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The annual clinical training is done and appears to
have been well received. It’s not the first collaboration between ODS and Neil Glickman, but it is
the first time he has presented at an event sponsored by ODS. Check it out starting on page 4.
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Old friend, Roger Williams, was in town December 18 and 19, to do some training of
our staff on the new Alabama/South Carolina Communication Assessment that is being rolled out. The story in on page 6.
We got a very nice note from Lori Milcic of Pennsylvania, an MHIT alumna who is now
a QMHI .
Thank you to you and your staff for continuing to send out these
newsletters...and, of course, to continue to lead the rest of the nation in the
pursuit of improvement of services. I really appreciated reading your "As I See
It" column in this edition. As always, you say what needs to be said without
equivocating. It's so refreshing. Thanks for all you do!
Thanks for the kind words. They keep us going.
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Recently Rebecca De Santis did a practicum and as part of that work did an
outstanding article review. We have reproduced it here, with her permission. It
appears on page 11.
Lately we come to the office dragging our tails, due to that abomination called Daylight “Savings” Time. Whatever advantage it gave us in the days this was an agrarian
country seem to lost today. The logic for mow keeping it escapes us. It isn’t civilized
to get up before the rooster does. 
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A Very Big Thank You From Our Consumers
T’was the night—well, week– before Christmas and all through the group homes the
staff of ODS were scurrying and even scaring the mice. (See story in the Fall 2014
issue of SOMH.) It’s heart-warming to see the thanks and gratitude of the
consumers.
The project is possible due to the generosity of people from all over the state who
contribute each year to the Friends of Deaf Services (FODS). These gifts are
tax-deductible. FODS is a project of the Alabama Association of the Deaf and for
many years they have been wonderful friends to deaf people with mental illness.
For the past four years, FODS has worked with ODS to ensure that every deaf
consumer in our residential programs has presents at Christmas. This involves
coordinating a whole bunch of volunteers and depending on the ODS staff to drop
gifts off on their appointed rounds.

DEAF SERVICES DIRECTORY
Central Office
Steve Hamerdinger, Director, Deaf Services
VP: (334) 239-3558
Text: (334) 652-3783
Charlene Crump, State Coordinator
Communication Access
Office: (334) 353-7415
Cell: (334)324-1972
Shannon Reese, Services Coordinator
VP: (334) 239-3780
334-Text: 294-0821
Statewide Psychologist, Vacant/Recruiting
Joyce Carvana, Administrative Assistant
Alabama Department of Mental Health
P.O. Box 301410 (Mailing Address)
100 North Union Street (Physical Address)
Montgomery Alabama 36130
Main Number: (334) 353-4703
FAX: (334) 242-3025

Region 1

Mr. William, below, expresses the feeling for all of the consumers as he signs a
great big “Thank You” for his University of Alabama jacket. Though some Auburn
fans might get huffy about it, most of us can put aside our state religion of college
football long enough to embrace the joys of the season. 
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Region 2
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Cell: (334) 328-7548
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Therapist, Vacant/Recruiting
Lee Stoutamire, Interpreter
AltaPointe Health Systems
501 Bishop Lane N.
Mobile, AL 36608
Office: (251) 461-3447
Cell: (251) 472-6532
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Region 4
Scott Staubach, LPC -S, Therapist
VP: (334) 239-3596
Text: (334) 324-4066
Wendy Darling, Interpreter
Montgomery Area Mental Health Authority
2140 Upper Wetumka Road
Montgomery, AL 36107
Voice: (334) 279-7830
Cell: (334) 462-4808

Region 5
Brian McKenny, Interpreter
P.O. Box 301410
Montgomery Alabama 36130
Office: (334) 353-7280
Cell: (334) 462-8289
(334) 462-4808 Cell

Bryce Based
Katherine Anderson, Interpreter
Vyron Kinson. Communication Specialist
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Internationally Renowned Author and Teacher Neil Glickman
Headlines 2015 Clinical Training
During the 2015 Deaf Services two—day Clinical Training,
internationally renowned author and teacher, Dr. Neil
Glickman, held audiences enthralled as he shared his
experiences and learning around Deaf Mental Health Care.
The training, held February 26th and 27th in Montgomery,
drew a total of 134 participants, in spite of unusually severe
winter weather that threatened to derail Thursday’s session.
Glickman is a licensed psychologist in Massachusetts,
specializing in cognitive behavioral psychotherapy and Deaf
mental health care. For 14 years, he was the unit clinical
director and psychologist of a specialty Deaf psychiatric
inpatient unit. He currently works as a psychologist for deaf
services in a Framingham, Massachusetts agency called
Advocates, Inc.

