children in the curriculum. Therefore, inclusive education means creating effective 
classrooms where the educational needs of all children are addressed irrespective of 
ability or disability. Most people feel that educating a child with disability in general 
school is inclusion but it can be treated as total inclusion only when the general 
classroom teachers take most of the responsibilities for the education of these children. 
If the disabled child's needs are taken care of only by a speicalist teacher in the 
general school, it is not total inclusion.

How is Inclusion different from Integration ?

The general educational system is acknowledging the fact that education of all
types of children including that of children with disabilities should come under the 
mainstream. In special school concept, the special education component is APART

? U i < > f J Special School

.•/ : in- . , iii/;; i ji ■ an

from the general education system, whereas in integrated approach. Vi is A PART of 
the general education. Inclusive education goes one step further. In this approach, 
the special education is an INTPGRAL PART of a general education system.
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Therefore, "Special School Concept" to "Inclusive Education" can be treated as 
an evolutionary process in services for children with disabilities.

To what extent the education documents in India emphasise Inclusive 
Education?

Introduction of education of children with disabilities in India can be traced 
back to the dawn of 19th century. Special school services in the country were initiated 
mostly by foreign missionaries. The concept of inclusion has been finding its reference 
in many national education documents in the post-independent period. The article 45 
of the Constitution of India is assuring better services to persons with disabilities. 
The Education Commission Report (1964-66) recommended placement of the disabled 
child, 'as for as possible' in ordianry schools. The National Policy of Education (NPE) 
r 1986) included a full chapter on 'Education of the Handicapped' and formulated 
guidelines for action. The NPE strongly emphasised the need for the expansion of 
integrated education programmes.

The centrally sponsored scheme of integrated education for disabled children 
(IEDC) which was introduced in 1974 got a fillip as a result of the NPE. Therefore, 
efforts for inclusion were persistently made. Though these national documents 
emphasised the need for services for persons with disabilities, the actual 
implementation of activities for the disabled was not satisfactory in the past.

To what extent is inclusion promoted through the Persons witth Disabilities 
Act 1995?

The issue of the services for children with disabilities is treated as human 
resources development with the introduction of the Persons with Disabilities (Equal 
Opportunities, Protection of Rights and Full Participation) Act 1995. As a result of 
this Act, services for children with disabilities is no more considered a welfare activity, 
rather it is treated as the right of the disabled child.

The main purpose of the PWD Act is to define responsibilities of the central 
government and state government with regard to services for disabled persons. The 
Act also ensures full life to disabled individuals so as to make full contribution in 
accordance with their disability conditions. Blindness, Low Vision, Leprosy-Cured, 
Hearing Impairment, Locomotor Disability, Mental Illness and Mental Retardation 
arc the seven disability conditions covered under the Act. As per the Act, the central 
and state governments shall ensure that every child with disability has access to free 
and adequate education till the age of 18. It also indicates that integrated education 
and special schools will have to be setup to meet the educational needs of children

1 27



with disabilities. Introduction of non-formal education, functional literacy schemes, 
provision of aids and appliances, education through open schools and universities, 
etc., are also stressed in the Act. It also indicates that the Government should create 
adequate teacher training facilities to prepare teachers for special and integrated 
schools. Development of research on assistive devices is also envisaged in the Act. 
Many schemes are being evolved at the national and state levels to implement this 
Act. Therefore, the PWD Act 1995 is strongly encouraging inclusive education 
concepts wherever possible.

What is the role of the Rehabilitation Council of India in Inclusion ?

In 1992, the Rehabilitation Council of India (RCI) Act was passed in the 
Parliament. The Act was created by the then Ministry of Welfare (presently known as 
the Ministry of Social Justice and Empowerment) to regulate the manpower 
development programmes in the filed of education of children with speical needs. 
Though RCI does not deal directly with the promotion of services at the school level, 
it has projected the need for massive manpower for facilitating education for all 
disabled children. The major responsibilities of the RCI are :

k s ’ To regulate the training policies and programmes in the field of rehabilitation of 
people with disabilities.

car To bring about standardization of training courses for rehabilitation professionals 
/ personnel dealing with people with disabilities.

o®’ To prescribe minimum standards of education and training institutions in the 
field of rehabilitation uniformly throughout the country.

To regulate these standards in all training institutions uniformly throughout the 
country.

To recognise institutions/universisties running degree/diploma/certificate courses 
in the field of rehabilitation of the disabled and to withdraw recognition, wherever 
facilities are not satisfactory.

