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Abstract
The aim of this article is to increase awareness of language practices in the deaf community that affect communication needs 
and health outcomes, focusing particularly on the prevalence of bilingualism among deaf adults. Language deprivation and 
poor health outcomes in the deaf population are risks that cannot be addressed solely by hearing intervention. We propose 
that bilingualism acts as a protective measure to minimize the health risks faced by deaf individuals. Provision of culturally 
and linguistically appropriate services to deaf stakeholders, and particularly hearing families of deaf children, requires 
familiarity with the developmental and social ramifications of bilingualism.
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Significance

What is already known on this subject? The majority of deaf 
individuals are bilingual in a signed and a spoken/written 
language, but the needs of this population have yet to be 
addressed with respect to eliminating health inequalities that 
affect minority populations.

What this study adds? This article provides an overview 
of deafness and bilingualism as an avenue for increasing 
awareness of language practices in the deaf community that 
may influence communication needs and health outcomes.

Growing awareness of bilingualism in the US population 
has spurred policy developments to address the unique 
health needs of individuals who use more than one language 
in daily life. Specifically, the U.S. Department of Health 
and Human Services now provides guidance to health care 
professionals through national standards for culturally 
and linguistically appropriate services (CLAS) in order to 
eliminate health inequalities that affect minority populations 
(https​://think​cultu​ralhe​alth.hhs.gov/clas). The purpose 
of these standards is to advance health equity, to improve 
quality of health care, and to help eliminate disparities. 
However, these guidelines have not explicitly acknowledged 

members of the deaf community as a target population, 
despite the fact that the majority of deaf individuals are 
bilingual in a signed and a spoken/written language. In this 
article, we provide an overview of deafness and bilingualism 
as an avenue for increasing awareness of language practices 
in the deaf community that may influence communication 
needs and health outcomes. First, we provide a brief 
overview of recent research on bilingualism and deafness. 
Second, we explain how bilingualism can function as 
a protective measure to minimize the risk of language 
deprivation and barriers to accessing to health information. 
Physicians who are interested in learning more about this 
topic, including evidence-based responses to frequent 
questions from parents are referred to a series of articles by 
Humphries and colleagues that systematically address the 
importance of early and accessible language exposure for 
children who are deaf or hard-of-hearing (Humphries et al. 
2012, 2014a, b, 2016, 2019).

The Deaf Community is a Bilingual 
Community

For much of the twentieth century, bilingualism was viewed 
within the United States with skepticism, either due to 
the fear that individuals who spoke languages other than 
English might have divided loyalties (Joseph 2016), or due 
to a long-held misconception that bilingualism interfered 
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with language development and processing (Roberts 1939). 
Recently, however, bilingualism has become popular in 
science and in the broader public. The demand for bilingual 
education by monolingual families has far outstripped supply 
(García Mathewson 2017). Two important insights to emerge 
from the recent attention to bilingualism are that (1) children 
acquiring two languages simultaneously do not experience 
confusion or conflict between them (Guiberson 2013; Hoff 
and Core 2015), and (2) bilingual adults effectively process 
language even though both languages are always active, even 
in monolingual settings (Dijkstra and Van Heuven 2002; 
Kroll et al. 2014). These findings suggest that there is no 
cost to bilingualism in terms of developmental or cognitive 
outcomes. For minority communities, however, there are 
considerable physical and mental health benefits to knowing 
and maintaining connections to minority languages and 
cultures (Schachter et al. 2012; Whalen et al. 2016). When 
considering the deaf community, what are the “costs” and 
“benefits” of bilingualism?

