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Psychiatric Care of Deaf Patients in the General
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Background: While the number of Deaf and hard-ofhearing patients worldwide is estimated at six hundred
million, few specialized psychiatric services or training
resources exist to support the provision of mental
health care to this population. This presents a particularly acute problem in the general hospital, where
the consultant psychiatrist is likely to be confronted
with the challenges of providing comprehensive

psychiatric evaluation, diagnosis and treatment to
patients with whom he or she may have limited
experience or conﬁdence. Method: We review critical
considerations in the work-up, differential diagnosis,
and management of commonly-presenting psychiatric
disorders among Deaf patients in the general hospital
setting.
(Psychosomatics 2015; 56:1–11)

INTRODUCTION

600 million.5 Yet owing to the paucity of Deafaccessible mental health services in many parts of the
world, including the United States, utilization of
psychiatric services by Deaf patients is often limited;
thus gaining experience and conﬁdence in the care of
Deaf patients poses a challenge for psychiatrists in
training as well as their supervisors.
This article seeks to enhance the care of Deaf
individuals by providing a medical deﬁnition of deafness, discussing how to gather history using effective
communication strategies, and highlighting common
comorbid medical and neurologic illnesses. We also
describe psychiatric disorders among Deaf patients as

Deaf and hard-of-hearing patients (a term that has
replaced “hearing-impaired” by the strong preference of
most Deaf communities) are often admitted to general
hospitals and are seen by psychiatric consultants in
collaboration with medicine and neurology teams.
Although textbooks exist for the Deaf mental health
specialist,1 few articles serve as guides for consultants
who are faced with the challenges of caring for Deaf
patients. (N.B.: Deaf advocates use the distinction “big
D” for culturally Deaf persons vs “little d” for deafness
as a clinical condition.2,3) Psychiatric consultants may
be called to assist with the differential diagnosis,
management, and capacity evaluations, bearing in mind
that Deaf persons' trauma exposure, mood and anxiety
disorders, and psychosis may present distinctively and
occur at higher rates than found in the general
population and that certain etiologies and histories
of deafness (such as total language dysﬂuency, the
absence of any signed- or spoken-language learning)
may correlate with cognitive deﬁcits.4 The global number of Deaf and hard-of-hearing persons is estimated at
Psychosomatics 56:1, January/February 2015

Received April 1, 2014; revised May 31, 2014; accepted June 2, 2014.
From Department of Psychiatry, University of Massachusetts Medical
School, Worcester, MA; Worcester Recovery Center, University of
Massachusetts, Worcester, MA; Department of Psychiatry, Harvard
Medical School, Massachusetts General Hospital, Boston, MA
(JM, TAS). Send correspondence and reprint requests to Chaya
Bhuvaneswar, M.D., Department of Psychiatry, University of Massachusetts Medical School, 55 Lake Avenue, MA 01655; e-mail:
chayab77@gmail.com
& 2015 The Academy of Psychosomatic Medicine. Published by
Elsevier Inc. All rights reserved.