To recognise foreign degree/diploma/certificate in the field of rehabilitation
J

awarded by Universities/Institutions on reciprocal basis.

To maintain a Central Rehabilitation Register of persons possessing the 
recognised re h a b i 1 i t a t i o n’ q u a 1 i fi e a t i o n. " -  -  ' ~;

To collect information on regular basis, on education and training in the field of 
rehabilitation of people with disabilities from Institutions in India and abroad.

128



«$■ To encourage continuing rehabilitation education by way of collaboration with 
organisations working in the field of rehabilitation of persons with disabilities.

The RCI has so far developed more than 50 courses and recognised more than 
100 institutions to offer special education and rehabilitation manpower development 
programmes in India. Institutes working in the area of disability are encouraged to 
develop manpower development programmes in specific categories, and recognition 
to the institutions is accorded when they comply witht the norms prescribed by the 
RCI. The enactment of RCI Act 1992 goes a long way in accrediting special education 
manpower development programmes in the country and bringing professionalism in 
serving persons with disabilities. The RCI's manpower projection is made with the 
purpose of facilitating education to all disabled children. Therefore, the inclusive 
education policy is supported by the RCI too.

What will be the role of special schools when inclusion expands ?

Special school concept is still an accepted model of education for children with 
disabilities in India and it will continue to be so in the years to come. Presently there 
are about 3000 special schools addressing persons with different disabilities. It is 
estimated that there are 900 schools for hearing impaired, 400 schools for visually 
impaired, 1000 for mentally retarded and 700 for physically disabled children 
(UNISED Report, 1999). The exact number of special schools is not fully known as 
there are many NGOs who run these schools and are not yet included in the lists 
available. However, the responsibilities of special schools are likely to change in the 
future. Some of the desired changes are :

1. They are expected to become resource centres to facilitate inclusive education.

2. They are in a better position to serve children with multiple disabilities. In the 
growing concept of inclusion the special schools have a vital role to play. Though 
inclusion is open to everyone, experiences in India reveal that some children 
may not cope with the inclusive setting. Children with additional disabilities, 
orphans, etc., need some alternative settings and special schools may equip 
themselves to serve these children.

What factors are vital for the success of inclusive education ?

1. Capacity building in the general education : For the effective implementation of 
inclusive education for all types of disabled children, general classroom teachers 
need training on understanding the educational needs of these children. It is ideal 
to teach about special needs children in the pre-service teacher preparation course 
itself. The curriculum framework of the National Council for Teacher Education
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(1998) indicates that the pre-service teacher preparation course should include 
content on special needs children. Teachers, thus trained, will be in a position to 
take care of the educational needs of children, special needs too in general 
classrooms if appropriate disability specific assistive devices are made available. 
The work of the general classroom teachers may be occasionally assisted by 
specialist teachers.

The existing teachers who have no exposure to education of children with special 
needs can be given inservice training for a period of 5-10 days to learn the 
following areas.

1. Definitions - Disabilities

2. Psychological Implications of disabilities

3. Learning behaviours of children with disabilities

4. Plus curricular activities

5. Assistive Devices

6. Preparation of teaching aids and learning materials

7. Adaptation of existing devices and instructional materials for children with 
disabilities.

8. Teaching methods

9. Evaluation procedures

The inservice courses may be offered to at least one teacher to begin with from 
each school and evenfully cover al general classroom teachers in a block. This 
initial investment on capacity building would be vital for making a strong base 
for inclusive education.

2. Adopting need based instructional strategies : Inclusive education does not mean 
just enrolling a child with disability in the regular classroom. The child should 
be given help to cope up with the regular classroom. Therefore, child -centred 
approach is needed. The ideal inclusive setting would enrol disabled children of 
all categories and also of different levels of disability. All of them may not require 
the same kind of assistance. Some may require guidance rarely whereas some 
others need continuous help. The children in inclusive education may be classified 
as follows :.................................................. </'............ _. ... .... ,..,= .
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A

Children with mild disabilities who can be handled 
by general classroom teachers with minimal training.

Children with mild/moderate disabilities who need 
counselling services.

Children with moderate/severe disabilities who need 
resource assistance including corrective aids and 
periodical help in academic areas.

Children with severe disabilities who require direct 
attention / preparatory assistance from the special 
teachers.

