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ABSTRACT 

Deaf children often lack signed language competence due 

to a lack of a rich linguistic environment in their homes 

during the critical language acquisition period. In order to 

facilitate language development in deaf children, signed 

language development programs should be staffed with 

appropriate personnel with a background in ASL acquisition. 

The American Sign Language (ASL) Specialist model has been 

proposed to meet the linguistic needs of deaf children. 

Results of the survey indicate that there are some positions 

in American deaf education that partially meet the proposed 

model. The objectives and responsibilities of those 

positions need to be refined so that the focus of the 

position is to facilitate linguistic, cognitive, social, and 

emotional development in deaf children prior to their 

learning English as a second language. This thesis also 

explores the possibility of establishing standards for a new 

profession of ASL Specialist. 
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II. INTRODUCTION: LINGUISTIC ACCESS AND DEAF CHILDREN 

A Strong language base is widely accepted as the most 

important goal for deaf children to achieve prior to or 

during their schooling (e.g., Liben, 1978; Quigley & 

Kretchmer, 1982; Quigley & Paul, 1984). By implication, deaf 

children often lack the needed language competence vital for 

their education; and this is especially true since the 

majority are born to non-signing hearing parents (e.g., 

approximately 90% of the population). Only the minority of 

deaf children have the privilege of growing up in a rich 

linguistic environment; most likely this occurs if the child 

has one or two deaf parents (Meadow, 1972; Rawlings, 1973; 

Trybus and Jensema, 1978; Karchmer, Trybus, & Paguin, 1978). 

The language system that this minority of children is exposed 

to is both signed and naturally evolved; American Sign 

Language (ASL) is an example of such an accessible linguistic 

system. From infancy, deaf children are able to acquire ASL 

on the basis of daily life in the home environment. Normal 

socio-emotional development is established through family 

interaction in which deaf children receive consistent input 

from language models (Johnson, Liddell, & Erting, 1989). 

Unfortunately, it is commonplace for an educational 

program (whether it is mainstreamed or in a residential 

school setting) to face the dilemma of deaf children who 

enroll lacking a strong language base. This occurrence holds 
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direct implications for the potential of these children to 

learn English as a "second" language, as well as their 

ability to access the curriculum being taught in school. The 

present lack of access to ASL is of paramount concern, as is 

the lack of an effective support system throughout the deaf 

educational system in the United States. Most educational 

programs serving children who are deaf do not have 

appropriate staff to assess ASL skills or to provide signed 

language development programs for deaf children in need 

(Innes, 1993). 

In response to rising criticism regarding the pressing 

linguistic needs of deaf children, the educational system has 

created certain positions that have emerged as recently as 

the late 1980s. Although these positions carry a variety of 

job titles such as communication specialist and communication 

teacher, many can be grouped under the heading of ASL 

Specialist. The purpose of this study is to explore the 

nationwide trend in the development of the ASL specialist 

position and to assess its effectiveness in meeting the 

linguistic needs of deaf children. Moreover, this study will 

propose a model position for the ASL specialist and delineate 

the responsibilities that such a position would entail. For 

comparative purposes, the existing model for speech-language 

pathologists is also included. This thesis will be part of 

the effort to gain a better understanding of and 
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justification for the ASL specialist position, as well as 

encouraging this new profession with effective research, 

appropriate training skills, and certification goals. 

Recognition of Linguistic Needs 

In regard to the linguistic needs of deaf children, 

several significant reports which criticize current practices 

in deaf education have been released in recent years. The 

Commission on Education of the Deaf (COED), for example, 

undertook a two-year study of the education of deaf children 

and reported to the President and the Congress of the United 

States that "a child without a strong language and 

communication base faces barriers that often lead to further 

educational difficulties" (COED, 1988, p. 16). The report 

published through the Gallaudet Research Institute, 

Unlocking the Curriculum: Principles for Achieving Access in 

Deaf Education (Johnson et al., 1989, p. 1) echoes the first 

report by concluding that one of two major reasons that deaf 

education has failed to provide quality education for deaf 

children is that linguistic access to curricular content has 

been denied. The position undertaken in this report is that 

deaf children need to have language competence via American 

Sign Language in order to improve their below-average 

academic achievement levels. According to this second 

report, signed language services are needed to bridge gaps in 

language development so that deaf children can have access to 
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curricular content. 

In achieving linguistic access to curricular content for 

deaf children, Johnson et al. (1989) proposed a model program 

for the education of deaf children including a set of guiding 

principles. First, of paramount importance in the education 

of deaf children is the designation and use of ASL as a 

language of instruction. It also provides them a way to 

access socio-cultural information during the critical 

language acquisition period as well as to curricular content 

for deaf children of all ages. English as a second language 

should be utilized when deaf children have developed their 

first language competence. Therefore, the use of ASL is 

critical for language acquisition and for the acquisition of 

information that leads to the achievement of English literacy 

(Johnson, et al., 1989). 

For non-signing families, including parents and 

siblings, Johnson et al. (1989) point out that they should be 

educated about how to provide and promote cognitive, 

linguistic, social, and emotional growth in deaf children in 

the home environment on a daily basis. That is, whenever a 

deaf child is bom into a non-signing environment, there 

should be a program that facilitates the learning of ASL for 

other family members. Johnson et al. (1989) proposed a 

progreim design involving three major components: 1) Family 

Support Program; 2) Family-Infant-Toddler Program; and 3) 
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Preschool-Kindergarten Program. A family support program 

serves as a resource for parents of deaf children so that 

they can receive educational and emotional support. It also 

helps them adapt and learn about their children being deaf. 

Hearing family members with no signing background are 

expected to learn about how their deaf child is capable of 

acquiring a language (i.e., ASL) and to interact 

successfully. 

The family-infant-toddler program as a second component 

is expected to provide a rich linguistic and socio-emotional 

environment where activities assist in developing ASL 

competence for deaf infants and toddlers. Their parents and 

family members are also expected to participate in activities 

aimed at learning ASL as a second language and to develop 

interactional skills. 

The third component, a preschool-kindergarten program, 

provides preparation for deaf children with linguistic, 

social, and academic skills before they can begin to access 

the regular curriculum (e.g., upon entry to the first grade). 

The three major components of the progreun that Johnson et al. 

(1989) proposed were explored in a study by Pollisco (1992), 

who conducted a three-month case study of monolingual 

Spanish-speaking parents and their five-year-old Hispanic 

deaf child. Prior to her study, the child, aged two, 

enrolled in a childhood/infant program that provided 
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activities that promoted the language, speech, and auditory-

development of spoken language (e.g., English). The new 

program introduced to the Hispanic deaf child at age five and 

her family included four components: 1) a trilingual 

approach (using three languages, ASL, Spanish, and English), 

2) an ASL specialist team (consisting of a deaf and a 

hearing specialist as role models for ASL competence), 3) a 

home-based setting (ASL acquisition to occur at home), and 4) 

language-oriented activities (including videotapes, stories, 

and role-play activities as well as interaction through ASL). 

Initially, the Hispanic deaf child had limited ASL 

competency. After having been involved with the program, the 

deaf child was able to acquire ASL as her first language and 

her family members learned ASL as a second language. Having 

a team of deaf and hearing specialists involved in the 

project made this intervention a success. And they provided 

access to language at the Hispanic deaf child's home where 

actual acquisition and interaction occurred. Interestingly, 

during language-oriented activities the Hispanic deaf child's 

mother was able to sign ASL after she read Spanish sentences, 

not English sentences. The results of this case study which 

included four components of the intervention project were 

that the Hispanic deaf child and her family developed the 

ability to acquire ASL and they now communicate with each 

other effectively (Pollisco, 1992) . This ASL Intervention 
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project was much like the Family-Infant-Toddler program 

because both included the linguistic and socio-emotional 

environments as fundamental to the success of their programs. 

In addition, Pollisco (1992) recommended that the signed 

language specialist's roles and responsibilities need to be 

developed and distributed to future ASL specialists who work 

with deaf children and family members. 

In another example, deaf children in Sweden receive 

early exposure to signed language in preschool programs and 

their families are taught signed language. Davies (1991) 

interviewed Swedish teachers and speech therapists who 

reported that Swedish deaf children gained knowledge and 

became well-adjusted before entering school. It has been 

reported (Davies, 1991) that as a result of the Swedish 

program, deaf children develop language competence as well as 

cognitive and social development before they arrive school. 

A significant need of the family support, family-infant-

toddler, and preschool-kindergarten prograins serving deaf 

children and their families is for appropriate personnel with 

ASL conpetence and background in ASL acquisition to be 

significantly involved. In addition, there may be a need in 

grades 1 through 12 for a program tailored for students who 

have no ASL previous experience related to acquiring signed 

language at home. 

These linguistic needs as pointed out in the COED Report 
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and the document. Unlocking the Curriculum: Principles for 

Achieving Access in Deaf Education have received the 

attention of the federal government. The Office of Special 

Education and Rehabilitative Services (OSERS) in Washington, 

D. C., for example, provided much needed policy guidance in 

the Federal Register (October 30, 1992) and stressed that 

schools need to be cautious about placing deaf children in 

regular classrooms which may not necessarily be the least 

restrictive environment. 

OSERS also reported that children's particular needs 

must be addressed when determining educational placement with 

five recommended guidelines for Individualized Educational 

Program (lEP) development, three of which are relevant to the 

linguistic needs of deaf children. These three areas of 

concern should, according to OSERS, be included in the lEP 

process: 1) Communication needs and the child's and 

family's preferred mode of communication; 2) Linguistic 

needs; and 3) Social, emotional, and cultural needs, 

including opportunities for peer interaction and 

communication. These recommendations underscore the critical 

need to provide expertise in assessing linguistic needs and 

related developmental aspects of social, emotional, and 

cultural needs of deaf children. With a formal program aimed 

at providing deaf children access to ASL at home, it is 

expected that deaf children and their family members will 
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develop a preference for communicating with signed language. 

More importantly, such a program is expected to fulfill deaf 

children's need for access to ASL and its anticipated 

positive impact on their socio-emotional development as well 

as on their world knowledge. 