He has published four books: Deaf Mental Health Care
(edited); Culturally Affirmative Psychotherapy With Deaf
Persons (co-edited with Michael Harvey); Mental Health Care
Of Deaf People: A Culturally Affirmative Approach (co-edited
with Sanjay Gulati) and Cognitive Behavioral Therapy For
Deaf And Hearing Persons With Language And
Learning Challenges. These books are all “must have” for
people working in mental health and deafness.
The training on Thursday was directed to people who were
fluent in American Sign Language and Glickman presented
his lecture in ASL. There were 72 participants in that
session. The focus was on using what Glickman calls a “onedown” approach where empathy is emphasized and all effort
is made to avoid being directive. This is a novel approach for
many in the audience, most of whom have not been trained
specifically as counselors.

Using a “one-down” approach is different for most the
participants. Usually their experience has been one of
authoritarian approaches. This is particularly relevant for
staff who have never been exposed to anything except
authoritarianism. Many of the deaf staff working in programs
around the state were brought up either at the school for the
deaf, where control was decidedly authoritarian, or in homes
where parents lacked the ability to have the sort of dialog
they would routinely have with their hearing children.
Interactions were truncated and tended to be authoritarian.
Never having been shown empathy makes it hard to be
empathic, which is the foundation of “one-down.” Glickman
used role play, videos and other techniques to make the
concept come alive. “I wish all the staff at my group home
could here (and) see this,” said one participant. Another
remarked that the presentation had a powerful impact on the
work setting. “This kind of material is useful in my work and
my life.”
(Continued next page)
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On Friday, the lecture was in spoken English and geared to
people who have deaf consumers on their case load but
who are not, themselves able to work in ASL, thus and
require interpreters. There were 62 people in that session,
which was presented two main sections. The first was a
discussion of language and learning challenges faced by
deaf people and how hearing people are often unable to
understand those challenges. Then Glickman addressed
modifying CBT to work with that population.
The morning session went into depth about how so many
deaf people grow up in environments where they are not
exposed to language. This language deprivation also leads
to information deprivation. Most deaf people cope with it
and pick up skills to survive in spite of that deprivation. But
some do not, and frequently those consumers are the ones
in the mental health system.
This is a problem in two ways. First, almost all evidencebased interventions are designed to people with a high level
of linguistic fluency and most of them require that fluency to
be in English. This alone renders these approaches hard to
use with deaf consumers in general. When trying to use
them with people who have with language and learning
challenges they are impossible to use unless one first
engages in work that Glickman calls “pre-therapy.”
Participants were impressed. B. J. Bicknell, a social worker
from Cullman, Alabama, told SOMH, “As a licensed social
worker in Child Protective Services I have had the opportunity to work with Deaf children. Dr. Glickman’s cross cultural
presentation provided valuable information about working
with the deaf culture in Mental Health. Not only does he
build bridges between hearing and non-hearing he builds
alliances between generalist and specialist. The Alabama
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Department of Mental Heath – Office of Deaf Services
continues to offer eye opening and motivational speakers in
the effort to bring awareness.” Daphne Kendrick, a
therapist from Calera, Alabama, concurred. “I just wanted to
say that the conference was one of the best I have been to
in a long time. I am well versed in CBT but not at all in
adapting for Deaf and more specifically fund of knowledge
issues. I felt he offered very practical information which can
be readily used in therapy. Just wanted to take a moment
and let you guys know that from a perspective of someone
out in the field every day. It was fantastic!!!!”
Cognitive-Behavior therapy has been shown to be
effective with deaf people, when the consumer and
therapist are ASL fluent. Since most mental health work in
the country is done through interpreters, CBT seems less
effective, especially when a hearing therapist who is not
familiar with the effects of language and information
deprivation tries to use those techniques. It becomes even
more problematic when untrained interpreters attempt to
work in that setting. Glickman emphasized that both the
clinicians and the interpreters have to be trained well for
any approach to work, especially one based so heavily on
language.
He was effusive in his praise for the Mental Health Interpreter Training Program. “Alabama leads the world in in mental
health interpreting, honestly. The level of skill of the mental
health interpreters you have and level of training and
sophistication you have – this is as good as it gets.”
The Clinical Training series is a project of Alabama’s Mental
Health Interpreter Training program, a partnership between
the Office of Deaf Service and ADARA. 
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Improving Communication Assessments While Ensuring Reliability
Is the Focus of December Training
On December 18—19, 2014, the Office of Deaf Services had
their annual staff retreat. This year’s training was provided
by Roger Williams, Director of Deaf Services with the South
Carolina Department of Mental Health. The focus was
training on the new Communication Assessment, recently
developed as a culmination of work from the South Carolina
and Alabama initiatives.

