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Presentation overview

• Introduction
• How I discovered this topic
• Westborough State Hospital (WBSH) Deaf Unit Experience and Research
• Other research: The syndrome in search of a name
• Sanjay Gulati’s research  
• Causes of language problems in deaf and hearing people
• Cognitive, psychosocial and behavioral implications of language deprivation
• Research questions: what we don’t yet know
• Effective communication with deaf people with LDS



The politics around LDS

• Context of the discussion
• The suppression of sign languages by hearing people
• The misjudgments by hearing people about the language skills of deaf people

• “Deaf people have poor language.”
• Poor signing abilities in hearing people

• Normal language variation vs abnormal language pathology
• The words and signs we use
• Who is qualified to evaluate and treat language (and cognitive) 

pathology in deaf people?





Intro to Language deprivation

• https://www.youtube.com/watch?v=cUTymzn5FEc

https://www.youtube.com/watch?v=cUTymzn5FEc


“Language deprivation”

• LANGUAGE TAKE AWAY

• LANGUAGE WITHHOLD 

• The framework “language deprivation” alienates some people

• Assumption and value statement: Most, if not all, deaf children 
should have quality sign language exposure from birth or as soon 
thereafter as possible

• “Language deprivation” refers to the intentional practice of 
preventing deaf children from having quality sign language exposure

• High risk strategy



• There can a strong temptation to treat all language problems in deaf 
people as due either to “deafness” (medical cause) to “language 
deprivation.” (social cause).
• Where you focus may reveal your politics.
• There are many causes of language problems in both deaf and 

hearing people.
• Deaf people with language problems typically have both medical and 

social causes.



Dysfluent 
language:

• Dysfluent:  In speech therapy field, refers to 
stuttering and other problems in articulation

• Language that native users would easily 
recognize to be unclear, poorly developed, and 
substandard for everyday conversational 
purposes

• Referring primarily to reliable patterns of errors, 
not occasional errors made by fluent users

• LANGUAGE NOT-CLEAR, NOT-FLUENT, GAPS, 
PROBLEMS COME-UP, SKEWED, VAGUE

• Not variations due to dialect, associated with 
particular subgroups



Westborough State Hospital Deaf Unit
1987-2010



“Culturally affirmative mental health care”

In 1987, we defined this as:
• Signing environment
• Deaf staff
• Full communication team
• Affirmation of the Deaf Community 
• Culturally affirmative treatment

• (to be determined)



Growing attention to language and learning 
issues in clinical population
• Deaf Unit research, initiated by Patricia Black, 1999-2006, 

Westborough State Hospital.

• 94 Deaf Unit deaf patients served over 7 years

• Compared to all the hearing patients in the hospital at one moment in 
time.

• Most complete form of this study is in Chapter 1 of Cognitive 
behavioral therapy for deaf and hearing persons with language and 
learning challenges, Routledge 2019



Allen Cognitive Level (ACL), 

• A quick measure of a person's global cognitive processing capacities, 
learning potential, and performance and problem-solving abilities.

• Mean functional level = 4.6
• Needs helps with transportation
• Supervise medication administration
• Needs help meal planning, shopping, cooking
• Needs help recognizing dangers in environment
• May need reminders to wash and dress appropriately; assistance with laundry
• May need supervision with money



94 deaf patients, 1999-2006

Deaf (N= 94)  Hearing (N = 180)

Psychotic               33%            88.9%

Mood                      32%             21%

Anxiety                   28%               9%

Personality             37%              22%

Developmental     34%                7%

Substance abuse   25%              42%



Communication skills,    N = 94

%
• Visual-gestural 0 
• Grossly impaired 23
• Functional skills, non-fluent 43
• Fluent foreign language 1
• Fluent English (sign, writing, speech)           23
• ASL fluent 3
• Bilingual ASL-English 6
• Total language dysfluent 66%



Language problems due to language 
deprivation we have observed

• Vocabulary: impoverished, incorrect
• Absence or poor use of time indicators
• Absence of topic-comment structure

• Missing pronouns, verbs, objects
• Spatial disorganization
• Incorrect or absent facial grammar



More than half of the deaf patients

• Have difficulty telling a clear, linear story
• Have difficulty establishing who did what to whom and when
• Have difficulty seeing patterns  (verbal reasoning)

• Cause and effect
• If this, then that
• This relates to that
• This means that



Is anything fundamentally different about 
mental health treatment of deaf people?

