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This issue is late.  It has been a rough few month.  The ODS family suffered a  

tremendous loss when we learned that Katherine Anderson passed away August 

23rd.  Our hearts are heavy, and the worlds is a bit less joyful without her. But we will 

always cherish the time she spent with us.  We have a memoriam on page 3 and 

pictures or her that we especially like beginning on page 28. 

Another virtual MHIT taxed our technical know-how but it still managed to come off 

with nigh but a few glitches.  A patient and supportive staff, fueled by lots of coffee 

and cinnamon rolls, helped considerably. Cinnamon rolls, you ask?  Well, check out 

the story starting on page 4. 

Our good friend, Dr. Darrin Griffin, Professor of Communication at the University of 

Alabama, contributes another installment of the series of articles he and his  

students write for SOMH.  It is well worth your time to read and begins on page 11. 

Beth Moss, who begins her new duties as Region II Interpreter Coordinator after  

being a facility-based interpreter for several years, contributes her first article to 

SOMH.  Address an interesting Case File on page 19. 

Jennifer Kuyrkendall is assuming more of the day-today editorial duties for Signs of 

Mental Health.  She has also assumed Region V Interpreter Coordinator duties. Your 

faithful scrivener will still be around to advise and share his wanted (and unwanted) 

opinions in the As I See It column.   

As always, we appreciate reader comments and feedback.  Help us make this a  

publication you look forward to receiving. Write to us at SOMH@mhit.org.     

Another MHIT in the Books! 
Story on Page 4 

mailto:SOMH@mhit.org
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In Memoriam: Katherine Anderson 

January 24 1989—August 23, 2021 

Katherine Anderson, LGSW, QMHI, RID NIC, passed away in 

Birmingham, Alabama, on August 23, 2021, with her  

devoted parents by her side. Katherine was a huge part of 

the ODS family during her eight-year career.  Wherever she 

went, she spread joy and positivity.  Her smile lit up every 

room she entered.  She gave of herself and her talents in 

ways that inspired and uplifted everyone around her. 

Born January 24, 1989, in  

Irmo, South Carolina, she  

always felt the state of  

Alabama was her home as it 

was the gathering place for 

family events and celebrations. 

Katherine graduated from JP 

Taravella High School in Coral 

Springs, Florida, in 2007 and 

graduated Cum Laude in 2011 

from Maryville College with a 

Bachelor of Arts, including a 

double major in Sign Language 

Interpreting and American Sign 

Language/Deaf Studies. In 

2013 she graduated from the 

prestigious Gallaudet Universi-

ty in Washington, D.C., with a 

Master of Social Work degree 

specializing in working with 

deaf and hard of hearing  

populations. 

Joining the Alabama Department of Mental Health Office of 

Deaf Services after graduation, she started as the Staff  

Interpreter at Bryce Psychiatric Hospital in Tuscaloosa, AL. 

After several years there, she became Region V Interpreter 

Coordinator in Birmingham, AL, quickly winning hearts and 

minds among those she served.  Jody Gothard, Residential 

Services Coordinator at Central Alabama Wellness, said 

best, “Our hearts are broken to hear of Katherine’s passing. 

She was definitely a bright light in our world.” 

Katherine started her service here in pre-certified status, 

working alongside ODS’s QMHI certified interpreters.  She 

worked hard to earn her national certification and QMHI 

status soon followed.   

In 2015, Katherine assumed responsibility for coordinating 

the Alumni Track of the Mental Health Interpreter Training 

program. Initially, the classes were small and meant to 

serve those alumni who attended the MHIT Core program.  

The program consisted of a smattering of classes offered on 

Monday and Wednesday afternoons.  Katherine grew the 

program into a full week of training held concurrent to the 

MHIT Core week.  In 2020, Katherine moved the program to 

a remote format.  She proved 

to be an invaluable asset in 

the capacity, excelling at  

details and working fervently 

behind the scenes to ensure 

that every aspect of the  

Alumni program was handled 

well. She brought innovative 

ideas and approaches to 

Alumni and these ideas were 

often also incorporated into 

the Core program.      

She mentored several young 

interpreters doing internships 

with ODS, garnering high 

praise for her compassionate 

approach to the work. She 

frequently traveled to her 

Alma Mater, Maryville  

College, to recruit interpreters 

for ODS and Alabama. She 

was slated to become a QMHI supervisor this fall. 

Katherine’s biggest strength was her kindness and grace to 

others – even those who weren’t always kind to her. She 

was a gracious host and went out of her way to make 

thoughtful gifts for presenters, student representatives, and 

co-coordinators – which due to her incredible craft talents, 

were always a delight.   

Katherine will forever be missed by her family, friends, and 

colleagues!  A bright young light in the field of mental health 

interpreting has been extinguished and we are all poorer for 

it. 

Thank you for the difference you made in so many lives.     
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Robert Pollard, Robyn Dean, Steve Hamerdinger, Roger  

Williams, Angela Kaufman, Mike Harvey, Charlene Crump, 

Brian McKenny, Kent Schafer, Amanda Somdal, and Carter 

English.   

They were assisted by two student volunteers under the able 

direction of Shannon Reese.  Amanda Luxton of the University 

of Houston and Brady Greenwalt of the University of  

Wisconsin-Milwaukee, handled such duties as tracking at-

tendance, handling introductions, and sending out MHIT’s 

“On the John Training” posters, which were emailed to the 

participants three times daily.  See their stories on page 17. 

The final block, consisting of an additional seven asynchro-

nous classes rounded out the training. Those classes includ-

ed lectures such as “Introduction to Mental Health Systems/

MHIT”, “Qualified Mental Health Interpreter Certification”, 

“Counseling Theories and Interpreting Perspectives”, and 

“DCS Continuation Studies.” 

Alabama had the largest contingent of participants.  Other 

states sending significant groups were Minnesota, Georgia, 

Wisconsin, New Mexico, and California. This class included 

several people with advanced degrees, including three  

doctorates and 46 people holding master’s degrees. 

Often during the institutes, a theme will arise.  This year,  

humorously, it was cinnamon rolls.  It all began when several 

participants reacted to a PowerPoint slide picture of a cinna-

mon roll.  From there, it snowballed, ending with a special 

delivery of Cinnabon pastries to the conference control center 

in Montgomery!  

The MHIT staff sincerely appreciates all the participants,  

volunteers, and staff that helped make the Institute a  

success.  They are also looking forward to once again meeting 

live and in person.     

The 19th Annual Interpreter Institute of the Mental Health  

Interpreter Training project was held August 2 – 6, 2021.  

Running virtually for the second time, it was attended by 122 

registered participants and 31 presenters, staff, and  

volunteers. Participants represented 30 states and Canada.   

Alabama Department of Mental Health Commissioner, Kim 

Boswell, opened the Institute with remarks praising not only 

the quality of the training but also the longevity of the project. 

“This is a “Tip of the spear’ training that ‘brings in the top  

experts in the field of deaf mental health care.  You are  

meeting the men and women who have made history in this 

field.  I hope you take advantage of this opportunity and I hope 

you are able to incorporate what you learn into your practice 

back home.” A video from the Office of Deaf Services staff, 

welcomed the class, concluding with remarks from Associate 

Commissioner, Dr. Tammie McCurry. 

Due to ongoing concerns about the pandemic, the Institute 

was held virtually again. Usually, all credit opportunities  

happen during the one week when the Institute is in Alabama.  

Project leaders, Charlene Crump and Steve Hamerdinger,  

recognizing that “Zoom fatigue is a real problem, split the 

class over three blocks totaling 47.5 hours of continuing  

education credit opportunities.  

The first block of asynchronous classes concerned primarily 

introductory material and pre-conference reading.  Participants 

were expected to complete this work prior to the beginning of 

the live portion of the training.  

The second block was the 37.5-hour live portion that ran from 

9:00 AM to 6:00 PM each day. Twenty classes were held  

during this portion. 

As in the past, nationally renowned experts shared their 

knowledge with the participants. Core Instructors included 

19th Annual Interpreter Institute Concludes Second Virtual Conference  
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2021 Alabama Mental Health Interpreter Training at a Glance  

Vital Statistics 

• MHIT is in its nineteenth year and constitutes a week-long training consisting of 37.5 live hours conducted remotely and 

10 hours of asynchronous classes. 

• 153 individuals (122 Registered Participants and 31 presenters, staff and volunteers) participated in the Core training this 

year and a total of 1,633 individuals have been trained since its inception. Several individuals have taken the training 

more than once. 

• Participants: 8 deaf (16 total, including staff), 2 hard of hearing, and 135 hearing participants. Nineteen returning Alumni 

participants participated in the main track and also had the option to continue in the alumni classes. 

• Participants hailed from 35 states and Canada in the Core session. 

• 20 different workshops were offered during the live Core MHIT sessions and an additional seven courses in the  

asynchronous component. 

• Two student workers, one each from Wisconsin and Texas, assisted this year. 

• Continuing education was offered for interpreters, counselors, rehabilitation counselors, and social workers. 

• Post training learning activities include bi-monthly online discussions of research articles in mental health and deafness, 

listservs, and 40-hour practicum and a comprehensive written examination designed to certify the individual as qualified 

to work in mental health settings. 

• All workshops offered sign language and captioning. 

Core Course List 

Core Instructors: Robert Pollard, Robyn Dean, Michael Harvey, Steve Hamerdinger, Roger Williams, Charlene Crump, 

Brian McKenny, Kent Schafer, Amanda Somdal, and Carter English. 