Regarding a possible improvement of the lEP process, 

Innes (1993) expressed a concern about who should be involved 

in developing lEPs for deaf children. By law and regulation 

in the educational system, audiologists, psychologists, 

speech-language pathologists, and other professionals are 

required to be involved in lEP development. Innes also 

(Questions whether or not these professionals are competent to 

assess a deaf child's ASL competence. Are these 

professionals trained to assess ASL structure and to develop 

programs based on that assessment? Are these professionals 

licensed to assess such linguistic skills? Moreover, Innes 

went so far as to identify the position of ASL Specialist by 

name; he stated that they should be certified and involved in 

developing lEPs for deaf and hard-of-hearing children. 

Aswrlcan Sign Languags as a Language Base 

Unlike English or any spoken language, ASL is a language 

that is based on a visual/gestural modality. Signed language 

has advantages in terms of accessibility to deaf people. 

This is especially true for the development of a strong 

language base (i.e., native language) as well as for the 
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development of a cognitive base and socialization skills 

(e.g., Johnson & Erting, 1989). For educational 

considerations, Johnson & Liddell (1990) discussed the 

importance of ASL as a language of instruction. They 

described the three potential roles that ASL plays in the 

education of deaf children in the United States: (p. 59-60) 

1. 'ASL provides an accessible, easily learned, 

and rich first natural language with all 
the social and cognitive benefits implied 
by that.* 

2. "ASL provides communicative access to the 
content of the curricular material of the 
school.' 

3. "ASL provides a vehicle for a more effective 
acquisition of English as a second language." 

Unfortunately, given the fact that most deaf children 

are born into a non-signing environment (e.g., having non-

signing parents), they are not able to acquire a signed 

language, and in most cases their hearing parents are most 

likely not capable of providing them with a rich linguistic 

environment. More specifically, the parents may not be 

competent in ASL or in the skills related to visually-

oriented strategies for successful interaction. As a result, 

without any program or trained personnel, deaf children in 

this particular situation may miss the critical period for 
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language acquisition as well as being denied ASL exposure 

throughout childhood. In terms of a critical period for 

language acquisition, Chomsky (1965) developed a theory of 

language acquisition which states that in the early years of 

life humans naturally acquire language. This led to the 

development of the "innateness hypothesis." Children acquire 

language unconsciously, without instruction, in their early 

years according to the principles of Universal Grammar. 

Universal Grammar includes the specific grammars that all 

universal languages share. 

Given accessible input, Meier (1991) discussed 

properties of a language-learning environment necessary for 

deaf children to acquire a language, three of which are 

relevant to language acquisition. They are: 1) accessible 

input, 2) visual input, and 3) language exposure from 

birth. Apparently, for a linguistic system to be accessible 

for deaf people, it must be signed, but it also needs to be 

learnable in terms of effective perception and processing. 

The artificial nature of Manually Coded English (i.e., a set 

of English-based sign systems developed and widely used since 

the early 1970s) serves as an exeut^jle of what may adversely 

affect deaf children's potential for successful language 

acquisition (Supalla, 1991; 1993) . Reinforcing this concept, 

Meier (1991) stated that "... the deaf children of hearing 

parents, who were deprived of exposure to spoken language by 
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biology, were deprived of exposure to sign language by 

society" (p. 62) . 

In contrast, deaf children having deaf parents are most 

likely to be exposed to a naturally evolved signed language 

(i.e., ASL), and as a result, the language input they receive 

is both accessible and visual. The developmental milestones 

for ASL acquisition parallel those of spoken languages 

(Newport & Meier, 1986; Bochner & Albertini, 1988; Meier, 

1991; and Pettito & Marantette, 1991) . As a result, Meier 

(1991) concluded that "... the acquisition process itself is 

relatively independent of modality; acquisition of a 

language-whether signed or spoken-follows a single 

maturational schedule* (p. 69). Erting, Prezioso and Hymes 

(1990) reported on the visually-oriented strategies used by 

deaf mothers to facilitate successful language acquisition by 

their deaf children. In their study related to face-to-face 

interaction between deaf mothers and infants, the researchers 

identified a rich set of strategies used by deaf mothers to 

receive and maintain their infants' visual attention. 

Further, they studied which linguistic aspects of ASL were 

used to communicate with deaf infants. Maestras y Moores 

(1980) explained that deaf parents communicated successfully 

with their deaf infants by relying more on physical and 

visual contact such as tapping and patting infants' bodies, 

molding their fingers and hands into signs, and moving their 
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hands and arms as if helping them to sign. These findings 

indicate that hearing parents who may be able to learn ASL as 

a second language still need to incorporate visually-oriented 

strategies for successful interaction with their infants and 

they must be taught these strategies by qualified personnel. 

In term? of access to the curricular material of the 

school, several studies propose using ASL as the medium for 

instruction. Mather (1989) reported that ASL, along with the 

use of visually oriented teaching strategies with deaf 

children in a classroom, helps these children adapt more 

effectively to classroom instruction, interaction with the 

teacher, and the classroom surroundings. These findings 

suggest that teachers need to be competent in ASL, and they 

need to rely more on accessible discourse types related to 

teaching (e.g., visually oriented strategies for 

questioning). ASL is not only for learning subject matter; 

deaf children may also need ASL in order to learn English 

more effectively. 

Strong (1988), for example, applied the theoretical 

justification for bilingual education for deaf children who 

can benefit from two languages, ASL and English. This is 

especially true concerning the need for deaf children to 

develop a strong language base vital for learning a second 

language as well as for their cognitive and academic 

development. Cummins (1979, 1980) argued that in order for 
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children to perform well in academics and maintain normal 

cognitive development, they need to have a high level of 

competence in a first language. More specifically, children 

undergoing bilingual education need to have two types of 

language proficiency: Basic Interpersonal Communicative 

Skills (BICS) and Cognitive/Academic Language Proficiency 

(CALP). BICS basically occurs in socialization and in the 

exchange of needs, desires, and ideas (Baca & Cervantes, 

1989). CALP is defined "... as an instrumen'-. o^; thought 

[that] represent[s] cognitive operations by means of 

language* (Cummins, 1978, p. 397) . Cummins (1978) points out 

that children need to develop the ability to use language and 

cognitive skills in a first language in order to develop a 

second language. In the case of deaf children who lack 

cognitive development, Strong (1988) argues that their "... 

low first language skills can exert a limiting effect on the 

development of the second language' (p. 117) . Thus, 

acquiring a first language (i.e., ASL) is critical for the 

development of a second language, and this serves as a 

prerequisite for deaf children's future success in education. 

In addition, BICS serves as another prerequisite for deaf 

children's future success based on their socialization 

processes and the utilization of vision to its maximum. The 

same is true for CALP, as deaf children need to rely on ASL, 

or rather a fully accessible language, for optimal cognitive 
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development. 

In order to realize their full potential in education, 

deaf children themselves need to accjuire ASL as a first 

language. The age factor plays a significant role. Newport 

(1990) studied deaf children of hearing parents who were 

exposed to ASL at varying ages (i.e., early at age 4-6 and 

late at age 12 or beyond). She reported that for both 

groups, regardless of their years of use with ASL, the early 

learners' signing resembled more closely the signing of 

native signers or those born to deaf parents, whereas the 

late learners had low competence in ASL (i.e., least native

like) . These differences are evidently related to the age of 

ASL exposure, and the implication is that deaf children need 

to acquire ASL within the critical language learning period 

or prior to age 6 for a successful outcome. The age of ASL 

exposure supports Newport's 'Less is More' hypothesis 

proposed in another paper (1988) that deaf children aged 4-6 

were capable of perceiving and storing a limited number of 

componential parts of a whole meaningful linguistic input. 

For this reason, they were able to produce highly consistent 

and fully reanalyzed structure of ASL. In contrast, late 

deaf learners, beyond age 12, perceived and stored the 

holistic linguistic input in ways that were not as clear or 

consistent as that of the native-like signers. In order to 

become ASL competents, deaf children need to process small 



22 

pieces of a complex holistic linguistic input that increases 

their ability to store components in short-term memory over 

time (i.e., from infancy to adulthood). It is not clear 

whether the late learners would have benefited more had 

signed language services been provided to them at an early 

age to help compensate for their loss of access to ASL. 

Either way, whether way, whether deaf children are 

facilitated in ASL acquisition within the critical language 

learning period or beyond, signed language services appear to 

be imperative. 

III. BACKGROUND: SIGNED LANGUAGE SERVICES 

Recognizing the need for signed language services, the 

Arizona State Schools for the Deaf and the Blind (ASDB) in 

Tucson developed its first full time signed language 

specialist position during the 1991-1992 school year. By so 

doing, it provided leadership within the residential school 

system in the United States. It was filled by a student 

majoring in Sign Language Studies, a new graduate-level 

program developed in the Department of Special Education and 

Rehabilitation at the University of Arizona. At present, the 

Sign Language Studies research and training program remains 

the only one of its kind in the country and aims at providing 

the needed specialization in meeting the linguistic needs of 

deaf children (i.e., services related to signed language 

development). The graduate student filling the new ASL 
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specialist position at ASDB is the author of this thesis, and 

the research involved here is expected to help further 

develop her own position at ASDB and those found elsewhere. 

Because of the pressing need at ASDB for personnel with 

expertise in ASL acquisition and assessment, a special 

arrangement was made to allow the deaf graduate student to 

assume the full responsibilities of the new position with the 

provision that she complete her graduate studies within one 

year, and that she obtain certification from the Council of 

the Deaf (CED). CED certification was seen by the 

administration of ASDB as appropriate for its newly hired ASL 

specialist. Although it may not necessarily be the case that 

CED certification is sufficient or adequate for ASL 

Specialists, it was perceived to be the most fitting source 

for certification given the lack of certification for ASL 

specialists. Because the deaf graduate student had an 

undergraduate degree in elementary education, she only had to 

add a few additional courses and an internship in order to 

obtain CED certification. The deaf graduate student who is 

the first ASL specialist at ASDB is expected to graduate in 

December of 1993 and will be certified through CED shortly 

thereafter. 