professionals with interpreters working with deaf consumers.
Several members of the deaf community were paid for their
time to be interviewed and/or tell stories. The videos were
then analyzed for best language recommendations as well as
examinations for any language idiosyncrasies or dysfluencies
(when they existed in any of the volunteers).

Alabama’s work on communication assessment have been
held as a benchmark program by experts such as Neil
Glickman and Michael Harvey.
Communication Assessments are required for all consumers
of services of the Alabama Department of Mental Health per
Community Program Standards and Facility Policies.
The purpose of the assessment is to ensure that the
consumer’s best language is documented and that appropriate accommodations are made so that services are accessible and as effective as possible. In previous editions of
SOMH, you have seen some of the case studies that were
produced as a result of the communication assessment.
The assessment includes an examination of multiple areas
that relate to communication ability; including types of
hearing loss, etiology, visual/motor impairment, psychiatric
and medical history, family and social communication
background, educational background, etc. It examines the
person’s ability to use language in a variety of methodologies
(speech, lipreading, reading/writing, sign language, gesture,
etc.) and how well they use each. The goal of the
assessment is to determine which communication strategies
can and cannot be used in which settings and what their best
language and/or language of preference is. This determination allows for maximum communication between deaf
professionals and deaf consumers as well as hearing

Signs of Mental Health

Top: Sherry Williams (right) films Shannon Reese interviewing
Phillip Reeves for a sample video.
Bottom: Roger Williams (standing) explains the new tool to ODs staff

Staff were able to analyze language, complete reports, develop recommendations and discuss best systemic practices for
work with each individual as it relates to their language.
Several individuals and groups have asked for training on
communication assessments to use within their scope of
practice. Guidelines have been established to set minimum
expectations in the establishment of a communication
assessment team and process. These guidelines are printed
on pages 8 and 9 of this issue. 
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We actually found Lamberton to be extremely clear and
great model for what we want Deaf Interpreters to do.

Stack
of

Stupid
Stuff

Besides, upstaging a visually dead fish like Hizzoner is not
especially difficult. We can’t help but wonder if perhaps
there isn't some subtle bias showing there here.

Hearing People Say the Darndest Things
Sometimes hearing people can do really stupid stuff! If any of you
dear readers have something to contribute , send the item or link to
the Editor at SOMH@mhit.org.

“Bizarre” Headline Writer Complains
about Interpreter
During the recent spat of winter weather, which seemed to hit
our northern cousins harder than normal, a particularly nasty
forecast had Hizzoner, New York City Mayor de Blasio, on TV
warning that the mother of all blizzards was about to hit. This
being New York, his comments were interpreted on screen.
Then the story gets strange.

(with apologies to Art Linkletter)
If you are deaf, or you work around deaf
people for any appreciable length of
time, you will discover that there is a
specific syndrome, called SHP. (or Stupid Hearing People) And if you are deaf
or work around deaf people for any appreciable time you also know those
SHPs can come up with some real
zingers.
Some 50 years ago a TV program, “Art Linkletter’s House
Party,” had a running segment where Linkletter talks to kids
and catches them saying “the darndest things.”
Like those innocent, naïve kids, hearing people will say
things that are just incredible. A deaf blogger, DeafFirefly's
Blog puts together some gems, along with some howlingly
funny rejoinders.




The interpreter was a Certified Deaf Interpreter, Jonathan
Lamberton, whose spirited style of interpreting was picked up
by MRCTV, an arm of Media Research Center. The blog
posting was, in itself, not that bad.

“You’re deaf? Oh, sorry”
“Oh, are deaf people allowed to drive?”
“What about when you have children? Aren’t
you worried they might be deaf?”

Why did we put this up? Because we could. Why would you
want to go look at DeafFirefly? Because you should.

WTH… Seriously? Yahoo Questions We Found
Original “creative” spelling and grammar preserved!

