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Abstract
Introduction: Communication disorders are highly prevalent in India especially in children. Early identification and treatment can prevent children from falling behind
academically, socially, and in other key areas. However, identifying children with communication disorders and providing rehabilitation at an early stage is challenging
in Indian scenario. Though 21st century has progressed drastically towards the rehabilitation of various communication disorders effectively, not all the regions in India
are accepting the scientific rehabilitation. Due of lack of awareness, ignorance and stigma related to communication disorders, some open prejudices still persist in our
country, making it diﬃcult for people with communication disorders to have their condition recognized and to seek rehabilitation. However beforehand it is important to
know the origin and degree of the problem so that appropriate remedy can be sought. Hence the present study makes one such effort, to study the extent of myths widely
spread over north Karnataka region.
Method: A questionnaire consisting of 10 questions which focus on myths and misbelieves regarding communication disorders was administered on a total of Six
hundred participants in the age range of 18 to 80 years.
Results: Results indicated presence of myths in rural population with respect to communication disorders compared to urban population as well as more
misconceptions were noticed in older population when compared to younger ones.
Conclusion: From the results it can be concluded that further necessary programs needs to be implemented in rural areas and for older age groups of North Karnataka
region to create awareness in this regard.

Introduction
Communication is a systematic process by which an
individual can exchange information and convey ideas.
A communication disorder is any disorder that affects an
individual’s ability to comprehend, detect, or apply language
and speech to engage in discourse effectively with others
[1]. Communication disorders are highly prevalent in India
especially in children [2]. It is reported that 21 out of every
1000 children have hearing loss [3]. Prevalence of hearing
impairment was reported to be 7.3% in rural population of
Lucknow district whereas prevalence of mental retardation was
reported to be 2.3% in Karnataka [4]. Highest prevalence was

reported for auditory disorders (62%) followed by language
disorders (24%) and then speech disorders (14%) [5.6]. A
study [7] was conducted on 15441 individuals and reported
prevalence of communication disorder to be 6.07% in a rural
population of Karnataka. Screening of 2010 school children
in the age range of 6-12 years for communication disorders
was carried out in rural and urban Mysuru regions. Results
indicated that the disorders that were more prevailed in school
children include intellectual disability (10%), specific language
impairment (7.8%), multiple disorders (2.2%), and Autism
Spectrum Disorders (0.9%). Among the speech disorders,
Articulation/ Phonological disorder were found to be more
common (18.6%) compared to other speech disorders including
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Fluency disorders (10.8%), Voice disorders (2.6%), Childhood
dysarthria (1.7%) and Hypernasality with repaired cleft-lip
&Palate (1.3%) [8].
Occurrence of speech, language and hearing problems in
the early childhood can cause severe impairment in literacy,
cognition and overall development of the child. Early
identification of these communication disorders is essential
for timely remedial intervention leading to improved longterm outcomes. Early identification and treatment can prevent
children from falling behind academically, socially, and in other
key areas at the critical time. However, identifying children
with communication disorders and providing rehabilitation
at an early stage is challenging in Indian scenario. Though
21st century has shown considerable progress towards the
rehabilitation of various communication disorders effectively,
not all the regions in India are accepting the scientific
rehabilitation for speech and language disorders. Awareness
about communication disorders in general population is
an area of concern. Due to lack of awareness, ignorance and
stigma related to communication disorders, there are various
myths and misconceptions which are prevailing in our country.
Myths & misconceptions can be referred to as any ill beliefs,
mistaken thoughts, ideas or notions or incorrect information
regarding communication disorders and its treatment. A myth
has different meanings for the believer, the anthropologist,
the folklorist, the psychologist, and the literary critic [9]. The
public view towards communication disorders is negative,
stigmatized, uninformed and fearful entity right from the
ancient time to till date which varies according to age, race,
ethnicity, religion, culture, tradition and education of the
different community [10]. Unfortunately, some commonly held
beliefs about communication disorders which are scientifically
proven untrue still persist.
Very little studies have been documented in literature
regarding myths and misbeliefs with respect to communication
disorders. While most of the studies have been reported in
western literature, yet there is dearth of data pertaining to
Indian studies. European folklore regarded physically deformed
or mentally retarded children as the offspring of fairies, elves
or other sub-human beings [11]. Cleft lip and/or palate are
one of the most common birth defects and one that requires
interdisciplinary management. The earliest traceable history
of cleft lip and palate considered congenital anomalies to be
evidence of the presence of an evil spirit in the affected child,
curse from God, evil attack, effect of black magic, presence of
fibroid in the womb, or reincarnation of an accident victim. In
developing countries, superstitious beliefs such as witchcraft,
gods and retribution are still attributed as possible causes of
cleft lip and palate [12]. While in developed countries, maternal
impression, stellar influences, mechanical causes and folklore
are attributed as possible causes of cleft lip and palate [13].
Among rural communities in the Indian subcontinent, the
family where deformed child is born is held in low esteem until
certain purifying rituals have been performed [14]. A study
in rural part of India revealed that almost all parents blamed
the occurrence of cleft lip and palate on a curse, an act of evil