American Sign Language Specialist Position Development 

The Department of Instructional Support Services (DISS) 

at ASDB was responsible for creating the ASL specialist 
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position. This department was formed back in 1981 with six 

employees consisting of a director, a language supervisor, a 

coordinator of the speech program, and three speech-language 

pathologists (personal communication with Creagh Day, 

Curriculum Specialist, September 28, 1993). A new job title 

for the new ASL specialist position, and its objectives and 

responsibilities were not clearly spelled out. The ASL 

specialist's official title in 1991 was that of Communication 

Specialist, a title also shared by three speech-language 

pathologists employed at ASDB. Regardless of the titles 

involved, the creation of the ASL Specialist position is the 

most recent in a series of changes within the department that 

reflect the evolutionary course that has taken place at ASDB 

over the past decade. 

At first, signed language services at ASDB were non

existent, and auditory training and speech training were 

heavily emphasized to the point that they played a central 

role in the curriculum. Before the services of speech-

language pathologists were provided, the ASDB teachers 

themselves had to provide the spoken language services along 

with regular teaching in the classroom (personal 

communication with Creagh Day, September 28, 1993) . Deaf 

children had to speak and process spoken language in order to 

learn in the classroom, and with the impact of hearing loss 

involved, these children were in a very difficult situation 



25 

for effective learning. The same may be true for the 

teachers' effectiveness as they coped with the 

responsibilities involved in providing spoken language 

services. A significant change took place when these 

responsibilities were shifted to specialists, namely speech-

language pathologists. This department aimed at providing 

support services for both ASDB students and teachers, and it 

freed the latter to a great extent to focus on their subject 

matter responsibilities. 

The title of Speech-Language Pathologist was changed to 

Communication Specialist, as part of an effort to broaden the 

language services provided and to expand the pool of 

appliants to include professionals with backgrounds other 

than speech-language pathology. Henceforth, language 

services were no longer limited to the aural/vocal mode, but 

the target language was still English with little 

consideration for ASL, An English-based sign system was 

widely promoted at ASDB as part of its Communication policy, 

and only in the late 1980s were the issues of ASL and 

bilingualism addressed directly. This was where DISS, during 

its tenth year of existence, made a significant move to 

develop the ASL Specialist position. However, the ASL 

Specialist position's official title is that of Communication 

Specialist, a title shared by speech-language pathologists. 

Given the same title, all of the positions in DISS should 
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share the same objectives and responsibilities, but this is 

not the case. This is especially true concerning the fact 

that the person filling the ASL Specialist position is 

required to possess specific knowledge related to ASL 

assessment. The speech-language pathologists, on the other 

hand, continue to concentrate on the spoken language, 

English. Moreover, at the time of the ASL Specialist 

position creation, there was no longer any officii attention 

to the use of English-based sign systems on the ASDB campus. 

For the sake of clarification, the speech-language 

pathologists at ASDB should retain the title of Speech-

Language Pathologist, whereas the ASL specialist position 

should be title as American Sign Language Specialist. This 

change, if adopted, would be part of the transition that ASDB 

has undergone from an English-only model to that of 

bilingualism. 

Additional confusion resulted because the specific 

objectives and responsibilities for the ASL specialist 

position were not designated at the onset, but have evolved 

over time. Some teachers at ASDB have the wrong impression 

about the nature of services provided by the signed language 

specialist. They have on occasion enlisted her help with 

teaching deaf children reading. Indeed, this became part of 

the job responsibilities in a formal way in the Fall of 1993. 

This assignment would be better served by a reading 
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specialist. 

The nature of signed language services as outlined in 

the proposed model remains less familiar to a number of ASDB 

teachers and administrators. At times, the ASL specialist 

has felt like she was working as a teacher's aide rather than 

providing signed language services. In this case and others, 

the teachers continued asking for services that were not 

related to ASL competence or assessment. The ASL specialist 

also reported that she needed time to develop a viable 

program promoting ASL acquisition among deaf students at 

ASDB, and that more ASL materials and assessment instruments 

were still needed. Despite these problems, the feedback from 

ASDB staff for signed language services was overwhelmingly 

positive and the demand exceeded the capacity of a single ASL 

specialist. In all, it has been two full years since the 

inception of the ASL specialist position, and it has received 

support from within DISS, the staff of ASDB as well as from 

the Sign Language Studies program at the University of 

Arizona. 

A Comparison with Speech-Laxiguage Pathology 

The objectives and responsibilities of the ASL 

specialist position at ASDB require special attention to help 

clarify the function of signed language services. Once these 

are fully understood, the development of appropriate 

materials and programs will follow to help facilitate ASL 
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acquisition among deaf students. A set of ASL assessment 

instruments is now being tested through a recent United 

States Department of Education grant to Dr. Samuel Supalla at 

the University of Arizona (Grant #H023T3007). ASDB has 

become the site for this particular study, and its 

participation in the research activities should help maximize 

the effectiveness of the ASL Specialist position. However, 

one still needs to explore the relationship between this new 

position with its more familiar counterpart, the Speech-

Language Pathologist. More specifically, a formal comparison 

needs to be made between these two position types that now 

exist under the same job title in the Communication 

Department at ASDB. 

As discussed earlier, one major distinction between the 

ASL Specialist and Speech-Language Pathologist positions at 

ASDB lies in their language orientation (i.e., ASL or 

English). There are also some similarities between the two 

positions. Both the ASL specialist and speech-language 

pathologists perform language assessment and work directly 

with students and teachers. Both provide language-related 

activities on either an infused or a pull-out basis. The 

differences between the two positions in language orientation 

are obvious when modality (i.e., signed vs. spoken) is taken 

into account. The impact of modality differences accounts 

for the difficulties that deaf children experience in 
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learning English (Supalla, 1991 & 1993). These same children 

would have an effortless learning with ASL, and access to 

signed language remains a critical issue. Supalla cites 

environmental factors such as a lack of good signing models 

or a lack of peer interaction to account for deaf children's 

lack of competence in signed language. The ASL specialist at 

ASDB attempted to accommodate the children's linguistic needs 

by creating a more appropriate environment for signed 

language acquisition. (These accommodations are discussed in 

detail in Section III below). 

In contrast, a deaf child's lack of competence in spoken 

language is rather due to physical reasons (e.g., hearing 

loss). This is where the speech-language pathologists at 

ASDB concentrated, by focusing on auditory and speech 

training. These efforts have continued for decades. The 

field of Speech-Language Pathology can be traced back to 1925 

when it started to provide services for individuals with 

communication and language disorders (Boone, 1987; Palmer & 

Yantis, 1990) . Over the years, it expanded to a multifaceted 

profession concerned with speech-language disorders including 

hearing impairment. Boone (1987, p. 242) described 

"pathology' as "...the anatomic and physiologic deviations 

from the normal that consitute disease or malfunction." As a 

result, hearing loss was widely perceived within the field as 

the most significant and common language disorder. 
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Information on the background of speech-language 

pathology comes from the American Speech-Language-Hearing 

Association (ASLHA) Fact Sheet: Speech-Language Pathology 

(1992) . Speech-Language Pathologists work closely with an 

interdisciplinary team consisting of teachers, physicians, 

psychologists, social workers, rehabilitation counselors, and 

other members. Besides diagnosing and treating individuals 

with communication and language disorders, Speech-Language 

Pathologists use their skills in many ways to provide 

training to future professionals in colleges and 

universities; to manage agencies, clinics, and private 

practices; to conduct research in order to gain knowledge 

about human communication processes; and to develop new 

strategies and devices to test and evaluate communication and 

language problems. Speech-Language Pathologists can work at 

various clinical, academic, and research-related settings 

such as public and private schools, hospitals, rehabilitation 

centers, colleges and universities, private practice offices, 

state and local health departments, home health agencies, and 

other settings. Those settings have facilities which are 

equipped for their respective purposes. 

Speech-Language Pathologists are required to complete 

graduate education to enable them to work in the settings 

mentioned above (ASLHA's Fact Sheet, 1992) . According to the 

fact sheet, after completing a master's degree program, most 
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speech-language pathologists and audiologists are required to 

have the ASLHA Certificate of Clinical Competence, to 

complete a supervised Clinical Fellowship Year, and to pass a 

national examination. If speech-language pathologists and 

audiologists want to work in colleges or universities to 

teach or to do research, or if they want to embark in private 

practice, having a Ph. D. degree is desirable. 

The salaries of speech-language pathologists are based 

on their educational background, speciality, and experience 

as well as the geographical location and type of setting. 

According to the ASLHA's fact sheet (1992), ASHA-certified 

Speech-Language Pathologists with 1-3 years of experience 

earned over $29,000, while those pathologists with doctorate 

degrees earned $47,000, Those pathologists who work in 

administration and management earn over $40,000 per year. 

These professionals receive benefit packages that include 

such benefits as insurance programs and leave. Currently, 

more than 50,000 Speech-Language Pathologists are certified 

by the ASLHAL organization. 

The ASLHA organization has established standards of 

practice for professionals who provide direct services to the 

public (Palmer & Yantis, 1990). It also developed guidelines 

used in education and training for persons who wish to become 

competent practitioners. To establish standards, laws, and 

regulations were established by state governments to protect 



32 

the public from unprofessional performance. ASLHA also 

monitors the operation of four major areas of standards 

programs. They are: 1) certification of individual 

practitioners; 2) accreditation of educational institutions; 

3) accreditation of programs; and 4) Code of Ethics 

enforcement. First, any individual practitioners who wish to 

work independently can obtain the Certificate of Clinical 

Competence in recognition of completion of clinical courses, 

experience, and a written exeimination. Secondly, 

accreditation of education institutions provides programs at 

the master's level in order to enhance clinical knowledge and 

professional competence. Institutions are accreditated when 

they meet the standards of professional services. Lastly, 

the Code of Ethics is enforced to maintain the quality of 

services and the level of professional conduct required of a 

profession that works with the public. 