• Are poor language skills at the heart of a unique clinical disorder?
• Studies of deaf psychiatric inpatients also struggle to diagnose 

something atypical in deaf patients



Other research studies of deaf psychiatric 
inpatients: the syndrome in search of a name

• New York Psychiatric Institute, late 1950’s to 1960’s
• Ken Altshuler and John Rainer
• Inpatient study included 230 “psychotic deaf individuals” in 20 hospitals in 

1958
• Difficulty diagnosing many patients
• Staff were generally not linguistically or culturally informed about Deaf people
• “Primitive personalities” and “psychosis with mental deficiency.”



“Primitive personalities” (Vernon and Andrews, 1990)

• “deaf persons with extreme educational deprivation, almost no 
understanding of language, little socialization, and a generally 
psychologically barren life.  The result is gross cognitive and social 
immaturity.”



• Michael Reese Hospital, Chicago, 1960’s
• Roy Grinker, McCay Vernon, others
• 159 deaf patients; 38 inpatient, 121 outpatient
• “inadequate personality,” “borderline syndrome”

• Psychiatric diagnosis, therapy, and research on the psychotic deaf : 
final report, September 1, 1969 / 
by Roy R. Grinker, Sr. (editor)...[et al.].

• https://babel.hathitrust.org/cgi/pt?id=pur1.32754081247110&view=1up&se
q=3

https://babel.hathitrust.org/cgi/pt?id=pur1.32754081247110&view=1up&seq=3


• “…One-fourth of the deaf patients seen had no adequate means of 
communication at all.  They could not speak intelligibly.  They did not 
know sign language.  They had severely limited capacity to express 
themselves in writing and were unable to read more than simple 
nouns and rudimentary phrases.” (p. 21)



• Difficulty with diagnosis
• Majority not psychotic; not fitting standard diagnostic categories

• Two-thirds of the patients displayed patterns of “inadequate and 
marginal functioning”
• Patients have developmental delays
• Treatment consisted more in developing basic psychosocial 

competencies than in treating psychiatric disorders.
• Over 7 percent diagnosed with “inadequate personality”



General conclusion

• When deafness is present, “the degree of psychopathology is in 
proportion to the lack of communication between the child and 
significant family members.” (p. 51)



• Whittingham Hospital, Great Britain, 1994 
• John Denmark’s study of 250 deaf patients evaluated at his service

• 104 diagnosed with severe mental illness
• 159 had something different, related to deafness

• Problems related to deafness:  58
• Depression related to acquired deafness
• Alcoholism related to acquired deafness
• Tinnitis

• Behavioral and adjustment problems (53)
• Developmental disorders of communication: 48

• Having “no effective means of communication”

• Denmark’s excellent book makes frequent references to the
diagnostic challenges associated with poor communication



Methods of Communication of 250 patients 
(Denmark, p. 93)

• Sign language and fingerspelling                                                         124
• Oral/oral                                                                                                     38
• Combined oral and “manual” methods                                                 39
• Deaf/blind manual alphabet                                                                      2
• Non-communicating     adults  25; children 21 46
• Elective mutism                                                                                            1

• Method of communication…does not indicate level of competence of 
the patients in those methods.” (p. 92)



“Problems related to deafness”

• “The majority…presented with behavioral and adjustment problems 
which in the majority of instances were due to maturational delay.  It 
is often difficult to know whether deaf people who present with 
problems of behavior and adjustment have a personality disorder per 
se or whether those problems are the result of immaturity 
consequent upon deprivation of language and experience.” (P. 97)