or retribution for past sins [15]. A pilot study to understand
cultural perspectives on cleft anomalies in the community of
Hyderabad, India, and its rural outskirts revealed that of the 23
families interviewed, 12 mothers believed the cleft was caused
by an eclipse [16].
African American folk myths about stuttering states that
people believed that stuttering is caused because of improper
foods when breast feeding the infant, the mother seeing a snake
during pregnancy, the work of the devil and so on. A Study [1719] on stuttering- related myths reported that people believed
that a person stuttered because of failure to inform ancestors
of imminent childbirth, supernatural powers, bad karmas
and having short tongue. A presentation at International
Stuttering Awareness Day Online Conferences stated that in
Africa it was believed stammering in young children was due
to eating grasshoppers [20]. There existed a myth which stated
that abnormal children are born because of curse inflicted on
them and till today hostility towards the facially deformed
individuals still exits [21]. Similarly myths and misconceptions
about hearing impairment and other communication disorders
also prevail in most of the regions. However no documentations
are available in this regard.
The damaging consequences of such notions results in
social rejection, isolation and restriction of opportunities. This
lack of understanding can make it difficult for people with
communication disorders to have their condition recognized
and to seek, accept or reveal rehabilitation. Prior to creating
awareness and providing rehabilitation, it is important to know
the origin and degree of the problem so that appropriate remedy
can be sought. Though studies on myths and misconceptions
are conducted in few parts of India, no literature is available
in connection with Karnataka or its regions. The present study
makes one such effort, where the survey focuses on extent of
myths widely spread over north Karnataka region.
More the myths and misbeliefs lessen the chances of
people being aware of the problem and in turn probability of
identification of the disorders becomes lesser which leads to
non-treatment and/or late treatment of a particular speech
and hearing disability. Hence, it is essential to identify such
fields, make the people aware, so that appropriate and early
intervention can be initiated. The current study aims to survey
myths and misconceptions about communication disorders
in region of northern Karnataka so as to plan and implement
proper measures towards creating awareness concerning
communication disorders

Methods
The study was carried out in five phases over a period of
approximately 6 months.
i.

Development of the questionnaire

ii. Questionnaire validation
iii. Selection of the participants
iv. Administration of questionnaire and data collection
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v. Data Analysis

Development of the questionnaire
The questionnaire was developed using descriptive
survey design. As there was no questionnaire which provides
information on myths of communication disorders, a researcher
made questionnaire was planned to develop. An initial draft
consisted of 30 closed ended ‘yes-no- not sure’ type questions.
To make it a research made questionnaire, it was prepared with
the help of experienced Speech-Language Pathologists and
Audiologists, which discusses basic information on awareness
of a person towards communication disorders. Questions
were formed based on professional’s knowledge on myths
and misbeliefs which they have come across in their service.
Patients who visited the clinic were asked for the causes of
speech and hearing disorders and if there were any misbelieves
found in their answers, those questions were also included in
the questionnaire. Questionnaire was designed in English and
translated in Kannada for the ease of administration. These
questions were given to general public to rate according to
their relevance. Most relevant 10 questions were considered for
the final study (Annexure 1).

Questionnaire validation
Prior to the data collection the initial draft was subjected
to pilot study, to check the validity and the reliability of the
questions. In this process, two types of validity were tested;
face validity and content validity. Followed by pilot study,
responses to each item were scrutinized to identify any
misunderstandings and ambiguity. Items found to be unclear
or ambiguous were modified thereby improving face validity.
Expert opinions, review of literature and pre-testing of openended questions were used to improve the content validity.