The nature of the work of a certified Speech-Language 

Pathologist is explained in the following sxaramary of its 

Speech-Language Pathologist model; 

Speech-language pathologists are professionals concerned 

with evaluation, treatment, and research in human communication 
and its disorders. They treat speech and language disorders and 
work with individuals of all ages, from infants to the elderly. 
The diagnose and evaluate speech problems, such as fluency 
(e.g., stuttering), articulation, voice disorders, or language 
problems, such as aphasia and delayed language and related 

disorders, such as dysphagia (e.g., swallowing difficulties). 
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According to these objectives, Speech-Language Pathologists 

are responsible for designing and carrying out comprehensive 

treatment plans to achieve the following: 

* Help individuals learn correct production of speech sounds 

* Assist with developing proper control of the vocal and 

respiratory systems for correct voice production 

* Assist individuals who stutter to increase the eunount of 
fluent speech and to cope with their disorder 

* Assist children and adolescents with language problems, 
such as understanding and giving directions, answering and 
asking questions, understanding and using English greunmar, 
using appropriate social language and conveying ideas to 

others 

* Assist individuals who have had strokes or suffered other 

brain trauma relearn language and speech skills 

* Help individuals to use augmentative and assistive systems 

of communications 

* Counsel individuals with speech and language disorders and 
their families or caregivers to understand their disorder 
and to communicate more effectively in educational, social, 
and vocational settings 

* Advise individuals and the community on how to prevent 

speech and language disorders 

This comprehensive treatment plan with its objectives 

and responsibilities is not necessarily applicable to the 

role of ASL specialists. The plan for ASL specialists does 

not have as its primary responsibility the task of treating 

individuals with communication and language disorders. 

Instead it aims to facilitate signed language acquisition and 

to assess signed language proficiency when needed. Speech-
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language pathologists assist individuals with speech problems 

by helping them correct their speech production and control 

vocal and respiratory systems to correct voice production. 

It is not an ASL specialist's primary responsibility to 

correct deaf children's speech and voice production since it 

is not part of the signed language acquisition process. If 

deaf children do have problems in their signed language 

production or with motor skills such as signed stuttering, 

they should be referred to speech-language pathologists with 

training in signed language. ASL specialists and speech-

language pathologists are expected to be part of an 

interdisciplinary team. ASL specialists are capable of 

helping speech-language pathologists by identifying signing 

production problems that deaf children have, and they work as 

a team to design programs to meet deaf children's needs to 

overcome problems in signing production. These children then 

need to be assisted in refining motor skills in signed 

language production by speech-language pathologists. The 

primary role of the ASL specialist is to assist deaf children 

in overcoming the lack of access to spoken language by 

providing them with ASL for a strong language base. They 

evaluate and identify deaf children who need ASL exposure, 

and they ensure that an ASL environment is created to 

facilitate deaf children's acc[uisition leading to ASL 

competence. 
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For deaf children who lack appropriate pragmatic social 

skills, or for those who have not mastered the rules of 

spoken language usage within linguistic and social contexts, 

Speech-language pathologists can intervene; however, their 

primary area of specialization concentrates on the vocal/ 

aural mode. Both speech-language pathologists and ASL 

specialists need to work closely together to form an 

interdisciplinary team so that they both contribute their 

expertise to facilitate language and social development. ASL 

specialists in the process of facilitating signed language 

acquisition would focus on expanding deaf children's ASL 

vocabulary and structure along with world knowledge via ASL. 

Also, the visually oriented strategies for effective social 

interaction would be stressed as a means for continuing ASL 

acquisition. In both ways, deaf children are expected to 

become fluent signers. However, if these children happen to 

experience a stroke or brain trauma, speech-language 

pathologists with a signed language background should assist 

them to "relearn' ASL and to re-develop the motor skills 

involved. It would not be the responsibility of ASL 

specialists to assist these victims with learning signed 

language if they do not have the motor capabilities to sign. 

The speech-language pathologists are expected to assist these 

victims, as they are supposed to be trained to accommodate 

their "altered" learning process. 
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A responsibility unique to ASL specialists lies in 

working with non-signing parents and family members of deaf 

children learning ASL as a second language. Part of the 

process would be to create an accessible environment for deaf 

children at their homes. The parents and other relevant 

family members (such as siblings, grandparents, etc.) are 

expected to become a language model to some extent, but ASL 

specialists will continue to function as a primary language 

model for deaf children. For example, Davies (1991) reports 

that one of the hearing Swedish parents explained that the 

parents' organization and the organization of the deaf work 

together so that the hearing parents and their deaf children 

benefit from interaction with deaf adults and their children. 

Hearing parents share this experience with other parents so 

that they can interact and establish language models for 

their deaf children. Adult modeling is critical here, and 

peer interaction is also promoted to maximize the signed 

language acquisition process. No augmentative or assistive 

system of communication is needed here, but if deaf children 

do need such systems, then the services of a speech-language 

pathologist would be needed. In this case, deaf children's 

use of signed language would e impaired, and they may require 

an augmentative or assistive system for communication 

purposes. 

Like speech-language pathologists, ASL specialists are 
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expected to provide extensive counseling, but they would not 

focus on problems related to inaccessibility to spoken 

language. Rather they would counsel non-signing parents and 

the coiranunity on the value and accessibility of signed 

languages in general. 

The previous discussion has compared and contrasted the 

responsibilities of ASL specialists and those of speech-

language pathologists. When comparing these two positions, 

it is important to note the difference in orientation. 

Speech-language pathologists services are grounded on the 

notion that deafness is a medical disorder; they have a 

pathological view of deaf children. ASL specialists, on the 

other hand, do not view deaf children as broken; instead, 

they aim to facilitate signed language acquisition and use 

with deaf children when they lack the accessible language-

learning environment. 

Amarlcan Sign Languaga Specialist Model 

The nature of the work with objectives and 

responsibilities involved requires a model that is expected 

to assist with the development of the ASL Specialist 

position. If there were a model design in a fact sheet for 

ASL Specialist like the fact sheet for Speech-Language 

Specialist published by ASLHA, it would look like the 

following: 
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American Sign Language (ASL) Specialists are professionals 

concerned with the facilitation, observation, assessment, and 

research of ASL acquisition. Their role is to create an 

environment in which deaf children achieve ASL competence within 

and beyond the critical period for language learning. They 

facilitate the development of ASL and work with deaf children from 

infancy to adolescence. ASL specialists identify and assess 

signed language competency in deaf children in terms of forms, 

content, and use (e.g., phonology, synteuc, semantics, and 

pragmatics). Non-signing hearing parents and family members are 

also assisted in their learning of ASL as a second language upon 

early identification of their deaf child. Peer interaction with 

other deaf children is promoted for further ASL enrichment. 

* Help deaf children develop a strong language base (A) 

* Assist with modelling ASL as a potential first 

language (B) 

* Assist deaf children who miss the critical period 

for ASL acquisition to achieve native-like competency 

in signed language (C) 

* Assist deaf children and adolescents with the 

variety of discourses in ASL, fluency in 

fingerspelling, increasing their world knowledge 

base by providing a means for incidental learning, and 

developing visually oriented strategies for social 

interaction (D) 

* Help non-signing parents and family members achieve 

effective communication at home with their deaf child 

as well as learning ASL as a second language (E) 

* Provide an ASL environment in which adult modelling 

and peer interaction ro2uciinizes deaf children's 

acquisition potential (F) 

* Advise non-signing parents and the community of the 

importance of language accessibility via ASL (G) 
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Key Words for Each Responsibility 

A = language base 
B = ASL modeling 
C = critical period 
D = strategies 
E = parents learning ASL2 

F = ASL environment 
G = advisement 

The proposed model for ASL specialist includes a total 

of seven significant responsibilities outlined 

alphabetically. A chart of key words lists the 

responsibilities the ASL specialist assumes. This set of 

responsibilities, if accepted, will help maximize the 

effectiveness of the ASL Specialist position throughout the 

country. Responsibilities A (language base) and B (ASL 

modeling) indicate that ASL specialists need to ensure that a 

rich signing environment is created for deaf children whether 

it is at home or school. The notion of ASL as a potential 

first language is critical, as it accounts for deaf children 

who could have acquired ASL successfully, but who were not 

provided with access to do so. However, if the critical age 

period for language acquisition is missed (beyond age 5), 

responsibility C (critical period) becomes relevant, as the 

ASL specialist needs to compensate for impoverished input 

through an innovative program in which analytic learning 

would be stressed as opposed to holistic learning. In this 

way, the "late" ASL learners would receive a form of 
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intervention to help direct their learning to achieve greater 

access to the structure of ASL and enhancement of ASL 

competencies. Whether or not deaf children are exposed to 

ASL within the critical period, deaf children may still need 

further signed language facilitation at the discourse level. 

This is the province of responsibility D (strategies). This 

is especially true concerning the quality of ASL input 

involved at home (i.e., with parents using ASL as a second 

language). In some cases, deaf children are able to converse 

in ASL adequately, but they lack appropriate ASL storytelling 

skills as well as fluency in fingerspelling. Access to basic 

world knowledge at home may also be hampered because the 

family members still use spoken language among themselves and 

do not share world knowledge in an accessible, visual 

language with their deaf children. Hearing children of 

hearing families have, by the time they arrive in school, an 

expansive base of world knowledge due to incidental learning 

that occurs because the children are exposed to language all 

the time at home. Finally, visual strategies for effective 

interaction may not be fully developed for whatever reasons, 

and the ASL specialist is responsible for coiT®>ensating for 

these weaknesses in deaf children. 

ASL specialists, under responsibilities E (parents 

learning ASL2) and F (ASL environment), should provide the 

needed opportunity for non-signing parents and other family 
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members to learn ASL as a second language within the home 

environment. A home visit program is essential, not only for 

the parents learning ASL as a second language, but also for 

the deaf child learning ASL as a first language. Parents 

learning ASL are also expected to provide modeling for their 

deaf child between home visits. In all, communication is 

expected to be optimal, and in order to achieve this, non-

signing parents first need advisement in regard to the 

linguistic needs for deaf children (e.g., signed language 

providing full accessibility). The ASL specialist is also 

expected to advise professionals without signed language 

expertise (e.g., advising personnel at a day care center on 

how to serve deaf children effectively), This is where 

responsibility G (advisement) becomes critical. 

