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Effect of video-guided ed
ucational intervention on
school engagement of adolescent students with
hearing impairment
Implications for health and physical education
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Abstract
Background/objective:Hearing impaired students still face stigmatization andmarginalization especially in inclusive classrooms
in developing regions. This negatively impacts their school engagement. The present study aimed at ascertaining the effect of video-
guided educational intervention on school engagement of hearing impaired students.

Method:Randomized controlled trial design was adopted for the present study. A total of 46 junior secondary school students with
hearing impairment and low school engagement symptoms participated in this study. The students were randomly assigned to
groups – intervention group and care-as-usual control group. A video-guided educational intervention package which consists of 13-
minutes captioned video clips with school engagement themes served as the treatment intervention. Data were collected at 3
different times (pre-test, post-test and follow up) using School Engagement Scale created by Fredericks, Blumenfeld, Friedel and
Paris (2005). Data were analyzed using independent sample t-test, paired sample t-test, Cohen d and Chi-square.

Results: Results showed that the video-guided educational intervention significantly improved school engagement level among
hearing impaired adolescent students in the intervention group in comparison with the students in the care-as-usual control group as
measured by the Student Engagement Scale [Behavioral: t(24)=�9.305, P< .001; Emotional: t(24)=�7.772, P< .001; Cognitive: t
(24)=�7.330 P< .001) as well as total student engagement (t(24)=12.022, P< .001, D=5.362). Also, the students who took part in
the video-guided educational intervention maintained improved school engagement at follow-up.

Conclusion: Video-guided educational intervention is an effective intervention for improving school engagement of hearing
impaired adolescent students. Since acquiring relevant education is essential for leading a quality life especially among the special
needs population, it was recommended that students with hearing impairment should be helped to acquire life skills through
education by fostering their school engagement.

Abbreviations: dBHL = decibel hearing level, SES = school engagement scale.

Keywords: hearing impairment, physical and health education, school engagement, schooling adolescents, video-guided
educational intervention
1. Introduction
A condition whereby an individual is unable to partially or
completely hear sound in 1 or both of the ears could be termed
as hearing loss or hearing impairment. Hearing loss ranges
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from unilateral cases to profound hearing impairment.[1]

Globally, current data suggest that about 360 million persons
suffer disabling hearing loss.[2] Of these, 328 million people
(91%) are 15years and above. The WHO estimates suggest that
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developing countries have a higher prevalence of hearing
impairment (15.7%) among people aged 15 years and above
compared to high-income countries with 4.9% of people aged
15 years and above.[2] Persons with hearing loss could lack the
capacity for speech and language development.[2] Educational-
ly, hearing impaired students may not benefit maximally from
learning activities. Their effective participation in academic
activities may be worse following the emphasis on inclusive
education. It has been reported that although the goals of
inclusive education are noble and tend to address most
academic and psychosocial problems of people with disabil-
ities,[3] hearing impaired students still face high marginalization
and stigmatization in schools.[4] As a result, most of these
students develop very low school engagement and high
aversion for schooling.[3]

School engagement is a multifaceted concept. Generally,
researchers believe that it consists of the behavioural, emotional
and cognitive components.[5–7] The behavioral component of
school engagement measures the degree to which a student is
involved in academic and non-academic tasks, exhibits good
behaviors and/or avoids troublesome behaviors. The emotional
aspect describes the nature of the student’s relationship with
teachers, peers, and academics. The cognitive component of
school engagement explains the extent the student is willing to
invest in learning and go beyond the essential prerequisites to
master difficult skills.[5] School engagement may lead to an
improvement in academic performance,[8] and school attendance
and a reduction in delinquency.[9] Therefore, achieving and
sustaining school engagement for hearing impaired students is a
crucial task as their impairment put them at greater risk for
school disengagement.
Hearing impairment is usually associated with impairment of