As a medical practitioner discussing bilingualism with 
members of the public, it is important to be familiar with 
common misconceptions (Grosjean 2010). For example, 
within the US, it is still common to believe that being 
monolingual is “normal” and being bilingual is not. 
Many people also assume that the term “bilingual” only 
refers to people who have equal and full proficiency in 
two languages. These common misconceptions are not 
supported by demographic studies. In fact, just the opposite 
is the case (Grosjean 2010). Bilingualism is the norm 
today in most parts of the world outside the US, and it is 
rare for bilinguals to have equal proficiency levels in their 
two languages. Instead, bilinguals often shift in language 
proficiency across the lifespan depending on how frequently 
and for what purposes they use each language. For example, 
bilingual children may know the word for “pajamas” 
in only one language, because they only need to say this 
word at home; by contrast, they are likely to know a phrase 
like “Look at me!” in both languages since they need to 
coordinate attention with others in every context. Another 
common misconception about bilingualism is that bilingual 
children are delayed relative to monolingual children. This 
perspective may arise from comparisons of bilinguals and 
monolinguals on the language used by the monolingual 
(i.e., assessments in English only). Such comparisons 
ignore part of the bilingual’s language competency, and can 
reinforce discriminatory views that minority languages are 
less valuable or important than the dominant language in a 
society.

The evidence drawn from many studies of bilingual 
language development indicates that children acquiring 
two languages are not confused or substantially delayed 
by bilingual input (Guiberson 2013). Studies comparing 
vocabulary development of monolingual and bilingual 

children that evaluate both languages of bilinguals 
demonstrate that the rate of vocabulary development is not 
an essential difference between the two groups (Bedore 
et al. 2005; Patterson and Pearson 2004; Pearson et al. 1993; 
Petitto et al. 2001). Further, bilingual children are less likely 
to be inappropriately identified as language disordered if 
both languages are included in language assessments (Core 
et  al. 2013). Some people worry that exposure to two 
languages can be confusing, and refer to mixed utterances 
with derogatory terms, such as “Spanglish”. Episodes of 
code-switching, or code-blending in the case of a signed 
and a spoken language, are a natural behavior of bilinguals, 
and even evidence that speakers are sensitive to grammatical 
and sociolinguistic constraints in both languages (Baker and 
Van den Bogaerde 2008; Meisel 1994). Mixed utterances are 
not an indication that bilingual children are confused.

Grammatical development in bilingual children, like 
vocabulary development, is influenced by amount of 
exposure to each language (Thordardottir 2015). When 
exposure is unbalanced, then bilingual grammatical 
development keeps pace with monolingual development only 
in the dominant language. However, when bilingual children 
have balanced exposure to two languages, their grammatical 
development in each language falls within the (admittedly 
highly variable) monolingual norms. Bilingual children’s 
grammatical competence is not identical to monolingual 
children’s because their language competence is distributed 
across two languages (Hoff and Core 2015). Some studies 
identify areas of earlier or faster development in bilinguals 
that arise as a result of being exposed to multiple language 
systems, such as earlier metalinguistic awareness, faster 
lexical development in some instances, and greater cognitive 
flexibility (Bialystok and Feng 2009) as well as increased 
attentional and inhibitory control (Costa et al. 2008).

Being Bilingual in a Signed and Spoken/
Written Language

There is a long tradition of bilingualism in the deaf 
community, but only recently have scientists and community 
members considered knowledge of a signed and a spoken/
written language to be a form of bilingualism. For example, 
in the US, most deaf adults use both American Sign 
Language (ASL) and English every day. Deafness is also 
associated with a risk of language delay (Yoshinaga-Itano 
et  al. 2017) and language deprivation (Hall 2017), and 
this concern should be central to initial discussions about 
language and development of deaf children in medical 
settings. The early hearing detection and intervention 
(EHDI) guidelines (hearing screening by 1 month, diagnosis 
of hearing loss by 3 months, and intervention by 6 months 
of age) are designed to promote early exposure to language 
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for deaf infants. Language delay and language deprivation 
are caused by insufficient exposure to language, not by 
hearing loss per se (Hall 2017). Yoshinaga-Itano and 
colleagues found that achieving all three targets of the 
EHDI guidelines is a significant predictor of vocabulary 
size of deaf toddlers ages 8–39 months, whether parents 
use spoken language, signed language or both. Physicians 
and families may not realize that early exposure to language 
is essential for all language development, including signed 
language. For a deaf child, the late addition of a signed 
language is not adequate for healthy language development. 
Signed language development, just like spoken language 
development, requires early, high quality language input 
(Mayberry et al. 2002; Morford and Hänel-Faulhaber 2011). 
Language fluency in each language of a bilingual depends 
upon the amount of exposure the child experiences. The 
framing of initial discussions about hearing and language 
outcomes with parents of deaf infants is critical to their 
ability to make an informed decision.