In sum, a model has been proposed with objectives and 

responsibilities, but there is also a need for a set of 

possible requirements for ASL Specialists regarding 

qualifications, salary, and certification. If the 

professions of speech-language pathologists and ASL 

specialists are similar, then graduate-level education should 

be mandatory for ASL specialists. The Sign Language Studies 

progrcun at the University of Arizona serves as a model, and 

it may be followed by a number of college or university 

research and training programs in the years to come. If an 

ASL specialist has a Master's degree, the salary should be at 
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least equivalent to that of speech-language pathologists 

because both require similar academic training and both are 

considered professionals. Given the significant differences 

between the two professions of speech-language pathologists 

and ASL specialists, the certification as provided through 

ASLHA would not be applicable to the latter. Rather, ASL 

specialists should obtain certification through a different 

source. Recall that the ASL specialist at ASDB will be 

certified through the Council on Education of the Deaf (CED), 

and this may be the most appropriate certification until a 

more appropriate certification is established. It is 

possible that CED as an organization may be able to develop a 

new line of certification for ASL Specialists. The 

certification may also be undertaken by either an existing 

organization specializing in one type of signed language 

services (e.g., interpreting or teaching ASL as a foreign 

language) or a newly formed organization. 

ASL Specialists provide a form of signed language 

services and there are two other professions that fall into 

the same category. One is for signed language interpreters 

through the Registry of the Interpreters of the Deaf, and the 

other is for signed language instructors through the American 

Sign Language Teachers Association (ASLTA) under the 

direction of the National Association of the Deaf. Again, 

these organization specializing in signed language services 
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are not necessarily compatible with the needs of ASL 

specialists as a profession. For example, according to the 

proposed model, ASL specialists are not expected to provide 

interpreting services. ASL specialists should not be 

expected to teach signed language in a classroom setting. 

According to ASLTA's brochure (1992), ASL instructors are 

expected to have specialized training and expertise in 

teaching signed language as a second language. ASL 

specialists, on the other hand, are expected to be competent 

in facilitating first language acquisition with deaf children 

and facilitating second language acquisition with non-signing 

hearing parents and other feimily members. 

It is true that ASL specialists are expected to include 

ASL as a second language in their program, but it is only to 

the extent of having non-signing parents and family members 

learn the signed language. The learning experience is also 

different as it would occur in home through normal face-to-

face interaction, not through formal instruction in a 

classroom setting. In the case of ASDB, the ASL specialist 

has worked within the school setting and visited a number of 

classrooms to assist deaf children acquiring ASL. At ASDB a 

program has been developed with individual deaf children who 

lag behind the others in each class in terms of ASL 

competence. This program can include 2 or 3 children at the 

same time. The classroom setting may be the most common 
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setting in which ASL specialists work, and their aim is still 

to facilitate ASL acquisition (i.e., without any formal 

instruction) within the regular activities in the classroom. 

In addition, the ASL specialist at ASDB also has her own 

classroom where deaf children of varying ASL competence 

(ranging from native to limited) participate in signed 

language acquisition-related activities for 3 0 minutes each 

day. The program here is independent of the regular school 

curriculum, and it stresses the development of ASL discourse 

skills related to storytelling and visual strategies for 

classroom interaction. ASL discourse conpetence is expected 

to contribute to deaf children's general educational 

experience including learning English as a second language. 

Finally, it is proposed that deaf children at ASDB, being 

mostly day commuters, stay on campus for an hour after school 

to interact with those living in the dormitories. In this 

case, peer interaction would be promoted, and no formal 

structure would be inplemented for ASL acquisition. In all, 

the opportunity for ASL acquisition is facilitated in all 

three major components of the educational program at ASDB: 

1) During regular classes, 2) During special ASL 

acquisition class time, and 3) After school. 

Both objectives and responsibilities are not uniform 

across the various types of signed language services now 

being provided. As a result, it is still not clear how the 
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existing organization for interpreters or ASL instructors 

will benefit the new profession of ASL specialists. This 

points to the need for further understanding of the ASL 

Specialist position and its development throughout the 

country. An important question raised is whether or not the 

ASL Specialist model as developed and presented here has been 

implemented in residential schools for the deaf including 

ASDB. If so, a second question follows: To what extent the 

model has been followed? This question also addresses the 

possibility of the ASL specialist position overlapping with 

responsibilities belonging to other types of signed language 

services. If this is the case, it would affect the scope and 

objectives of the position involved. 

IV. METHOD AMD RSSULTS 

Method 

Overview 

To answer the two main questions related to the trend of 

ASL specialist position development and a comparison of 

existing positions with the proposed model, an ethnographic 

study of the ASL Specialist position at ASDB and a nationwide 

survey were undertaken. The conparison of existing positions 

was conducted at two residential schools for the deaf. (The 

preliminary findings related to the historical development of 

the ASL Specialist position at ASDB have been discussed 

earlier. The ethnographic study for the other residential 
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school is still being conducted.) The nationwide survey-

included a set of questions sent out to a number of 

residential schools for the deaf. It was designed to elicit 

information related to current trends of providing signed 

language services. To determine whether or not any trends 

were present, it was necessary to determine the number of 

positions developed, their origins and rationale, and to 

explore the scope of signed language services provided (i.e., 

objectives and responsibilities), the salary range, 

qualifications and certification involved. The ASL 

Specialist model serves as a basis for comparative purposes 

and provides guidance for further refinement of the ASL 

Specialist positions now existing, as well as for the 

possible expansion of such positions in the field of deaf 

education. In short, the survey-based study aims at defining 

the American Sign Language Specialist position, and it is 

expected to pave the way for future studies to examine the 

impact of this position on the field of deaf education and to 

determine its effectiveness in meeting the linguistic needs 

of deaf children. 

Procadure 

The survey contained a set of ten questions and was 

distributed to a number of public residential schools serving 

deaf children nationwide (see Appendix A). The schools 

selected to participate in the study were all listed in the 
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1992 American Annals of the Deaf Directory. The rationale 

for limiting the survey to residential schools was due to the 

large concentration of deaf students in residential schools. 

It was thought that there would be a greater probability that 

positions related to signed language services had been 

developed in residential schools. All 69 residential schools 

listed in the directory were used as targets for the study. 

Once the survey responses were received, the data was subject 

to coding and analysis. The focus was on comparing the 

position descriptions with the proposed ASL Specialist model. 

Coding 

For this nationwide survey, a coding system was 

developed to determine the number of residential schools 

providing signed language services. Full-time positions in 

residential schools were coded based on three major position 

categories: 1) ASL Specialist, 2) ASL Instructor, and 3) 

Interpreter. Two position categories, ASL Instructor and 

Interpreter, are dissimilar from the proposed model and were 

excluded from this study. The remaining full-time positions 

were exeunined to determine the positions that most resembled 

the model, regardless of whether or not these positions had 

other responsibilities in addition to the proposed model. 

After the sample was narrowed in this way, the remaining 

positions were subject to further analysis regarding their 

historical background, rationale, and specific position 
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descriptions taken from responses to the survey questions. 

The emergence of these positions, their salaries, 

qualifications, and certification are also discussed. 

Results 

Survey Responses 

Completed survey responses were received from 41 out of 

69 residential schools; the response rate was 59 percent. 

Twelve states and the District of Columbia have more than one 

residential school within their boundaries, ranging in number 

from two to five residential schools each. Responses 

received from residential schools within a single state 

ranged from 1-3. Schools representing the four major 

geographical regions of the United States were represented 

approximately equally in the survey responses. The regions 

and the number of responding schools for each region are as 

follows: the Western States (8); the North Central States 

(14); the Northeastern States (9); and the Southern States 

(10). See Appendix B for a listing of participating 

residential schools and the corresponding regions. 

Results from the residential schools that responded to 

the survey show that 27 out of 41 residential schools (66%) 

provide either part-time or full-time signed language 

services in a form that parallels the proposed model to some 

extent. For the purpose of this study, the part-time 

positions were excluded. The remaining 13 residential 
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schools have a total of 19 full-time signed language-related 

positions. The 14 residential schools that lack any signed 

language services indicated that the primary reasons they do 

not provide such services are budget/resource constraints, 

policy differences (e.g., pure oral approach) or a lack of 

information regarding the delivery of services as proposed in 

the model. 

Poaltlon Titles 

The 19 full-time positions as identified by the 

residential schools were first subject to analysis focusing 

on job titles. The titles for these positions are rather 

diverse; there were 13 different titles. The title that 

appeared most frequently was that of ASL Teacher, with a 

total of 4. For the rest of the position titles, a 

particular title appeared only once or, in a few cases, 

twice. The list of 13 position titles is as follows: 

1) Communication Specialist 

2) Communication Teacher 
3) Communication Program Coordinator 

4) Communication facilitator 

5) Sign Language Commiinication Specialist 

6) ASL Teacher 

7) Coordinator of Sign Language/Interpreting 

Services 
8) Senior Educational Interpreter 

9) Educational Interpreter 

10) Interpreter Coordinator 

11) Coordinator of Interpreting Services 

12) Interpreter/Sign Language Instructor 

13) Interpreter/Sign Language 
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Of the first six titles listed above, only one 

explicitly includes ASL as a language targeted for language 

development in the position title (i.e., ASL Teacher). The 

remaining five titles rely on such terms as Communication and 

Sign Language. These terms imply that any form of 

communication is promoted, and they do not account for which 

signed language, if any, should be used. 

In addition, the only title that includes ASL is 

followed by the term. Teacher, not that of Specialist. This 

implies that the person holding this position would be more 

like a regular teacher and would be teaching ASL rather than 

facilitating its acquisition. The setting would be limited 

to a classroom, perhaps without consideration for other 

settings critical for ASL acquisition (e.g., home-based). 