• Deaf people without intact language have problems that look like 
developmental disorders (immaturity) or personality disorders



• Springfield Hospital, Maryland. 1990’s
• Beth Daigle
• Half the patients had violent or self-destructive behaviors
• Lower percentage of persons with schizophrenia; higher with personality 

disorders;
• More undiagnosed or diagnosis deferred





Haskins, 2004
https://www.unboundmedicine.com/medline/citation/15067159/Serving_deaf_adult_psych
iatric_inpatients

• Serving Deaf adult psychiatric inpatients
• 43 deaf patients on a specialty Deaf psychiatric unit
• Higher percentage of clients diagnosed with Pervasive Developmental 

Disorder Not Otherwise Specified
• “Clients with this disorder have difficulty befriending fellow clients 

who are deaf, have a history of job failure because of an inability to 
grasp the implicit social demands that are present  on most job sites, 
and often end up in altercations because of their rigid cognitive styles 
and inability to appreciate another’s point of view”

https://www.unboundmedicine.com/medline/citation/15067159/Serving_deaf_adult_psychiatric_inpatients


• Springfield Hospital, Maryland. 1990’s
• Beth Daigle
• Half the patients had violent or self-destructive behaviors
• Lower percentage of persons with schizophrenia; higher with personality 

disorders;
• More undiagnosed or diagnosis deferred



Landsberger & Diaz, 2010

• Inpatient psychiatric treatment of deaf adults: demographic and 
diagnostic comparisons with hearing inpatients 
• https://pubmed.ncbi.nlm.nih.gov/20123828/
• “Significant differences were found between deaf and hearing 

inpatient groups in the frequency of impulse control disorders (23% 
versus 2%), pervasive developmental disorders (10% versus 2%), 
substance use disorders (20% versus 45%), mild mental retardation 
(33% versus 3%) and personality disorders (17% versus 43%).  The 
deaf group had a larger proportion of diagnoses of psychotic disorders 
not otherwise specified (17% versus 2%).” (p. 196).

https://pubmed.ncbi.nlm.nih.gov/20123828/


Mompremier, 2009

• Largest number of deaf persons diagnosed with schizophrenia were 
categorized as having undifferentiated schizophrenia
• Undifferentiated is a residual category like not otherwise specified

• This is another study showing that most deaf inpatients did not fit 
familiar patterns of mental illness.   The diagnosis of “undifferentiated 
schizophrenia” could easily represent people with LDS.



All studies find the same group

Severe language problems

Severe behavioral problems

Evident from early life in all domains

Developmental deficits

Fund of information deficits

Not psychotic (though easily misdiagnosed as such)



Vocational 
rehabilitation 

literature 
about 

“Traditionally 
underserved 

deaf” (Dew et 
al, 1999)

• Inadequate language skills
• Vocational problems
• Behavioral, emotional and social adjustment 

problems
• Independent living skill problems
• Educational and transitional problems
• Mental and physical health problems



Language dysfluency with deficiencies in behavioral, social and 
emotional adjustment, Glickman 2009

Deaf (unable to acquire spoken language through hearing)

Language deprivation in spoken and sign languages

Severe language problems (dysfluency)

Severe fund of information deficits

Disruption in thinking, mood and behavior evident in all settings since early childhood

In adulthood, problems developing independent living and vocational skills



Is there a “language deprivation syndrome” 
(LDS)

• Sanjay Gulati’:  Language deprivation syndrome
• https://youtu.be/8yy_K6VtHJw
• 98 consecutive referrals to the Deaf service at 
Cambridge (Mass) Hospital

https://youtu.be/8yy_K6VtHJw
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Sign Language fluency among 98 Deaf Service referrals

Gulati, 2019, page 30



•98 Deaf service referrals to Children’s Hospital, 
Boston, 1999
•Dangerousness to self and others correlated strongly 

with language dysfluency
• “Indeed, nearly half of the variance in these deaf 

psychiatric patients’ aggressive behaviors seemed 
attributable to problems with language.”