Physicians and families may make faulty assumptions that 
language access will be resolved by improving access to 
sound, but no currently available interventions for hearing 
loss can guarantee sufficient exposure to language through 
audition alone (Humphries et al. 2012; Niparko et al. 2010; 
Pisoni et al. 2011). The risk of language deprivation makes 
it essential to identify and adopt a plan to ensure exposure 
to language, not sound, as early as possible regardless of the 
approach taken to address hearing intervention (Hall 2017). 
Exposure to both a signed and a spoken/written language 
is one way to guarantee accessible language input. Hearing 
families may feel more comfortable focusing on a spoken 
language that they already know; this decision, however, 
places the burden on the deaf child to acquire a language that 
may not be fully accessible. Exposure to a signed language 
will involve more work for hearing parents who will need 
to take classes or invite individuals fluent in sign into their 
home, but it is one way that parents can accommodate to 
the needs of their deaf child, sharing the effort to create 
accessibility and shared communication for all members of 
the family.

A common misconception is that exposure to both 
a signed and a spoken/written language could cause 
confusion. Humphries et al. (2014a) conducted a meta-
analysis of prior studies on developmental language skills 
in deaf children to investigate whether there are effects of 
sign language acquisition that detrimentally affect their 
acquisition of spoken and written languages. They found 
no evidence that sign language acquisition is harmful to the 
acquisition of a spoken/written language. On the contrary, 
numerous studies indicate that exposure to each language 
can promote development of the other (Davidson et al. 2014; 
Hassanzadeh 2012; Krausneker 2008; Mounty et al. 2014; 
Watkins et al. 1998; Yoshinaga-Itano 2006).

Studies of deaf bilingual adults provide additional support 
for the idea that there is little cost, and much to gain, by 
promoting bilingualism in the deaf population. Research 
demonstrates that bilingualism is largely comparable in 
hearing and deaf bilinguals. In fact, the inclusion of deaf 
bilinguals in research on bilingualism has heralded new 
insights into the nature of bilingualism. One of the most 
important findings to emerge from the recent investigation 
of bilingualism is that bilinguals’ two languages are always 
active, even in monolingual settings (Dijkstra and Van 
Heuven 2002; Kroll et al. 2014). Studies of deaf bilinguals 
have enhanced our understanding of this phenomenon. 
When bilinguals read, listen to, or speak one of their 
languages, psychologists find evidence in their behavior and 
brain activation patterns indicating that the other language 
was also active (e.g., Hoshino and Kroll 2008; Marian and 
Spivey 2003; Thierry and Wu 2007; Wu and Thierry 2010). 
The same is true for deaf bilinguals, even though their 
two languages don’t share words that sound alike or that 
are written alike (Meade et al. 2017; Morford et al. 2011; 
Quandt and Kubicek 2018). Research on deaf ASL-English 
bilinguals has been replicated and extended to signers of 
other signed languages, including German Sign Language 
(Kubuş et al. 2015), Italian Sign Language (Bonsignori and 
Demestre 2018), and Mexican Sign Language (Mendoza 
and Jackson Maldonado 2020). Although deaf bilinguals 
were activating two languages during these studies, 
they completed the task as fast or faster than the hearing 
monolingual control group. In other words, adult signing 
bilinguals are highly efficient at processing their languages, 
even when they are activating more word forms than 
monolinguals in the same situation.

Very little is known about language processing skills in 
bilingual children relative to bilingual adults. One recent 
study attempted to address this gap by investigating whether 
deaf school-aged children activate signs while reading 
English words. Wilkinson et  al. (2018) presented deaf 
and hearing middle school students with pairs of English 
words and asked them to decide whether the words were 
related in meaning or not. Like bilingual adults, the deaf 
children processed the English words differently if their 
ASL translations looked similar compared to when they 
did not. Hearing children with no knowledge of ASL did 
not show the same distinction in processing. An unexpected 
finding of the study was that the deaf bilingual children 
were significantly faster than the hearing monolingual 
children, even though the task was entirely in English. The 
investigators attributed this latter finding to optimized visual 
attention in the deaf participants.