The title of ASL Specialist, on the other hand, implies that 

the scope for signed language development would include a 

wide range of settings besides the classroom (i.e., outside 

the classroom, in the dormitory or at home). The model title 

also implies that deaf children would be the focus for 

services whether it occurs in or outside the classroom, and 

that parents and other family members can participate in the 

process of learning ASL as a second language whenever 

necessary. It is consistent with the notion vital to the ASL 

Specialist model that the signed language services are child-

centered in their approach. 
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Despite the diversity of position titles, they can be 

categorized in three major groups that each reflect a 

different rationale: 1) those that fulfill signed language 

needs of deaf children, their family members, and school 

personnel; 2) those that adopt a bilingual/bicultural 

approach in deaf education; and 3) those that provide 

interpreting services. For this study, the first two types 

were subject to further analysis as they addressed the area 

of signed language development most relevant to the ASL 

Specialist model. It is interesting to note that the 

bilingual/bicultural philosophy has resulted in the creation 

of positions specializing in ASL which are grounded in the 

belief that deaf children need to be competent in ASL in 

order to learn English as a second language. The bilingual/ 

bicultural philosophy and the model being proposed herein 

share a number of things in common, among them that it is 

imperative to promote ASL facilitation and access for deaf 

children to develop a strong language base. 

Table 1 below shows the list of 19 full-time positions 

by state name, followed by three columns on the signed 

language position types: ASL Specialist, ASL Instructor, and 

Interpreter. A darkened box indicates that it has 

responsibilities relevant to the target signed language 

position type. The data indicates that only two positions 

Specialist model most closely by excluding services related 
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to  ASL instruction and interpreting. The remaining 17 

positions do include responsibilities according to the ASL 

Specialist model, but these also overlap with other 

responsibilities not in the proposed model. 

Table 1: Types of signed language services responsibilities 

ASL ASL 

Residential School 

1) Arizona 

2) Arkansas 

3) California 

4) Idaho (A) 

5) Idaho (B) 

6) Indiana (A) 

7) Indiana (B) 

8) Indiana (C) 

9) Kansas (A) 

10) Kansas (B) 

11) Louisiana (A) 

12) Louisiana (B) 

13) Louisiana (C) 

14) Michigan 

15) North Dakota 

16) South Dakota 

17) Tennessee 

18) Washington 

19) Wisconsin 

TOTAL; 19 17 11 

In addition, the total number of ASL Specialists as 

identified by the schools surveyed was 19. The two other 

signed language position types, ASL Instructor and 
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Interpreter were identified 17 times and 11 times 

respectively. Both ASL Specialist and ASL Instructor appear 

to be the two most often identified in the survey responses. 

Except for the positions in Arizona and California at 

Fremont, the 17 other positions have elements from one or 

both of the other position types in their job duties. 

Whether or not the ASL Instructor or Interpreter types were 

marked, the ASL Specialist type was marked by all of the 

responding schools. However, it is not clear whether the 

specific objectives for those positions are outlined 

according to the proposed model in their position 

descriptions. For exanple, for one position at a residential 

school, the main objective stated was to develop 

communicative competence among deaf children, but no 

indication was given as to which language is involved (e.g., 

ASL or English) or that ASL acquisition is specifically 

promoted. As a result, the responsibilities of the position 

involved are ambiguous. To clarify this, an effort was made 

to determine the extent to which all 19 full-time positions 

met the seven responsibilities as outlined for the ASL 

Specialist model. This was done by comparing the survey 

responses with the proposed model. 

Position Reflponslbllltios 

In Table 2 below each position is rated on each of the 

ASL Specialist model's seven responsibilities (marked 
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alphabetically, A to G, in the bar at the top) . A darkened 

box indicates that the position shares a particular 

responsibility. 

Table 2: Achievement of the target position responsibilities 

Residential School 

1 

2 

3 

4 

5 

6 

7 

8 

9 

10 

11 

12 

13 

14 

15 

16 

17 

18 

19 

Arizona 

Arkansas 

California 

Idaho (A) 

Idaho (B) 

Indiana (A) 

Indiana (B) 

Indiana (C) 

Kansas (A) 

Kansas (B) 

Louisiana (A) 

Louisiana (B) 

Louisiana (C) 

Michigan 

North Dakota 

South Dakota 

Tennessee 

Washington 

Wisconsin 

TOTAL; 

According to the data, each of the 19 full-time 

positions met at least one responsibility out of the seven, 

but none of them exceeded six. The four positions that 

ranked highest in meeting the responsibilities occur in two 
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residential schools for the deaf, one in Indiana (three 

positions) and the other in Wisconsin (one position). In 

addition, there is no particular responsibility shared by all 

positions. However, the first three responsibilities [A 

(language base), B (ASL modeling), and C (critical period)] 

enjoy the highest frequency of being met among positions 

nationwide (all being marked for 17 out of 19 positions). 

This seems to indicate that the more familiar linguistic 

needs of deaf children are being recognized (i.e., exposure 

to ASL, adult modeling, and "remedial* programs for missing 

the critical language acquisition period). The remaining 

responsibilities (D (strategies), E (parents learning ASL2), 

F (ASL environment), and G (advisement)] were less frequently 

met (variously indicated froni 1 to 13 times) . For the less 

familiar linguistic needs of deaf children, a program 

specifically designed for learning ASL discourse, expanding 

basic world knowledge, and developing visually-oriented 

strategies is needed. The same is true for how non-signing 

parents and other family members should learn ASL as a second 

language, as well as for the need of peer interaction and 

advisement for all concerned non-signers in the life of the 

deaf child. 

Origins and Position Requirement8 

Beyond the actual comparison of 19 full-time signed 

language services related positions in the field of deaf 
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education and the ASL Specialist model, there is also 

relevant information in the survey related to the position's 

emergence, salary, qualifications, and certification. As for 

the emergence of these positions, the most significant yearly 

increase took place during the 1992-1993 period in which a 

total of 5 new positions were created. This period coincides 

with the dramatic increase in interest related to bilingual 

education for deaf children in this country. However, 

according to the responses to the survey, the position 

development of signed language services actually began back 

in 1975. 

Several questions in the survey attempted to obtain 

information about salary and qualifications. Salary 

information was provided for 11 out of the 19 signed language 

services related positions, and the range involved is $12,040 

to $42,588. The salaries of seven positions are based on the 

teacher salary scale as reported by the residential school 

for the deaf involved. In order to be qualified for an ASL 

Specialist position, all of 13 residential schools for the 

deaf involved in the study require a variety of certificates 

and degrees. The degree requirements varied from a High 

School diploma to a Master's degree. Unlike the field of 

speech-language pathology where a master's degree is a 

minimum requirement, only six positions in this survey 

require a Master's degree, and none of the schools surveyed 
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required a degree specializing in Sign Language Studies. 

There are four types of certificates documented in the 

survey data. They are as follows: 

1) Council on Education of the Deaf (CED) or 

Teacher of the Deaf Certificate 

2) State Teaching Certificate 

3) Comprehensive Skills Certificate (CSC) or/and 

Reverse Skills Certificate (RSC) 
4) Sign Instruction Guidance Network (SIGN) 

The first certificate is designed for teacher of the deaf who 

specialize in education of deaf children. Seven positions 

were staffed by individuals holding CED or Teacher of the 

Deaf certificates. The second certificate is issued by the 

individual states for the purpose of establishing and 

maintaining standards for all teaching professionals within 

that state. Three positions were staffed by having their 

state certificates. CSC and RSC certifications are part of 

the National Registry of Interpreters for the Deaf (RID); 

there are seven positions in the survey staffed by 

individuals holding an RID certificate. The requirement for 

CSC/RSC for some of the signed language services related 

positions reported in the survey is easily explained because 

a number of the ASL Specialist positions have duties which 

overlap the responsibilities of the Interpreter position 

type; the people holding these particular positions may have 

been required to hold certificates specific to ASL 

interpreting. The same is true for the fourth and last 
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certification type, SIGN. ASL instructors in the United 

States are currently certified under the organization, 

American Sign Language Teachers Association, which is part of 

the National Association of the Deaf. Only one position in 

the survey reports having certification by this organization 

V. DISCUSSION AND CONCLUSIONS 

Discussion 

A nationwide trend in the development of the ASL 

Specialist position and its effectiveness in meeting the 

linguistic needs of deaf children is confirmed. ASL 

specialist positions exist, not only at ASDB, but at many 

other schools; there are currently 18 other positions that 

provide signed language services for deaf children in the 

United States. This number of positions indicates that 

residential schools for the deaf as a system have recognized 

to a great extent the need for signed language services for 

deaf children. Moreover, the objectives and responsibilities 

of these 19 positions, when compared with the ASL Specialist 

model, show some degree of conformity. 

Given the variety of types of signed language services, 

the ASL Specialist, as identified by the responding schools, 

is the only type of position with responsibilities most 

closely aligned with those of the proposed model. In 

contrast, the other two types of positions identified most 

frequently in the survey, ASL Instructor and Interpreter, are 
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less likely to coincide with the model. The critical 

interpretation here is that 13 residential schools appear to 

have prioritized the linguistic needs of deaf children over 

the needs related to general ASL instruction and 

interpreting. Because deaf children need access to ASL in 

order to develop language competence, the ASL Specialist type 

is most relevant in terms of providing services that create 

an accessible linguistic environment throughout the 

educational domain. 

An ASL Instructor, on the other hand, should not be 

expected to assist in fulfilling such linguistic needs 

effectively when the environment for ASL learning is limited 

to the classroom, and such a position is probably better for 

adults learning ASL as a second language. The same is 

expected to be true for hearing students who have achieved 

native competence in English and can then learn ASL as a 

foreign or second language in a high school curriculum. 

Unfortunately, some of the schools surveyed may have included 

responsibilities that require the personnel to literally 

teach deaf children ASL as a first language in a classroom 

setting. Deaf children should be ready when they arrive at 

school at age 5 to learn any academic subject matter through 

ASL as the language of instruction because they should have 

already developed ASL competence. If they have not developed 

ASL competence, they should be provided an ASL environment 
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that facilitates the development of ASL competence instead of 

learning ASL as a first language in the classroom setting. 