“You won't be able to take your eyes off this guy once
you hit ‘play.’ But, unlike the fake interpreter that
crashed the Mandela memorial, this guy is for real. His name is Jonathan Lamberton and he’s a Certified Deaf Interpreter. He's just enthusiastic.”
OK, we can go along with that. But their headline writer must
be an addled headbanger whose cranium met too many brick
walls. “Bizarre Sign Language Interpreter Steals Show from Bill
de Blasio” Bizarre? So you think you know something about
interpreting that gives you the ability to determine what is
good, what is bad and what is bizarre?
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Can Deaf and dumb people hear themselves think ?
if people don't know any words they just think in feeling or
images (its not like its a new thing e.g. cavemen, babies)
Humans were not programmed with words in their heads,
they just make things easier. (Emily W)
those who r by birth so cant
as they dont know what the sound means?
they dont know language
there is no question of thinking (Shamsher K ) 
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4. As language is not static, assessments should be
routinely evaluated.

Guidelines for the Utilization of the
Alabama/South Carolina
Communication Skills Assessments
for Individuals Who Are Deaf
A communication assessment can be beneficial to establish
baselines for language usage, monitor changes in language
use, provide consistent understanding of an individual’s best
expressive and receptive language(s), document needs
related to accommodations, assist in differentiating language
dysfluencies from medical or psychological conditions. When
and how this information is gathered and shared can have
significant impact on a person’s life. Because of the potential
for both benefit and harm, the following guidelines are
suggested for the implementation and use of communication
assessments.

When there are significant changes in the
language use, a new evaluation should be
conducted, providing comparison between
baseline and subsequent evaluations.

b.

Evaluators should add to the assessment as
more understanding is gained regarding the
consumer’s use of language.

c.

Assessments should be reviewed annually to
determine if a subsequent evaluation is
needed.

With any evaluation, training is a critical component.
In regards to training, the following is a suggested minimum
requirement;
1. A minimum of eight (8) hours of training in the
assessment to include:

An explanation of the purpose and limitations of the
particular tool(s) in conducting the assessment. The following
is a standard explanation for the use of Communication Skills
Assessment:
This communication assessment is designed
to assess an individual’s relative strengths
and weaknesses across a continuum of
communication modalities. It is designed to
identify individual strengths and weaknesses in addition to assisting in identifying an
individual’s most effective communication
strategies. The test is structured so to
permit those with severe language deficits
to demonstrate skills, thus the definition of
competence does not necessarily reflect a
high degree of fluency or skill. It does not
allow for meaningful comparisons between
individuals, nor does it compare one
individual to a group norm. Attempts to
interpret scores in these ways represent
invalid applications of this instrument.

a.

Overview of instrument

b.

Overview of types and patterns of dysfluency

c.

Samples of collected information and written assessments

d.

Videotaped language samples that are reviewed and evaluated

2. Review of five (5) assessments that include the
following by a qualified assessor
a.

A videotaped sample of the assessment.

b.

The raw data collected.

c.

The final report.

3. Reviewed assessments should include at least one
of the following:

Programs which serve a large proportion of individuals with
dysfluency should provide a communication assessment
before or shortly after engaging in services. The following are
recommended for timelines;

a.

A significantly dysfluent language sample.

b.

A person who utilizes atypical language
patterns.
A hard of hearing or late deafened
individual.

c.

4. Annual training for all members, consisting of at
least eight (8) hours which may include
additional training in assessment tools or in
language use and dysfluency.

1. Prior to any legal determinations.
2. A preliminary assessment should be submitted
within seven days of engagement or by the third
contact.
3. A complete assessment should be submitted within
thirty days of engagement or by the fifth contact.
Signs of Mental Health
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Working as a member of a team is critical to the validity and
reliability of the assessment. The following recommendations
are made regarding members of a team.
1. Individual team members
2. a.
Each team member should have
native or native like fluency in American Sign
Language (ASL).
i. Determination should be made
through a formal and recognized
screening assessment.
ii. Native or Native like may be defined
as:
1. Superior to Superior Plus on
Sign Language Proficiency
Interview (SLPI)
2. 4+ or 5 on the American
Sign Language Proficiency
Interview (ASLPI)
b.

c.

d.

Members should have training in language
assessment and the tools used.

e.

Members should have some exposure and
formal training in ASL linguistics.
2. Assessments should be done by at least two individuals working collaboratively whenever possible.
a.

The team should include at least one native
signer who is Deaf, particularly when a
consumer’s language is considered to be
significantly dysfluent.

b.

Individuals should not conduct assessments
outside of a recognized team.