the vestibular system.[10] This results in postural control
deficits.[11] Therefore, children with hearing impairment may
lack the capability to carry out some basic motor tasks such as
sustaining stability on a select leg, skipping and clapping one’s
hands above the head.[12] Unfortunately, these are common and
basic activities in physical education classes in Nigerian
secondary schools. These impediments could lead to frustration
and may further exacerbate school disengagement for hearing
impaired students. Fortunately, these deficiencies can be reduced
by practising physical activities that enable hearing impaired
students learn to make up for the vestibular shortfall, as they
could make up for it with the information obtained by other
senses.[13] Therefore, through sustained school engagement,
hearing impaired students could overcome their postural
deficiencies as they would have a greater opportunity to
participate in healthy and planned physical activities during
physical education classes.
The scarcity of current and representative prevalence data on

hearing loss has been described as a limiting factor in promoting
preventative and therapeutic interventions in developing coun-
tries such as Nigeria.[14] Mulwafu et al[15] noted that the few
available studies on hearing impairment used different criteria to
describe hearing impairment, hindering the comparability of their
results and the development of adequate intervention strategies.
Therefore, apart from estimating the hearing impairment
prevalence in developing countries, much more attention is
needed in providing evidence-based interventions for people with
hearing impairment, particularly students as such interventions
are scarce. Such interventions could aim at improving their school
engagement, and in turn leading to improved academic achieve-
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ments and better quality of life which have been noted to be
particularly low in this group.[16]

Video-guided educational intervention is a promising interven-
tionwhich couldbeemployed toassist hearing impaired students in
achieving greater school engagement. Video-guided educational
intervention is a form of a group-based educational innovative
technology intervention in which participants are guided to assess
and reflect on the content of captioned video clips designed to
address their main purposes for joining the group. The video-
guided educational intervention is based on the propositions of
social learning theory.[17] According to the social learning theory,
desirable behaviors are learnt or acquired by an individual through
direct experience or by observation of others.[17] Therefore, the
intervention fundamentally hopes to guide its participants to
acquire desired behaviors which encourage academic engagement
after guided exposure to the video contents. Previous studies have
shown the potentials of video-guided interventions on hearing
impaired students and other special need students. In a previous
study, Lam-Cassettari et al[18,19] found that video feedback
intervention enhances the development of pre-linguistic commu-
nication in hearing impaired children. Similarly, Omoniyi and
Oluniyi[20] showed that captioned video instruction had a
significant positive impact on hearing-impaired pupils’ perfor-
mance in English Language. Also, a video-guided interventionwas
used by Balkom et al[21] to show that parent-based video home
training was effective and achieved long-lasting effects in children
with developmental language delay.
From the foregoing, it could be observed that previous studies

point to the potential benefits of video-guided interventions in
assisting students with hearing impairment. Given that interven-
tion studies targeting the hearing impaired students are scarce in
developing countries, and no such intervention was developed
specifically to improve the school engagement of these special
need students, the present paper ascertained the effectiveness of a
video-guided educational intervention on school engagement of
students with hearing impairment.
2. Methodology

2.1. Ethical approval

The research and ethics committee of the Faculty of Education,
University of Nigeria Nsukka approved the present study with
approval number REC/FE/2018/000052. Additionally, it was
ensured that the study met the ethical conditions of the World
Medical Association Declaration of Helsinki.

2.2. Study participants

This study involved 46 junior secondary school students in public
secondary schools in South-South Nigeria who met the following
inclusion criteria: hearing threshold in decibels>35 decibel
hearing level (dBHL) (moderate or worse hearing impairment
based on criteria by Stevens et al[1]), attending an inclusive
school, possession of a parents/guardian consent letter to
participate, being adolescents aged 11 to 15 years and scoring
not more than 30 overall in the School Engagement Scale (SES) at
pretest (showing poor school engagement). The enrollment
procedure is contained in Figure 1. To determine the adequacy of
the sample size, we used G-power 3.1 Software[22] with a chosen
effect size of 0.8, an alpha level of 0.05 and statistical power
of 0.85 for independent sample t-test. The sample size was
considered adequate.



