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Deaf since birth, Mrs. H, age 47, is withdrawn and says she is 18
months pregnant. She signs to herself; an interpreter says she uses
unintelligible signs and poor syntax. How would you care for her?

L

Self-signing

Mrs. H, a 47-year-old, deaf, African American
woman, is brought into the emergency
room because she is becoming increasingly
withdrawn and is signing to herself. She was
hospitalized more than 10 years ago after de-
veloping psychotic symptoms and received a
diagnosis of psychotic disorder, not otherwise
specified. She was treated with olanzapine, 10
mg/d, and valproic acid, 1,000 mg/d, but she
has not seen a psychiatrist or taken any psy-
chotropics in 8 years.

Upon admission to the inpatient psychiatric
unit, Mrs. H reports, through an American Sign
Language (ASL) interpreter, that she has had
“problems with her parents” and with “being
fair” and that she is 18 months pregnant. Urine
pregnancy test is negative. Mrs. H also reports
that her mother is pregnant. She indicates that
it is difficult for her to describe what she is try-
ing to say and that it is difficult to be deaf.

She endorses“very strong”racing thoughts,
which she first states have been present for 15
years, then reports it has been 20 months. She
endorses high-energy levels, feeling like there
is“work to do,”and poor sleep. However, when
asked, she indicates that she sleeps for 15
hours a day.

2 We use the term “deaf” to describe patients who have severe
hearing loss. Other terms, such as “hearing impaired,” might be
considered pejorative in the Deaf community. The term “Deaf”
(capitalized) refers to Deaf culture and community, which deaf
patients may or may not identify with.
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Which is critical when conducting a psychiatric
assessment for a deaf patient?
a) rely only on the ASL interpreter
b) inquire about the patient’s communica-
tion preferences
¢) use written language to communicate
instead of speech
d) use a family member as interpreter

‘ The authors’ observations

Mental health assessment of a deaf® patient
involves a unique set of challenges and
requires a specialized skill set for mental
health practitioners—a skill set that is not
routinely covered in psychiatric training
programs.

Deafness history

It is important to assess the cause of
deafness,'? if known, and its age of onset
(Table 1). A person is considered to be pre-
lingually deaf if hearing loss was diagnosed
before age 3.2 Clinicians should establish
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the patient’s communication preferences
(use of assistive devices or interpreters or
preference for lip reading), home commu-
nication dynamic,? and language fluency
level.’® Ask the patient if she attended a
specialized school for the deaf and, if so, if
there was an emphasis on oral communica-
tion or signing.?

Conflicting reports

Mrs. H reports that she has been deaf since age
9, and that she learned sign language in India,
where she became the “star king.” Mrs. H states
that she then moved to the United States where
she went to a school for the deaf. When asked if
her family is able to communicate with her in
sign language, she nods and indicates that they
speak to her in “African and Indian.”

Mrs. H's husband, who is hearing, says that
Mrs. H is congenitally deaf, and was raised in
the Midwestern United States where she at-
tended a specialized school for the deaf. Mr.H
and his 2 adult sons are hearing but commu-
nicate with Mrs. H in basic ASL. He states that
Mrs. H sometimes uses signs that he and his
sons cannot interpret. In addition to increased
self-preoccupation and self-signing, Mrs. H
has become more impulsive.

What are limitations of the mental status
examination when evaluating a deaf patient?
a) facial expressions have a specific linguis-
tic function in ASL
b) there is no differentiation in the mental
status exam of deaf patients from that of
hearing patients
¢) the Mini-Mental State Examination
(MMSE) is a validated tool to assess cogni-
tion in deaf patients
d) the clinician should not rely on the in-
terpreter to assist with the mental status
examination

The authors’ observations

Performing a mental status examination of
a deaf patient without recognizing some of
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Component questions for taking
a deafness history

What is the severity of your hearing
impairment?

At what age did you become deaf?

What is the cause of your deafness?

Have you had a cochlear implant or other such
treatment for your hearing impairment?

What are your communication preferences? Do
you use an assistive device, prefer to use an
interpreter, or prefer to lip read?

What is your language fluency level in your
preferred language?

Did you attend a specialized school for the
deaf? If so, was there a signing or an oral
emphasis?

What is your home communication dynamic?

Has there been any recent change to the your
communication abilities?

the challenges inherent to this task can lead
to misleading findings. For example, sign-
ing and gesturing can give the clinician an
impression of psychomotor agitation.? What
appears to be socially withdrawn behavior
might be a reaction to the patient’s inability
to communicate with others.?* Social skills
may be affected by language deprivation,
if present.? In ASL, facial expressions have
specific linguistic functions in addition to
representing emotions,” and can affect the
meaning of the sign used. An exaggerated
or intense facial expression with the sign
“quiet,” for example, usually means “very
quiet.”* In assessing cognition, the MMSE is
not available in ASL and has not been vali-
dated in deaf patients.> Also, deaf people
have reduced access to information, and a
lack of knowledge does not necessarily cor-
relate with low 1Q.?