www.psychosomaticsjournal.org

1
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well as coping differences between congenital and
acquired hard-of-hearing patients, recommend medical and neurologic work-ups, and provide treatment
recommendations. As enhancement of psychiatric and
medical care for Deaf individuals rests on improving
both available interpreter resources and education
among health care providers, we also examine some of
the psychodynamic issues possibly involved in many
physicians' anxiety about attempting to communicate
with, evaluate and effectively treat patients who are
Deaf.
SETTING UP THE ESSENTIAL CONDITION
FOR AN ACCURATE EVALUATION:
COMMUNICATION SERVICES
A crucial step in any evaluation of a Deaf person,
whether psychiatric, medical, or neurologic, includes
arranging for an interpreter (legally mandated since
the Americans with Disabilities Act [ADA] of 1990)6
and clarifying the roles of the Deaf patient's team
members. This may involve using assistive listening or
video remote interpreting services when access to live/
in-person interpreters is not available, though it should
be noted that many Deaf patients, like hearing
patients, prefer live interpreter services to facilitate
connection with the treatment team. Although many
physicians use back-and-forth note writing with Deaf
patients as a stopgap measure, this strategy does not
satisfy the ADA requirements, in part because of
varying degrees of literacy among Deaf patients.7,8
For Deaf patients who know American Sign
Language (ASL) (accounting for approximately 6%
of Deaf Americans), ASL interpreters are required;
some countries have counterparts of ASL (e.g., Russian
Sign Language and Spanish Sign Language).9 For
those who are “language dysﬂuent” or “prelingual”
(i.e., who have not been taught any formal language),
which comprises approximately half of all Deaf
individuals, a certiﬁed Deaf interpreter (a Deaf individual who has been trained in recognizing attempts to
communicate by the prelingual or language-dysﬂuent
patient) working alongside an ASL interpreter is
required. Certiﬁed Deaf interpreters can use ASL to
translate the dysﬂuent gestures to the interpreter, who
then voices the ASL signing in English. Nuances of
interpreter services, such as “signer” vs “ASL ﬂuent,”
should be noted in the chart, as these have legal
signiﬁcance, with Deaf patients entitled to ASL-ﬂuent
2
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interpretation vs the more general “signer” category.
In the emergency department (ED), many maneuvers,
such as using interpreters, may not be immediately
available. However, it is critical when making highstakes decisions with medicolegal implications
(e.g., capacity determinations and dealing with endof-life issues) that communication specialists be
present; law suits (e.g., associated with noncompliance
of ADA standards) have resulted from a lack of access
to facilitated communication within care settings.10
Although some Deaf individuals speak and lip-read,
clinicians cannot assume that their spoken words
match the intended meanings; therefore, interpreter
services should be used. Even for skilled lip-reading
Deaf individuals, variations in accent, pronunciation,
and enunciation by the speaking individual can be
barriers to accurate understanding. In general state
commissions for Deaf and hard-of-hearing individuals
can provide interpreter services.
Even in acute care settings, time should be devoted
to providing both orientation and reassurance.
Equally helpful is attention to visual stimulation.
Interviewers should avoid making distracting motions
(e.g., playing with pens or other objects or gesturing
while talking) or being in a room with ﬂickering
lights.11 Such distractions make it more difﬁcult for
visually-oriented people to concentrate; many highfunctioning Deaf individuals report heightened surveillance of visual inputs, making them more sensitive
to these disturbances.12 It is also critical that distractions be eliminated when the Deaf patient is processing
what the interpreter is communicating while formulating his or her response to the interpreter—i.e., speaking to or distracting a Deaf person who is watching an
interpreter is analogous to interrupting a patient in
conversation with another health care provider.
Among Deaf people who use sign language, visual
stimuli are processed in the superior temporal gyrus
and other regions involved in auditory processing
among hearing people.13 Thus, incidental sights and
distracters could impede the processing of language by
Deaf patients and should be avoided. In addition, the
insights and expertise of communication specialists
regarding Deaf signing and language-dysﬂuent
patients can make a critical difference in quality of
care. The communication specialist can help ensure
that all standards of each patient's communication
needs are met by being sensitive to attempts at
communication in the absence of formal language
Psychosomatics 56:1, January/February 2015
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training, which can include minimal sign language,
gesture, mimic, home signs, and other variations.14
HISTORY-TAKING FOR OPTIMAL CARE OF
DEAF PATIENTS
Medical and psychiatric history-taking, including
gathering information about the chief complaint,
should proceed as it does for a person with normal
hearing. This is as critical a point as education about
sensitivity to Deaf culture—i.e., if Deaf individuals are
to truly have equal access to the best standard of
medical and psychiatric care, the unique knowledge of
physicians and other health care providers (which ASL
and certiﬁed Deaf interpreters do not share, by virtue
of their having a much different training and education
trajectory) must be brought to bear on evaluation as
well as treatment in an objective and rigorous manner.
In addition, taking a deafness history is recommended
(covering etiology, education, and nature/extent of
language exposure). Clinicians can further contribute
to a Deaf patient's care by recording the names and
contacts of the Deaf patient's outpatient team
(e.g., case manager). Care in the ED may be the last
time for several weeks that a Deaf patient's family is
present and involved in care, given that family
stressors may play a role in emergent presentations.
The contacts, services (including any in-home services), medical history, family history, and medication
history (including contact information for pharmacies) are important. In cases where the Deaf individual
is brought to the ED by police or emergency medical
technicians without family or other involved individuals, local advocacy organizations and the state
commission for the Deaf should be engaged early
on. Frequently, local advocacy organizations are
already serving medically, psychiatrically, or otherwise complex Deaf patients, but hospitals may serve as
the ﬁrst point of contact between a Deaf patient and
existing services.15
Though, in some cases, family members may seem
the most attuned or capable of conveying what their
Deaf relative wants to communicate, the ADA discourages the use of relying on family members as
interpreters. Providers should bear in mind that many
Deaf individuals have some lip-reading capacity.
Moreover, ASL interpreters, when present, are legally
bound to interpret all audible communication taking
place within “earshot” of the Deaf patient. Thus,
Psychosomatics 56:1, January/February 2015