• Deaf Mental Health Care: How We Got Here 

• MH Providers and Treatment Approaches 

• Substance Use Disorder Settings and Deafness 

• Considering Dysfluency in Mental Health 

• Practice Profession and Normative Ethics 

• Demand Control Schema and Value Based Decision 

Making in MH Settings 

• Normal Differentness 

• Psychiatric Evaluations, DSM, and Clinical Thought 

Worlds (Parts 1 and 2) 

• Reflective Practice/Supervision in MH 

• Psychopharmacology 

• Coping with and Benefiting by Vicarious Trauma 

• Secondary Trauma Stress/Vicarious Trauma and Self 

Care 

• Adverse Childhood Experiences 

• Communication Impairment Techniques for Dealing 

with Dysfluency 

• Role Playing and DCS Analysis 

• Domestic Violence/Intimate Partner Violence 

• Mental Health and Legal Settings 

• Confidentiality Laws and Considerations 

• Communication Assessments in MH 
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Poster Sessions 

• Stress Response (Keshia Farrand) 

• Autism (Kent Schafer) 

• Opioids and the Deaf Community (Shannon Reese) 

• MH Interpreter Portfolio (Jennifer Kuyrkendall) 

• Classification and Diagnosis (Kent Schafer) 

• Interpreting in Psychiatric Hospital Settings (Beth Moss) 

• After MHIT – Taking it Home! (Beth Moss) 

• Micro-Mezzo-Macro Levels (Amanda Somdal) 

Asynchronous Classes 

• Introduction to Mental Health Systems/MHIT (Steve Hamerdinger) 

• MHIT Pre-Readings (Charlene Crump) 

• Qualified Mental Health Interpreter Certification (Steve Hamerdinger) 

• Counseling Theories and Interpreting Perspectives (Brian McKenny) 

• Poster Sessions (see above) 

• DCS Continuation Studies (Bob Pollard and Robyn Dean) 

• Zoom Tutorials – General Studies (Jennifer Kuyrkendall) 

Kent Schafer and Amanda Somdal during their Mental Health Providers and 

Treatment Approaches in MH and Deaf Care presentation. 
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Formal Education (Core) 

29 Some college/Associates degree 

84 Bachelor’s degree 

46 Master’s degree  

3 PHD  

 

 

 

Certification Levels (Core) 

130 HI with National Certification  

4 CDI/CDI-W 

4 DI 

34 Other State credentialing (BEI) 

38 Other, EIPA 

7 QMHI/QMHI-S 

2 ITP Students 

3 Other, mental health professionals 

19 Alumni 

* some individuals have multiple certifications  

Residency Status (Core)    

50 Southeast     

33 Southwest     

34 Midwest     

16 Northwest     

19 Northeast     

3 Other Country 

Countries and States in attendance: 
Participants and staff from 34 different states and 1 additional country were represented in the Core sessions, including: 

Alabama (21)  

Arkansas (2) 

Arizona (2) 

California (7) 

Colorado (2) 

Connecticut (1) 

DC (1) 

Florida (5) 

Georgia (10) 

 

Hawaii (1)  

Idaho (1) 

Illinois (2) 

Indiana (1) 

Louisiana (3) 

Massachusetts (2) 

Michigan (4) 

Minnesota (11) 

Missouri (1) 

Nebraska (1) 

New Hampshire (3) 

New Jersey (2) 

New York (5) 

North Carolina (1) 

Ohio (6) 

Oklahoma (2) 

Pennsylvania (5) 

Rhode Island (1) 

South Carolina (2) 

Tennessee (5) 

Texas (21) 

Utah (2) 

Washington (3) 

Wisconsin (8) 

West Virginia (1) 

Canada (3) 
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2021 MHIT CORE Participants 

Row 1: Laura Allinger, Megan Anderson-Christian, LaVonna Andrew, Heidi Archambault, Cara Balestrieri, Nikki Barnes. Row 2: Tera Bass,  

Erika Best, Jenny Blake, Diane Blastic, Amy Bourque, Lisa Bowles-Ringer. Row 3: Kara Bull, Anne Byrd, Sarah Carmony, Ashley Cavallaro, Leela 

Chaitoo, Calista Choate. Row 4: Daniella Clements, Mary Collard, Denise Crochet, Jovanna Curtis, Julie Delkamiller, Annie Dieckman. Row 5: 

Melissa Dodge, Ann Dorsey, Laurel Dunlap, Suzanne Dunleavy, Erin Eldridge, Joanne Engel. Row 6: Jessica Eubank, Cori Foster, Deanna  

Gabbard, Monica Gallego, Lee Godbold, Mary Grayson. Row 7: Jessica Joy Gross, Josephine Heyl, Mitch Holaly, Lisa Holton, Becky Horness, 

Karen Huenink.  
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Row 1: Lyndsey Hyatt, Nikki Jackson, Karla Johnston, Nixo Lanning, Torrey Mansager. Row 2: Reynaldo Martinez Jr., Monica McGee, Yasmine 

Desir McGhee, Julia Meyri, Angela Moody, Nicki Mosbeck. Row 3: Dana Murrah, Kathy Murtaugh, Kelley Osborne, Annette Pourciau, Charlette 

Reiner, Robert Remigio. Row 4: Melina Rivera, Len Roberson, Marla Robles, Jessica Rushing, Amy Schroeder, Ashley Sikes. Row 5: Kelly Spell, 

Ivan Stream, Christine Swick, Angelic Taylor, Tabitha Turnbull, Peige Turner. Row 6: Shalon Turner, Neva Turoff, Cherish VanEmon, Laura  

Wagner, Amanda Ward, Katrina Watson. Row 7: Katherine Wingfield, Claire Youkilis Shafer, Brandi Zalucki, Lentha Zinsky. Note: Not all  

participants are shown.  

2021 MHIT CORE Participants 
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2021 MHIT Staff 

ODS Staff MHIT Production Team 

Row 1: Steve Hamerdinger (ODS Director/MHIT Technical Support), 

Charlene Crump (MHIT Project Director) Shannon Reese (Student  

Representative Coordinator, CEU Coordinator), Row 2:  

Allyssa Cote Flannery (MHIT Alumni Coordinator), Amanda Luxton 

(Student Volunteer) Brady Greenwalt (Student Volunteer)  

MHIT Presenters in Order of Appearance 

Row 1: Steve Hamerdinger, Amanda Somdal, Kent 

Schafer.  Row 2: Brian McKenny, Charlene Crump, 

Robyn Dean Row 3: Robert Pollard, Carter English,  

Michael Harvey. Row 4: Roger Williams, Angela  

Kaufman 

 

MHIT Communication Access Team 

Row 1: Lee Stoutamire (Communications  

Coordinator), Keshia Farrand, Brian McKenny, Sereta  

Campbell. Row 2: Beth Moss, Jennifer Kuyrkendall, Kate Block, 

Eric Workman Row 3: Alan Peacock, Lisa Johnston,  

Lou Ann Schell. Not Pictured: Andrea Ginn 
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By Darrin J. Griffin, Ph.D., Associate Professor of Communication 

Studies at The University of Alabama 

Xiaoti Fan, MA, Ph.D. Student (ABD), Communication and Information 

Sciences at The University of Alabama 

Andrew J. Laningham, BA, Master’s Student, Communication Studies 

at The University of Alabama 

Timothy R. Levine, Distinguished Professor and Chair of Communica-

tion Studies at The University of Alabama at Birmingham 

 

What good are scientific theories and the results of academic 

research if they have no utility in everyday life? While this  

rhetorical question may set up the justification for our  

endeavor to write this article about how truth-default theory 

(TDT) can be utilized in the context of mental health and  

substance use disorders, it may also provide a meaningful 

exercise in questioning how applicable this specific theory is 

across different communication contexts. 

Statement on Positionality 

First, we provide notes on our personal and professional  

positionalities. We find it useful in keeping us grounded in  

writing about our own perspectives in a way that has  

boundaries and focused to what we can confidently claim (or 

maybe conjecture). We acknowledge and appreciate Steve 

Hamerdinger for providing us feedback on our ideas, and  

sharing some of his perspectives on mental health, as we are 

limited in that area. We are academic researchers, and it 

might be a stretch to say we have a real life, but more  

seriously, we do acknowledge that we lack experience in the 

context of mental health. Therefore, we welcome your 

thoughts, critiques, and suggestions if you are inspired after 

reading. 

The first author, who studies deceptive communication and is 

interested in matters related to deaf and hard of hearing  

people has always been intrigued (and hopefully the readers 

of this newsletter are as well) with thoughts about how deaf 

signers utilize language verbally and nonverbally when  

deceiving others (or themselves). Being a CODA, he has always 

found it impossible not to ponder the differences in  

communication in two communicative worlds/cultures. He is 

limited in what he knows and thinks about deaf people based 

on his challenges with ASL and placement as a bi-cultural 

hearing person. The second and third authors are graduate 

students who specialize in deception and their knowledge and 

perspective here strengthen and widen what we know. For 

example, the second author is culturally Chinese and is versed 

in deception and intercultural communication broadly; the 

third author grew up in rural Alabama, and accordingly has 

witnessed the prevalence of substance addiction and the 

ways in which this affects people's communication/

behavior. He conducts research about people’s ethical 

thresholds during deception. The last author on our team 

is the creator and publisher of TDT. He has helped us to 

validate what we have to say about the application of this 

framework in this novel context. While what we discuss in 

this article is broadly about the communication of veracity 

(fancy word for truthfulness), we also focus in on mental 

health and substance abuse in deaf communities.   

Our goal in writing this article is to reduce false positive 

and false negative diagnoses in the mental health and 

substance abuse domain. We want to accomplish this 

goal by providing mental health professionals with  

communication tools to help them capture more accurate 

diagnostic answers in interviews and assessments of 

mental health and substance abuse disorders. How can 

we do that? By helping you, the reader, to better  

understand the nature of how deception works and how to 

utilize tactics in garnering more accurate truths. If you 

have spent any time around the professionals who work at 

ADMH, you already know that a common answer to a  

complex question about mental health is...”it depends.” 