Also, these positions carry the responsibility of teaching 

parents and staff who may lack competence in ASL as a second 

language. It is true that the ASL Specialist type does 

include responsibilities in facilitating the learning ASL as 

a second language by parents, but the approach is distinctly 

interaction-based in the home environment. Recall Pollisco's 

study (1992) which included two ASL specialists, a deaf and a 

hearing, working as a team and facilitating ASL as first and 

second languages with deaf child(ren) and their non-signing 

parents and their immediate family members. The deaf ASL 

specialist is an ASL model to deaf children in order for them 

to develop language competence, whereas the hearing ASL 

specialist, whose has learned ASL as a second language, works 

closely with parents of deaf children who are learning ASL as 

a second language and the visually oriented skills (i.e., 

waving hands to get attention), necessary for successful 

interaction with deaf people. 

For the staff, the needs for ASL as a second language 

vary depending on the signed language expertise and 

experience possessed by the ityriad workers at a residential 

school (e.g., cafeteria worker, maintenance, accounting, and 

teacher). A formal ASL class would be provided by an ASL 

instructor, not an ASL specialist. The ASL specialist, in 
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contrast to the instructor of formal ASL, works closely with 

teachers on an individual basis. Specifically, the ASL 

specialist generally works with only 1 or 2 teachers at a 

time; an ASL class may have many students enrolled. The 

teachers may benefit more from learning ASL while actually 

teaching in the classroom. In this case, the ASL specialist 

would assist the teacher in becoming a more competent signer. 

For example, a teacher may be able to converse in ASL, 

but the lack of competence in signed language becomes more 

apparent when teaching a particular subject (e.g., math at 

the fourth grade level with the introduction of problem 

solving tasks). The ASL specialist would provide a 

demonstration during actual class time on the subject or 

provide feedback to the teacher afterwards. This primary 

responsibility of assisting teachers is not specified in the 

ASL Specialist model, but it may be critical to assure that 

deaf children have linguistic access to the subject matter 

taught in the classroom. However, the additional 

responsibility as described above is expected to be "short-

term" for the ASL Specialist position until the school begins 

to hire fully-ASL competent teachers as provided by teacher 

preparation programs. In this case, teachers would be able 

to provide deaf children access to ASL and the academic 

subject matter that schools are responsible for teaching. 

With the additional responsibility described in the 
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example above, ASL specialists are expected to assume a wide 

range of responsibilities until the field of deaf education 

is stabilized with the implementation of a bilingual approach 

as well as with teacher preparation programs for the deaf 

that produce ASL-competent teachers. The core 

responsibilities of ASL specialists as outlined in the ASL 

Specialist model are expected to remain consistent given the 

fact that the majority of deaf children will continue to be 

born into non-signing families. The responsibilities 

specific to ASL instruction, on the other hand, are not 

considered additional for ASL specialists, as these can be 

readily provided through the established profession of ASL 

instructors. 

The same is true for interpreting services; these should 

not be undertaken by an ASL specialist because interpreting 

is not, and should not be, the primary responsibility of the 

ASL specialist. As a result, the ASL Instruction and 

Interpreter position types should not have duties which 

overlap the responsibilities of the ASL Specialist. 

Unfortunately, the overlapping problem does occur a total of 

17 of the positions surveyed. For the purpose of meeting 

deaf children's linguistic needs effectively, each of these 

three position types should have separately delineated 

objectives, responsibilities, and job titles. 

It is important to understand and assess the objectives 
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and responsibilities of the ASL Specialist model as separate 

from those of ASL Instructors and Interpreters. The results 

as provided above should assist other residential schools as 

well as other types of educational programs for the deaf 

(e.g., day school programs or mainstreamed programs) to 

consider the possibility of creating a new ASL Specialist 

position. However, it is still necessary to understand how 

to avoid possible problems associated with each 

responsibility critical to the ASL Specialist position. 

According to the results, the three most common 

responsibilities of the ASL Specialist position model (i.e., 

A (language base); B (ASL modeling); and C (critical period); 

see page 33 above) were not implemented in two of the schools 

surveyed. The positions at these schools would need to be 

revised substantially in order to accurately reflect the 

responsibilities of the proposed model. For the remaining 17 

positions surveyed, the responsibilities related to 

developing a strong language base among deaf children were 

included, but the general impression from the survey data 

indicates that this takes place only during the school years. 

However, the ASL specialist should not be limited to serving 

deaf children of school age, but should also extend services 

to those at home prior to their school enrollment (e.g., 0-

5). In this case, the critical period for language 

acquisition would be considered. Deaf children taking part 
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in an early intervention program would be expected to require 

less attention from ASL specialists upon entering school. 

Regardless of whether this program is implemented, the 

incidence of deaf children not having exposure to ASL at home 

is expected to persist. Very young deaf children from age 0 

to 5 should receive signed language services because this 

stage is critical in developing language competence. Thus, a 

large of number of ASL specialists should be placed in early 

childhood programs and in regular education programs serving 

deaf children from K-12. ASL specialists should be available 

for these students from infancy to high school. As a result, 

the ASL specialist is expected to assist these children 

achieve an adequate level of ASL competence and to fulfill 

their potential for acquiring ASL as a first language to the 

greatest extent possible. 

Appearing with less frequency in the survey responses 

are the remaining four responsibilities discussed previously. 

All are crucial to the success of the ASL Specialist model. 

Responsibility D (strategies) addresses the critical need of 

developing proficiency in the variety of discourse types in 

ASL, developing fluency in fingerspelling, increasing world 

knowledge, and developing visually oriented strategies for 

social interaction. Without these abilities, deaf children 

are severely restricted in their abilities to communicate 

effectively either expressively or receptively. 
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In the survey responses, several schools reported that 

their ASL specialists met the requirement of developing 

visually oriented materials. However, further examination 

revealed that these schools considered this to include the 

creation of communication materials for instructional 

purposes. The ASL Specialist model does not propose that the 

ASL specialist develops materials or a curriculum. Since the 

ASL specialist profession is new, there is currently no 

curriculum or marketed materials for ASL specialists to use 

while working with deaf children. Given the novelty of the 

position, this misunderstanding is understandable. In the 

current situation, it is also understandable that ASL 

specialists would be asked to help develop materials and a 

curriculum. However, once they are developed and 

implemented, the ASL specialist's primary responsibility in 

terms of ongoing curriculum development is not encouraged, 

for this dilutes the focus and integrity of the model. 

Several of the survey responses indicated that one 

responsibility of the ASL specialist is to develop 

communication materials. Unfortunately, the meaning of this 

is not clear. It could be that the term "communication" is 

used in its broadest sense and includes the areas of audition 

and body language. The model does not encourage such 

branching out, but instead restricts duties of the ASL 

specialist to those that are directly related to the 
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facilitation of ASL acquisition for deaf children. 

Responsibility E (parents learning ASL2) in the proposed 

model is to assist non-signing parents achieve effective 

communication at home with their deaf child. With a better 

understanding in regard to the distinction between ASL 

Specialist and ASL Instructor, the residential schools 

surveyed should be able to develop a home-based program in 

which parents would be able to learn ASL more naturally than 

what in the past when ASL was formally taught in a classroom 

setting, and it would occur along with their deaf child as 

well as other family members (e.g., siblings, grandparents, 

etc.). Interestingly, the recognition of the need of signed 

language services for the family is quite high; 

responsibility E (parents learning ASL2) is, in fact, the 

most frequently specified in the survey responses. 

Providing an ASL environment in which adult modeling and 

peer interaction maximizes deaf children's acquisition 

potential is the proposed model's responsibility F (ASL 

environment). This responsibility is the least commonly 

reported of all, but it must be emphatically stated that 

adult modeling and peer interaction are vital components of 

language development. Only one position description claims 

that maximum use of ASL and English are expected and 

promoted. The residential school that includes this 

description for its ASL Specialist position (i.e., California 
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at Fremont) should be coiranended for recognizing the 

importance of ASL input. However, for the sake of 

clarification, English is not the main focus in the proposed 

model, and the underlying expectation for a deaf child is to 

fully acquire a strong language base in ASL before the child 

is ready to learn a second language. This is especially true 

concerning the inaccessibility of English as a first language 

for deaf children. Most of the position descriptions need to 

incorporate adult modeling and peer interaction as a means 

for ASL acquisition. 

Lastly, responsibility G (advisement) is to advise non-

signing parents and the community of the importance of 

language accessibility via ASL. One position description, 

for example, provides "in-services on mainstreaming, 

communications, deaf culture/awareness, and sign language to 

public schools and community services providers (i.e., 

hospitals, human service centers, law enforcement centers, 

vocational rehabilitation, volunteers, etc.)" (North Dakota 

School for the Deaf Job Description, 1991) . First, the model 

intends to limit the role of ASL specialists to educating 

immediate members of the deaf child's family as well as 

relevant community resource centers such as hospitals and 

medical centers; it is not designed to educate the entire 

community. The advising responsibility also includes a form 

of advocacy for a greater understanding of language 
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accessibility via ASL, but it is overlooked in most of the 

position descriptions in the survey. The focus of advising 

should be on ASL and language acquisition by deaf children, 

and it should not include other issues related to 

mainstreaming or deaf awareness in general. Again, these 

issues are not in the area of educational background in which 

ASL specialists operate. 

Besides the responsibilities related to the ASL 

Specialist position, the educational system serving deaf 

children also needs to understand the comparison between 

signed language services with those of speech-language 

pathology more fully. Recall that the speech-language 

pathology field emerged back in 1925 as opposed to the first 

presence of signed language services which only began in 

1975, 50 years later. Both ASL Instructor and Interpreter 

types first appeared in 1975; the ASL Specialist type is only 

formalized in this thesis. This evoluntionary process has 

resulted in a shifting the focus to the newer type of 

position as if the importance of deaf children acquiring ASL 

as a first language surpasses that of both ASL instruction 

and interpreting. This is especially true given the fact 

that only if deaf children become competent in ASL will they 

benefit from interpreting services. ASL instruction, on the 

other hand, stresses formal instruction as opposed to that of 

language acquisition (i.e., no formal classroom instruction 
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is required in order for natural language acquisition to be 

facilitated). Apparently, the signed language services 

related to facilitating language acquisition among deaf 

children has now become the dominant part of all signed 

language positions in the residential schools surveyed. 