2 health care providers talking in front of a Deaf
person will be “translated” to that person even if the
conversation is between both the providers and not
directed toward the patient.
WHAT MEDICAL AND NEUROLOGIC
PROBLEMS CAN ACCOMPANY OR CAUSE
DEAFNESS AND MUST BE SCREENED FOR IN
THE COMPREHENSIVE EVALUATION?
Since the passage of the ADA and the introduction of
the term “Deaf” to signify “Deaf culture” in 1972 by
Woodward,16 advocacy by the Deaf community has
attempted to wrest the concept of deafness away from
medical disability. Bearing this in mind, medical and
neurologic assessments are still key in the psychiatric
care of Deaf patients. Table 1 displays some of the
most common medical and neurologic etiologies of
deafness, bearing in mind that although psychiatric
consultants may not be involved in the differential
diagnosis of the deafness, history-taking that includes
questions aimed at learning the cause and history of
the patient's deafness is critical to understanding
developmental, psychiatric, and medical complications that could be present.
HOW IS DEAFNESS DEFINED MEDICALLY
AND NEUROLOGICALLY?
Unlike legal blindness, there is no analogous deﬁnition
of “legal deafness.” The ear normally detects sounds in
the range of 20–20,000 vibrations per second. A person
who cannot detect sound at an amplitude of 20 dB in a
frequency range of 800–1800 vibrations per second is
said to be hard-of-hearing.17 Any degree of deafness
qualiﬁes a person for assistive communication according to laws passed since 1973. Medically and neurologically, deafness falls into several categories:
(1) congenital vs acquired, (2) early-onset vs laterlife onset, (3) sensorineural vs conduction vs mixed
type, (4) partial vs total, (5) genetic and sporadic vs
part of an inherited genetic syndrome (about which
there could be warning within the family either
through prenatal genetic counseling or the presence
of affected family members), and (6) born to hearing vs
Deaf parents.18
Congenital, and genetically attributable or hereditary hearing loss (distinct from genetic syndromes with
multiple features) may be classiﬁed as autosomal
www.psychosomaticsjournal.org

3

Psychiatric Care of Deaf Patients
TABLE 1.

Systemic Disorders Affecting the Ear

Granulomatous/infectious disorders of the ear
Langerhans cell histiocytosis
Eosinophilic granuloma
Hand-Schüller-Christian disease
Letterer-Siwe disease
Sarcoidosis
Lyme disease
Fungal infections
Wegener granulomatosis
Tuberculosis
Autoimmune diseases/collagen vascular disorders
Relapsing polychondritis
Systemic lupus erythematosus
Rheumatoid arthritis
Giant cell arteritis
Sjögren syndrome
Polymyositis/dermatomyositis
Ankylosing spondylitis
Vogt-Koyanagi-Harada syndrome (includes ocular and other
neurologic ﬁndings)
Behçet syndrome
Autoimmune inner ear disease
Cardiac disease
Arrhythmias (genetic disorders manifesting hearing loss and
long QT/other features)
Anemia (e.g., sensorineural hearing loss in patients with sickle
cell anemia)
Progressive systemic sclerosis
Bone diseases (Paget, osteogenesis imperfecta, ﬁbrous dysplasia,
osteopetrosis, osteitis ﬁbrosa cystica, and chronic
osteomyelitis)
Miscellaneous (AIDS, mucopolysaccharidoses, polyarteritis
nodosa, Cogan syndrome, neoplastic disease, leukemia,
lymphoma, paraganglioma, multiple myeloma, and metastatic
disease/meningeal carcinomatosis)
Adapted with permission from Gulya et al: GlasscockShambaugh Surgery of the Ear. PMPH; 2010.