This response can be frustrating to receive for the curious 

student, we know because we have been there; we have 

felt the frustration, but also realize this type of response 

helps us remember and maintain one of the most  

important elements of what we study in people—that  

people are very dynamic and no two interpersonal  

situations are the same. At times it seems it is not realistic 

to provide a straight or narrow answer to any question 

about humans, communication, deception, or mental 

health. However, scientific theories are there to give us 

maps to navigate and solve this sort of problem. Keep this 

in mind as we traverse the following vignette and through 

the rest of our article. 

 (Continued on page 12) 

Insights from Truth Default Theory for Mental 

Health and Substance Use Disorders 
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From Insights from Truth Default Theory  
(Continued from page 11) 

Hypothetical Interview 

Consider the following hypothetical interview where a non-ASL 

fluent mental health clinician questions a deaf consumer 

about taking psychosis medication. The clinician asks, “are 

your taking your medication?” The consumer first averts their 

gaze by looking away. After a slight pause, they look back and 

directs their gaze at the ASL interpreter and provides a yes 

response. This satisfies the clinician’s inquiry, and the  

clinician assumes the consumer’s affirmation to the question 

aligns with actual behaviors. However, as you are guessing, 

the consumer's response was a lie. The consumer has 

stopped taking their medication due to some of the  

undesirable side effects of their prescribed medication. In this 

case, the consumer feared being judged negatively or being 

reprimanded by the clinician. Since the truth would create a 

problem of potential negative judgement, they transitioned to 

the use of deception – and provided a lie response. If this 

case resembles a consumer interaction you have experienced 

yourself, witnessed, or was an interpreter during, then  

consider some of the flags that may have occurred to indicate 

their response is doubtful—these are what we call triggers 

using the terminology of TDT. 

Was their use of gaze aversion a trigger that there may be 

more to their simple response? Perhaps. Though no single 

behavioral cue can be a valid signal to deceit, constellations 

of behavioral and linguistic responses can serve to indicate 

that there may be more to a person’s response than we are 

receiving. What is problematic about the yes/no question  

format in this situation is that is provides little in the way of 

contextual information or data that can be used as  

correspondence to other facts utilized in attempts to validate 

the truth. Asking broader questions will yield more  

opportunities for diagnostic opportunities in situations like 

this one. Consider a different way to ask the consumer about 

their behavior. Perhaps, “tell me about a time recently when 

you didn’t take your medication?” Even an additional  

follow-up question would be meaningful. Instead of  

conceptualizing the truth as absolute and polarized, these 

types of questions provide opportunities for a person to  

explain the nuances of life that better reflect our lived reality. 

Maybe, in general the patient is taking their medication, but if 

there are some situations when they don’t, this more fluid 

questioning format allows for them to share their actual  

experiences with the clinician. Questions that reduce and 

compress a lot of information down to one polarizing  

response are likely not going to be as effective as active  

diagnostic questioning (Levine, 2014).  

Additionally, cultural awareness and linguistic competency 

are vital for making accurate judgments of one’s responses. 

Readers of Signs of Mental Health are well aware of this and 

the need and appropriateness of deaf mental health care. 

Cross-linguistic factors cannot only increase confusion and 

miscommunication, but they can also complicate factors  

related to deception detection. Deceptive situations involving 

two languages can increase emotionality and impact veracity 

judgments (Caldwell-Harris & Ayçiçeği-Dinn, 2009).  

Additionally, it is reasonable that people who are utilizing 

deception have more opportunities for plausible deniability if 

they can lean on miscommunication due to language  

barriers. Therefore, the deception context adds another  

reason why mental health clinicians should have the  

necessary cultural training and linguistic fluency. Further, a 

clinician who does not understand the symptoms of language 

deprivation syndrome might misdiagnose a deaf patient who 

uses dysfluent or atypical language (Glickman et al., 2020). 

We turn to TDT as a theoretical lens to understand this  

vignette and we turn our discussion to a focus on truth-bias 

and truth-default in these types of interviews.      

Truth-Default Theory (TDT) 

Frequency of Lying. Most people communicate truthfully 

most of the time when motivations to lie are absent. As  

recipients of other’s messages, the concepts of “deception” 

or “lie” usually do not reach our consciousness unless we 

have a reason to be suspicious. This cognitive state is called 

truth-default. We know from research that has examined  

frequencies of lying, that lies are not used as commonly as 

true statements; it is their relative rare nature that makes 

lies difficult to detect and generally useful for the liar.  

Research shows that most people don’t lie every day, and 

that most everyday lies are told by a small group of prolific 

liars (and politicians). Furthermore, most people believe what 

others tell them—most of the time. But, certain elements of 

lies can trigger suspicion and reduce our truth-bias.  

 

Motives of Lying. According to TDT, people tell the truth until 

doing so becomes problematic; if the truth won’t work,  

sometimes they will opt to using messages that are  

misleading to accomplish their goals. Even when people do 

deceive others, they seldom do so with an outright lie. Simple 

omission is the easiest and probably most common way to 

deceive—little bits of false information can be weaved into 

otherwise truthful content.  Regarding suspicion, if a listener 

believes another person has a potential motive to lie, this will 

serve as a trigger to flag their consciousness and thus  

subsequently lower their truth-bias. There are other trigger 

events that may lead people to give up their truth-default 

state. For example, if another person looks and/or acts  

untrustworthy in their demeanor; if someone else warned 

about a past lie they told; if what they say conflicted with 

what is already known as a reasonable fact; or their past 

statements do not match what they currently proclaim—these 

are all situation that can lead to a reduction in truth-bias and 

illustrate how listeners have norms or expectations for how a 

truthful person communicates. Violations in these norms will 

trigger suspicion and the notion or possibility of deception 

will enter into awareness.  

 

(Continued on page 13) 
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From Insights from Truth Default Theory  
(Continued from page 12) 

 

Deception Detection. When a trigger event occurs, people 

become less truth-biased, or their truth-default state can be 

temporarily suspended, or even abandoned. However, this 

does not mean they always detect lies on the spot. Research 

shows that most lies are detected after they are told (Park  

et al., 2002). Although it is popular for movies and film to 

show a person who claims to be a nonverbal expert  

detecting lies using behavioral cues, the passive observation 

of a liar’s nonverbal behavior is not a reliable way to judge a 

lie. We all know someone who is a bad liar, and shows it all 

over the face when they lie. However, most lies cannot be 

detected by simply observing a person’s facial cues or bodily 

movements. People’s demeanor does not match the veracity 

of their messages. There are people who seem anxious and 

exude skepticism even when they are discussing the most 

trivial things, and there are also those who seem to be so 

expert we wonder why they aren’t employed as a spy.  

Ultimately, what we know from a large body of modern  

research conducted by Professor Timothy Levine, the fourth 

author of the article you are now reading, is that most lies 

are discovered due to a confession, preexisting knowledge of 

the topic or context by a judge, and the use of supporting 

evidence and diagnostic information in determining what is 

true. Although much of this may not seem novel to the  

experienced interrogator, these nuggets of wisdom about 

deception seem to be seldom utilized by people who could 

otherwise benefit from the utility of using truth-default theory 

as a lens for making prescriptive decisions. 

TDT: Using Language Content and Correspondence 

Decades of deception detection research revealed that 

adults can accurately detect veracity around 54% of the 

time, just a little bit above chance (see meta-analyses  

results summarized in Levine, 2020). Modern deception  

researchers have moved away from using cue-based  

theories to those that focus on how language is used in  

deception. For example, TDT is a guiding theory that focuses 

on message content, that is, what is said.  

This tool can provide practical uses and applications for 

mental health professionals. By asking the right questions, 

deception detection accuracy can be improved substantially. 

With higher judgment accuracy rates, misdiagnoses can be 

reduced. When there is an indicator a person may have a 

motive to lie, listeners should pay more attention to what is 

being said (content) instead of how it is being said 

(nonverbal). Try to examine existing evidence/information, 

the message’s correspondence (consistency) to the larger 

narrative, the language choices used by the sender, their 

knowledge, and whether their answer(s) might help achieve 

their goals. Evaluating content in context is vital when  

assessing truthfulness. 

 

 

Content is what is being said, and context is the situation 

surrounding the message a person is communicating.  

Situational familiarity is very important in improving  

detection accuracy. The more you are familiar with the  

environment, the culture, and the norms of your consumers, 

the more comfortable you are when judging their  

statements. Similarly, the contextual information gained 

from the interaction aids in deception judgments. Context 

such as the types of substances someone is using and side 

effect their medicine is integral to understand when  

deciding whether someone is lying. This part of TDT aligns 

with the notion that practitioners must be culturally  

competent, linguistically aware, and that culturally  

affirmative. 

TDT and Deaf culture 

As far as we can tell, American Sign Language (and the  

other 130+ sign languages in the world) and spoken  

language function in many similar ways cognitively and  

linguistically. The cognitive and linguistic similarity of  

spoken and signed languages makes for a strong argument 

in supporting the teaching of ASL as a foreign language and 

a rationale for teaching deaf children sign language as their 

first foundational language. There are even many parallels 

in how paralanguage, (the many nonverbal cues associated 

with words such as speed, timing, pauses, etc.), function 

across ASL and spoken languages. Therefore, we ultimately 

believe that TDT can also serve as a meaningful lens for 

understanding how deception occurs in ASL users. There 

may be some important differences in how this theory can 

be used to understand deaf people and ASL users, but 

those observations are left to practitioners like you who  

become more knowledgeable about TDT and the findings of 

future research. 