Taking a closer look at the language profile of middle 
school ASL-English bilinguals, Amador et al. (2019) found 
that different factors were associated with proficiency in 
ASL and English for deaf children with hearing vs. deaf 



1333Maternal and Child Health Journal (2020) 24:1330–1338	

1 3

parents. The strongest predictor of ASL proficiency among 
deaf children with hearing parents was how many family 
members signed at home. Frequently, deaf children will rely 
on a single family member, often the mother or a sibling, to 
communicate with others. Amador et al.’s findings suggest 
that deaf children with families who are just learning to sign 
have the best chance of strong mastery of a signed language 
when the whole family joins in.

By contrast, deaf children with deaf parents showed little 
influence of this factor due to the consistency across such 
families in the high level of signing proficiency. However, 
deaf children with deaf parents exhibited stronger ASL skills 
if they attended a pre-school where ASL was a language of 
instruction. Similarly, Henner et al. (2016) report that ASL 
proficiency is greater in deaf children learning ASL from 
their deaf parents if they attend schools where ASL is a 
language of instruction prior to the age of 12. These are the 
first studies to report that deaf children with deaf parents 
cannot simply rely on parental input for strong language 
outcomes in their children. Exposure at home is ideal, but 
language development is enriched by exposure to language 
in other settings as well. Physicians caring for deaf children 
from signing deaf families should keep in mind that hearing 
bilingual children acquiring spoken languages benefit from 
increased opportunities to use both languages. The results 
from Amador and colleagues suggest that deaf children 
acquiring ASL at home will have stronger proficiency in 
ASL if they are also exposed to ASL outside the home.

The English proficiency of the deaf children with hearing 
parents in the Amador et al. study was positively associated 
with parent education level. Comparable effects have been 
reported for hearing children acquiring spoken languages 
(Hoff-Ginsberg 1991). Korat and colleagues (2013) propose 
that the home literacy environment of higher socioeconomic 
status parents provides many more opportunities for children 
to engage in literacy activities, and hence, to become familiar 
with written words. This may be particularly important for 
deaf children’s acquisition of the spoken/written language 
of their home since books provide a visual model of the 
spoken language their parents use every day as a primary 
language. By contrast, there was no single factor that was 
strongly associated with the English proficiency level of 
the deaf children with deaf parents. Recall that English 
proficiency was higher for deaf children with deaf parents 
than for deaf children with hearing parents. The lack of 
association between demographic variables such as parent 
education and type of school with English proficiency levels 
suggests that deaf children with deaf parents do not follow 
a single path to proficiency in the spoken/written language 
of their communities as other children might. Some deaf 
parents may have sufficient knowledge of speech to teach 
their children English through spoken interactions; some 
may use fingerspelling to create links between English 

orthography and ASL knowledge; some may rely primarily 
on reading; others may expect their children to learn English 
at school. Whatever the avenue to learning the spoken/
written language, the generally higher level of English 
proficiency in deaf children with deaf parents suggests that 
early exposure to ASL enhances the later mastery of another 
language, in this case English (Mayberry and Lock 2003).

To summarize, bilingualism is the norm in the deaf 
community. When deaf infants are exposed from an early 
age to a rich model of both a spoken/written and a signed 
language, they can master both languages with support 
from their families and communities (Davidson et al. 2014). 
There are many studies that indicate that each language is 
enhanced by development of the other language, and that 
early exposure is the most important factor in ensuring high 
levels of language proficiency for both spoken/written and 
signed languages (Mayberry and Lock 2003). Each family 
must carefully consider a communication approach that 
fits their child and their family, taking into account that 
improvements in “hearing” do not guarantee improvements 
in “language” for deaf children. Bilingualism is an option 
that protects against the risks of language delay and language 
deprivation.