Moreover, since 1975, the number of ASL Specialist 

positions has increased consistently to its present total of 

19 full-time throughout the United States. The profession of 

ASL specialists is expected to continue expanding and to 

become solidified. However, critical to the well-being of 

the ASL Specialist profession, the salary, degree, and 

certification need to be determined and standarized. 

Salaries of ASL specialists should be comparable to speech-

language pathologists' salaries. Since both professionals 

work directly with deaf children and provide them programs 

based on their language intervention and assessment, they 

both should be considered professional equals. Also, speech-

language pathologists are required to have a master's degree, 

and if this is the case, the requirement to obtain a master's 

degree for ASL specialists is strongly recommended. There is 

a serious lack of trained personnel in assessing deaf 

children's ASL acquisition and competence and providing 

programs for them. Therefore, more educational programs for 

the deaf need to recognize the need for ASL specialists, and 

there will be an increased demand for ASL specialists with 
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formal educational training. 

The residential schools in the survey should be 

complimented for attempting to require certification for 

these positions. However, the kinds of certificates required 

are inappropriate for the ASL specialist position because 

they are not relevant to ASL acquisition. In addition, it is 

interesting to note that one residential school prefers to 

have an ASL specialist who possesses ASL competency rather 

than any kind of certificate. This implies that anyone who 

has the needed ASL competence is capable of fulfilling the 

responsibilities of ASL Specialist position as if anyone 

knowing English could become a speech-language pathologist 

without any certification. For this reason alone, 

certification for ASL specialists is imperative, and the 

current lack of certification from any source remains a 

problem. It is expected to become a paramount concern as the 

demand for these positions increases. However, for the 

overwhelming majority of the residential schools surveyed, 

some kind of certification specific to ASL specialists is 

desired, and it is only substituted with a wide range of 

different certificates for the time being. 

Conclusion 

The survey data indicate that there are some existing 

positions that were established to assist deaf children in 

acquiring ASL as a first language and a strong language base. 
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Although they overlap, the objectives and responsibilities of 

these positions can be classified into three types of 

positions: 1) ASL Specialist; 2) ASL Instructor; and 3) 

Interpreter. The adoptation of the ASL Specialist model 

should result in clarifying the responsibilities of these 

positions related to signed language services. It is 

expected that the number of such positions will expand in the 

residential school system and in other educational programs 

serving deaf children. If this is the case, the main 

objective of a given position should be to facilitate ASL 

acc[uisition with deaf children, and not the instruction of 

ASL as a foreign language or interpreting. These distinct 

position types should no longer have overlapping duties. 

Moreover, the formal title of American Sign Language 

Specialist should be recognized as separate and distinct from 

the two other position types related to signed language 

services, as well as from that of Speech-Language 

Pathologist. 

The case of the ASL specialist at the Arizona State 

Schools for the Deaf and the Blind points out the need for 

clarification of the responsibilities of the position, and 

this may also be true for other residential schools for the 

deaf. With a better understanding of this new type of signed 

language services position, attention is still needed for the 

development of appropriate signed language acquisition 
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materials and programs as well as assessment instruments 

specifically designed for ASL. The Sign Language Studies 

program at the University of Arizona serves as a model 

graduate program in both research and training of ASL 

specialists. More trained personnel and the further 

development of Sign Language Studies as a field having 

appropriate standards and certification are expected to 

benefit deaf children and their families to a great extent as 

far as signed language development is concerned. 

Also, there is a need for further exploration and 

development of a wide range of relevant settings for ASL 

acquisition, not just the school setting. In general the 

data indicates that only deaf children of school age are 

currently targeted for signed language services. Although 

there are a number of ASL Specialist positions in the 

residential schools for the deaf, more attention is needed in 

confirming the extension of services to families with deaf 

children in the home setting. This is especially true 

because deaf children need signed language services the most 

in the years prior to their school enrollment. The critical 

period for ASL acquisition needs to be addressed in a future 

study. Moreover, the non-signing hearing family members of 

the deaf child also need signed language services in order to 

become signers themselves; their role is paramount in 

creating an accessible linguistic environment at home. 
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In sum, the need for signed language competence in deaf 

children is so critical that a new profession of ASL 

Specialists is required. The ASL Specialist model as 

proposed serves as a beginning, and should trigger a series 

of studies to develop and solidify the profession. It should 

be stressed once again that a strong language base serves as 

a prerequisite to normal cognitive and socio-emotional 

development in deaf children. These children are also 

expected to gain greater academic achievement, to have access 

to curricular content through ASL as the language of 

instruction, and to learn English as a second language. 

ReconmendatIons 

1. Since objectives and responsibilities of many positions 

overlap in three position types, developing separate 

objectives and responsibilities for the ASL Specialist, 

ASL Instructor, and Interpreter must be done. 

2. The objectives and responsibilities of the ASL Specialist 

must focus on language acquisition so that deaf children 

have access to communication and learning via ASL. 

3. The title for the ASL Specialist must specifically name 

American Sign Language. 

4. The requirement of obtaining Master's degrees for ASL 

Specialists is strongly recommended. 

5. The salary base for ASL Specialists should be comparable 

with that of Speech-Language Pathologists. 
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There is a need to expand programs specializing in ASL 

acquisition and preparing ASL Specialists to work with 

deaf children and their families. The Sign Language 

Studies program at the University of Arizona, for 

example, can be a model for colleges or universities 

which are interested in developing a new program for ASL 

Specialists. 

It is essential to consider the recommenndation made 

concerning ASL Specialist in the report.Unlocking the 

Curriculum:Principles for Achieving- Access in Deaf 

Education, (Johnson, Liddell, & Erting, 1989), that is 

ASL Specialists can work in programs for deaf children 

and their families to focus on ASL competence in both 

first and second languages as well as to foster social 

development. 

There is a need for further exploration and development 

of a national-level and state-level organization for ASL 

Specialists to obtain appropriate certification. The 

Council on Education of the Deaf and American Sign 

Language Teacher Association are possibilities if they 

design specific standards to meet the requirements of the 

ASL Specialist position. 

There is a need for further exploration and development 

of assessment instruments and development of acquisition 

materials that facilitate the development of ASL 
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competence in deaf children. 

10. ASL Specialists should be involved in a 

interdisciplinary team consisting of audiologists, 

psychologists, speech-language pathologists, and other 

professionals in the process of developing Individual 

Educational Programs for deaf children. 

11. Besides school settings, there is a need to develop a 

variety of settings including the home for ASL 

acquisition. 

12. There is a need for further study on ASL acquisition 

during the critical language-learning period. 

13. Speech-Language Pathologists who work with deaf children 

are recommended to have a background in ASL and ASL 

acquisition and to be competent in ASL as a second 

language. 

The expansion and acceptance of the profession of ASL 

Specialist would be assured if these 13 recommendations are 

adopted. It is further recommended that all the 

professionals involved in the education of deaf children 

should be involved in developing and nurturing this new 

profession, and that the ultimate goal of providing the best 

education for deaf children is not lost or ignored. It is 

hoped that the rationale for establishing this new profession 

will convince all professionals in the field of deaf 

education to work together for the ultimate benefit of the 



students they serve. 
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Signed Language Specialists: Position 
Development and Description in Deaf Education 

SURVEY 

1. Name of your school 

2. Does your school provide signed language services (e.g., 
signed language specialists, signed language instructors, 
bilingual/bicultural coordinator)? Yes or No 

If no, please answer the following cjuestion: 

Would your school be interested in establishing Signed 
Language Specialist positions? If so, why? 

3. How many of these job positions are offered? 

4. What are the position title{s)? 

5. What is the rationale for the development of the Signed 
Language Specialist? 
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6. What is the job description for Signed Language 
Specialists? Please be specific to each position if 
necessary. Attach the actual job description copy if 
possible. 

What year was the Signed Language Specialist position 
first developed? 

What is the salary range for each sign lancruage services 
related position? Please specify the jobs. 

9. Does the signed language specialist position require a 
degree? 

If yes, please circle one{s): 

Bachelor's Master's Doctorate 

10. Does the signed language specialist position require 
specific certification? If so, what kind of 
certification is she/he required to have? 

Please return'this survey to: 

Sign Language Studies 
College of Education 

Division of Special Education and Rehabilitation 
University of Arizona 
Tucson, AZ 85721 



APPENDIX B 

Residential Schools at Four Major 
Geographical Regions of the United States 



Residential Schools at Four Major 
Geographical Regions of the United States 

North Central States (14 Residential Schools) 

Illinois School for the Deaf 
Indiana School for the Deaf 
Iowa School for the Deaf and Blind 
Kansas School for the Deaf 
Kentucky School for the Deaf 
Michigan School for the Deaf 
Minnesota State Academy for the Deaf 
Central Institute for the Deaf (MO) 
Missouri School for the Deaf 
Nebraska School for the Deaf 
North Dakota School for the Deaf 
Ohio School for the Deaf 
South Dakota School for the Deaf 
Wisconsin School for the Deaf 

Northeastern States (9 Residential Schools) 
American School for the Deaf (CT) 
Delaware School for the Deaf 
Maryland School for the Deaf at Columbia 
Clarke School for the Deaf (MA) 
The Boston School (MA) 
Marie H. Katzenbach School for the Deaf (NJ) 
St. Mary's School for the Deaf (NY) 
New York State School for the Deaf at Rome 
Rochester School for the Deaf (NY) 

Southern States (10 Residential Schools) 
Alabama School for the Deaf 
Arkansas School for the Deaf 
Florida School for the Deaf 
Georgia School for the Deaf 
Louisiema School for the Deaf 
North Carolina School for the Deaf 
Jane Brooka School for the Deaf (OK) 
Tennessee School for the Deaf 
West Tennessee School for the Deaf 
Virginia School for.the Deaf emd Blind at Hampton 

Western States (8 Residential Schools) 
Alaska State School for the Deaf 
Arizona State Schools for the Deaf and the Blind 
California School for the Deaf at Fremont 
Idaho School for the Deaf and Blind 
Montana School for the Deaf and Blind 
New Mexico School for the Deaf 
Oregon School for the Deaf 
Washington School for the Deaf 