Figure 1. CONSORT flow diagram for participants’ eligibility.
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2.3. Measures
2.3.1. SES. The study used the SES for data collection. The SES
is a 19-item questionnaire developed by Fredericks et al.[5] The
SES measures school engagement in 3 dimensions namely,
Behavioral, Emotional, and Cognitive Engagement dimensions.
Behavioural engagement dimension is measured by 5 items; the
emotional dimension is measured by 6 items; while the cognitive
dimension is measured by 8 items. The items are rated on a 5-
point rating scale of Never (1), On Occasion (2), Some of the
Time (3), Most of the Time (4), and All of the Time (5).
To determine school engagement, negatively worded items

(items 2, 4 and 6) were reversed before summing up the scores, so
that higher scores would reflect a higher level of engagement.
With the SES, the minimum engagement score is a total school

engagement score of 19 while the maximum engagement score is
a total school engagement score of 95. Total engagement has
been determined by summing the scores of the different subscales
of the SES. In this study, the following categorization was made
regarding participant engagement scores on the SES: low
engagement � 30 marks, 30 marks<moderate engagement
�60 marks, high engagement >60 marks. Participants who
scored low on the SES during the pre-test were recruited for this
3

study (30 marks and below). SES was validated in a previous
study and the items for each subscale (Behavioral, Emotional, and
Cognitive) of school engagement were found to be reliable with
Cronbach alpha=0.75, 0.8.2 and 0.83 for behavioural,
emotional, and cognitive school engagement subscales.[5] In
the present study, SES showed high internal consistency in the
different subscales: Behavioural (a=0.924), Cognitive (a=
0.871) and Emotional (a=0.958). overall, the reliability of the
SES was a=0.969.
2.4. Demographic questionnaire

Participants’ demographic characteristics were obtained using a
demographic questionnaire. Participants were asked to provide
the following personal information: gender, age, level of study,
school type, school ownership, hearing threshold (to bemeasured
and provided by the researchers). See Table 1 for participant
demographic characteristics.
2.5. Study design

Randomized controlled trial.

http://www.md-journal.com


Table 1

Demographic characteristics of participants.

Characteristics Levels Intervention Control t -test significance Phi and Cramer V

Age 12.80±1.22 13.16±1.40 �0.966 0.339
n (%) n (%) x2 Significance

Gender Male 14 (56.0) 11 (44.0) 0.720 0.396 0.120
Female 11 (44.0) 14 (56.0)

Level of study JSS 1 6 (54.5) 5 (45.5) 0.139 0.933 0.053
JSS 2 9 (50.0) 9 (50.0)
JSS 3 10 (47.6) 11 (52.4)

School type Boys only school 5 (55.6) 4 (44.4) 0.143 0.931 0.054
Girls only school 5 (50.0) 5 (50.0)
Mixed school 15 (48.4) 16 (51.6)

School ownership Public school 14 (48.3) 15 (51.7) 0.082 0.774 0.041
Private school 11 (52.4) 10 (47.6)

Hearing loss Moderate impairment 18 (56.2) 14 (43.8) 1.389 0.239 0.167
Severe impairment 7 (38.9) 11 (61.1)

JSS= Junior Secondary School.
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2.6. Study setting

This study took place in Bayelsa State, South-South Nigeria.
Geographically, the state is situated around latitude 4o 15’ and 5o

23’N, and longitude 5o 15’ and 6o 45’ E. The state is bounded in
the north by Delta State, east by Rivers State, and south and west
by the Atlantic Ocean. Yenagoa is the state capital. The state
occupies an area of about 21,100 Km2 and has about 2 million
inhabitants. Bayelsa State is known for its rich oil and gas deposit
and is considered as 1 of the greatest producers of oil and gas
products in the country.
2.7. Intervention procedure