Languages are interwoven into the cultures where they  

exist. In ASL, there are cultural conventions, behaviors, and 

norms associated with its use and the way nonverbal  

communication is used. There is also vocabulary,  

grammatical rules, and even slang that coexist in particular 

sign language communities. Insider knowledge of these 

many nuances is certainly necessary to adequately and  

accurately make judgments about the veracity of someone’s 

answers, as illustrated in the vignette earlier. There is a  

degree of cultural competency and fluency required for 

someone to judge another person’s statement as true (or 

false). To diagnose a mental health condition or work with 

someone who is addicted to substances, it is absolutely 

necessary to go beyond simple dichotomous yes/no  

questioning. Furthermore, it is also essential to rely on  

culturally contextual information, to correspond what people 

report to what is happening or has occurred in reality. To 

grasp the connotations and denotations surrounding ASL 

and its grammar and norms for use is essential. TDT can be 

useful in understanding deception as it happens in ASL, but 

fluency and familiarity in this language is a foundational 

necessity. 

 

(Continued on page 14) 
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From Insights from Truth Default Theory  
(Continued from page 13) 

TDT & Mental Health Interviews 

Knowing what to ask someone in an information gathering 

session or an interview is equally as crucial as how to ask or 

frame questions. When relevant and possible, it helps to 

develop trust and rapport. Obviously, relationship  

maintenance and dialogue can be useful in any type of  

interaction or task situation. When it comes to relevant 

questions, diagnostically useful questions will lead to  

relevant and useful responses. The use of baseline  

questions is foundational for establishing a person’s  

emotional and cognitive state. This can be useful for gaining 

contextual information beyond what is targeted in specific 

questions. As previously explained, lies are used when  

people have a motive and the truth won’t work to meet their 

goals. Set up interviews that develop trust and where it is 

clear to a consumer that you can get to the truth, and that 

simple lie responses won’t work in disguising their feelings 

or reported actions. Allow people to navigate difficult  

situations with accurate statements, and this may require 

listening patiently and letting them conversate  

uninterrupted. 

Actively ask questions during the interview. Though it may 

be important to rely on a larger questions script to guide 

interviews, improvise and ask additional questions when 

there are opportunities to get more information that is  

relevant in making a diagnosis or decision about a situation. 

Remember what is being said or take notes and create a 

storyline – this will make it more difficult for a person to 

stray from the logic of their stories or statements.  

Consistency and logic are triggers that deception may be 

occurring. Accusations of deception is not necessary during 

diagnostic questioning, instead continue to let facts and 

details develop or unravel. Persuasion is a great strategy for 

retrieving confessions of truth. Try using themes to help with 

this type of persuasion. Reminding others of the important 

of the truth and why you need it to help them will likely  

increase the use of honest statements. 

 

TDT & Substance Abuse 

Although it will come as no surprise to most of the readers of 

Signs of Mental Health, we were shocked to learn the  

statistic from the American Addiction Center that reported 

38% of Americans battled addiction issues with an illicit drug 

in 2017. Inpatient treatment for addiction can cost from 

$3,000 to $20,000 for a 30-day program, a cost many  

Americans cannot afford. Fortunately, perceptions around 

addiction are changing, whereas in the past it was common 

for people to view addiction and substance abuse as a  

lifestyle choice, now the public perception of addiction has 

shifted to a view that it is a diagnosable/treatable. This is 

logical, as science has shown that there are tangible  

changes to brain chemistry and neurological pathways after 

long-term addiction. The negative effects of sustained drug 

abuse can persist even after someone with a substance 

abuse disorder has stopped using. Deceptive  

communication and behaviors that negatively impact others 

are commonly associated with drug addiction and its social 

ramifications. 

As indicated earlier in this article, deception is a common 

reaction to social situations where the truth becomes  

problematic for those who are struggling with substance  

addiction. During interviews or treatment people who  

struggle with addiction may fear punishment if they are  

completely honest with others. This is particularly true if they 

anticipate a potential negative reaction to information they 

share about their struggles, cessation in taking prescribed 

medication, or a relapse experience. In order to change the 

perception of the truth being problematic for a patient, it is 

important to establish rapport with consumers to create an 

environment that is non-judgmental and where truth-telling 

is both valued and realistic. That is, information-sharing 

must be established as the most important goal. 

The use of active questioning can be used to detect  

deception, such as in law enforcement situations. However, 

the utility of active and diagnostic questioning in the  

substance abuse context should instead be anchored in 

achieving accurate diagnoses and determining underlying 

motivations for harmful addiction behaviors. Instead of  

attempts at detecting deception, reduce situations where 

the truth is perceived to be problematic; this will reduce  

occurrences of lying. It is useful to remember that deception 

is a means to an end. In the context of substance abuse, the 

value of active and diagnostic questioning is not in the  

detection of deception, but in the uncovering of motives for 

lying. Understanding the motives of deception of people with 

substance abuse disorders can lead to more accurate  

diagnoses and treatment.  

Conclusion  

Now you are familiarized with TDT, let’s take a look back on 

the story from the introduction. How might the question 

about taking medication be rephrased? What are some good  

(Continued on page 15) 
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From Insights from Truth Default Theory  
(Continued from page 14) 

 

follow-up questions? How might a mental health interpreter 

assist in the questioning and diagnosis of the deaf  

consumer’s behaviors? Truth-default theory likely adds some 

perspective to how you have conducted or observed past  

interviews with consumers. It should add something in the 

way you think about how deception functions. Are there  

motives to avoid the truth? Does the person use logic and 

consistency? How can your knowledge of culture, language, 

and other elements of everyday life help you to determine 

when something doesn’t pass the sniff test? It may also help 

you become a more effective communicator to have a new 

awareness of your own truth-default state in everyday life. 

There are clearly times when believing others may lead to  

negative outcomes for your safety or pocketbook.  

Understanding the nuances of language and deception can be 

an important element of the accurate and timely diagnostic 

procedures in the mental health and drug addiction context. 

Readers interested in a deeper dive into TDT may consider 

reading the book Duped: Truth-Default Theory and the Social 

Science of Lying and Deception (2020).    

 

Alabama’s 2021 MHIT summer 

institute was an experience I am 

truly grateful to have been a part 

of. The note-worthy presenters 

were all well-versed in their field 

of research and curricula,  

allowing me to have the most 

w e l l - r o u n d e d  k n o w l e d g e  

pertaining to mental health  

interpreting. Those in charge of 

the training allowed for the 

weeklong program to run  

effortlessly, while maintaining an in-depth, rigorous, 8-hour a 

day program.  

The mental health setting has always been my top choice 

environment when it comes to interpreting and advocating 

those within the deaf community. MHIT has provided me with 

a better understanding of how I can be successful within this 

type of setting by being mindful of my own mental state  

during assignments, understanding the goals of all  

individuals involved, being prepared with appropriate  

background knowledge of how counselors, psychologists, 

a n d  p s y c h i a t r i s t s  w o r k ,  e d u c a t e d  o n  

common circumstances that the Deaf Community goes 

through, and so much more! I feel incredibly lucky to have 

found MHIT and been accepted as an intern. There is no 

other program like this out there!   

Being a part of MHIT 2021 was 

an incredible and memorable 

experience for me as a senior 

ITP student. During the entire 

weeklong conference, I felt  

honored to be surrounded by my 

future interpreting colleagues in 

the field as they shared their 

own experiences, knowledge, 

and passion for the field. 

Throughout each workshop, both 

the presenters and participants 

showed a level of vulnerability 

about their practices that makes 

me proud of be a part of the  

profession. Without a doubt, this experience was  

beneficial for me as a future interpreter, and I am so 

thankful for having been given this opportunity to be a 

part of MHIT.   

Brady Greenwalt, University 

of Wisconsin- Milwaukee  

Amanda Luxton, University of 

Houston 

MHIT Student  

Representative Perspectives 

ATTENTION  

QMHI Interpreters! 
ODS is looking to spotlight a QMHI from outside of 

Alabama, in our next SOMH edition! 

 

We are looking for a QMHI who would work with our 

editors to create a 500+ word article that explains 

how the QMHI certificate has helped improve  

interpreting services, professional relationships and 

consumers in mental health and substance use  

settings in their community. 

 

If you are interested in participating, please contact 

Jennifer Kuyrkendall at 

 Jennifer.kuyrkendall@mh.alabama.gov 

mailto:Jennifer.kuyrkendall@mh.alabama.gov
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Important Recent 

Articles of Interest  

 

Aldalur, A., Pick, L. H., & Schooler, D. (2021). Navigating Deaf 

and Hearing Cultures: An Exploration of Deaf Acculturative 

Stress. The Journal of Deaf Studies and Deaf Education, 26

(3), 299-313. 

While there are many benefits of bilingualism and 

biculturalism, it is increasingly recognized that  

individuals may also experience acculturative stress 

as they navigate between different cultural  

environments. Acculturative stress results from  

struggles to acculturate, including pressures from 

the dominant culture and one’s heritage culture to  

maintain specific languages, values, and customs. 

This study sought to explore experiences of  

acculturative stress among Deaf and Hard of  

Hearing (DHH) adults. Thirteen ethnically and racial-

ly diverse DHH adults, aged 21–52, participated in  

semi-structured focus groups.  Krueger’s 

(1994) framework analysis was used to analyze the 

data. Participants reported pressures from the  

Hearing community as Hearing, Speaking, and  

English Pressures; Hearing Cultural Expectations; 

and Family Marginalization. Pressures from the 

Deaf community included ASL Pressures; Deaf Cul-

tural Expectations; and Small Community Dynamics.  