dominant, autosomal recessive, or X-linked. Frequently, families are less prepared to deal with
autosomal recessive hereditary hearing loss as all of
the other family members can hear and current genetic
screens do not predict the deafness.
Signiﬁcant differences exist in the coping ability
and susceptibility to psychiatric disorders (e.g., depression) among individuals with congenital vs acquired
deafness. Coping ability (i.e., high functional status
with respect to the deafness and effective utilization of
Deaf-access services) versus dysfunctional coping style
(i.e., isolation, destructive behaviors in response to real
or perceived functional limitations) may be inﬂuenced
by the age of onset, type of hearing loss, and related
4
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responses by family members and other members of
society (i.e., the local or cultural community of the
Deaf individual). In general, deafness developing at a
later age, or the concordance of Deaf child-Deaf
parents, may predict less risk of developmental issues
such as attachment disorders or abuse and neglect of
Deaf children.1
However, the critical issue is not at what age
deafness develops but whether some form of language
(either auditory or sign language) has been taught by
the age of 3 years so that the child can achieve critical
intellectual milestones and develop the capacity to
learn new languages (such as ASL) later in life.19 The
complex interplay of auditory inputs, memory development, language acquisition, and the growth of
neural networks (as studied in songbirds and other
preclinical models) underlies this link between language acquisition and normal brain development.20
Studies on language-deprived, dysﬂuent, or prelingual
people have detected abnormal ﬁndings on evaluation
of evoked responses and functional imaging of the
brain.21 Gulati and others have suggested that some
form of cognitive impairment arises if a child is not
taught any form of language by the age of 7 or 8 years
—making the historical association of deafness and
intellectual compromise a self-fulﬁlling prophecy.22
Approximately 90% of Deaf people are born to
hearing parents; these children may be at greatest risk
of language deprivation.23
A critical role of health care providers—independent of discipline or specialty—is to diligently investigate, with the parents of a Deaf child, which local
services are available and to encourage/help the family
to link to such services (e.g., especially if the parents
are immigrants with limited English or if the child is
language dysﬂuent). Deaf communities have also
beneﬁted from technologies (such as video conferencing for telephone calls and e-mail); success rests on
Deaf individuals acquiring language ﬂuency.24,25
The issue of cochlear implants and cures for
Deafness may also come up in the medical and
psychiatric care of Deaf persons, particularly for
children of hearing parents—and as this issue is of
importance within the Deaf culture, clinicians should
be aware that it is not a neutral or purely scientiﬁc
topic. When taking a medical history, one should
nonjudgmentally inquire about the use of hearing aids
(which are more effective in conduction hearing loss or
diseases of sound wave conduction through the outer
Psychosomatics 56:1, January/February 2015
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TABLE 2.