The interpreter’s role

An ASL interpreter can aid in assessing a
deaf patient’s communication skills. The
interpreter can help with a thorough lan-
guage evaluation'® and provide informa-

Clinical Point
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Assessing psychosis in a deaf patient is a challenge

Feature Clinical challenge

Delusions

Must be differentiated from Deaf cultural norms

Deaf patients are more likely to distrust health systems, which may be

" interpreted as paranoia

Hallucinations

Deaf patients are more likely to report visual elements, but these might be

- subvisual precepts (ie, being signed to in one’s “mind’s eye”)
It is unlikely that prelingually deaf people experience true auditory

" hallucinations

Self-signing might not reflect response to internal stimuli

Thought disorders

 Difficult to differentiate from language dysfluency

Specific features

Clanging: Using signs with similar shapes without meaning

. Echopraxia: Echoing the sign of the addressant

Neologisms: Must be differentiated from home signs (ie, signs developed
- by an individual or family system in isolation from the larger sign language

- community)

| Perseveration: Repetitive use of the same sign unnecessarily

tion about socio-cultural norms in the Deaf
community.” Using an ASL interpreter with
special training in mental health'*57 is im-
portant to accurately diagnose thought dis-
orders in deaf patients.'

AN\l Mental status exam

Mrs. H is poorly groomed and is wearing a pink
housecoat, with her hair in disarray. She seems
to be distracted by something next to the in-
terpreter, because her eyes keep roving in this
direction. She has moderate psychomotor agi-
tation, based on the rapidity of her signing and
gesturing. Mrs. H makes indecipherable vocal-
izations while signing, often loud and with an
urgent quality. Her affect is elevated and ex-
pansive. She is not oriented to place or time and
when asked where she is, signs, “many times,
every day, 6-9-9, 2-5, more trouble...”

The ASL interpreter notes that Mrs. H signs
so quickly that only about one-half of her signs
areinterpretable. Mrs. H's grammar is not always
correct and that her syntax is, at times, inappro-
priate. Mrs. H's letters are difficult to interpret
because she often starts and concludes a word
with a clear sign, but the intervening letters
are rapid and uninterpretable. She also uses

several non-alphabet signs that cannot be in-
terpreted (approximately 10% to 15% of signs)
and repeats signs without clear context, such as
“nothing off’ Mrs. H can pause to clarify for the
interpreter at the beginning of the interview but
is not able to do so by the end of the interview.

How does assessment of psychosis differ when
evaluating deaf patients?
a) language dysfluency must be carefully
differentiated from a thought disorder
b) signing to oneself does not necessarily
indicate a response to internal stimuli
¢) norms in Deaf culture might be miscon-
strued as delusions
d) all of the above

‘ The authors’ observations

The prevalence of psychotic disorders
among deaf patients is unknown.® Although
older studies have reported an increased
prevalence of psychotic disorders among
deaf patients, these studies suffer from
methodological problems.! Other studies are
at odds with each other, variably reporting
a greater,’ equivalent,”® and lesser incidence
of psychotic disorders in deaf psychiatric in-
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Features of language dysfluency that can be misattributed

to psychosis

Characteristic of language dysfluency

Psychotic symptom
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Lack of sequential organization Disorganization
Limited vocabulary Poverty of thought
Home signs (signs developed by an individual Neologisms

or family system)

Lack of referent to subject or time

Loose associations, flight of ideas

Source: Reference 1

patients."! Deaf patients with psychotic dis-
orders experience delusions, hallucinations,
and thought disorders,'* and assessing for
these symptoms in deaf patients can present
a diagnostic challenge (Table 2).

Delusions are thought to present simi-
larly in deaf patients with psychotic dis-
orders compared with hearing patients.'?
Paranoia may be increased in patients who
are postlingually deaf, but has not been as-
sociated with prelingual deafness. Deficits
in theory of mind related to hearing im-
pairment have been thought to contribute
to delusions in deaf patients.*?

Many deaf patients distrust health care
systems and providers,>*** which may be
misinterpreted as paranoia. Poor commu-
nication between deaf patients and clini-
cians and poor health literacy among deaf
patients contribute to feelings of mistrust.
Deaf patients often report experiencing
prejudice within the health care system,
and think that providers lack sufficient
knowledge of deafness.® Care must be
taken to ensure that Deaf cultural norms
are not misinterpreted as delusions.

Hallucinations. How deaf patients expe-
rience hallucinations, especially in pre-
lingual deafness, likely is different from
hallucinatory experiences of hearing pa-
tients.'* Deaf people with psychosis have
described “ideas coming into one’s head”
and an almost “telepathic” process of

“knowing.”"* Deaf patients with schizo-
phrenia are more likely to report visual
elements to their hallucinations; however,
these may be subvisual precepts rather
than true visual hallucinations."®> For ex-
ample, hallucination might include the
perception of being signed to.!