The researchers as an initial step sought the permission of the
management of the chosen schools.With this permission granted,
the researchers were able to work with the different schools to
distribute the parents’ informed consent letter. Each student
(junior secondary school students) was given a consent letter/
form for their parents/guardians. Specifically, the parents’
consent forms sought the parents’ permission to allow their
children to participate in the video-guided educational interven-
tion already approved by the schools. 1578 letters/forms were
given out, 1536 parents responded. Out of these, 719 consented
to allow their children to participate in the intervention. Thus, the
intervention had 719 potential participants who were assessed
for other eligibility criteria. To determine hearing impairment
prevalence among these potential participants, we defined
hearing level according to Stevens et al[1] as the hearing threshold
in decibels averaged in terms of frequencies 0.5, 1, 2, and 4kHz
(dBHL). Then, we set hearing impairment cut-off at hearing level
≥ 35 dBHL (moderate or worse hearing impairment).[1] 98 out of
719 students fell above the hearing impairment cut-off. This
represents a 13.6% prevalence for hearing impairment. These 98
students were further subjected to school engagement pretest. 84
students met all the eligibility criteria including a low score in the
school engagement pre-test. However, due to financial con-
straints, we purposively choose the first 50 students who met all
the eligibility criteria. These students were informed about the
details of the intervention and the confidential handling of their
personal information. They were also notified about the
possibility of quitting the intervention whenever it appealed to
them. Afterwards, each participating students completed an
4

informed assent form. The intervention lasted from September
2018 to November 2018 (about 12 weeks). At the start,
participants (50 students) were randomly allocated to 1 of the 2
groups - intervention group (n=25) and care-as-usual control
group (n=25) (see Fig. 1). The allocation sequence was generated
using random allocation software in order to eliminate selection
bias.[23] We used the allocation sequence to allocate students to
the groups. The method employed by Onuigbo et al[24] was
adopted in the allocation of students to each group. Then, the 12-
week intervention program followed. After the last session of the
12th week, the SES was administered to collect post-test data on
the spot. Follow-up sessions were conducted 3 months later. This
lasted for 3 weeks. Data were collected at the end using the SES.
Two of the researchers who are specialists in special education
coordinated the intervention using sign language as a medium of
communication.
2.8. Intervention package

We created and made use of the video-guided educational
intervention package to assist the treatment group participants in
improving their school engagement. The video-guided educa-
tional intervention package involves the use of 13-minutes
captioned video clips with themes centred on school engagement.
Each video clip discussed various themes using a group of hearing
impaired characters whomake signed communication in English.
The themes discussed in the captioned video clips include
understanding school engagement, importance of school engage-
ment, school activities and engagement, relationship between
school engagement and hearing impairment, understanding
school engagement and relationship with peers, understanding
school engagement and relationship with teachers and other staff,
understanding school engagement and relationship with parents,
relationship between school engagement and school achieve-
ment, dangers of maintaining poor school engagement, forma-
tion of high school engagement, strategies for improving and
maintaining high school engagement, and relationship between
school engagement with life following graduation. After viewing
the video clip in each session, participants were given thirty
minutes to reflect and discuss their experience and feelings, ask
questions, and receive feedback using sign language. One of the
researchers who is a sign language specialist moderated each
discussion session.



Table 2

Descriptive statistics summary.

Group Pre-test Post-test Follow-up

Intervention
Mean 24.92 44.80 46.29
N 25 25 24
Std. Deviation 3.53 7.80 7.49

Care-as-usual control
Mean 24.36 24.48 25.36
N 25 25 22
Std. Deviation 3.23 2.90 3.97

Total
Mean 24.64 34.64 36.28
N 50 50 46
Std. Deviation 3.36 11.80 12.15
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The care-as-usual control intervention for the control group
participants received the usual advisory model of assistance given
to the students. All control group participants were enrolled to
attend 1 group session per week for 3 months (ie, approximately
12 weeks). One of the researchers who is a sign language
specialist also coordinated each discussion session. The group
session was exclusively a sign language interaction which lasted
for thirteen minutes per session and shared themes similar to
those offered in the intervention group. At the end of each session,
participants reflected, discussed their experience and feelings, and
ask questions through sign language. Adequate feedback from
the coordinator was always ensured. This lasted for thirty
minutes. We ensured that students’ participation in the
intervention was sustained through the provision of transport
incentive, light refreshment at the end of each session, and session
schedule reminders via their parents/guardian mobile phone
contact.
2.9. Method of data analysis