Ototoxic Medications

Aminoglycosides
Gentamicin, streptomycin, tobramycin, amikacin, neomycin, and polymyxin B (note that topical aminoglycosides do not appear to be
ototoxic unless applied to the tympanic membrane)
Macrolides
Erythromycin, azithromycin, and clarithromycin
Diuretics
Furosemide, ethacrynic acid, bumetanide, and bendroﬂumethiazide
Salicylates
Antimalarials
Quinine and chloroquine (high dosages)
NSAIDs
Naproxen, indomethacin, diclofenac, etodolac, and sulindac
Antineoplastic drugs
Carboplatin, cisplatin, bleomycin, methotrexate, nitrogen mustard, vincristine, and vinblastine
Mucosal protectant
Misoprostol
Chelating agents
Deferoxamine
Topical otologic preparations
Neomycin and hydrocortisone
Chemical agents
Heavy metals (mercury and lead), solvents (toluene and styrene), arsenic, cobalt, cyanides, benzenes, and propylene glycol
Central nervous system agents (including psychotropic medications)
Narcotic analgesics
Hydrocodone
Propranolol
Quinidine
Psychopharmacologic agents
Antidepressants
Amitriptyline, doxepin, desipramine, imipramine, protriptyline, ﬂuoxetine, paroxetine, bupropion, phenelzine, and trazodone
Antipsychotics
Molindone
Benzodiazepines
Alprazolam, clorazepate, chlordiazepoxide, diazepam, ﬂurazepam, lorazepam, midazolam, oxazepam, prazepam, quazepam,
temazepam, and triazolam
Carbamazepine
Lithium
Thalidomide
Miscellaneous toxic substances
Alcohol, caffeine, lead, marijuana, nicotine, mercury, and gold
NSAIDs ¼ nonsteroidal anti-inﬂammatory drugs.
Adapted with permission from the World Health Organization Programme for the Prevention of Deafness and Hearing Impairment
(1994) and from Ototoxic Medications, a public health pamphlet of the League for the Hard of Hearing (2014).

ear or inner ossicles and in which the Weber test of a
tuning fork to the midline localizes the sound to the
affected ear)—only to ensure that if the patient does
usually use them, he or she is given access to the usual
aids as soon as medical stability allows for this.
Psychosomatics 56:1, January/February 2015