Deaf patients’ experience of auditory
hallucinations is thought to be closely re-
lated to past auditory experiences. It is
unlikely that prelingually deaf patients
experience true auditory hallucinations.'™
An endorsement of hearing a “voice” in
ASL does not necessarily translate to an
audiological experience.”® If profoundly
prelingually deaf patients endorse hearing
voices, generally they cannot assign acous-
tic properties (pitch, tone, volume, accent,
etc.).!*%5 It may not be necessary to fully
comprehend the precise modality of how
hallucinations are experienced by deaf pa-
tients to provide therapy.**

Self-signing, or signing to oneself, does
not necessarily indicate that a deaf person
is responding to a hallucinatory experience.
Non-verbal patients may gesture to them-
selves without clear evidence of psychosis.
When considering whether a patient is ex-
periencing hallucinations, it is important to
look for other evidence of psychosis.?

Possible approaches to evaluating hal-
lucinations in deaf patients include ask-
ing, “Is someone signing in your head?” or
“Is someone who is not in the room trying
to communicate with you?”

continued
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Related Resources

« Landsberger SA, Diaz DR. Communicating with deaf pa-
tients: 10 tips to deliver appropriate care. Current Psychiatry.
2010;9(6):36-37.

- Deaf Wellness Center. University of Rochester School of
Medicine. www.urmc.rochester.edu/deaf-wellness-center.

- Gallaudet University Mental Health Center. www.gallaudet.
edu/mental_health_center.html.

Drug Brand Names

Olanzapine  Zyprexa
Valproic acid - Depakote

Thought disorders in deaf psychiatric in-
patients are difficult to diagnose, in part
because of a high rate of language dysflu-
ency in deaf patients; in samples of psychi-
atric inpatients, 75% are not fluent in ASL,
66% are not fluent in any language).'*"
Commonly, language dysfluency is related
to language deprivation because of late or
inadequate exposure to ASL, although it
may be related to neurologic damage or
aphasia.'?#!¢ Deaf patients can have addi-
tional disabilities, including learning dis-
abilities, that might contribute to language
dysfluency.? Language dysfluency can be
misattributed to a psychotic process?”
(Table 3, page 55).!

Language dysfluency and thought dis-
orders can be difficult to differentiate and
may be comorbid. Loose associations and
flight of ideas can be hard to assess in pa-
tients with language dysfluency. In general,
increasing looseness of association between
concepts corresponds to an increasing like-
lihood that a patient has true loose asso-
ciations rather than language dysfluency
alone’ Deaf patients with schizophrenia
can be identified by the presence of associ-

ated symptoms of psychosis, especially if
delusions are present.'?

Psychotic symptoms
Mrs. H's thought process appears disorganized
and illogical, with flight of ideas. She might have
an underlying language dysfluency. It is likely
that Mrs. H is using neologisms to communi-
cate because of her family’s lack of familiarity
with some of her signs. She also demonstrates
perseveration, with use of certain signs repeat-
edly without clear context (ie, “nothing off”).
Her thought content includes racial
themes—she mentions Russia, Germany, and
Vietnam without clear context—and delusions
of being the “star king” and of being pregnant.
She endorses paranoid feelings that people
on the inpatient unit are trying to hurt her, al-
though it isn't clear whether this represents a
true paranoid delusion because of the hectic
climate of the unit, and she did not show un-
necessarily defensive or guarded behaviors.
She is seen signing to herself in the dayroom
and endorses feeling as though someone who
is not in the room—described as an Indian
teacher (and sometimes as a boss or principal)
known as “Mr. Smith” or “Mr. Donald”—is trying
to communicate with her. She describes this
person as being male and female. She men-
tions that sometimes she sees an Indian man
and another man fighting. It is likely that Mrs. H
is experiencing hallucinations from decompen-
sated psychosis, because of the constellation
and trajectory of her symptoms. Her nonverbal
behavior—her eyes rove around the room dur-
ing interviews—also supports this conclusion.
Because of evidence of mood and psychotic
symptoms, and with a collateral history that
suggests significant baseline disorganization,

continued on page 65

Psychiatric assessment of deaf patients presents distinctive challenges related to
cultural and language barriers—making itimportant to engage an ASL interpreter with

training in mental health during assessment of a deaf patient. Clinicians must become
familiar with these challenges to provide effective care for mentally ill deaf patients.



continued from page 56

Mrs. H receives a diagnosis of schizoaffective
disorder, bipolar type. She is restarted on olan-
zapine, 10 mg/d, and valproic acid, 1,000 mg/d.

Mrs. H's psychomotor acceleration and af-
fective elevation gradually improve with phar-
macotherapy. After a 2-week hospitalization,
despite ongoing disorganization and self-sign-
ing, Mrs. H's husband says that he feels she is
improved enough to return home, with plans
to continue to take her medications and to re-
establish outpatient follow-up.
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