• Gulati, Language Deprivation Syndrome, in Glickman, N. & Hall, W., Eds.), 2019. Language deprivation 
and Deaf mental health.  New York: Routledge.  Page 28.



“Structurally speaking, LDS is incomplete 
neurodevelopment.” (Gulati, 2019, p. 25)



• “In Mayberry’s words, language-deprived people suffer from 
“…underdeveloped neural language processing… 
• …that has failed to grow forward in the adult brain…
• due to an absence of language experience during critical moments 

throughout early brain development.”
• Mayberry, Chen, Witcher & Klein, 2011, Age of acquisition effects on 

the functional organization of language in the adult brain.  Brain and 
Language, 1119, 21-69.



Gulati, p. 38.

• “Penicaud and colleagues examined the anatomy of brains exposed to 
inadequate language.
• They found reductions in gray matter in the visual association areas of the 

brain.
• Native signers had the highest gray matter concentration, hearing people a 

medium amount, and language deprived people the least.
• Those learning their first language as early teens had 25% to 30% less gray 

matter in key visual association areas, for example, than native signers.”
• Penicaud, S., \Klein, D., Zatorre, R. J., Chen, J., Witcher, P., Hyde, K., $ Mayberry, 

R.I. (2013). Structural brain changes linked to delayed first language acquisition in 
congenitally deaf individuals.  NeuroImage, 66, 42-49.



LDS is a syndrome

• Syndrome is “a group of symptoms that consistently occur together or 
a condition characterized by a set of associated symptoms.”
• Language deprivation, resulting language dysfluency, plus a set of 

consequences.
• What constitutes language deprivation and how is it measured?
• What counts as language dysfluency and how is it measured?
• Can you have language deprivation without LDS?
• What are the necessary additional set of symptoms?
• In particular, are emotional and behavioral challenges a necessary 

component of this syndrome?  (Can you have LD without LDS?)



“Functionally, (LDS) is an intellectual disability.” (Gulati, 2019, p. 25)

• Specific language deficits
• Related cognitive and learning deficits
• Psychosocial deficits and impaired functioning
• Behavioral problems
• Challenges to educational and mental health interventions
• Legal challenges

• Remember the low levels of psychosocial functioning of Westborough Deaf 
Unit patients



Allen Cognitive Level (ACL) of Westboro Deaf 
Unit patients
• Mean = 4.6

• Needs helps with transportation
• Supervise medication administration
• Needs help meal planning, shopping, cooking
• Needs help recognizing dangers in environment
• May need reminders to wash and dress appropriately; assistance with laundry
• May need supervision with money



Gulati: 
Language 

deprivation 
syndrome

• Common language deficits
• Struggling with time and linear organization
• Struggling with cause and effect
• Struggling with empathy and theory of mind
• Struggling with abstract thinking
• Difficulty learning
• Difficulty with emotion regulation (coping)
• Struggling in relationships
• Reduced “fund of information”
• “Acting out” of feelings



Digression: Causes of language dysfluency in 
some hearing and deaf people



Language dysfluency in hearing persons

• Almost always have a medical, neurological or psychiatric cause
• These problems occur in deaf people too



Causes of language dysfluency (pathology)in 
Deaf and hearing people

Hearing people
Medical/neurological/
Intoxication
Developmental neurological 

problems: autism, severe 
developmental delays, learning 
disabilities

Brain injury, trauma, aphasia
Mental illness

Deaf people
Medical/neurological
Intoxication
Developmental neurological 

problems: autism, severe 
developmental delays, learning 
disabilities

Brain injury, trauma, aphasia
Mental illness
Some medical causes of deafness
Social causes
Language deprivation



 
 
 
 

        
  

Incoherent  MLS  Compre-      Proficient       Fluent  Eloquent 
  hensible   

   

Dysfluency Compared    
Robert Pollard, Ph.D.