Therefore, need-based instructional strategies are imminent in the inclusive 
setting. The children in category D may require the assistance of special teacher to a 
large extent at the beginning to learn plus curriculum skills. Therefore, the extent of 
assistance should be decided on the basis of the instructional needs of the child. With 
the proper understanding of need - based instructional strategies, inclusive education 
will be successful.

3. Exchange of manpower and material resources : The success of inclusive 
education depends on how effectively all departments concerned can be involved 
in the total development of the disabled child. Inclusive education is a community 
involved programme and therefore, its quality depends upon the extent of 
interaction between the different functionaries of community development. The 
District Rehabilitation Centres, the ICDS workers, local hospitals, braille presses, 
speical schools, etc., are to be closely involved in the programme implementation.

I. Enlisting parents' and community's participation : Ideal inclusive edcuation 
programmes strongly insist on the importance of parental involvement in 
education. Parent - interact groups are important for augmenting the quality of 
inclusive education. The parental involvement not only enriches inclusion but 
also brings altitudinal changes about disability in the community.

Improving child-to-child learning : Though general classroom teachers and 
special teachers are available for providing services to children with disabilities 
in any locality, the influences of non-disabled children on the educational 
achievement ofdisabled children and vice-versa are noteworthy. In fact, the non
disabled children are the best teachers for enabling disabled children to develop 
proper concepts. The child-to-child learning also becomes relevant in India where 
the size of the classroom is fairly large. Inclusive settings should tap the child-
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to-child learning strategy effectively to improve the achievement of all children 
including that of disabled children.

6. Making the programme for children with disabilities an integral part of the 
general educational system : As stated earlier, the ideal inclusive education in 
India would be possible only when all general education teachers are capable of 
serving children with special needs. Till then, presence of a specialist teacher 
for a cluster of schools is inevitable. If inclusion is to be successful, the specialist 
teacher should be treated as a part and parcel of the general system. Often times, 
specialist resource teachers in integrated programmes are treated as additional 
members in the school and therefore, the assistance given by them to disabled 
children and treated as an add-on component to general education. This scenario 
should change. The specialist teacher should be treated as a teacher first and a 
specialist next. Until and unless this happens, total inclusion may not happen. 
Therefore, inclusion should take place to all levels.

What types of Services are provided in Inclusive Education ?

In inclusive education programmes in India, three types of services are directly 
or indirectly required by the disabled child.

Essential Services : The most essential services in an ideal inclusive setting are to 
be provided by the general classroom teachers, non-disabled children and parents as 
well. The concept of child-to-child learning, co-operative learning approaches, etc., 
have demonstrated that true learning can happen through interaction between the 
disabled child and all entities in the general school.

A sample list of essential services is as follows :

k s ' planning instructional strategies for children with disabilities.
Teaching content to them

o®' Maintaining attendance for curricular and plus curricular activities.
<®“ General discipline in the classroom
*®‘ Conducting examinations
v®' Evaluation

Facilitating child-to-child learning 
Taking progress of the child

i®' Consulting with special teachers about the plus-curriculum needs of disabled

children. - C ....... ........................ ..............
Interacting with parents of disabled children.

132



In an ideal inclusive setting, the general classroom teachers provide these 
services to disabled children. The terminology 'essential services' is used here because 
the disabled child cannot function well in inclusive setting without these vital services. 
When these vital services are provided by general classroom teachers the child would 
be able to get education in the local school itself even if there is no specialist teacher 
to attend to him/her.

Support services : The second type of service required in inclusion is the support 
service given by the fully qualified special teachers. These teachers provide necessary 
material support and occasional academic support to children with disabilities and 
also provide the needed consultancy to regular classroom teachers. The support 
materials are compulsory but providing academic support by specialist teacher need 
not be made mandatory. The support services include the following :

L'«' Identifying children with disabilities in the community 
•sf Teaching skills peculiar to disability wherever necessary 
t®- Assisting general classroom teachers if needed 
IJS' Arranging assessment for children with disabilities

Arranging learning materials for children with disabilities 
Arranging aids and appliances

o®' Monitoring the progress of the child through classroom teachers.

Peripheral Services : The third type of services are the one-time peripheral services 
which are adhoc in nature. Agencies such as hospitals, rehabilitation centers, and 
non-governmental organizations etc., can provide one-time services such as 
identification, assessment, counselling etc.

The types of peripheral services are as follows :

KsV Issuing medical reports
uff Providing social benefits

Arranging sponsorship to educational activities
ira Counselling to parents

These peripheral services are to be arranged by the heads of institutes of inclusive 

education programmes.