3. The team should establish policies and procedures
for how the assessments will be utilized.
4. Ideally, one member of the team should be designated as the Communication Assessment Coordinator.
This person is responsible for;

Members may be Deaf or hearing. However,
a mix of backgrounds and experience is
strongly encouraged, and can include
therapists, deaf professionals, interpreters
(hearing and deaf), communication
specialists, etc.
Members should have training in general
assessments and evaluations, such as
psychological evaluations, vocational
evaluation, testing, etc.

a.

Maintaining a database of assessments to
share among team members or to release to
agencies as defined by confidentiality laws
governing the information.

b.

Establish and maintain training for the team.

c.

Review and monitor assessments for
readability and viability.
Provide mentoring and supervision for team
members.

d.

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 practica and a comprehensive examination covering all aspects of mental
health interpreting. (Alabama licensed interpreter are in Italics) *Denotes QMHI- Supervisors

Charlene Crump, Montgomery*
Denise Zander, Wisconsin
Nancy Hayes, Remlap
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
Jamie Garrison, Wisconsin*
Kathleen Lamb, Wisconsin
Dawn Ruthe, Wisconsin
Judith Gilliam, Talladega
Stacy Lawrence, Florida
Sandy Peplinski, Wisconsin
Katherine Block, Wisconsin*

Steve Smart, Wisconsin
Stephanie Kerkvliet, Wisconsin
Nicole Kulick, South Carolina
Rocky DeBuano, Arizona
Janet Whitlock, Georgia
Sereta Campbell, Tuscaloosa*
Thai Morris, Georgia
Lynne Lumsden, Washington*
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 Vorphal, Wisconsin
Julayne Feilbach, New Mexico
Sue Gudenkauf, Wisconsin
Tamera Fuerst, Wisconsin
Rhiannon Sykes-Chavez, New Mexico
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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
Lori Milcic, Pennsylvania
Amber Mullett, Wisconsin
Nancy Pfanner, Texas
Jennifer Janney, Delware
Stacie Bickel, Missouri
Tomina Schwenke, Georgia
Bethany Batson, Tennessee
Karena Poupard, North Carolina
Tracy Kleppe, Wisconsin
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New Brief Explores Lack of Victim Services for
Deaf Survivors of Domestic and Sexual Violence
Recent research suggests that Deaf women experience higher rates of domestic and sexual violence than their hearing
counterparts, yet few services exist that are specifically tailored to the Deaf community's unique needs. As a result, Deaf
survivors are often shut off from services and supports that could help them safely flee from abuse, heal from trauma, and
seek justice after they have been harmed.
In Culture, Language, and Access: Key Considerations
for Serving Deaf Survivors of Domestic and Sexual Violence, the
Vera Institute of Justice's (Vera) Center on Victimization and
Safety (CVS) raises awareness of the Deaf community--a distinct
cultural and linguistic group--and offers practical suggestions for
expanding and enhancing Deaf survivors' access to victim services and other supports.
This brief provides a framework for meeting the needs of Deaf
survivors that is based in the cultural and linguistic needs of this
community, and will also help policymakers, practitioners, and
first responders in the victim services field better understand
this often-overlooked community.
To learn more about the publication and the work behind it,
watch a video featuring Nancy Smith, Director, Center on
Victimization and Safety, and Erin Esposito, Executive Director,
Advocacy Services for Abused Deaf Victims.
About the Center on Victimization and Safety
This publication is sponsored by the Center on Victimization and
Safety at the Vera Institute of Justice, in partnership with
the U.S. Department of Justice, Office on Violence Against
Women.
The Center on Victimization and Safety works with communities
around the country to fashion services that reach, appeal to,
and benefit all victims. Our work focuses on communities of people who are at elevated risk of harm but often marginalized
from victim services and the criminal justice system. We combine research, technical assistance, and training to equip
policymakers and practitioners with the information, skills, and resources needed to effectively serve all victims.