The goal of the culturally and linguistically appropriate 
services (CLAS) guidelines is to eliminate disparities 
in health care. In order to achieve this goal for the deaf 
community, it is necessary to improve early detection not 
only of hearing loss, but also of language delay or risk of 
language deprivation. Similarly, it is essential to increase 
disease prevention by implementing practices that minimize 
the risk of language deprivation and linguistic isolation. 
We turn now to a discussion of the consequences of poor 
language outcomes in childhood for health outcomes in deaf 
adults.

Importance of Language for Health Literacy 
and Health Outcomes

For hearing parents who have just learned that their newborn 
is deaf, deciding whether to teach their child a spoken 
language, a signed language, or both may seem to be 
primarily about how they will communicate with their child, 
and what type of schools their child will attend. However, 
the implications are much greater, and will extend across 
the lifespan. Deaf people suffer some of the poorest health 
statuses and health outcomes of the general population in 
the US (Barnett 1999). This includes higher prevalence of 
cardiovascular diseases (Smith et al. 2015), depression and 
anxiety (Hindley et al. 1994), domestic violence (Merkin and 
Smith 1995), sexually transmitted diseases (Pick 2013) and 
more limited access to health services (Barnett and Franks 
2002).
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There are several reasons for these poor health outcomes, 
but they are not attributable to an inability to perceive 
sound, per se. Language and communication barriers, by 
contrast, pose a serious and lifelong threat to health literacy 
and knowledge, and to the development of healthy lifestyle 
practices. Navigating the health care system is heavily 
dependent upon linguistic skills needed for communicating 
during appointments, and for understanding the diagnosis 
and treatment described by physicians. Language 
deprivation undermines patient-physician relationships, 
and can impact higher cognitive functions such as memory, 
abstract reasoning and executive function that are essential 
for engagement in their own medical care. McKee et al. 
(2015) found that deaf patients were 6.9 times more likely 
to have lower general health knowledge compared to hearing 
patients, suggesting linguistic and social barriers contribute 
to inadequate knowledge about health.

A simple and effective way to improve health outcomes 
is for physicians to recommend to parents of deaf children 
that they request an interpreter during medical appointments 
with their deaf child even if they—the parents—do not need 
an interpreter to interact with the physician. Interpreters 
support the developing self-efficacy of deaf children by 
allowing them to participate in their own health care, learn 
the purpose and structure of visits to the doctor, and observe 
appropriate dialogue in the medical setting. Interpreters 
can help parents to maintain clear communication in a 
context where they may feel overwhelmed by the healthcare 
decisions they are faced with. Finally, parents can learn 
from interpreters how to talk about the body and health-
related topics with their child, which can positively impact 
treatment fidelity and future interactions around illness and 
health in the home environment.

Hearing people acquire as much as 70–90% of their 
knowledge through incidental learning opportunities 
(Marsick and Watkins 2001), such as overhearing family 
members or friends discussing a decision or an experience, 
or how they responded to a certain situation. Most deaf 
individuals do not have the opportunity to benefit from these 
unplanned learning opportunities. Instead, deaf individuals 
are accustomed to experiencing the “dinner table syndrome” 
where they are surrounded by people who are conversing 
in a spoken language, and they are left out and unable to 
participate in the interaction (Hall et al. 2018, p. 2). This 
experience affects all deaf individuals regardless of type or 
degree of hearing loss and language use (Convertino et al. 
2014). Even hearing people have difficulties understanding 
spoken conversation in some settings. That experience is 
magnified for deaf individuals. Deaf communities have 
responded to this characteristic of deaf experience by 
intentionally sharing newly acquired information that others 
may not be aware of. A deaf person who socializes primarily 
with hearing people may not even realize that gaps in 

information are a common experience for deaf individuals, 
and that it is possible to develop pro-active behaviors to 
share information that is not as widespread.

The effect of lost opportunities for incidental learning 
is particularly harmful when communication barriers exist 
between parents and their deaf children. For example, when 
deaf children are experiencing illness, they will not be able 
to learn about prevention and treatment from their parents’ 
explanations if they do not have a shared language, or if 
parents struggle to communicate with their child. Further, 
a lack of easy communication with parents makes it less 
likely that deaf teenagers will ask questions about sensitive 
topics such as sexually transmitted diseases. Finally, many 
deaf adults have limited awareness of their family medical 
history due to missing out on family conversations about 
medical issues of various relatives and family members 
(Barnett 1999).