What are the existing practices of Inclusive Education in India ?

Both full-fledged inclusive education programmes and quasi-inelusive 
programmes are being practised in various forms by different organisations in India. 
Full-fledged inclusive education programmes in the country are only a few. Most ol
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the quasi-inclusive education programmes provide partial inclusion. At present, at 
least 7 implementing strategies of inclusive education are observed in India.

They are listed as follows :

1. Resource models where children with disabilities study in general schools and 
stay in hostels meant for non-disabled children.

2. Resource models where children with disabilities study in general schools and 
stay in hostels of the nearby special schools.

3. Resource models where children with disabilities study in general schools and 
stay with parents at home.

4. Semi-resource models or cooperative models where children with disabilities 
are taught only by the resource teacher in a separate class in a general school.

5. Itinerant model where a resource teacher visits the child in his/her local school 
and the child stays with parents.

6. Multi-category resource model where disabled children of different kinds are 
educated in a general school by the regular teachers and a specialist teacher.

7. Multi-category itinerant model where one speical teacher attends to the needs of 
disabled children of different categories in a particular locality.
An ideal inclusive education concept aims at facilitating total integration of 

the child in the community. The upcoming inclusive education programmes in India 
are avoiding separation of children with disabilities from their families for the purpose 
of education.

Tangible Experiences : Programmes aiming at inclusive education were launched 
by various organisations in India over the last two decades. The CBM International, 
Germany, one of the leading International Non-Governmental Organisations initiated 
inclusive education in South India in the year 1980. It organised a series of orientation 
programmes for. general classroom teachers and administrators about inclusive 
education. This enabled hundreds of general schools to enrol children with disailities. 
The CBM also helped local organisations in India to develop mechanisms for providing 
support services in the form of preparation of braille books, supply of aids and 
appliances, teaching aids, etc., to enrich the educational experiences of children with 
disabilites. As a result, disabled children are provided equal educational opportunities 
as well as equal educational experiences in general schools. The CBM supported 
inclusive education programmes are being implemented in 125 schools in the sourthern 
state of Tamil Nadu and more than .250.0children .with disabilities, mbst. of them 
blind and deaf, are benefited by the programme.
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A few projects supported by CBM in South India (Coimbatore and Adilabad 
Districts) are also attempting to provide inclusive education and comprehensive 
rehabilitation services to persons with disabilities through grass root level community 
level workers. The initial results of these projects are highly encouraging as the 
community level workers are able to provide appropriate services to children with all 
disabilities in the locality with the minimal assistance from specialists. Dependence 
on grass root level workers is becoming vital for augmenting inclusive education 

services in India.

The UNICEF through the National Council of Educational Research and Training 
(NCERT), sponsored a programme called Project Integrated Education for the Disabled 
(PIED) during the period 1987 to 1994 in 10 selected blocks in the States of Madhya 
Pradesh, Maharashtra, Nagaland, Orissa, Rajasthan, Tamil Nadu, Mizoram, Haryana, 
Municipal Corporation Delhi and Municipal Corporation Baroda. These programmes 
served nearly 6000 children with disabilities in the inclusive setting.

The coverage in this programme was as follows :

State VI HI MR OH Others Total

Tamil Nadu '52 95 84 224 67 522

Raj as tan 113 278 76 436 -- 903

Baroda 108 131 99 157 77 572

Maharashtra 48 90 39 118 85 380

Orissa 51 1 10 72 95 178 506

Mizoram 64 108 83 68 -- 323

Nagaland 53 77 19 63 15 227

Madya Pradesh 124 126 29 679 19 977

Haryana 99 123 64 543 -- 829

Delhi 63 88 90 257 33 53 1

Total 775 1226 655 2640 474 5800

The main objectives of the PIED were to prepare general education system to 
achieve the goal of education for all children including those with disabilities, develop 
an attitude of acceptance of children with special needs in the classroom and improve 
the achievement of all children including the ones with special needs. The PIED 
emerged as the first indigenous inclusive educational programme in India. The PIED 
experiences need to be replicated in the country.
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In what places can the inclusive education programmes work ?

Inclusive education programme can work everywhere. It can work in village 
schools, cities, primary, secondary and higher secondary schools. Inclusive education 
programmes can be implemented even in the most difficult places.

The inclusive education programme can work in over-crowded classrooms. 
In over-crowded classrooms, every child cannot be given individual attention, but 
learning takes place because the teacher assumes the role of facilitator and makes 
learning happen through peer-tutoring techniques and cooperative learning practices. 
A disabled child in this setting will be able to learn with the assistance of non-disabled 
children and the classroom teacher.