If you have additional questions or need the guide in an alternate format, please email us
at cvs@vera.org or call us at 212.376.3096.
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The Viral Link to Mental Illness:
An Article Review
By Rebecca de Santis, NIC,
Key Findings
Journalist Sharon Begley explores the correlation of viruses
during pregnancy and mental illness in her article Medical
Breakthrough: The Viral Link to Mental Illness. Research
reviewed suggests that the theory of genetic disposition to
mental illness may not be the root cause of mental illness.
The fetus being exposed to antibodies and immune system
chemicals triggered by the response to an infection may
result in damage during brain development, and thus lead to
mental illness. Although this article does not talk about the
overlay of deafness, a connection can me made considering
viruses such as Congenital Rubella Syndrome, are a cause of
deafness.
Begley’s article thoroughly explores the topic of epidemiology
and contains information from researchers including Dr. Ian
Lipkin from Columbia University. Lipkin makes the distinction
that the virus is not the cause of the compromised neuro
development, but rather the mother’s immune systems
response. This notion is also agreed upon by Dr. Robert
Freedman from the University of Denver. Begley’s use of
credible sources adds to the validity of her article, making it a
valuable read. Begley also reports that a virus may not be the
cause on its own. Lipkin suggests that genetics “may make a
person more or less susceptible to other causes of these diseases- including viruses.”
The article continues to discuss the greater need for monitoring pregnant women for infections and providing more
aggressive treatment when infections are identified. Begley
does not leave out the fact that new viruses are potential
threats as well. She concludes her article by reporting from
virologist Nathan Wolfe, who makes it clear that the most
problematic threats are the ones that researchers aren’t yet
aware of. As seen by the core findings, this article appeals to
wide audience including researchers, professionals working
with mentally ill clients, and even expectant mothers who
may not have any clinical background knowledge.
Application to Deafness
The article specifically mentions the impact of prenatal rubella, toxoplasma gondii parasite, and herpes on fetal brain development. Although deafness is not mentioned in the article,
all three of these have also been identified as causes of deafness. It is essential for professionals working with the deaf
11

population to understand the significance of this article and
other research in this specialty. Deaf individuals may have a
higher chance of experiencing mental illness and psychosis
depending on the etiology of deafness. Therefore,
interpreters and language specialists should be attentive to
possible dysfluency that can reveal signs of psychosis. This
information is vital to clinicians for proper diagnosing.
Begley also reports on an epidemiological study of mice.
Findings indicate that some cognitive and behavioral
problems manifested later in life. When working with deaf
clients, chart reviews and knowledge from prior progress
notes are beneficial, but it is also important to know that
symptoms can change and develop over a longer duration of
time. It is best to be prepared to handle dysfluent language at
any appointment regardless of past language fluency.
Overall Evaluation Even though this article may not have
been published for a scientific journal, it is still worthwhile
and insightful. It is also a welcome change to other literature
reviews and studies considering Begley does the reporting in
a way that is easily accessible to a wide audience. The reader
is left with a clear understanding of modern research and can
feel a sense of trust in the author considering she reports on
the work of experts in the field.
The article does not fully address future studies, which may
leave a reader wondering what is on the horizon for research
on causes of mental illness and how this will lead to
treatment or preventative measures. The only recommendation is aggressive treatment of pregnant women with viruses,
which may seem like an overly simplistic solution considering
the gravity and magnitude of this issue.
Because the information is accessible and well researched,
professionals, including interpreters, working with the
mentally ill population can benefit from this article without
having to sift through complex research studies. This research is still relatively new and more research is needed to
see how this theory and others fit together to reveal the
cause of mental illness, but in the meantime this serve as a
great resource on current findings in the field.
Begley, S. (2011, September 12). Medical Breakthrough: The Viral
Link to Mental Illness. Retrieved from the saturday evening post:
http://www.saturdayeveningpost.com/2011/09/12/in-themagazine/health-in-the-magazine/viral-link-mental-illness.html 

Volume 12 Number 1

Important Articles You Must Read

From the Associated Press on March
19th I learned of Abreham
Zemedagegehu, a deaf immigrant,
who was arrested in February 2014
and jailed for six weeks with no
access to interpreter services.
Naturally, I assumed that Mr. Zemedagegehu (pictured at right) was not
fluent in ASL, a situation common to
people from other countries and also
common with people who are mentally
ill and deaf. I assumed wrong.
Mr. Zemedagegehu does indeed know ASL, albeit as his
second language. His first language is Ethiopian Sign
Language. English? Not even on the radar.
I was shocked (Not!) to learn that even now, in 2015, ASL–
fluent deaf people are still being denied basic human rights
such as communication. This is an old problem.
The September 24, 2001 issue of Jet magazine featured the
story of Stanley Joseph Heard, who spent two years in
Washington, DC jail for a misdemeanor crime that had been
dismissed before trial. Yes, you read that right. He never had
a trial. But he was deaf and mentally ill so what was the harm
in putting him in the hole for 22 months? He’s off the street,
right?
The Orlando Sentinel reported in an article dated September
3, 2001:
Because of a series of bureaucratic foul-ups; Heard,
42, was kept in a solitary cell in the jail's mental
health unit for nearly two years after a misdemeanor
unlawful-entry charge against him had been
dismissed. He finally left the jail Aug. 13 and was sent
to St. Elizabeth’s Hospital after corrections officials
retrieved his case file from storage and discovered
the error.
Of course, no sign language support was available to Mr.
Heard. What’s distressing about this case is that his profile