As a precautionary measure against analyst bias, some portions
of the questionnaire were hidden. Then we tested for violations
assumptions of the chosen statistics. Shapiro-Wilk and Kolmo-
gorov-Smirnov tests were used to check for normality assump-
Table 3

Between-group comparison independent sample t-test for the interv

Time Engagement Group Mean

Pre-test Behavioral Intervention 7.12±1.83
Care-as-usual 7.00±1.78

Emotional Intervention 8.12±2.07
Care-as-usual 7.36±1.50

Cognitive Intervention 9.72±0.88
Care-as-usual 10.04±1.14

Overall Intervention 24.92±3.53
Care-as-usual 24.36±3.23

Post-test Behavioral Intervention 14.04±3.42
Care-as-usual 6.89±1.86

Emotional Intervention 14.64±3.86
Care-as-usual 7.36±1.50

Cognitive Intervention 16.08±4.26
Care-as-usual 10.28±1.10

Overall Intervention 44.80±7.80
Care-as-usual 24.48±2.90

∗
Glass delta because the standard deviations are not similar.
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tion. The data was not significantly different from normally
distributed data. Levene’ test for equality of variances was also
considered in choosing the appropriate t-value for interpretation.
We used descriptive statistics (means and standard deviations) in
describing the continuous variables while frequency and
percentages were used in describing the categorical variables.
To determine the significant differences among categorical
variables where appropriate, Chi-square statistic was used.
Between-group comparison for the significant mean difference
was performed using independent sample t-test. The paired
sample t-test was employed to compare the within-group means
at different periods of time. A significant value of P�.05was used
as a benchmark for result interpretation. The effect size was
determined using Cohen d[25] and Glass delta.[26] All data
processing and analysis were done using IBM SPSS version 20.
3. Results

Table 1 shows the sociodemographic information about the
participants. It could be observed that participants’ mean age
were 12.80±1.22 and 13.16±1.40 for intervention and care-as-
usual control group respectively. The participants in each of the 2
groups to a large extent shared similar characteristics.
From Table 2, the descriptive statistics suggest that while the

mean engagement score of the students in the intervention group
appears to increase after the intervention (pre-test mean=24.92
±3.53, post-test mean=44.80±7.80), that of the control group
remained almost unchanged (pre-test mean=24.36±3.23, post-
test mean=24.48±2.90). Also, when compared at post-test and
follow up, students who experienced the intervention appear to
have higher mean engagement (Intervention: post-test mean,
follow-up mean=44.80±7.80, 46.29±7.49; Care-as-usual:
24.48±2.90, 25.36±3.97).
Table 3 shows that between-group comparison of the mean

engagement scores of students in the intervention group and care-
as-usual control group at pre-test was not significant at all
dimensions of school engagement (Behavioral: t(48)=0.235,
P= .815; Emotional: t(48)=1.489, P= .143; Cognitive: t(48)=�
1.067, P= .291) as well as overall (overall: t(48)=0.585,
P= .561). However, at post-test, the mean scores of the students
were significant for all the 3 dimensions of school engagement
ention and care-as-usual group at pre-test and post-test.

t df P Cohen d

0.235 48 .815 —

1.489 48 .143 —

�1.067 48 .291 —

0.585 48 .561 —

9.198 36.994 < .001 2.091
∗

8.790 31.054 <.001 1.886
∗

6.59 27.184 < .001 1.362
∗

12.201 30.515 < .001 2.605
∗

http://www.md-journal.com


Table 4

Within-group comparison with dependent sample t-test for intervention and care-as-usual control group (pre-test and post-test paired).