Deaf
Hearing



Intoxication and slurred speech



Autism and language

3 commonly found language patterns 
• Echolalia:  Repetition of what the person just heard or stock phrases

• Question:  “Do you want something to drink?
• Answer:  “Do you want something to drink?”

• Difficulty with pronouns, especially “I”
• Question:   “What do you want to eat?”
• Answer:  “You want to eat hamburger.”

• Very circumscribed interests
• Person has extensive vocabulary for trains and other vehicles or weather phenomena
• Person unable to reply to “How are you feeling today?”



Dysfluent speech in a person who is normally 
fluent means something is happening in the brain
• Examples:  Trauma to the brain or blood supply to the brain 

interrupted or prevented (stroke) lead to aphasias 
• Aphasia:  Loss of ability to understand or express language, caused by 

brain damage
• https://www.youtube.com/watch?v=P-xLbPsYdv0
• https://www.youtube.com/watch?v=-GsVhbmecJA

https://www.youtube.com/watch?v=P-xLbPsYdv0
https://www.youtube.com/watch?v=-GsVhbmecJA


Aphasias have been studied in deaf persons

• Native signers who had strokes 
• Sudden and dramatic changes in language abilities
• Language changes comparable to hearing persons 

With strokes
• Same areas of the brain (Broca’s, Wernicke’s) impacted



Language dysfluency caused by severe mental 
illness
• Nancy Andreasen identified and classified 18 different kinds of
“disorders of thought, language and communication”
• Communication disorders
• Language disorders
• Thought disorders

• https://citeseerx.ist.psu.edu/viewdoc/download?doi=10.1.1.494.5030&rep
=rep1&type=pdf

• “Thought, Language, and Communication in Schizophrenia: Diagnosis
and Prognosis”

https://citeseerx.ist.psu.edu/viewdoc/download?doi=10.1.1.494.5030&rep=rep1&type=pdf


Tangential thinking

• In response to a question, person goes off point.
• “What city are you from?”
• “Well, that’s a hard question to answer because my parents…I was 

born in Iowa but I know that I’m white instead of black so apparently, 
I came from the North somewhere and I don’t know where, you 
know.  I really don’t know where my ancestors came from.   So I don’t 
know whether I’m Irish or French or Scandinavian or I don’t.  I don’t 
believe I’m Polish, but I think I’m.  I think I might be German or 
Welsh….”



Derailment.   Flight of ideas

• Pattern of speech/signing where the ideas slip off track on to another 

ideas which is not strongly related or which is not related at all.   

There is often only a vague connection between ideas.

• “Oh, hey, well, I, I, oh, I really enjoyed some communities I tried it, 

and the next day when I’d be going out, you know, um, I took control 

like, uh, I put, um, bleach on my hair, in, in California.  My roommate 

was from Chicago and she was going to the junior college.  And we 

lived in the Y.W.C.A. so she wanted to put it, um, peroxide in my hair, 

and she did, and I looked in the mirror and started to cry…I was fully 

aware of what was going on, but I couldn’t….”



Incoherence

• Speech/sign is essentially incomprehensible  (relatively rare)
• “Why do you think people believe in God?”
• “Um, because making a do in life.  Isn’t none of that stuff about 

evolution guiding, isn’t true anymore now.  It all happened a long 
time ago.  It happened in eons and eons and stuff they wouldn’t 
believe in him.  The time that Jesus Christ people believe in their thing 
people believed in, Jahovah God that they didn’t believe in Jesus 
Christ that much.”



Clanging

• A pattern of speech in which sounds rather than meaningful 
relationships govern word choice.
• “I am trying to make noise.  I’m trying to make sense. If you can make 

sense of out of nonsense, well, have fun.  I’m trying to make sense of 
out these.  I’m not making cents any more.  I have to make dollars.”
• Clanging, though relatively rare, has been observed in sign language 

when people associate signs based on sign properties, like 
handshape, much as a Deaf poet would.
•



Neologisms

• New word or sign formations.
• I got so angry, I picked up a dish and threw it at the geshinker.”   “So I 

sort of bawked the whole thing up.”  