Levine, J. (2014). Primary care for deaf people with mental
health problems. British Journal of Mental Health Nursing, 3
(3), 105-109.
There are approximately 10 million people in the UK
who have some form of hearing loss, and the prevalence of mental health problems among deaf people
appears to be significantly higher compared with the
wider population. Deaf people find it harder to establish good relationships with health professionals
and, sadly, many of the issues arise from discrimination and practical obstacles faced within the
healthcare system. Some of these issues include a
lack of awareness, funding, and prioritization within
the wider political and healthcare agenda. This article provides an overview of the background of hearing loss and mental ill health, policy and current access to mental health services for deaf people, what
has changed and recommendations for the future
Leanza, Y. Boivin, I. Moro MR, Rousseau, C, Brisset, C Rosenberg, E. Hassan. G. (2014) Integration of interpreters in mental health interventions with children and adolescents: The
need for a framework. Transcultural Psychiatry. 2014 Dec
11.
Few empirical studies have detailed the specificities
of working with interpreters in mental healthcare for
children. The integration of interpreters in clinical
teams in child mental healthcare was explored in
two clinics, in Montreal and Paris. Four focus groups
were conducted with interpreters and clinicians. Participants described the development of the working
alliance between interpreters and clinicians, the delineation of interpreters' roles, and the effects of
translation on the people in the interaction. Integrating interpreters in a clinical team is a slow process in
which clinicians and interpreters need to reflect upon a common framework. An effective framework
favors trust, mutual understanding, and valorization
of the contribution of each to the therapeutic task.
The interpreter's presence and activities seem to
have some therapeutic value.
Brown, P. M., & Cornes, A. (2015). Mental Health of Deaf and
Hard-of-Hearing Adolescents: What the Students Say. Journal
of deaf studies and deaf education, 20(1), 75-81.
This study investigated the mental health problems
of 89 deaf and hard-of-hearing (DHH) adolescents in
New South Wales, Tasmania, and Western Australia.
Participants completed the written (for oral students)
or signed version for competent Australian Sign Language (Auslan) users version of the Youth Self Report (YSR). Students were educated in a range of
(Continued on page 14)
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were performed without his consent and he feared
for his safety.

(Continued from page 12)

So how does the Arlington County Sheriff’s Department
communicate with deaf people? Obviously not Ethiopian Sign
Language, nor even American Sign Language.
[Maj. Susie Doyel, a spokeswoman for the sheriff’s
office, which runs the jail] acknowledged that
communication with a deaf inmate is more
problematic in cases where the inmate can’t
communicate in written English.
So Maj. Doyel is telling us that deaf people in her jail had
damned well better read and write English, else they will rot
in a cell somewhere while some Josef Mengele wannabe
performs God know what medical procedures on them. It’s
for their own good, you see.
I wonder how La Raza would react if the Arlington County
Sheriff’s Department implied the same thing about Spanishspeaking people.

reads like so many of the consumers we serve at ODS. We
recently learned of a deaf mentally ill person that had been
locked up in a rural county jail here in Alabama for months
before we were contacted and were able to get him released
to the mental health system. He was tried and convicted for
what? You guessed it; breaking and entering. Tried and
convicted without ever having had an interpreter at any point
during the process. Not at the arrest. Not at the trial. Not
that the sentencing. And certainly not at the jail.
Even after being sued and embarrassed, DC Corrections
omits ASL from the list of language supports they do offer.
Arlington, which, is across the Potomac from DC, apparently
learned something from that experience. They only kept Mr.
Zemedagegehu a mere 6 weeks. (That was sarcasm in case
you didn’t notice.) The AP story goes on:

A quick perusal of the Arlington County Sheriff’s website
reveals that they are much more concerned with complying
with the Prison Rape Elimination Act – a noble effort, to be
sure – than they are with making sure non-English speaking
prisoners have language access.
Needless to say, the Sheriff’s Department denies they did
anything wrong.
[L]awyers for the sheriff asked a judge to dismiss the
case, arguing that even if Zemedagegehu's
allegations are true, they fail to show intentional
discrimination because they attempted various
different ways to communicate with him, including
handwritten notes.
Hello! The man has little to no English
literacy skill. He is an Ethiopian who
happened to also pick up ASL while
living here. There are no words for
how plain stupid that is.