Hearing aids are less useful for sensorineural hearing
loss (in which there is damage or disease in the
vestibular nucleus or in cranial nerve VIII); thus,
hearing aids are more frequently used in presbycusis
as opposed to other forms of acquired or congenital
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hearing loss). Patients with cochlear implants should
also be assessed regarding a history of implantation
surgery and its complications. Cochlear implants are
electronic devices for which surgical implantation is
required, bypassing damaged parts of the ear and
transmitting signals via the auditory nerve to the brain.
Both surgery and subsequent training to use newly
acquired or regained hearing skills are required to
acquire comfort with auditory language after cochlear
implants; these implants are more often used by adults
with hearing loss but they are also used in children
older than 1 year in the United States. Limitations on
the ability to comprehend speech exist with current
models of cochlear implants, though research in
technologic improvement is underway to enable
more sensitive speech recognition.26 Globally, about
500,000 Deaf persons have undergone cochlear
implantation—thus, they are still a minority.
The use of cochlear implants in children (as an
alternative to immersive ASL instruction) is controversial in the Deaf community. For patients with
implants, it is best to continue to offer interpreter
services. It may also be best to refer the patient to an
ear, nose, and throat surgeon for the discussion of the
risks and beneﬁts of cochlear implants, so that
the psychiatrist and other providers can support the
patient's information gathering but remain neutral as
to whether such implants are desirable (i.e., leave this
decision to the patients and their families). One
observation made by many Deaf health care providers
is that, although families are told in detail about
cochlear implants by many hearing physicians, they
are often not told about Deaf schools, intensive ASL
training, and other options viewed by Deaf cultural
advocates as viable alternatives to medically “curing”
hearing loss.27
WHAT SHOULD THE PHYSICAL AND
NEUROLOGIC EXAMINATION OF A DEAF
PSYCHIATRIC PATIENT ENTAIL?
Physical examination to assess for genetic syndromes
associated with deafness, which could merit genetic
testing and related medical and neurologic follow-up,
is a key addition to the routine physical examination
required for psychiatric patients. Among psychiatric
patients, velocardiofacial syndrome, Turner syndrome, Down syndrome, and craniofacial syndromes
(including Treacher Collins syndrome) are important
6
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to note on examination because of their medical
comorbidities (Table 1). Neurologic examination
should include cranial nerve examination, vision chart
testing if possible, and a complete examination in the
context of any history of traumatic brain injury or loud
noise blasts (including in war zones, when examining
refugee patients). Physical abuse as a cause of deafness
in adults and children is common and should also be
screened for.28
Against a common laypersons' assumption that
Deaf people and others with sensory or cognitive
impairments do not abuse substances, substance disorders have signiﬁcant prevalence among Deaf
patients (and specialized treatment settings, though
limited, exist).29 Of special note are the physical and
neurologic examinations (assessing for asterixis,
ataxia, fetor hepaticus, stigmata of chronic liver failure, papillary constriction vs dilation), substance
intoxication, and withdrawal syndromes among Deaf
patients. Spoken speech has long been a cornerstone of
rapid diagnosis of such syndromes among hearing
patients—i.e., confabulation, loud or slurred speech,
or pressured speech varying with type of intoxicating
substance. Equivalent presentations among signing
Deaf patients may not be as familiar to either
interpreters or family members, who may be unaware
of the substance use. More subtle attention to physical
ﬁndings and cues is critical, as are results of laboratory
tests and history from a variety of sources, including
Deaf social networks and service providers. Underdiagnosis and underestimation of substance use
among Deaf patients by physicians can result when
attention is not paid to supplement familiar cues.30
WHAT ARE THE KEY FEATURES OF
PSYCHIATRIC DISORDERS AMONG DEAF
PEOPLE?
The epidemiology and prevalence of psychiatric disorders among Deaf patients and hearing patients
(particularly among chronically mentally ill populations) may not differ substantially31; perceived differences ﬂow from lack of knowledge about Deaf culture
and experiences and resultant biases by clinicians.32 In
a study of 30 Deaf inpatients and a historical comparison group of 60 hearing patients (each cohort admitted over the same 10-y period to a state mental hospital
in the United States), chronically mentally ill Deaf
patients had a high prevalence of mild mental
Psychosomatics 56:1, January/February 2015
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retardation (33%), impulse control disorders (23%),
and pervasive developmental disorders (10%) but a
much lower prevalence of substance disorders (20%)
and personality disorders (17%). As Landsberger and
Diaz (psychologists on a specialized Deaf unit)
pointed out, language dysﬂuency is most likely to be
confused with psychosis “not otherwise speciﬁed”.
This issue is further complicated for many patients
with this diagnosis owing to a difﬁculty in learning
concepts about time, sequence, causality, and other
abstractions (leading to perseveration). In addition,
many high-functioning Deaf individuals (including
Deaf social workers and rehabilitation staff) are likely
to resist the psychiatric notion that language mirrors
thought, because many Deaf people have been frustrated by having thoughts and insights that they could
not communicate to hearing people or to other Deaf
people who possess different language skills.33 An
additional diagnostic problem comes from the level of
English used in psychiatric scales (e.g., the Beck
Depression Inventory or the Hamilton Anxiety Scale);
many Deaf individuals do not have the ninth
grade education level (with the median educational
level of Deaf high school graduates estimated at
4.5-grade level) required to complete these scales.34
In an inpatient sample (2010) for mood disorders,
eating disorders, anxiety disorders, or cognitive disorders (such as the dementias), the prevalence between
Deaf and hearing patients did not differ. Similarly,
other studies (Black and Glickman,31 Fellinger et al.,35
and de Bruin and de Graaf36) revealed that the
prevalence of psychotic disorders did not differ
between Deaf and hearing subjects. Key considerations in the diagnosis and management of psychosis
among Deaf patients (which has a prevalence of up to
60% in some hospitalized samples37) include the
following: (1) issues of seclusion and restraint,
(2) the nature of hallucinations (including auditory
hallucinations), and (3) assessment of suicide risk.
Deaf hospitalized patients are restrained up to
4 times more than patients who can hear, when matched
for diagnosis, age, race, and presenting problem (e.g.,
agitation).38 The recommendations outlined in a recent
report by the National Association of State Mental
Health Medical Directors Council attempted to reduce
the use of restraints in Deaf inpatients by increasing the
cultural competency among nursing and clinical staff as
well as taking extra time and care to establish a dialog
with Deaf patients about personalized distress
Psychosomatics 56:1, January/February 2015