Alice Thacker: Sign dysfluency in deaf people 
with schizophrenia
• Language dysfluency in deaf people with schizophrenia
• Psychiatric disorders can impair language and cognitive functioning in 

hearing and deaf people
• It is very easy to mix these up, diagnose incorrectly

• https://www.cambridge.org/core/journals/the-british-journal-of-
psychiatry/article/formal-communication-
disorder/51831D59F8E879DF659C6093A509FB16

https://www.cambridge.org/core/journals/the-british-journal-of-psychiatry/article/formal-communication-disorder/51831D59F8E879DF659C6093A509FB16


Language dysfluency in deaf people may also 
have medical causes

• Some of the causes of deafness also cause other medical or 
neurological conditions which impact language 
development.

• Difficult to identify one primary cause of dysfluent language; 
causes reinforce each other

• Crump, C., & Hamerdinger, S. (2017). Understanding etiology of hearing loss as a 
contributor to language dysfluency and its impact on assessment and treatment of 
people who are deaf in mental health settings. Community Mental Health Journal, 1-
7. doi:10:1007/s10597-017-0120-0



Cytomegalovirus (CMV)

• Cerebral Palsy
• Vision loss
• Hearing loss, often progressive
• Microcephaly
• Motor difficulties
• Developmental delays
• Learning problems
• Autism
• Attention deficit disorder

• Obsessive compulsive disorder
• Language learning disabilities
• Balance problems
• Poor impulse control
• Poor ability to delay gratification
• Language processing problems



Language problems associated with 
Cytomegalovirus (CRS)
• Periods of incoherent language
• Asymmetrical language skills
(receptive and expressive). May 
receive sign differently than they 
express it.
• Sign produced at slower rate
• Difficulty learning new 

vocabulary
• Difficult with word finding

• Difficulty with expressive and 
receptive fingerspelling
• May copy signs used by others 

before responding



Review: social and historical causes

• Decline of Deaf schools
• Mainstreaming the vast majority of deaf children
• Cochlear implants along with an oral philosophy
• Few deaf children are “native signers”
• Resources for exposing deaf children to quality sign decline drastically 

(while they are greater for Deaf adults)



One limitation of the cultural model

• A foreign language user enters a 
clinic
• A deaf person enters a clinic

• How comparable are the issues?



Gulati: 
Language 

deprivation 
syndrome

• Common language deficits
• Struggling with time and linear organization
• Struggling with cause and effect
• Struggling with empathy and theory of mind
• Struggling with abstract thinking
• Difficulty learning
• Difficulty with emotion regulation (coping)
• Struggling in relationships
• Reduced “fund of information”
• “Acting out” of feelings/behavioral challenges



Best study of “atypical” sign language from the 
Center for Atypical Language Interpreting (CALI) at 
Northeaster University
• https://www.northeastern.edu/cali/
• Persons with physical differences or limitations that impact signing 

(CP, deaf blindness, missing or malformed limbs, etc.)
• Persons who have exposure to different sign or spoken languages
• Deaf immigrants
• Senior Citizens
• Language and social deprivation

Atypical Sign

Dysfluent 
sign

https://www.northeastern.edu/cali/


CALI does not want to repeat language 
oppression

• How do we talk about “dysfluent” or “atypical” language?
• Deaf Community view vs “language experts”
• Importance of culturally sensitive discussion



Language variation vs language pathology



Examples

• Subcultural variants of a language (ex: African American Vernacular 
English (AAVE) or Ebonics) may have less status, and their users may 
be socially and politically disadvantaged, but there is nothing 
linguistically wrong or defective with their language usage.
• AAVE: “She over there.”  Standard English:   She is over there.
• AAVE “ We be working Monday through Friday ”  Standard English:  We work 

Monday thru Friday.
• AAVE “He work at the shop down the street.”  Standard English:  He works at 

the shop down the street.