When physicians and families are discussing intervention 
options for deaf children, physicians need to help families 
understand the connection between communication patterns 
at home and their deaf child’s health and well-being. 
Decisions about the languages that deaf children will learn 
in early life rarely involve deaf people themselves. Instead, 
parents typically rely on medical experts for advice on how 
to communicate with their deaf children. Paradoxically, 
the people deciding what languages deaf children will use 
have minimal experience interacting with deaf people. 
What many do not realize is that the language choices that 
physicians and parents make on behalf of deaf children 
ultimately impacts the health and well-being of deaf adults.

Bilingualism as a Protective Factor

How can physicians facilitate the development of clear 
communication in families with deaf children and 
promote positive health outcomes for deaf individuals 
across the lifespan? We propose that bilingualism can 
be a protective factor when viewing deafness in a public 
health perspective. The greatest health risks to deaf 
children are language deprivation and lack of access 
to health information through poor communication. 
Bilingualism promotes maximum access to language and 
social networks. Once language fluency is established in 
two or more languages, and social networks are robust, 
deaf individuals can choose for themselves which 
languages to use in which contexts. Bilingualism is 
empowering to deaf individuals. Social networking in 
the deaf community is the gateway for deaf children who 
acquire a signed language not only to learn the language, 
but also to gain access to the accumulated knowledge of 
the deaf community about how to function in society as 
a deaf person with respect to both the physical and social 
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dimensions of deafness. The well-being of deaf people is 
intrinsically tied to their social connections through which 
they share their deaf experiences. Knowing a language 
that is fully accessible to deaf people gives deaf children 
the opportunity to benefit from generations of experience.

Hearing people often perceive deafness as a form of 
sensory “deprivation”—but an individual who has never 
experienced audition does not notice any loss of sensory 
input. Individuals who are deaf across the lifespan interpret 
experience through the existing sensory modalities, 
particularly the visual modality (Hauser et al. 2010). Deaf 
people engage in highly adaptive behaviors in order to 
function effectively with the sensory input that is accessible 
to them. These adaptive behaviors are shared through social 
networks of deaf individuals, which is why knowledge of a 
signed language impacts quality of life across the lifespan.

Networks of formative social relationships are the source 
of social capital, that is, the benefits accruing to an individual 
through social networks on the basis of reciprocity and trust. 
Individuals participate in many different social networks. 
Some are groups of highly familiar people who bolster our 
sense of identity and self, while others include more diverse 
sets of people and encourage us to broaden our identity and 
to tap new sources of social power and recognition (Putnam 
2000). Wilkens and Hehir (2008) found that greater language 
proficiency was associated with a stronger ability to build 
social networks, and subsequently, with greater social capital 
in deaf and hard-of-hearing adolescents. In a study of 107 
middle-aged and older deaf adults, Gerich and Fellinger 
(2012) found that a higher quality of life was correlated 
with social network size, whether the composition of the 
network was deaf or hearing. Moreover, the size of deaf 
and hearing networks were correlated. However, it was the 
size of the deaf networks that best accounted for variation 
in quality of life scores. In other words, deaf adults who 
have large social networks of deaf people report the highest 
quality of life, and are more likely to develop and maintain 
larger social networks of hearing people as well. Networks 
of social relationships among deaf people may be perceived 
by hearing people as limited and impoverished. Thus, it 
might be tempting to conclude that deaf people who use 
signed languages have weaker social capital, mostly because 
they may not be integrated into hearing communities and 
because of the relatively small and scattered population 
of sign language users. Despite the sparse distribution 
of deaf people, however, the scarcity of opportunities to 
interact with other individuals fluent in a signed language 
can actually act to strengthen social capital—it motivates 
the community to be more tightly knit and supportive as 
community members typically seek each other out. And 
as the results of Gerich and Fellinger demonstrate, social 
capital in one community promotes obtaining social capital 
in other communities.

