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Objectives

• Will focus on Deaf people primarily in 

this session

– Hard of Hearing people have similar issues 

but there are significant differences

– That’s another workshop!

• Will be interested in

– Reducing isolation

– Ensuring understanding and thus compliance

Quick Overview

• There are 383,935 Alabamians with a 

hearing loss great enough to impact 

their lives

• At least 8,036 of these are Deaf

Clinical Implications: 

‚ Small population

‚ Lack of exposure to information

‚ Big challenges for providers

Clinical Implications: 

‚ Small population

‚ Lack of exposure to information

‚ Big challenges for providers

Quick Overview

• We need to be sensitive about terms we 

use with our consumers who have hearing 

loss. 

– Deaf

– Hard of Hearing

• Don’t Use

– Deaf and dumb.

– Deaf – mute.

– Hearing impaired
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Quick Overview

• Deaf people are likely to have had 

negative experiences with social 

services in general

– Education

– Family services

– Health Care

• Poor experiences + low expectations 

= poor outcomes
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“What do We Do Wrong?”

• Often Deaf consumers who come for 

treatment find that the services 

replicate the trauma they experience 

growing up

– Clinicians do not sign - or even 

recognize that there is something 

“different” happening

– Sometimes the focus is on the deafness 

instead of the illness

• “Language difference is interpreted as 

cognitive dysfunction

The Experie
nce of Seclu

sion and Re
straint

Janice [A.] awoke with a start to find a psychiatric nurse 

shaking her bed.  Other patients were routinely wakened 

by knocks on their door, but Janice is deaf and could not 

hear the knocks.  Janice was the only deaf patient on the 

unit at that time, and the unit was not equipped with 

flashing alarms or other adaptive devices more commonly 

used in specialized units for deaf patients.

Embarrassed that the male aide had walked into her room, 

uninvited, while she was in bed and partially unclothed, 

Janice tried to yell at him to leave.  She does not have 

intelligible speech, however, and her utterances were 

interpreted as signals of aggression.  The aide grabbed 

her arm and, as Janice struggled to get away from him, the 

aide called for help.  Unable to quiet Janice, staff 

administered Ativan and the episode was attributed to 

Janice’s “impulsivity.”
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Understanding the 
Impact of Hearing loss

• It does not take a great loss to 

confound communication

– It’s more than “not loud enough”

• Always assume communication failure is 

imminent! 

• Three questions we must ask

1. Client’s Preferred communication mode

2. Severity

3. Age of Onset

• Another important Factor: Etiology

– Syndromic causes of deafness can have 

multiple physical/medical implications

Understanding the 
Impact of Hearing loss

}
Taken together these can 

give you important clues 

as patient’s access to 

“general knowledge

Clinical Issues and Deaf People

• Some things to watch for

1. Conflicts due world view 

differences

– House Cochlear Implant Episode

2. Discomfort and fear due to lack of 

information

3. “Go along to get along”
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Greatest Challenges     

• three challenges that we can 

talk about today

1. World view differences

2. Fund of Information deficits

3. Linguistic Challenges

World View Differences

• A “different center”

• What’s “Normal?”

– Clinicians often interpret behavior based 

on what’s normal for hearing people

• hypervigilance or survival skills

– Affect is different

‚ Clinical Implication: 

Be sure you are basing 

your approach on what is 

normative for your deaf 

client.

‚ Clinical Implication: 

Be sure you are basing 

your approach on what is 

normative for your deaf 

client.

Fund of Information 
Deficits

• No so “common knowledge”

– Incidental learning does not occur 

readily

– Information “learned” may not be 

accurate

• Technical information may be 

foreign or incomprehensible

"I didn't know Hurricane 
Charley had changed 
direction. It was 
supposed to go to 
Tampa, but it changed 
direction to Punta 
Gorda," said Richard 
Schuler, 44. He and his 
wife, both deaf, rode out 
the storm in their Pine 
Island home before 
heading out into flooded 
streets to try and get to a 
shelter.  "We were very 
scared. We couldn't 
understand the local TV 
news and we didn't see 
any closed captioning. 
We didn't know what was 
going on.“

From Fort Myers News-Press, 
11/25/04

‚ Clinical Implication: 

Never assume you client 

knows “common 

knowledge.”