Language suppression vs Language 
deprivation
• Many language minorities (Native Americans, First people in Canada) 

have experienced suppression of the languages of their cultures. This 
is culturally and psychologically destructive, but they still have native 
language abilities.



Ex: Language pathology is not clear or correct 
in any subcultural variant
• Languages have many different ways of referencing time.
• ASL has many ways to reference time that are distinct from English.
• When deaf signers can not clearly reference time, that is not language 

variation.  That is language (and cognitive) pathology.



Ex:   Who did what to whom?  

• Languages have many different ways to indicate subject, verb, object, possession, etc.
• English relies heavily on word order with some inflection.

• The man gave the book to his brother.
• English also uses some “case” declensions  (he, him, his).

• He gave his book to her.  
• Other languages (German, Russian) relay even more on this kind of case 

inflection/declension.

• ASL relies more heavily on spatial referencing
• It’s all good.

• What’s not good or normal is having no way to indicate subject-verb-object relations.



CALI Preliminary Report on “Atypical 
language” of sample
Limited or skewed use of space

Limited or no non-manual markers

Lack of referents/pronouns

Limited, incorrect or no use of classifiers

Limited or no use of temporal referents

Shorter, less complex sentences

Omission of verb inflections



Poor language development means poor 
cognitive development

Time and tense: Telling a linear story

Cause and effect: Especially how my behavior effects others

If this, then that: Considering of possibility

Problem solving: Identifying problems; Pros and Cons 

Abstract thinking: Ability to see patterns



Abstract thinking: Similarities and differences



Abstract thinking: How people treated you 
relates to  how you treat others



Abstract thinking: Past, present and future 
behaviors are related



Abstract thinking:  thoughts, feelings and 
behaviors are related



Theory of Mind 



Theory of mind/Point of view



Golden Rule



Empathy



Abstract thinking: Considering possibility, 
problem solving  (if this, then that)



Abstract thinking: What does 
something mean?



Without much language you can think about 
squirrels in trees
You can’t think about why squirrels are in trees



• Deaf people are not concrete thinkers but…..

people with language deprivation are.  



Fund of information

• Physical health
• Mental health
• Sex and relationship information; 

• including how to prevent pregnancy or STD
• Government, society
• Healthy diet and habits
• Independent living:  budgeting, cooking,
• Family information
• Counseling and psychotherapy

• Learning how to learn: Lesson 20 depends on the lessons before it.



LDS typically involves difficulty with….

• Emotional regulation (coping skills)
• Volatile, often explosive, unstable mood and behavior

• Interpersonal relationships (social skills)
• Lives of interpersonal conflict

• Problem solving



Implications of 
poor language 
development

Learning problems; Poor thinking and problem-
solving skills: Looks like learning disability

Attention and behavioral problems: Looks like 
ADHD and Conduct Disorders

Legal problems; many end up incarcerated 
(competency/fitness evaluation needed)

Teachers and counselors don’t have many tools

Legal system has no idea what to do with deaf 
people with LDS



Psychological co-morbidity is the norm. 
Language deprivation plus….

Trauma

Developmental delays, including autism spectrum (hard to tease out)

ADHD with learning disabilities

Oppositional Defiant Disorder and Conduct Disorder

Poor life skills set one up for repeated failure and then depression, anxiety, anger, self-esteem problems 

Poor life skills set one up for maladaptive coping approaches like substance abuse, violence and legal problems



Interpreting dilemmas

• Client is unclear
• Interpreter doesn’t understand
• Clients aren’t aware of the language difficulties



Danger for interpreters
Crump and Hamerdinger, 2017

• Interpreters may attribute all the possible medical causes of dysfluent 
language to the social cause of language deprivation
• They may  normalize dysfluent language as normal variation (“grass 

roots” language) within the Deaf community
• They may cover over dysfluent language, keeping the clinician from 

having vital diagnostic information
• This is common because good interpreters don’t want to make deaf 

people look bad.  They also doubt themselves.
• Interpreters do struggle interpreting dysfluent spoken and sign 

language.