Participants also discussed unique stressors related 

to their intersecting cultural identities 

(Intersectionality). The psychosocial impacts of  

acculturative stress included anger, anxiety,  

depression, exhaustion, resentment, and trauma. 

Coping resources were also discussed. Results  

highlight the saliency of acculturative stress among 

DHH adults and the need for continued  

investigations of the construct, particularly as it  

relates to mental health. 

Guthmann, D., Lomas, G. I., Paris, D. G., & Martin, G. A. 

(2021). Deaf People in the Criminal Justice System: Selected 

Topics on Advocacy, Incarceration, and Social Justice.  

Gallaudet University Press. 

The legal system is complex, and without  

appropriate access, many injustices can occur. 

Deaf people in the criminal justice system are rou-

tinely denied sign language interpreters, video-

phone access, and other accommodations at each 

stage of the legal process. The marginalization of 

deaf people in the criminal justice system is further 

exacerbated by the lack of advocates who are  

qualified to work with this population. Deaf People 

in the Criminal Justice System: Selected Topics on 

Advocacy, Incarceration, and Social Justice is the 

first book to illuminate the challenges faced by 

deaf people when they are arrested, incarcerated, 

or navigating the court system. This volume brings  

interdisciplinary contributors together to shed light 

on both the problems and solutions for deaf people 

in these circumstances. The contributors address 

issues such as accessibility needs; gaps regarding 

data collection and the need for more research; 

additional training for attorneys, court personnel, 

and prison staff; the need for more qualified sign 

language interpreters, including Certified Deaf  

Interpreters who provide services in court, prison, 

and juvenile facilities; substance use disorders; the 

school to prison nexus; and the need for advocacy. 

Students in training programs, researchers,  

attorneys, mental health professionals, sign  

language interpreters, family members, and  

advocates will be empowered by this much-needed 

resource to improve the experiences and outcomes 

for deaf people in the criminal justice system. 

Mora, L., Sedda, A., Esteban, T., & Cocchini, G. (2021). The 

signing body: extensive sign language practice shapes the 

size of hands and face. Experimental Brain Research, 1-17. 

The representation of the metrics of the hands is 

distorted, but is susceptible to malleability due to 

expert dexterity (magicians) and long-term tool use 

(baseball players). However, it remains unclear 

whether modulation leads to a stable  

representation of the hand that is adopted in every 

circumstance, or whether the modulation is closely 

linked to the spatial context where the expertise 

occurs. To this aim, a group of 10 experienced Sign 

Language (SL) interpreters were recruited to study 

the selective influence of expertise and space  

localisation in the metric representation of hands. 

Experiment 1 explored differences in hands’ size 

representation between the SL interpreters and 10 

age-matched controls in near-reaching (Condition 

1) and far-reaching space (Condition 2), using the  

localisation task. SL interpreters presented  

reduced hand size in near-reaching condition, with  

(Continued on page 18) 
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characteristic underestimation of finger 

lengths, and reduced overestimation of hands 

and wrists widths in comparison with controls. 

This difference was lost in far-reaching space, 

confirming the effect of expertise on hand  

representations is closely linked to the spatial 

context where an action is performed. As SL 

interpreters are also experts in the use of their 

face with communication purposes, the effects 

of expertise in the metrics of the face were 

also studied (Experiment 2). SL interpreters 

were more accurate than controls, with overall 

reduction of width overestimation. Overall, 

expertise modifies the representation of  

relevant body parts in a specific and  

context-dependent manner. Hence, different 

representations of the same body part can 

coexist simultaneously. 

Terry, J. (2021). Examining interventions to improve 

young deaf people's mental health: a search for  

evidence. British Journal of Child Health, 2(2), 78-84. 

Young deaf and hard of hearing people have a 

higher prevalence of mental health problems 

than their hearing peers. Little is known about 

mental health interventions that promote  

positive mental health in this population group. 

Aim - To evaluate evidence of mental health  

interventions with young deaf and hard of  

hearing people. A literature review was per-

formed over four databases: CINAHL, Medline, 

Web of Science and Proquest, for peer reviewed 

articles written in English that focused on  

interventions to improve young Deaf people's 

mental health. Results - The search yielded 62 

papers, with none eligible for inclusion.  

Information did not relate directly to mental 

health interventions that improve young deaf 

and hard of hearing people's mental health or 

that support social and emotional behavioural 

issues. Practitioners and researchers need to 

work closely with deaf and hard of hearing  

communities and explore what improves young 

deaf and hard of hearing people's mental 

health. 

 

From On the ODS Bookshelf 
(Continued from page 17) 

Villalobos, B. T., Orengo-Aguayo, R., Castellanos, R.,  

Pastrana, F. A., & Stewart, R. W. (2021). Interpreter  

perspectives on working with trauma patients: Challenges 

and recommendations to improve access to 

care. Professional Psychology: Research and Practice. 

Given the growing number of immigrant and 

limited-English-proficiency individuals in the 

U.S., accessing language-congruent services 

can be a significant barrier for many seeking 

mental health treatment. The use of spoken-

language interpreters can help address this 

barrier; however, the interpretation in the  

context of trauma therapy can be particularly 

challenging for interpreters without mental 

health training. This quality improvement study 

explores issues identified by interpreters  

assisting in the provision of trauma-focused 

treatment for primarily immigrant populations. 

Ten certified medical interpreters (nine  

Spanish-language interpreters and one  

American Sign Language interpreter)  

participated in a focus group at a specialty 

trauma clinic in the southeastern U.S. Core 

findings concerned the challenges of  

interpreting (i.e., use of mental health  

terminology, little time to process emotionally 

charged sessions, the impact of vicarious  

trauma, difficulties related to the speed of 

interpreting and interpreting for multiple  

patients at once, logistical difficulties, and the 

availability of interpreters). Interpreters also 

identified perceived needs and provided  

recommendations for overcoming challenges 

(i.e., holding presession meetings with  

clinicians, ensuring breaks between trauma 

patients, creating a support group for  

interpreters, ensuring a direct telephonic line 

between interpreters and the trauma clinic, 

providing interpreters with session materials 

before appointments, and training clinicians 

on the use of interpreters specifically for  

trauma treatment). Specific recommendations 

for agencies and clinicians new to the use of 

interpreters for trauma-focused services can 

ultimately enhance service provision for  

trauma patients in need of language-

congruent services.  
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From the ODS Case Files:  
Challenging Cases, Creative Solutions 

church but stated she did so in order to get a meal rather 

than for religious reasons.  

Language Usage 

Brandy uses a mixture of sign language, spoken English, 

and home signs to communicate. However, she has a  

poverty of language and vocabulary, and has difficulty  

understanding formal American Sign Language and spoken 

or written English. She often tries to spell a word but is  

unsure how to do so and stops in the middle of the word. 

She is able to produce language much more easily than she 

is able to process and comprehend language. She uses 

spoken English clearly and is often mistaken for a hearing 

person, resulting in services being withheld in medical or 

legal settings. Brandy tends to nod along and is skilled at 

reading cues from the speaker to gauge her own responses 

but, when asked to repeat what was just stated, she is  

unable to do so.    

Brandy’s reading and writing skills are at a kindergarten 

level. She has difficulty understanding words fingerspelled 

to her and struggles to produce fingerspelled words. She 

does not hear well enough to recognize most words but is 

able to read lips to help fill in the gaps. However, due to 

COVID-19 and current mask restrictions, she is finding it 

difficult to do this.  

Discussion  

This case has several considerations: 

 

• One thing to consider is Brandy’s intellectual disability. 

She has difficulty learning and processing new  

information but does not admit to this. Many  

individuals believe that she understands them when 

they speak to her, however when she is asked to recall 

what was said to her, she is unable to do so.  

• Brandy’s childhood exposure to language is another 

point to consider. She became deaf post-lingually, 

which could account for her comfort with producing 

spoken language. However, she is unable to express 

herself clearly due Language Deprivation Disorder.                                                                                                                              
                                                                   

                                                                          (Continued on page 20) 

By Beth Moss, QMHI,  

Bryce-Based Mental Health Interpreter III 

Sometimes communication assessments and observations 

provide a clear picture of the person’s language abilities and 

weaknesses. This helps to differentiate lack of language  

exposure from language related issues tied to  

cognitive abilities or mental illness. Sometimes there are 

such a myriad of possibilities that teasing out one potential 

cause from the other can become difficult.  

Case Study #2 (Identifying information including names,  

settings, etc., have been altered for the privacy of  

those involved.) 

The Case 

Psychiatric/Medical Background 

Brandy is a 42-year-old African American female who is deaf 

and uses a mixture sign language and English to  

communicate. She became deaf at the age of 5 and used to 

have hearing aids, though she currently does not have  

any. Brandy reports that she became deaf due to a high fever 

but is unsure of the specific etiology. She is diagnosed with 

Impulse Control Disorder and an Intellectual Disability.  

Brandy is not currently taking any psychotropic medications 

for her diagnoses. She tends to get into fights with others 

when she is trying to assert dominance or when she sees 

them as a threat.  

Brandy has been in several auto accidents, one where she 

was hit by a car and broke both of her legs. She was also 

shot in her abdomen and now requires the use of a  

colostomy bag. She is able to move about fine on her own, 

but sometimes has difficulty moving quickly and states that 

she is bothered by pain if she stands or sits for too long.   

Educational/Family Background 

Brandy has moderate bilateral hearing loss in both ears. She 

grew up attending the school for the deaf for a few years, 

then attended a subset of the school that focused on  

intellectual disabilities until she aged out.  

Brandy grew up in a hearing family that did not sign with her. 

She communicated to them through speech. She has six  

siblings but is not close to any of them. She lived with her 

mother briefly but was evicted from the home and has been 

living on the street for about 6 months. She often attended 
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From the ODS Case Files 

(Continued from page 19) 

 

• Symptoms of this are seen through her fund of 

knowledge deficits and poor vocabulary.   