It can work in single teacher scools too !

In such schools, every child is a child with different needs and therefore, a 
disabled child is not singled out. Student-teaching-student-methodology makes 
inclusive education programme successful in these types of schools too.

Inclusive education programme is a reality in well equipped schools :

These schools are mostly situated in the urban areas. English medium schools 
too implement inclusive education programme. These school have well equipped 
resource rooms and aids and appliances. When inclusive education programme can 
work in over-croweded classroom and single teacher schools, it should certainly work 
in such well equipped schools.

Hilly region is no exemption either

Hilly regions depend mostly on general classroom teachers to provide timely 
assistance to disabled children. It provides such a scenario that the general education 
system should be adequately prepared to meet the needs of special children.

Inclusive education programmes is flexible in its implementation.

"It works in over crowded classrooms;

it works in single teacher schools; 

it works in well-equipped schools; and

it works in hilly regions too”

What types of Inclusion may be suggested for Indian conditions

India presents a huge variety in terms of topographical area, culture and 
resources. No single type of inclusion can b^’ prescribed and therefore, some sample 
hypothetical types of inclusion may only be suggested. The characteristics of each 
type and their corresponding characteristics may be given as follows :
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Type : 1

Characteristics :
■ Urban area which has a good number of schools.

■ Use of public transportation is not necessary since schools are located at a 
walkable distance.

Specifications :
■ Orientation training of 2-3 days' duration on 'disability management' needs to be 

provided to all teachers of all schools in the locality.

■ Special teachers, based on the needs, are to be recurited for the entire programme. 
The approximate ratio may be 1 special teacher for 20-25 disabled children of 
all categories and all levels.

■ Special teacher will be able to pay frequent visits to schools, based on the needs 
of disabled children.

■ Disabled children can be brought to a centralised resource room from time to 
time for providing plus-curricular skills.

■ Special schools in the area, if any, can be involved for the exchange of aids and 
appliances.

Characteristics :

■ Rural area/Sub-urban area which has adequate public transportation facility.

■ The schools arc linked by pucca or cacha roads.
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Specifications :

■ Orientation training for a duration of 5 days to all teachers needs to be provided.

■ Full-time specialist resource teachers have to be appointed.

■ More than one resource centre should be arranged on the basis of distance and 
not on the basis of the number of schools. For example, one resource centre may 
have eight schools whereas the other may have five schools.

■ Provision of support instructional methods becomes vital for disabled children 
of this programme as specialist teacher is not available often.

■ The specialist visiting teachers can use public transport.

■ Remedial training to disabled children may be given by the specialist teachers at 
blocks of time, may be half-a-day at a stretch in the general school.

■ As frequent visits by specialist teachers are not possible, regular teachers have 
more responsibility for both curricular and plus-curricular activities.

Type - 3

Characteristics :
■ Rural area/sub-urban area which has inadequate public transportation facilities.

Specifications :

■ More sub-resource centres have to be arranged in the locality on the basis of 
distance.

■ The resource teachers me be given bicycles for their transport.

■ Orientation training for a period of 5 days for general classroom teachers needs 
to be provided.

■ Intensive training for at least one teacher from each school for a duration of 15 
days can be given till all teachers receive training to handle children with

..........disabilities, .............. .. ..... .. .... .................................

■ Resource materials have to be provided in adequate quality.

■ Visits by specialist teachers need not be regular.
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■ Dependance of the disabled child on general classroom teachers is more.

■ Community level volunteers can also be involved for providing peripheral as 
well as support services to the disabled children.

Type - 4

Characteristics :

■ Hilly Region where transportation facility is either inadequate or not available.

Specifications:

■ Orientation training to all general classroom teachers is necessary.

■ Intensive training for a duration of 3 months is necessary for one teacher from 
every school. This teacher may act as the school -based resource teacher though 
he is not a full - fledged specialist teacher.

■ Special teacher visits one or two times in a week mostly to provide consultancy 
services to general classroom teachers and the school based resource teacher.

■ The dependence of the disabled child on general classroom teachers is maximum.

■ Adequate resource materials have to be made available in all schools where the 
disabled children are enrolled.

■ Community level volunteers and local service organisations have to be oriented 
so as to involve them in the services for the disabled children in the locality.

What needs to be done for the scaling - up of inclusive education ?