Selection of the participants
Simple random sampling method was used for selecting
participants of the study as it is considered as a suitable
method to gather quantitative data from questionnaires.
Random sampling lets the results to be accurately reflecting
the entire population. Using this technique, each individual in
the selected population is randomly selected and has as much
chance of being selected as anyone else. Based on random
sampling a total of Six hundred participants in the age range
of 18 to 80 years were included in the study. Further they were
grouped into three groups based on their age i.e. group I-young
adults (ages 18-35 years), group II- middle-aged adults (ages
36-55 years) and group III- older adults (aged older than 55
years). All the participants were native Kannada speakers
from urban and rural areas in the northern part of Karnataka.
Individuals having hearing impairment, Intellectual disability
or any other conditions which cause poor understandings of
questions were excluded from the study.

Administration and scoring
Test environment: The study was carried out at various
public places like, clinics, hospitals, public gatherings and
individuals who attended the speech and hearing camps
organized in Dharwad, Hubli, Belgaum and Bijapur. Prior

to conducting the survey, nature and purpose of study was
explained to all participants in Kannada and consent was taken
from each individual.
Procedure: The questionnaire was administered by the
investigator by briefing the participants regarding the study.
Medium of communication between Investigator and the
participant was in Kannada. The investigator asked the
questions to the participant one at a time. The participants
were instructed to either say ‘Yes’, ‘No’ or ‘Not sure’ to the
questions. The participants were expected to answer each
question in 5 seconds. The time taken for data collection is 10
minutes for each participant.

Data analysis
Thus questionnaire administration was done to all the
six hundred subjects in the same manner. The scores for
each participant were awarded based on the response. If the
response was a myth, it was scored as 0 and if it was not a
myth, it was assigned the value of 1. Data was grouped in terms
of age range, gender and geographical location viz. rural and
urban for further analysis. Scores were tabulated separately for
each group and further statistical analysis was done using SPSS
software (Version 20).

Results
Frequency distribution was carried out to understand the
occurrence of myths for each response across 10 questions.
Overall results showed high mean for Q1 (73%), Q3 (68%), Q6
(55.6%) and Q9 (71.7%) indicating presence of myth for those
questions. Descriptive statistics was done to find out mean
and standard deviation (SD) for all the 10 questions in both
rural vs urban population, males vs. females and across age
groups. Further One way ANOVA was performed to study the
significant differences in performance within and across the
groups and geographical area.
The mean and SD of responses across the three age groups
is given in Table 1. When compared across age groups middle
and older adults showed more myths compared to younger
group. Mean was found to be significantly different for Q1

Table 1: Mean and SD of myths and misconceptions across age groups.
Questions

Gropu 1 (Young
Adults)

Group 2 (Middle aged
adults)

Group 3 (Older
Adults)

Mean

SD

Mean

SD

Mean

SD

Q1

1.23

0.41

1.31

0.47

1.49

0.59

Q2

1.39

0.5

1.48

0.55

1.51

0.56

Q3

1.72

0.47

1.78

0.47

1.67

0.56

Q4

1.6

0.77

1.69

0.76

1.71

0.75

Q5

1.43

0.61

1.5

0.63

1.46

0.56

Q6

1.6

0.54

1.63

0.57

1.75

0.53

Q7

1.25

0.58

1.35

0.63

1.38

0.65

Q8

1.49

0.63

1.54

0.63

1.59

0.68

Q9

1.8

0.48

1.8

0.5

1.89

0.57

Q10

1.29

0.59

1.5

0.68

1.56

0.71
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(F(2,598) = 9.126, p=0.00), Q7 (F(2,598) = 2.407, p=0.021) and
Q10 (F(2,598) =8.466,p=0.00) between younger and middle
age adults and younger and older adults. However there was
no significant difference between middle age and older adults
(Table 1).
With respect to geographical area, mean was found to be
higher for Q1 (F(1,599) =3.060,p=0.043), Q2 (F(1,599) = 4.986,
p=0.026) and Q10 (F(1,599) =3.012, p=0.047) in rural population
and significant difference was found for these questions among
rural and urban population. The mean and SD of responses for
questions for rural and urban population is given in Graph 1.
However, no significant difference was seen in gender across
questions. The mean and SD depicting results across genders
are shown in Graph 2 (Tables 2,3 Graphs 1,2).