• Brandy also does not indicate when she is unable to  

understand, often nodding along and even verbally  

stating that she understands.                                                           

Recommendations 

• It is recommended that Brandy work with a sign fluent 

therapist or qualified mental health interpreters, which 

should include a Deaf Interpreter/ Hearing Interpreter 

team, when working with a therapist familiar with deaf 

consumers.  

• When providing new information, it should be signed 

clearly and in smaller “chunks”, allowing time between 

chunks of information for Brandy to process and  

comprehend. Frequent check-ins should occur by asking 

Brandy to repeat the information after to ensure she  

understood and could retain the information. 

• When Speechreading/Lipreading is used to communicate 

with Brandy, the speaker should speak slowly and clearly, 

in short sentences. Time should also be given to allow 

Brandy to process the information. Frequent check-ins 

should also be utilized by having her repeat the  

information before moving on to the next chunk of  

information.   

• Because Brandy displays poor vocabulary in both ASL 

and English, other methods of communication such as 

gesturing, acting out the message, pictures, and video 

should also be utilized when appropriate to assist with 

message retention and comprehension.  

• Fingerspelling and writing should not be used with  

Brandy as a primary mode of communication.     

Notes and Notables 
Events and Honors in the ODS Family  

Congratulations to Dr. Kent 

Schafer! He completed his  

doctoral program at the  

University of Alabama in School 

Psychology.  Dr. Schafer is the 

statewide deaf psychologist for 

ODS and is responsible for 

overseeing both inpatient  

treatment and transition to 

community services.  

Two of our hard working staff 

w e r e  r e c o g n i z e d  b y  

organizations in Alabama for their tireless efforts within the 

Deaf community. Lee Stoutamire was awarded the President’s 

Award by the Alabama Association for the Deaf, and Amanda 

Somdal was awarded Professional of the Year award by the 

Council of Organizations Serving Deaf Alabamians!  

Kim Thornsberry has also completed a Master’s certificate in 

Infant and Early Childhood Mental Health Counseling from 

Troy University.  

Steve Hamerdinger was invited to present at a national  

webinar, Crisis Jam, where he addressed issues related to 

how the system potentially could serve deaf people with  

mental health crisis more effectively.  It was extremely well 

received by the more than 250 people in attendance.  

Mary Ogden, our first ever signing Administrative Support  

Assistant, passed her probationary period and is now  

permanent.  We are so glad! 

Last but not least, ODS would like to congratulate Jennifer 

Kuyrkendall on her recent engagement.    
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We are living in “interesting times.”   

A few weeks ago, I came across an article, that while originally 

published in 2019, turned up in my news feed, which was 

tweaked to help locate articles on how the system treats deaf 

people with mental illness.  “Targeting People with  

Mental Illness and Dementia for Euthanasia," was written by 

Wesley J. Smith and appeared in the American Spectator on 

October 17, 2019 (https://spectator.org/targeting-people-with-

mental-illness-and-dementia-for-euthanasia/). Historical  

mistreatment of deaf people has, of course, included some  

barbaric practices. Involuntary sterilization was, if not common, 

at least considered acceptable through the first half of the 20th 

century. Euthanasia isn't usually discussed as part of that  

history, though.  It should be.   

Leading advocates of eugenics, such as Francis Galton, and 

later, wealthy industrialists like Andrew Carnegie and John D. 

Rockefeller, promoted eugenics as a way of ridding society of 

"useless eaters." They, along with such notable people as John 

Harvey Kellogg – the inventor of Corn Flakes (his more  

business-minded brother, William, ended up running the  

eponymous cereal company – now that is a fascinating story in 

itself!), Margaret Sanger, Oliver Wendell Holmes, Theodore  

Roosevelt, Alexander Graham Bell, and many others, wanted to 

cull humanity of those they felt were inferior.  The reason  

usually cited was to decrease the “burden on society.”   

Usually, but not always, this took the form of preventing  

conceptions by sterilization (Laughlin), or terminating  

undesirable pregnancies (Sanger). But not always.   

Euthanasia was (and apparently still is) a significant 

plank in the platform.    

Support for these policies came from surprising  

quarters.  W. E. B. Du Bois and Edward Franklin Frazier 

both had strong opinions about birth control in the black 

community. Neither approved the Nordic model of  

eugenics, which is, frankly, a white supremacist model.  

More shockingly, the beloved Helen Keller was in favor 

of outright euthanasia.  

“Our puny sentimentalism has caused us to forget 

that a human life is sacred only when it may be of 

some use to itself and to the world.” (Quoted in, 

The Black Stork: Eugenics and the Death of 

"Defective" Babies in American Medicine and  

Motion Pictures since 1915, (1996), Martin S.  

Pernick, Oxford University Press, New York, NY.) 

 

Keller’s advocacy was not passive.  She actively called 

for juries of physician who would decide if a disabled 

(Continued on page 22) 

Helen Keller and A.G. Bell, both strong supports of  

eugenics, were good friends.   
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quired disabilities.  The above comparison of the 

Verbessems is appropriate because of that distinction, 

not despite it.) 

This brings me back to the Smith article.  As  

noted, the laws of Belgium and the Netherlands allow 

for people with mental illness to be put to death.   

Canada is poised to enact similar laws. There are active 

voices in the United States calling for the same thing. 

Check out Death With Dignity, an organization whose 

mission is to, “promote death with dignity laws based on 

our model legislation, the Oregon Death with Dignity Act, 

both to provide an option for dying individuals and to 

stimulate nationwide improvements in end-of-life care.”   

These laws typically require that the decision can be 

made by the person when they are of sound mind 

(advanced directives, in other words).  There is usually a 

requirement of unbearable pain.  People who live with 

mental illness can tell you that mental pain can be every 

bit as "unbearable" as that caused by advanced cancer. 

But does that justify government sanctioned suicide? 

It’s not a particularly big step to go from “the person of 

sound mind decides to some appointed guardian  

decides. In some cases, that is the government, or at 

least someone appointed by the government. If the  

government decides a person is “useless,” what is to 

stop them from killing that person? What do you think 

rationing healthcare is all about?  Does anyone  

remember the arguments over “death panels”?   

How far is this from killing off “useless eaters,” or any 

other inconvenient people for that matter?  An even  

cursory glance at social media reveals those media 

seem to thrive on and encourage the most base thinking 

in regard to differences. The message is conform or  

begone.  And that doesn’t even begin to touch on cyber-

bullying and similar behavior rampant on venues like 

TikTok, Instagram, and Twitter, all of which invite abuse. 

Either every life is sacred, or none is. Either every voice 

should be heard, or none should be.  Either we respect 

and tolerate all people, or we become the same as 

those early 20th century “progressives” who wanted to 

build a master race of people who looked, thought and 

talked just like them.   

As I See It, we are not only on a slippery slope, but we 

have also fallen on our collective tushes and are  

careening down that slope uncontrollably. I dread what 

is at the bottom of the slope.     

baby deserved to live or not. And she argued that allowing a 

"defective" child to die was simply a "weeding of the human  

garden that shows a sincere love of true life." (https://

www.disabilitymuseum.org/dhm/lib/detail.html?id=3209 

In this, she merely echoed a prevailing sentiment of the  

psychiatric establishment of the time. Neurologist Dr. Robert 

Foster Kennedy stood up before the American Psychiatric  

Association in 1941 and told them, "I am in favor of euthanasia 

for those hopeless ones who should never have been born-

Nature’s mistakes." 

“But this is ancient history,” you protest.  Is it?  

Deaf identical twin brothers chose to end their lives by  

lethal injection after being told that they were going blind. 

Marc and Eddy Verbessem of Putte near Antwerp, Belgium, 

had lived together and worked as cobblers their entire adult 

lives. 

The devoted pair, who were born deaf, decided that they 

would rather die than never see each other again after be-

ing diagnosed with a genetic form of glaucoma, their family 

have revealed. 

Despite objections from their older brother Dirk and their  

parents, Mary and Remy, the 45-year-old siblings applied for 

euthanasia under Belgian law and were granted the right to die.  

https://www.ibtimes.co.uk/deaf-identical-twins-marc-eddy-

verbessem-win-424291 

Well, Helen Keller would apparently have approved, despite the 

irony that she, herself, had made a very full life even with the 

same symptoms. You have to wonder what kind of influences, 

experiences, and yes, even trauma, led them to conclude that 

they were “better off dead?” (Nota bene: I am fully aware of the 

comparison Keller herself made between congenital and ac-

As I See It 

(Continued from page 21) 

Verbessm brothers  chose death over disability 

https://deathwithdignity.org/
https://www.disabilitymuseum.org/dhm/lib/detail.html?id=3209
https://www.disabilitymuseum.org/dhm/lib/detail.html?id=3209
https://www.ibtimes.co.uk/deaf-identical-twins-marc-eddy-verbessem-win-424291
https://www.ibtimes.co.uk/deaf-identical-twins-marc-eddy-verbessem-win-424291
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A Presentation of: 

Mental Health Interpreter Training Project, Office of Deaf Services,  

Alabama Department of Mental Health. 

In Partnership with ADARA. 

Complete information at mhit.org/2021-institute.html

mhit.org/2021-institute.html
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The Alumni Interpreter Institute Is: 

MHIT Alumni Sessions is a separate conference that operates in conjunction with the Mental Health 
Interpreter Training. It is a 40-hour course designed to provide more in-depth and continuing education 
on topics related to mental health and mental health interpreting building on the foundational  
information acquired at MHIT.  