Various types inclusive education programmes are working well in the Indian 
condition. The replicability of these programmes for mass implementation 
depends upon many variables. If education for all in the case of disabled children 
is to be a reality, certain progressive steps have to be taken both at the Central as 
well as the State levels. They are enumerated as follows.:

I. Education of disabled children should be the responsibility of State

The centrally sponsored scheme of integrated education is creating an impression 
that disabled children are the responsibility of the Government of India whereas

1 39



education is a State subject. When State governments spend money on the 
education for disabled children, it is necessary that inclusive education for 
disabled children should also come under their jurisdiction. On an average two 
to three percent of the school going children can be estimated to disabled of any 
kind.

It can be inferred that the disabled children of all types in a 

particular state can be effectively served by two percent 

of the total number of teachers in the State.

The state governments must be persuaded to allot 2% of the general classroom 

teachers to serve as specialist teachers for disabled children who constitute 2- 

3% in the total school population and it is desirable that the state governments 

pay the salary of specialist teachers from the state funds. Allotment to special 

education in comparison with the general education is not only a meagre budget 

but it is within the expenditure limits of the states. When the state governments 

generally meet the salary of the 98 general teachers, paying the salary of two 

special teachers may not be a liability at all. Centrally sponsored schemes may 

be used for adhoc grants such as aids and appliances, construction of resource 

rooms, etc., whereas the state governments should come forward to meet the 

salary of special teachers. By doing so, the special education system will become 

an integral part of the general education system and therefore, inclusive education 

would become a natural process.

2. Recruitment pattern of special teachers for inclusion.

It is ideal to have a combination of specialists and multi - category teachers in 

each block to support the general classroom teachers to facilitate inclusive 

education. For example, if a block requires 10 specialist resource teachers, there 

can be 4 specialists and 6 multi- category teachers. The four single-speciality 

teachers may be drawn one each from the areas of visual impairment, hearing 

impairment, mental retardation and orlhopcdically handicapped. These resource 

teachers when available within a block can very well meet the educational needs 

of even the severely disabled children, fhe multi - category teacher may have

. functional expertise in at least three disability areas including learning disability.

A good combination of such specialist resource in India. As is evident, the 
conv entional resource room model will become irrelevant in most of the places
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Block level Education Officer

HI’* '

VS - Specialist teacher in Visually Disability

HS - Specialist teacher in Hearing Impairment

MRS - Specialist teacher in Mental Retardation

OHS - Specialist teacher-theraphist in Orthopedic handicapped

MCT - Multi-category teacher

S - School
Cd . .

VI - Severely visually impaired child in the school

HI - Severely hearing impaired child in the school
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in India and itinerant or combined models would become relevant for the 

expansion of inclusive education. A diagrammatic presentation of the recruitment 

pattern of special teachers can be described as follows:

In the proposed recruitment pattern, a single category specialist teacher too is 

responsible for one cluster of schools but the schools under his/her jurisdictions 

may be fewer than the schools prescribed for one multi-category teacher. In this 

pattern, (he specialist can attend to the severely disabled child enrolled in other 

schools of the block. This combination not only improves education of disabled 

children within the block but will also bring the institutions on single specialities 

and multi-category disabilities much closer in complementing their services.

3. Projection of National Manpower Needs

The total number of teachers for primary to higher secondary level as per the 

MHRD data for the year 1997-98 is approximately 46 lakhs. Assuming that the 

present need is approximately 50 lakhs, a large number of orientation programmes 

are to be conducted for these teachers, to sensitive them about the methods of 

teaching disabled children. Till then, it is vital to have specialist teachers for 

clusters of schools to provide support services as a part of inclusion.

On the basis of 2% requirement, about 1, 00,000 specialist teachers may be

required to serve disabled children up to higher secondary levels. With this estimate 

and the proposed staff recruitment pattern, (40% specialists and 60% multi - category 

teachers), there will be a need for the following specialists and multi-category 

personnel to serve all disabled children of India.

Teacher of Visually Impaired (10%) 10000

Teacher of Hearing Impaired (10%,) 10000

Teacher of Menially Retarded (10%) 10000

Teacher of Orlhopaedically Handicapped (10%,) 10000

Teacher of Multi - category Disabled (10%) 10000

Therefore, the manpower need for inclusion is tremendous. The single 
specialization institutes in India are not preparing more than 300 teachers per year in 

each disabi I ily area. At this rate tliese institutes wi 11 take sev era! decades to train the
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