Group Engagement Time Mean t df P Effect size

Intervention Behavioral Pre-test 7.12±1.83 �9.305 24 <.001 3.781
∗

Post-test 14.04±3.42
Emotional Pre-test 8.12±2.07 �7.772 24 <.001 3.150

∗

Post-test 14.64±3.86
Cognitive Pre-test 9.72±0.98 �7.330 24 <.001 6.490

∗

Post-test 16.08±4.26
Overall Pre-test 24.92±3.53 �12.022 24 <.001 5.632

∗

Post-test 44.80±7.80
Care-as-usual Behavioral Pre-test 7.00±1.78 0.333 24 .743 0.067†

Post-test 6.88±1.86
Emotional Pre-test 7.36±1.50 < 0.001 24 1.000 0.00†

Post-test 7.36±1.50
Cognitive Pre-test 10.04±1.13 �0.844 24 .407 0.212†

Post-test 10.28±1.10
Overall Pre-test 24.36±3.23 �0.371 24 .714 0.039†

Post-test 24.48±2.90
∗
Glass delta because the standard deviations are not similar.

† Cohen d because the standard deviations appear similar.
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(Behavioral: t(36.99)=9.198, P< .001; Emotional: t(31.054)=
8.790, P< .001; Cognitive: t(27.184)=6.590, P< .001) as well as
overall (overall: t(30.515)=12.201, P< .001, D=2.605). The
large overall effect size suggests that the video-guided educational
intervention was very effective.
It can be deduced from Table 4 that the within-group

comparison of the difference in the mean engagement scores of
the students at pre-test and post-test for those who partook in the
intervention was significant in all dimensions of school
engagement (Behavioral: t(24)=�9.305, P< .001; Emotional: t
(24)=�7.772, P= .001; Cognitive: t(24)=�7.330 P< .001) as
well as overall (overall: t(24)=12.022, P< .001, D=5.362). The
large effect size showed that the intervention was very effective.
However, for students who were in the care-as-usual control
group, the difference in their mean engagement scores at pre-test
Table 5

Within-group comparison with dependent sample t-test for interve
paired).

Group Engagement Time Mean

Intervention Behavioral Post-test 13.96±3.
Follow-up 15.17±4.

Emotional Post-test 14.67±3.
Follow-up 14.54±2.

Cognitive Post-test 15.92±4.
Follow-up 16.58±2.

Overall Post-test 44.58±7.
Follow-up 46.29±7.

Care-as-usual Behavioral Post-test 6.77±1.
Follow-up 7.18±1.

Emotional Post-test 7.36±1.
Follow-up 7.72±1.

Cognitive Post-test 10.23±1.
Follow-up 10.45±1.

Overall Post-test 24.32±2.
Follow-up 25.36±3.

∗
Glass delta because the standard deviations are not similar.

† Cohen d because the standard deviations appear similar.
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and post-test was not significant in all dimensions of the school
engagement and overall (overall: t(24)= - 0.371, P= .714, d=
0.039).
From Table 5, it could be observed that between post-test and

follow-up, the mean difference in the engagement scores of
students who took part in intervention was fairly similar in all
dimensions of school engagement (Behavioral: t(24)=�1.825,
P= .081; Emotional: t(24)=0.192, P= .850; Cognitive: t(24)=�
0.924, P= .365). Therefore, there was no significant difference in
the mean engagement of students at post-test and follow-up in all
dimensions of school engagement as well as overall score (overall:
t(24)=�1.830, P= .080, D= 0.216). This suggests that the effect
of the video-guided educational intervention was sustained at
follow-up. Similar result was obtained for the care-as-usual
control group will little effect size (overall: t(21)=1.235,
ntion and care-as-usual control groups (post-test and follow-up

t df P Effect size

47 �1.825 24 .081 0.349
∗

02
94 0.192 24 .850 0.033

∗

47
27 �0.924 24 .365 0.155

∗

54
90 �1.830 24 .080 0.222†

49
85 �1.105 21 .282 0.245†

47
53 �0.722 21 .478 0.217†

78
06 �0.721 21 .479 0.182†

34
64 1.235 21 .230 0.394

∗

97
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P= .230, D=0.394). However, the effect size between post-test
and follow-up for the intervention group decreased drastically
overall when compared to the effect observed between pretest
and post-test.
4. Discussion