He knew he was in jail, but he didn’t know why.
Eventually, Abreham Zemedagegehu learned that
he’d been accused of stealing an iPad — an iPad
whose owner later found it. He spent the next six
weeks in jail, unable to communicate with his jailers
because he is deaf. He described a frightening,
isolated experience in which medical procedures

Oh, that iPad Mr. Zemedagegehu was
accused of stealing? It was his own,
donated by Community Service
Society, one of the organizations
supported by The New York Times
Neediest Cases Fund, which gave it to
him after he was profiled in the Times.
(Continued on page 14)
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Even deaf people who are not mentally ill when they enter
system will be irreparably harmed psychiatrically while they
are there. It doesn’t need to be like that.
[T]he Texas Department of Criminal Justice (TDCJ)
groups all its profoundly deaf offenders in one
facility to promote efficacy in service provision. The
Texas population of profoundly deaf offenders runs
at about 85 inmates daily.
Mr. Zemedagegehu’s tale foreshadows the fate of deaf
people who have mental illness if present trends
continue. The steady encroachment of monolithic health
“care” organizations into the field of mental health has been
detrimental to deaf people. Instead of complying with various
best practices such as direct services provided by ASL—fluent
clinicians, they are content to look for the cheapest and
easiest way to “accommodate” deaf mentally ill consumers.
Those who put up a fuss may find themselves in a nice dark
hole in some jail somewhere. Pray that they don’t lose the
paperwork for two years.
As I See It, the Deaf Community had better be prepared to
see a lot more stories like these in the years ahead because
it is a sure thing that the corrections systems around the
country are not going to provide ASL appropriate services and
mentally ill people are going to be jailed a lot more frequently
and they are going to suffer in an apathetic and cruel system.

Resources you might like:


http://www.huffingtonpost.com/lydia-l-callis/
post_8582_b_6127898.html



https://deafinprison.wordpress.com/



http://www.behearddc.org/



http://nad.org/issues/justice/jails-and-prisons



http://crimedime.com/2012/06/05/deaf-in-prison-what
-challenges-do-deaf-inmates-face/



http://crimedime.com/2012/06/07/deaf-in-prison-howdo-correctional-officers-treat-deaf-inmates/



http://www.motherjones.com/politics/2011/12/deafprisoners-felix-garcia 
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educational settings, had varying degrees of hearing
loss, and used a range of communication modes.
Results showed that, overall, DHH students reported
increased levels of mental health problems compared with hearing peers. The broadband syndromes
were more than 3 times more likely to be reported,
while the narrowband syndromes were between 2
and 7 times more likely. A binary logistic regression
analysis showed that the language used at home
was a significant predictor of mental health
problems. The implications of these findings for the
social, emotional, and mental well-being of DHH
students and the training of professionals are
discussed.
Steinberg, A. G., Lipton, D. S., Eckhardt, E. A., Goldstein, M.,
& Sullivan, V. J. (2014). The diagnostic interview schedule for
deaf patients on interactive video: a preliminary investigation.
The authors investigated the feasibility of translating
the National Institute of Mental Health Quick
Diagnostic Interview Schedule-III, Revised, computer
version, for deaf individuals. Method: The study
involved translation of selected scales into American
Sign Language, Signed English, and speech reading;
review by an advisory panel and back translator; and
collection and analysis of deaf individuals’ reactions
to translations. Results: Focus groups responded
favorably, translation problems were revealed, and
solutions were suggested. Conclusions: The findings
support the feasibility of translation of the Quick
Diagnostic Interview Schedule-III, Revised, into
American Sign Language, Signed English, and
speech reading for deaf patients.

Applications for Student Workers at the 2015 Institute are Now Available
Full-time students of recognized interpreter training/preparation programs are invited to apply for one of the four student worker positions available. Slots
will be awarded based training, experience and future plans. Applications can obtained by emailing a request to applications@mhit.org. Faculty Recommendation is required. Those selected will have their registration waived. Transportation, lodging and meals will be the responsibility of those selected. Please
address any questions to applications@mhit.org.
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