‚ Clinical Implication: 

Never assume you client 

knows “common 

knowledge.”
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Linguistic Challenges

• Two broad classes –
1. English based communications

2. Sign based communications

Which is your client more comfortable 

with?  Why?

– Trap #1: Many deaf people have learned to “go 

along” with authority figures.

– Trap #2:  Just because you understand your 

client doesn’t mean your client understands 

you!

About 49.1% of limited 

English proficient 

patient adverse events 

involved some physical 

harm whereas only 29.5% 

of adverse events for 

patients who speak 

English resulted in 

physical harm. 

(Language proficiency and 

adverse events in US 

hospitals: a pilot study. 

International Journal for 

Quality in Health Care)

About 49.1% of limited 

English proficient 

patient adverse events 

involved some physical 

harm whereas only 29.5% 

of adverse events for 

patients who speak 

English resulted in 

physical harm. 

(Language proficiency and 

adverse events in US 
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International Journal for 

Quality in Health Care)

Linguistic Challenges

• Communication is more than just the content, 

it is culture-bound

– What you say in English – even if interpreted 

“correctly,” may not have the same connotations in 

Deaf Culture

– Many concepts are not interpretable

• Many “pre-vocationally” deaf people will 

struggle with English.

– Written English is not a good way to ensure 

comprehension

• Check person’s reading level 
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First Things First

• You have to have basic information

– What do you know about the hearing loss?

• Consider the “big three” questions

– Re-consider the social history

• Be aware of trauma and retraumatization

• Think about communication processes first, 

not as an afterthought

– Consider using an interpreter until you prove 

one is not needed (not the other way around!)

Warning:

An unqualified 

or unprepared 

interpreter is 

worse than no 

interpreter at 

all

Warning:
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Working with Interpreters

• It’s DIFFERENT!

– Triad relationships mean issues of alliances and trust

– The clinician must know not only clinical work but 

also be aware of and sensitive to linguistic and 

cultural things

– Pacing will be different

• Consider having your interpreter use consecutive 

interpreting- accuracy is much higher

– Check out everything – make sure it is understood

Working with Interpreters

• Take time to develop professional rapport with 

interpreter

– Your interpreter has to be your ally!

• Use only qualified interpreters

– An interpreter who is unprepared and untrained can confound 

the process by creating the illusion that communication is 

happening

– Do Not use family members – they are in no position to be 

objective!

• Have a specific release form if patient insist on family 

interpreting

• Remote interpreting is a tool – not a panacea 

– Biggest advantage: available 24/7 

– Biggest trap: nuances easily lost leading to misunderstanding

Working with Interpreters

• Pre- Conference

1. What is the goal of this interaction?

2. What specifically are you looking to learn?

3. What things concern the interpreter?

4. What format of interpreting will be used?

• If it is consecutive, practice a bit to get the 

pacing and timing down
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Working with Interpreters

• Post- Conference

1. What linguistic and/or cultural issues came 

up?

• That you saw?

• That the interpreter saw?

2. What things should you watch for next 

time?

Take Home Thoughts

• Fear of the unknown and lack of communication 

about what is happening are the biggest 

concerns

• NEVER assume communication is happening

• Get all the facts

• Learn what is “normal” with deaf people

• Communication overkill at first is preferable 

to incremental increases in accommodation

• Interpreters are part of the team

• Understand and work with the limitations of 

interpreted services

Contacting the 
Office of Deaf Services

Alabama Department of 

Mental Health and Mental Retardation

100 North Union Street   

Montgomery, Alabama 36130

Steve Hamerdinger, Charlene Crump,

Director MHI Coordinator

334.239-3558 Voice 334.242.4703
steve.hamerdinger@mh.alabama.gov charlene.crump@mh.alabama.gov

www.mh.alabama.gov/MIDS

www.MHIT.org
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