While bilingualism can function as a protective factor, 
there are negative impacts of the disparagement of signed 
languages within medical settings or social contexts. The 
literature has amply demonstrated that the lack of access to 
information in the languages preferred by minority linguistic 
communities has a harmful impact on their health and 
well-being (Benoît and Van Kemenade 2017; Pick 2013; 
Steinberg et al. 2006). Signed languages are even more 
susceptible than other minority languages to being under-
valued. Not providing information translated into signed 
languages reflects an attitude and perspective of the medical 
profession of not valuing deaf people. In other words, a lack 
of signed language materials is a form of rejection of deaf 
people’s well-being, including their physical health, by the 
medical profession, which leads to serious consequences 
for deaf people. Similarly, when parents of deaf children 
try to prevent their children from being exposed to signed 
languages, this contributes to language shaming and cultural 
rejection of deaf people and the deaf community. This 
language ideology even permeates the linguistic minority of 
sign language users such that some deaf people themselves 
take the view that their signed language is subpar, even if 
it has legal protections, compared to the dominant spoken/
written language (Haualand and Holmström 2019). By 
contrast, a family’s openness to bilingualism conveys their 
acceptance of deafness, the ways of the deaf community, and 
the language of the deaf community. This communicates to 
deaf children that their families accept and embrace them.

The societal response to deafness can also convey implicit 
negative messages to deaf children, from the assumption 
that deaf people should adapt their behaviors to “fit” with 
the hearing majority, to the high praise afforded deaf 
individuals who produce comprehensible speech. These 
societal behaviors shape the way that deaf people view the 
world, and their place in that world. As with other minority 
communities, some deaf people have pushed back against 
societal prejudice, and formed ways of being that are rooted 
in respect and acceptance of each other’s difference from the 
societal norms. Building networks of social relationships 
that are affirming, for example, is one way that some 
members of deaf communities resist othering by individuals 
and groups unfamiliar with deafness, or negatively inclined 
toward deafness.

The debate on the habilitation of deaf people has 
traditionally revolved around how to “integrate” deaf people 
into hearing society, and for many, speech is perceived as 
the gateway for deaf people to elevate their quality of life. 
By this view, it is appropriate for deaf children to allocate 
all of their cognitive capacity to learning speech. However, 
this framing places the burden on deaf people, not hearing 
people, since deaf people are left to accommodate hearing 
non-signers, not only by using a language production 
mode that is poorly-matched to their sensory experience, 
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but also through the tacit assumption that they will “fill in 
communication gaps and expend considerable cognitive load 
deciphering those gaps” (Blankmeyer Burke 2015) when 
the hearing non-signer’s speech is not fully comprehensible. 
A new perspective to emerge from deaf philosophy and 
bioethics is that it is not just a question of whether deaf 
children can acquire spoken language, but what social 
and linguistic conditions contribute to a “flourishing deaf 
life” (Blankmeyer Burke 2011, 2015). What can parents 
of deaf children do to support their physical and cognitive 
development, and also their social well-being and sense 
of themselves as valued individuals? Blankmeyer Burke 
argues that discarding the option of a flourishing deaf life, 
even if unintentional, is an “incalculable loss” not only for 
individuals but also their community and the society at large. 
Blankmeyer Burke’s (2015) analysis of the impact on deaf 
people of the lack of access to signed languages resonates 
with what has been discussed about linguistic vitality and 
public health in other populations.

In closing, bilingualism is widespread across the globe, 
and is the norm in the deaf community. Children acquire 
multiple languages with little difficulty as long as they have 
early and regular access to those languages. Acquisition of 
signed languages by deaf children has predictable positive 
developmental outcomes; acquisition of spoken languages 
by deaf children has variable outcomes, and positive 
outcomes are not guaranteed by hearing intervention. The 
benefits of bilingualism to identity formation and to the 
development of social capital across multiple communities 
for deaf individuals are incalculable. An inability to perceive 
sound does not cause the poor health outcomes documented 
in the deaf population; the greatest risk to health and well-
being of deaf people is the risk of language deprivation and 
the risk of being isolated due to communication barriers. 
Bilingualism empowers deaf individuals to choose for 
themselves the life that will allow them to flourish.
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