reduction strategies and the use of restraints.39 In acute
care settings, it may help to remove potentially overstimulating visual inputs (blinking or ﬂashing lights and
crowds). Using solitary seclusion—without access to
any signing staff or any person with whom the Deaf
patient can communicate—is also inadvisable; if there
is an observer, this staff person should be able to sign
and, at a minimum, must be able to make eye contact
with the Deaf patient so he or she can signal for help.
Finally, certain facial expressions (e.g., angry expressions and challenging eye contact) should be avoided
when attempting to de-escalate an severely ill or
agitated Deaf patient. Facial expressions are part of
the grammar of ASL and other sign languages and
should be kept neutral.
Hallucinations among Deaf psychotic individuals
have been extensively studied (though not in large
samples or in a manner that controls for signing
ﬂuency, etiology of deafness, or other potentially
inﬂuencing factors). Visual hallucinations in Deaf
patients are thought to be more common than other
types; however, subvisual percepts are thought to be as
common among Deaf people with schizophrenia as
they are among their hearing counterparts. These
images may be of signing hands or moving lips and
thus linguistic rather than visual in the sense of visual
hallucinations experienced by hearing patients. Deaf
psychotic patients experience auditory and even command auditory hallucinations at rates similar to those
in psychotic patients who can hear. However, depending on their age at hearing loss, and the nature and
extent of the loss (i.e., progressive vs congenital), they
are less likely than hearing patients to be able to
describe certain features (such as pitch, loudness, or
volume) but are usually still able to identify sex and
language of the voice and the meaning of hallucinated
speech.40 In particular, changes in signing (particularly rapid signing or rapid thoughts conveyed through
signs) are often assumed to be psychotic in origin
rather than due to a major mood disorder.
Suicide, grief, and trauma are key issues in the care
of Deaf individuals for several reasons. Speciﬁc suicide
risk factors among Deaf populations, both community
and psychiatric, are poorly understood. In 1 study, Deaf
college students (i.e., among the highest functioning
Deaf individuals) had a 30% lifetime prevalence of
suicide attempts, attributed to a higher rate of depression
than in the hearing population.41 Trauma exposure in
Deaf patients is also a pressing problem. Post-traumatic
www.psychosomaticsjournal.org
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stress disorder among Deaf individuals is beginning to
be addressed by novel therapeutic interventions and
adaptations of trauma-centered therapies, including
dialectical behavioral therapy and survivor groups.42
Child abuse and neglect suffered by Deaf children has
not been systematically studied, but they are estimated
to have a similar prevalence to the abuse experienced
by other children with disabilities, representing a wellestablished risk factor for both physical and sexual
abuse.43 Trauma exposure should also be considered in
the work-up and management of forensic Deaf
patients, who may have a higher rate of foster care
placement and associated neglect or abuse.44 Although
the evidence base for treatment of forensic Deaf
patients is limited, it appears that this group has a
higher prevalence of language deprivation and dysﬂuency and thus poses legal conundrums regarding their
ability to understand their rights and to participate in
the judicial process.45 The clinician presented with such
patients, who may be brought to the ED for medical
clearance out of special consideration for their deafness, even when no psychiatric history is known or
suggested, can assist the legal process by refraining
from overly rapid deﬁnitive diagnosis and by creating a
complete differential diagnosis. Features of language
dysﬂuency that are commonly confused for symptoms
of a primary thought disorder include lack of referents
to time and subject, lack of sequential organization to
stories, inappropriate or absent syntax, and excessive
use of gesture, mime, and “home signs” (i.e., signs
unique to an individual or family system) to ﬁll in gaps
in vocabulary. These can be misconstrued as psychotic
disorganization or neologisms and contribute to the
overuse of a psychosis not otherwise speciﬁed diagnosis
among Deaf patients as language-dysﬂuent individuals
may not have other key features of schizophrenia (such
as social withdrawal, ﬂat affect, or emotional disconnectedness, though these may be present among
language-dysﬂuent Deaf individuals with character
pathology).46 A complete medical and neurologic
work-up is also of particular beneﬁt to such patients
(rather than assuming that agitation or other emergent
presentations are secondary to deafness alone).
TREATMENT CONSIDERATIONS FOR DEAF
PSYCHIATRIC PATIENTS
As for hearing patients, comprehensive psychiatric