WHO SHOULD ATTEND:  

Candidates for the Alabama Mental Health Interpreter Training (MHIT) - Alumni Sessions have already 
completed the 40-hour MHIT Interpreter Institute, including but not limited to Qualified Mental Health 
Interpreters (QMHI), and QMHI—Supervisors. Participant acceptance is on a first come first serve basis.  

MHIT CORE ALUMNI PARTICIPANT VS MHIT ALUMNI SESSIONS  

Any person who has previously attended MHIT is eligible to attend MHIT Alumni Sessions.  
Registering for Alumni Sessions provides participants access to only the MHIT Alumni Sessions  
courses. If a participant would like the option to attend courses in both MHIT and MHIT Alumni Session, 
then the participant needs to apply for MHIT at the Alumni rate. MHIT and MHIT Alumni Sessions have 
separate application forms. Participants are required to complete both application forms.  

• A minimum of 4.0 CEUS/40 clock hours will be offered for the training 

• Before September 1st refunds will be provided upon written request.  

• All refunds will be provided via PayPal and minus 15% processing and handling fee.  

• Refund policy remains the same regardless of the format of the conference 

• Applications reviewed on first-come, first-serve basis.  

• Contact: alumni@mhit.org (ALUMNI) for more information 

*QMHI-S registration fee is waived 

COST OF TRAINING 
Through  

May 31, 2021 

June 1, 2021  

through  

August 31, 2021 

After  

September 1, 2021 

Day  

Rate 

PARTICIPANTS $225 $275 $325 $75 

QMHI $75 $85 $95 $40 

mailto:alumni@mhit.org
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DEAF CARE WORKER (NIGHT SHIFT) 
 

Job Location:  Tuscaloosa, Alabama                                                   Site:       Bryce Psychiatric Hospital  

Job Code:        B3500              POS. #:    8801455  

Salary Range:  50 ($22,821.60—$32.280.00) 

MINIMUM QUALIFICATIONS: Graduation from a standard high school or GED equivalent.  

NECESSARY SPECIAL REQUIRMENTS: Must be at least 18 years of age at the time of appointment. Successful completion of 

the Sign Language Proficiency Interview (SLPI) at an Intermediate Plus or higher level as determined by the Alabama  

Department of Mental Health Office of Deaf Services SLPI Evaluation Team. Possession of a valid Alabama Driver’s License. 

(Note: Previous testing by other screening evaluations or teams will not be considered.)  

KIND OF WORK: This is beginning level work for the care, habilitation, and rehabilitation of deaf and hard of hearing (D/HH) 

persons with co-occurring disorders of mental illness and chemical dependency at Bryce Hospital. Work includes the  

following duties: Assists D/HH patients with personal hygiene and activities of daily living; communicates effectively with  

D/HH patients using American Sign Language (ASL); maintains the security of D/HH patients; accompanies D/HH patients to 

activities and functions, appointments, and field trips; observes and documents patients’ physical and mental conditions and 

reports pertinent information; completes hospital documentation as required; assists therapeutic recreation staff and  

provides appropriate recreational activities to the D/HH patients; follows established policies and procedures in prevention 

and control of infections, fire, disasters, and severe weather safety activities and drills; and participates in mandatory training 

and in-services.  

REQUIRED KNOWLEDGE, SKILLS AND ABILITIES: Knowledge of American Sign Language (ASL). Knowledge of the cultural and 

behavioral norms of deaf people. Ability to communicate effectively in ASL, with an Interpreter, and in writing. Ability to read 

and comprehend documents such as policies and procedures, either in written English or a version translated into ASL.  

Ability to add, subtract, multiply and divide.  

METHOD OF SELECTION: Applicants will be rated based on an evaluation of their education, training, and experience and 

should provide adequate work history identifying experiences related to duties and minimum qualifications as mentioned 

above. All relevant information is subject to verification. Drug screenings and security clearance will be conducted on  

prospective applicants being given serious consideration for employment and whose job requires direct contact with clients.  

HOW TO APPLY: Use an official application for Professional Employment (Exempt Classification) which may be obtained from 

our website at www.mh.alabama.gov. Only work experience detailed on the application will be considered. Applications 

should be submitted by the deadline to be considered. Announcements open until filled will remain open until a sufficient 

applicant pool is obtained. Applications should be submitted as soon as possible to ensure the application will be considered 

for the position. Copies of License/Certifications should be uploaded with your application. A copy of the academic transcript 

is required. Appointment of successful candidate will be conditional based on receipt of the official transcript provided by the 

school, college, or university.  

 

DEADLINE: Until Filled  

                                                                                                                                                     

 

 

 
(Continued on page 15) 

                             

Job Announcements 
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Job Announcements 

(Continued from page 14) 

MENTAL HEALTH TECHNICIAN 
 

Job Location: Clanton, Alabama (Deaf Group Home) 

Site: Central Alabama Wellness  

Two positions available: Sunday — Thursday, 12 am – 8 am 

To Apply: E-mail your resume to:  recruiting@centralalabamawellness.org 

Job Application: Click here 

 

MINIMUM QUALIFICATIONS:  HIGH SCHOOL DIPLOMA OR GED; SLPI RATING OF AT LEAST INTERMEDIATE PLUS; VALID  

ALABAMA DRIVERS LICENSE AND ACCEPTABLE DRIVING RECORD REQUIRED; FIRST AID AND CPR CERTIFICATION  

PREFERRED.  ABILITY TO LIFT HEAVY OBJECTS (100 POUNDS).  EXPERIENCE WORKING WITH PEOPLE WHO HAVE SERIOUS 

MENTAL ILLNESS PREFERRED. RELATED POST HIGH SCHOOL EDUCATION MAY BE SUBSTITUTED FOR EXPERIENCE. 

 

PHYSICAL AND MENTAL REQUIREMENTS: 

While performing the duties of this job, the employee will be required to communicate with peers, clients and/or vendors. 

Performs duties that require the employee to stand and walk for extended periods,  

Requires ability to operate a vehicle and make sound judgement while driving. 

Work requires lifting of up to 100 pounds. 

While performing the duties of this job, the employee is regularly required to stand, sit; balance, walk, talk, hear, push, pull, 

bend, reach, lift, grasp and use hands and fingers to operate home equipment and computer and telephone equipment. 

 

PRIMARY JOB FUNCTIONS AND PERFORMANCE EXPECTATIONS: 

Learns and utilizes Chilton Shelby Mental Health Center policy and procedures. 

Directly supervises the clinical care of clients. 

Observes clients taking medications and provides verbal assistance to clients as needed. 

Provides BLS training (individual and group) based on the clinical needs of the clients and submits documentation that meets 

DMH/Medicaid requirements. 

Responds to client crisis or emergencies as needed. 

 

LIFE SKILLS SPECIALIST- SIGN LANGUAGE PROFICIENT 

Job Location: Woodville, Alabama 

Site: Mountain Lakes Behavioral Health 

Shift/Hours: Part-Time and PRN (as needed) positions available  

Pay Grade: 11 ($12.73-$18.11) Starting pay is $14.32 per hour 

REQUIRED QUALIFICATIONS:  

This position minimally requires a high school diploma or equivalent, valid driver's license, CPR and First Aid certification (on-

the-job training provided), and shall hold at least Intermediate Plus level fluency in Sign Language as measured by the Sign 

Language Proficiency Interview (SLPI). 

SUMMARY OF RESPONSIBILITIES: 

This is a direct service position for a group home for deaf and mentally ill residents. Duties will include assisting with day to day 

tasks of the home as well as helping develop basic living skills for the residents. 

TO APPLY: 

 

Resumes may be e-mailed to hr@mlbhc.com , faxed to 256-582-4161, or USPS to: MLBHC-HR, 3200 Willow Beach Road,  

Guntersville, AL 35976. 

mailto:recruiting@centralalabamawellness.org
https://centralalabamawellness.org/wp-content/uploads/2020/10/Employee-Application-for-Employment.pdf
mailto:hr@mlbhc.com
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Current Qualified Mental Health Interpreters 

Becoming a Qualified Mental Health Interpreter in Alabama requires a rigorous course of study, practice, and examination 

that takes most people nearly a year to complete. It involves 40 hours of classroom time, 40 hours of supervised practicum 

and a comprehensive examination covering all aspects of mental health interpreting.  

(Alabama licensed interpreters are in Italics)    Denotes Certified Deaf Interpreters . *Denotes QMHI- Supervisors. 

Charlene Crump, Montgomery* 

Denise Zander, Wisconsin 

Nancy Hayes,  Talladega 

Brian McKenny, Montgomery* 

Dee Johnston, Talladega 

Lisa Gould, Mobile 

Gail Schenfisch, Wyoming 

Dawn Vanzo, Huntsville 

Wendy Darling, Montgomery 

Pat Smartt, Sterrett 

Lee Stoutamire, Mobile 

Frances Smallwood, Huntsville 

Cindy Camp, Piedmont 

Lynn Nakamoto, Hawaii 

Roz Kia, Hawaii 

Kathleen Lamb, North Carolina 

Stacy Lawrence, Florida 

Sandy Peplinski, Wisconsin 

Katherine Block, Wisconsin* 

Steve Smart, Wisconsin 

Stephanie Kerkvliet, Wisconsin 

Nicole Kulick, South Carolina* 

Janet Whitlock, Georgia 

Sereta Campbell, Georgia* 

Thai Morris, Georgia 

Tim Mumm, Wisconsin 

Patrick Galasso, Vermont 

Kendra Keller, California 

June Walatkiewicz, Michigan 

Melanie Blechl, Wisconsin 

Sara Miller, Wisconsin 

Jenn Ulschak, Tennessee 

Kathleen Lanker, California 

Debra Barash, Wisconsin 

Tera Cater Vorpahl, Wisconsin  

Julayne Feilbach, New York 

Sue Gudenkauf, Wisconsin 

Tamera Fuerst, Wisconsin  

Rhiannon Sykes-Chavez, New Mexico 

Roger Williams, South Carolina* 

Denise Kirby, Pennsylvania 

Darlene Baird, Hawaii 

Stacy Magill, Missouri 

Camilla Barrett, Missouri 

Angela Scruggs, Tennessee 

Andrea Nelson, Oregon 

Michael Klyn, California 

Cali Luckett, Texas 

Mariah Wojdacz, Georgia 

David Payne, North Carolina 

Amber Mullett, Wisconsin 

Nancy Pfanner, Texas 

Jennifer Janney, Delware 

Stacie Adrian, Missouri 

Tomina Schwenke, Georgia 

Bethany Batson, Washington 

Karena Poupard, North Carolina 

Tracy Kleppe, Wisconsin 

Rebecca De Santis, New Mexico 

Nicole Keeler, Wisconsin 

Sarah Biello, Washington, D.C. 