This study aimed at investigating the effect of a video-guided
educational intervention on the school engagement of secondary
school students with hearing impairment. The findings indicated
that overall video-guided educational intervention was very
effective in improving the school engagement level of hearing
impaired students. Also, the study found that the majority of
students suffering from impaired hearing (13.6%prevalence rate)
were at risk of dropping out of school as indicated by their low
level of school engagement. In particular, at the commencement
of the intervention, students showed very low school engage-
ment. However, after the video-guided educational intervention,
it was observed that students who took part in the intervention
showed significant improvement in their school engagement
scores when compared to students in the control group who did
not take part in the video-guided educational intervention. This
improvement was sustained after 3 months follow-up. These
results are in line with previous findings, reporting the
effectiveness of video-guided interventions in assisting students
with disabilities, further supporting their potential usefulness in
improving school engagement in this group.[18,20,21,27–30]

Similarly, our results on hearing loss prevalence among students
(13.6%) are in line with a previous study in Nigeria.[14]

The findings of the present study are significant in several ways.
First, global studies on appropriate intervention measures for
improving school engagement among hearing impaired students
especially in inclusive schools are scarce. Thus, the findings of the
present study have provided an evidence-based strategy through
which school drop-out tendency which is a direct consequence of
poor school engagement in this group of special need students can
be managed. Second, for a developing country such as Nigeria
where scarcity of research evidence have hampered successful
planning and implementation of prevention and management of
relevant health policies among different populations, the findings
of the present could be useful as it provided data on the
prevalence rate of hearing impaired students which could guide
future interventions and health management policies. Similarly,
with the prevalence of hearing impairment among secondary
school students in developing countries and the alarming poor
school engagement of students, urgent actions must be taken to
help these students regain their eagerness for schooling as
education remains a sure way to ensuring a quality life. The study
has offered a solution through video-guided educational
intervention for sustaining the school engagement of special
needs students in developing countries, particularly in Nigeria.
The findings of the present study also bear some pertinent

implications for health and physical education in Nigeria. Since
hearing impaired students have problems performing basic motor
tasks, they could be guided to acquire and master these skills by
supplementing their learning with captioned educational videos
especially in inclusive health and physical education classes.
Health and physical education classes could serve as a perfect
place and time to achieve these as students are often required to
participate in planned and guided physical exercises and
movements. Mastering these skills like normal students could
go a long way to improve the sense of belonging, social
7

acceptance and school engagement of the hearing impaired
students.
4.1. Strengths and limitations of the study

The findings of this study extend our knowledge on the subject by
targeting a special group of physically challenged students who
are at risk of dropping out of school as reflected by poor school
engagement. The study showed that through guided video
educational intervention, hearing impaired students could be
helped to achieve and sustained high school engagement.
Despite the success of the present study, the following

limitations should be borne in mind while interpreting the study
results. First, the study included in-school adolescents aged 10–
12 years; therefore, its findings may not effectively address school
engagement issues concerning out-of-school adolescents or other
student populations such as university students with hearing
impairment. Therefore, future studies could target these
populations unaccounted for in the present study especially in
Nigeria. Second, the present study did not consider students’
family background or cause of hearing impairment. Future
studies could determine the influence of these variables with
respect to response to future school engagement interventions.
These could improve the prescriptive value of these interventions.
Finally, the present study used a self-report method for data
collection. This is usually susceptible to report bias. To curb this,
future studies could employ multiple means of data collection
by combining qualitative and quantitative approaches for
triangulation.
5. Conclusion

Video-guided educational intervention is an effective intervention
for improving school engagement of hearing impaired adolescent
students. Hearing impairment prevalence among adolescent
students aged 11years to 15 years stands at 13.6 per cent. Since
acquiring relevant education is essential for leading a quality life
especially among the special needs population, it was recom-
mended that students with hearing impairment should be helped
to acquire relevant education by fostering their school engage-
ment. This could be achieved through guided-video educational
intervention.
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