treatment includes supporting the medical and
8
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neurologic care of the patient (especially in
consultation-liaison settings), providing psychopharmacology as indicated, and taking steps to create
access to psychotherapies. Capacity evaluations may
also be called for.
We have discussed some diagnostic and supportive considerations in medical and neurologic care. In
such cases, there may also be a role for psychiatrists to
support alliance-building between different medical
professionals and Deaf patients by being alert to the
assessment and management of anxiety toward Deaf
people by many members of the general population, as
described by theories of the social construction of
“disability.”47 Psychodynamic explanations of this
anxiety may be informed by the Freudian concept
of the “narcissism of small differences,” as described
by Gabbard48 and others. On this account, the anxiety
stems from a fear of a lack of one's own separateness,
or in the case of disability (including psychiatric as well
as medical), a fear of being identiﬁed as having the
same disability as the patients one treats. Although
psychiatric training that includes psychodynamic
supervision deals in depth with the nature and appropriate handling of such counter-transference, it may be
helpful for the psychiatric consultant to bear in mind
this possibility and gently steer interdisciplinary team
care in such a way that nonpsychiatrists may gain
greater self-awareness about the possible effect of their
attitudes toward deafness and disability on their
interactions with patients (and hopefully might then
be motivated to seek out further education and
information, including from Deaf advocates directly).
Psychopharmacology considerations for Deaf
patients are the same for hearing patients apart from
bearing in mind speciﬁc conditions that may be
associated with deafness (i.e., renal insufﬁciency or
renal failure in Alport Syndrome, a genetic cause of
deafness, as well as avoiding potentially ototoxic
medications in hard-of-hearing patients, given the risk
of inducing full hearing loss; Table 2). Clinicians
should bear in mind that the perception of being
“overmedicated” or “sedated” is common among
Deaf psychiatric patients and may resonate with a
different set of sensory perceptions or heightened
sensory awareness other than hearing (i.e., sight,
touch, and proprioception) that may be blunted by
sedative-hypnotics and thus cause more discomfort or
distress among Deaf patients than their hearing
counterparts. Care should be taken to minimize
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unnecessary sedation that could also interfere with
attempts to communicate or to determine underlying
causes of agitation that might relate to communication
barriers.
It is worth noting that different states have different
laws on interpreter use for the provision of psychotherapy. In 1994, a Florida ruling stated that psychotherapy
through an interpreter did not meet the ADA's standard
and must be delivered by signing therapists to ASLusing Deaf patients.49 In the ED or inpatient hospital
setting, the immediate welfare of the patient often relies
on a physical examination to determine what diagnostic
and other emergent procedures might be needed. However, in outpatient settings, the time and resources
available to plan a given patient's visits are greater; it
is critical to determine what the standard of psychiatric
(and ancillary medical and neurologic) care are for Deaf
patients so that the local standard of care can be met.
Psychiatrists may be placed in the difﬁcult position of
not wanting to deny care to any individual yet
not having the resources to offer such services (e.g., a
signing psychotherapist rather than ASL interpreter
for speaking/hearing therapists). In such cases, legal
counsel, detailed and situation-speciﬁc consent for
treatment, and clinical judgment must prevail in

addition to physician commitment to the equitable
provision of care.50
CONCLUSION
Myriad barriers to the delivery of comprehensive
psychiatric care to Deaf patients exist, including
having problems with communication access, making
an accurate psychiatric diagnosis, having the potential
for cultural misunderstandings, and having potential
legal consequences. Clinicians confronted with these
challenges should tread carefully, seek consultation,
advocate for interpreter access, and link with Deaf
advocacy organizations to facilitate sustained care in
community settings. When in doubt, it may be wise for
a clinician to simply refrain from verbal (even written)
communication, as misconstrued communication may
have a lasting negative effect, whereas delayed communication (so as to ensure accuracy and equitable
access) is unfortunately an expected, even accepted,
feature of many Deaf persons' experience.
Disclosure: The authors disclosed no proprietary or
commercial interest in any product mentioned or concept discussed in this article.
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