Scottie Allen, Wisconsin 

Maria Kielma, Wisconsin 

Erin Salmon, Georgia 

Andrea Ginn, New Mexico 

Carol Goeldner, Wisconsin 

Susan Faltinson, Colorado 

Crystal Bean, Arizona 

Claire Alexander, Oregon 

Amanda Gilderman, Minnesota 

Jolleen Hudson, Washington State 

Melissa Marsh, Minnesota 

Bridget Sabatke, Minnesota* 

Adrienne Bodisch, Pennsylvania 

Beth Moss, Tuscaloosa  

Jasmine Lowe, Georgia  

Pam Loman, Georgia 

Lori Erwin, Georgia 

Jenae Farnham, Minnesota 

Christina Healy, Oregon 

Becky Lukkason, Minnesota 

Leia Sparks, Wisconsin 

Roxanna Sylvia, Massachusetts 

LaShawnda Lowe, Prattville 

Jamie Forman, New York 

Leia Sparks, Wisconsin 

Jamie Garrison, Wisconsin (Emeritus)  

Deb Walker, Georgia 

Tara Tobin-Rogers, New York 

Leah Rushing, Georgia 

Keshia Farrand, Tuscumbia* 

Lori Milcic, Pennsylvania 

Shawn Vriezen, Minnesota  

Melody Fico, Utah 

Emily Engel, Minnesota 

LaVern Lowe, Georgia 

Paula MacDonald, Minnesota 

Margaret Montgomery, Minnesota 

Rachel Effinger, Virginia 

Karen Holzer, Wisconsin  

Rebecca Conrad-Adams, Ohio 

Dixie Duncan, Minnesota 

Brandi Hoie, Minnesota  

Renae Bitner, North Dakota 

Jennifer Kuyrkendall, Birmingham 

Jessica Minges, Kentucky 

Lisa Heglund, Wisconsin 

Colleen Thayer, Oregon 

Susan Elizabeth Rangel, Illinois 

Tina McDaniel, Oregon 

Melissa Klindtworth, Washington 

Eloisa Williams, Washington 

Donna Walker, Washington 

Judy Shepard-Kegl, Maine 

Lacey Darby, Washington 

Danielle Davoli, New York 

Sandy Pascual, Oregon 

Christina Jacob, Virginia 

J. Eric Workman, Tennessee 

Kacy Wilber, New Jersey 

Cody Simonsen, Utah 

Laura Beth Miller, Alaska 

Adeline Riley, North Carolina 

Debbie Lesser, Georgia 

Sarah Trimble, Minnesota 

Henry Yandrasits, Wisconsin 

Claudia Mansill, New Mexico 

Kenton Myers, Hoover 

Cailin Yorot, Wisconsin 

Holly May, South Carolina  
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ODS Remembers Katherine Anderson 

For a couple years, the water cooler  

consisted of deaf and interpreter banter 

as we worked 3 feet from each other. To 

which Lewis Carroll became a central 

theme. We often listened to each other 

battling naysayers and doubters that  

challenged our flaws while learning to 

recognize our strengths in our  

professional journey. It was Katherine 

who coined the phrase “see how deep the 

rabbit hole goes” whenever I would share 

information. On my 40th birthday,  

Katherine gifted me a plaque with her 

favorite Lewis Carroll quote: “When you 

can’t look on the bright side, I will sit with 

you in the dark.”  - Kent Schafer 

Katherine was the kind of person who would put aside her own 

needs and wants to help others feel comfortable. After I first 

moved here, I found out there was a coffee festival in  

Birmingham and, as a coffee addict, I really wanted to go. I 

asked her if she wanted to go with me, and she said yes. It  

wasn’t until after we got there that she told me she actually 

didn’t like coffee. She stayed with me though as I tried all the 

samples and we just hung out. It was really sweet how she 

went somewhere she knew she wouldn’t enjoy just to make me 

feel welcome. I will definitely miss her spirit. —Beth Moss 
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Katherine was always reaching out to others 

seeking ways to lift their spirits.  She would do 

little (and not so little) things “just because.” I 

will cherish the Auburn throw quilt she made for 

me one year for no particular reason other than 

I was a Tiger fan like her.—Steve Hamerdinger 

Every year after MHIT (Core and alumni), Katherine would invite 

me out to eat and celebrate surviving the week.  It was always a 

wonderful and needed opportunity to decompress with someone 

who understood exactly what the week had been like, to check 

in with each other, relax, and celebrate! -Charlene Crump 

I first met Katherine when I was in my interpreting program af-

ter she gave a presentation at the student-led conference.  Af-

terward, she sat with me for several hours to explain the realm 

of mental health interpreting and all it entails.  When I was 

hired to this position, I felt that Katherine and I had similar ori-

gins for our interpreting careers: both recent college graduates 

starting with ODS  at Bryce as MH Interpreter I’s. It always felt 

easy to go to her for advice because it was relatable and under-

standing of my experiences.  She was a mentor to me that 

taught me the in’s and out’s of navigating the profession and I 

will always be grateful to her for her willingness to help support 

new interpreters.—Allyssa Cote 
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Central Office 

Steve Hamerdinger, Director, Deaf Services 

Steve.Hamerdinger@mh.alabama.gov  

Office: (334) 239-3558 

Text: (334) 652-3783 

Charlene Crump, State Coordinator  
Communication Access 
Charlene.Crump@mh.alabama.gov  
Office: (334) 353-7415  

Cell: (334)324-1972 

Shannon Reese, Service Coordinator 
Shannon.Reese@mh.alabama.gov  
VP: (334) 239-3780 

Text: (334)-294-0821 

Mary Ogden, Administrative Assistant 
Mary.Ogden@mh.alabama.gov  
Office: (334) 353-4703 

Cell/Text: (334) 300-7967 

Region I 

DD Region I Community Services Office 
401 Lee Street NE, Suite 150 
Decatur, AL 35601 
 
Kim Thornsberry, Therapist 
Kim.Thornsberry@mh.alabma.gov 
Office: (256) 217-4308 
Text: (256) 665-2821 
 
Keshia Farrand, Regional Interpreter 
Keshia.Farrand@mh.alabama.gov   

Cell/Text: (256) 929-9208  

Region II 

Kent Schafer, Psychologist/Therapist 

(See Bryce-Based) 

Beth Moss, Regional Interpreter 
Beth.Moss@mh.alabama.gov  
1305 James I. Harrison Jr. Parkway,  
Tuscaloosa, AL 35405  
Cell/Text: (334) 399-7972  
 

Region III 

Region III Community Services Office 
3280 Dauphin Street, Building B, Suite 103 

Mobile, AL 36606 

Jag Dawadi, Therapist 
Jag.Dawadi@mh.alabama.gov 
Office: (251) 234-6038 

Text: (251) 721-2604 

Lee Stoutamire, Regional Interpreter 
Lee.Stoutamire@mh.alabama.gov   

Cell/Text: (251) 472-6532 

Region IV 

Amanda Somdal, Therapist 
Amanda.Somdal@mh.alabama.gov  
P.O. Box 301410  
Montgomery, AL 36130 
Office: (334) 440-8888 

Text: (205) 909-7307  

Brian McKenny, Regional Interpreter 
Brian.Mckenny@mh.alabama.gov  
P.O. Box 301410  
Montgomery, AL 36130 

Cell/Text: (334) 462-8289  

Region V 

Beacon Center Office Park 
631 Beacon Parkway W, Suite 211 

Birmingham, AL 35209 

Christina Costello, Therapist  
Christina.Costello@mh.alabama.gov 
(205) 238-6079 phone/VP 

Text: 334-324-4066 

Jennifer Kuyrkendall, Regional Interpreter 
Jennifer.Kuyrkendall@mh.alabama.gov  
Cell/Text: (334) 328-7548  

 

Bryce-Based 

Bryce Psychiatric Hospital 
1651 Ruby Tyler Parkway 

Tuscaloosa, AL 35404 

Kent Schafer, Statewide Psychologist 
Kent.Schafer@mh.alabama.gov 
Office: (205) 409-4858 (VP) 

Text: (334) 306-6689  

Vacant, Interpreter 

Allyssa Côté, Interpreter 
Allyssa.Cote@mh.alabama.gov  

Cell/Text: (334) 303-0411 

Brian Moss, Visual Gestural Specialist 
Brian.Moss@mh.alabama.gov  

Text: (334) 339-0537 

DEAF SERVICES DIRECTORY 
Alabama Department of  Mental Health  

(Mailing Address) P.O. Box 301410  

(Physical Address)  100 North Union Street, Suite 770, Montgomery, Alabama 36130 

mailto:Steve.Hamerdinger@mh.alabama.gov
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