Discussion

Table 2: Mean scores of myths and misconceptions across geographical area.
Rural

Urban

Mean

SD

Mean

SD

Q1

1.23

0.46

1.31

0.41

Q2

1.48

0.53

1.38

0.51

Q3

1.73

0.47

1.73

0.50

Q4

1.69

0.77

1.60

0.76

Q5

1.42

0.59

1.48

0.63

Q6

1.66

0.58

1.60

0.54

Q7

1.31

0.60

1.28

0.61

Q8

1.53

0.63

1.51

0.64

Q9

1.84

0.47

1.59

0.51

Q10

1.43

0.66

1.33

0.62

Table 3: Mean scores of myths and misconceptions across gender.

Despite the increase in knowledge and widespread access
to medical care, beliefs contrary to science still occur in most
developing countries. The present study aimed to survey myths
and misconceptions about communication disorders in region
of northern Karnataka. The study results indicate the presence
of myths concerning importance of hearing for speech and
language development and curse for pregnant mother and child

Mean score

Questions
Graph 1: Mean scores of myths and misconceptions across geographical area.

Mean score

Male
Mean

Female
SD

Mean

SD

Q1

1.99

0.48

1.27

0.46

Q2

1.49

0.56

1.39

0.50

Q3

1.76

0.50

1.79

0.48

Q4

1.68

0.55

1.54

0.78

Q5

1.47

0.66

1.45

0.59

Q6

1.65

0.55

1.62

0.55

Q7

1.34

0.64

1.27

0.59

Q8

1.58

0.68

1.49

0.61

Q9

1.86

0.48

1.79

0.61

Q10

1.86

0.48

1.79

0.61

for having communication disorders. The results of the study
indicates that older age group has myths and misconceptions
regarding importance of hearing for speech and language
acquisition and there still exists the belief that black magic
and curse leads to mental retardation in children and pregnant
mothers previous life sins causes cleft lip and palate. A study
reported that individuals considered curse as a factor causing
infertility or disordered children. The results also revealed
that rural population are less aware regarding the importance
of hearing for speech and language development (Q1, Q2),
as well as in the belief of past life sin for having a child with
cleft lip and palate (Q10) [22]. A study [23] which revealed
that there is lack of awareness about hearing loss and is more
misconceptions about hearing loss in rural area compared to
urban area which is prop up with our study. Patients’ reaction to
treatment and treatment outcome determines largely or partly
by what they believe. As India being a rural based country, lack
of awareness and educational status might have contributed
to the development of misbelieves regarding communication
disorders which needs proper attention [24].

Conclusion

Questions
Graph 2: Mean scores of myths and misconceptions across gender.

The speech language pathologist’s understanding of a
patient’s cultural background is extremely relevant for a
successful transmission of new ideas, techniques and beliefs
to them. Hence knowing their beliefs about whatever condition
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they present with is foremost and paramount. Carrying
out researches on myths and misconceptions may help
professionals to understand a patient’s idea of the cause of his
or her condition will facilitate the speech language pathologist
and patients with communication disorders working closely
together which in turn helps in counseling the patient. A
limitation of the study is the sample size under each group
(age, gender and geographical area) and hence, generalization
becomes difficult. Similar studies can be carried out in a large
population, among various socio-cultural groups, different
districts and states of Karnataka to understand the variations
in beliefs. In future, community based awareness programs
regarding causes, symptoms, characteristics, preventive
measures and treatment options of communication disorders
can be planned by the professionals which improves the
knowledge of disorders in general public.

Ethical approval
Appropriate ethical standards are upheld during the
data collection and informant consents were taken for the
participation of the study.
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Annexure 1
Sl No

Questions

Q1

There is no need for auditory skill for Speech and language development

Q2

Children with hearing impairment cannot learn speech

vQ3

Children with hearing impairment should be sent only to Special schools

Q4

Using hearing aids for a few years will help in restoring hearing loss

Q5

Pouring hot oil in the ear will reduce ear pain and ear discharge

Q6

Children who do not talk will start talking as they grow older

Q7

Mental retardation is caused due to black magic, curse and bad deeds of a person

Q8

Home remedies, pills and medications can relieve stuttering

Q9

Having thick tongue leads to stuttering

Q10

The cleft lip and cleft palate in the baby is caused due to sinful acts of the pregnant mother in her past life.

 Questionnaire in Kannada Language is available. It will be mailed to the reader on request
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