Interpreting dysfluent language emerges as 
key training issue
• Alabama Office of Deafness Mental Health Interpreter Training

http://www.mhit.org/

• Northeastern University Center for Atypical Language Interpreting

https://www.northeastern.edu/cali/

• Robyn Dean and Bob Pollard, Demand-Control Schema

• https://demandcontrolschema.com/book/

http://www.mhit.org/
https://www.northeastern.edu/cali/
https://demandcontrolschema.com/book/


Age of Language Acquisition and Prevalence of 
Suicidal Behavior in a Deaf Population with Co-

occurring Substance Use Disorder 
• Among deaf persons in substance abuse treatment, those 

with significant language deprivation (language exposure 
after age 10), more likely to show past suicidal behavior and 
thinking

• Study shows the importance of assessing language skills 
more closely

• Embree, J. A., Kinzeler, N. R., Fraker, S., Castle, S., & Wilson, J. F. (2017). Age of Language Acquisition 
and Prevalence of Suicidal Behavior in a Deaf Population with Co-occurring Substance Use Disorder. 
JADARA, 51(3), 1-24. Retrieved from https://repository.wcsu.edu/jadara/vol51/iss3/1



Research question

• If we include variables of 1. age of exposure to sign language and 2. 
measures of spoken and sign language skill, to whatever else we are 
studying, what would we find?

• Hypothesis: Poor language skills (in both spoken and sign languages) 
would be correlated with most (all?) negative outcomes



Effective communication with deaf people 
with LDS

• What are my “clients” language and communication skills?
• How do I assess this?

• What are my language and communication skills?
• How do I assess this?
• Hearing people notoriously think they sign better than they do.

• Do we need help?
• What help is available?  
• The need for a clinical and communication team.



Who is qualified to do the sign language assessments of clients and 
staff?



Client communication skills evaluations

• Developing and utilizing appropriate language and communication 
skill evaluations is an emerging best practice in Deaf mental health



The emerging role of Deaf Communication 
Specialist

• A true expert in communication with diverse D/deaf people
• Specialized communication assessments

• Clients
• Staff

• Teacher: Language development
• Consultant on Language and culture
• Deaf interpreter?  Oversight of interpreting.
• Works along side clinical staff to support communication access
• May assist with legal competency training when the reason for 

incompetence is language deprivation



Standardized receptive sign language assessments

• American Sign Language Assessment Instrument  (ASLAI)
• American Sign Language Receptive Skills Test (ASL-RST)
• American Sign Language Phonological Awareness Test (ASL-PA)
• American Sign Language Comprehension Test (ASL-CT)
• American Sign Language Discrimination Test (ASL-DT)

• Alabama and South Carolina Communication Skills Assessment
• Book chapter link

https://mh.alabama.gov/wp-content/uploads/2021/02/FINAL-Language-Deprivation-and-
Deaf-Mental-Health.pdf

https://mh.alabama.gov/wp-content/uploads/2021/02/FINAL-Language-Deprivation-and-Deaf-Mental-Health.pdf


Discussion

• What information do you need about your client's language and 
communication abilities?

• How could a genuine communication expert help you in your work?



• Can they tell and understand a story?
• Beginning, middle, end; First, second, third….
• Segues.    First this, then that
• Who did what to whom
• Important vs unimportant information
• Why this story is important



What are my (therapist) language and 
communication skills?
How do I assess this?

Signing 
clinicians

Signing clinicians able to 
communicate well with deaf 

people with significant 
language deprivation



Gold standard: ASL assessments

• Rochester Institute of Technology/National Technical Institute for the 
Deaf
• https://www.rit.edu/ntid/aslte/assessments
• Gallaudet
• https://www.gallaudet.edu/the-american-sign-language-proficiency-

interview/aslpi/

https://www.rit.edu/ntid/aslte/assessments
https://www.gallaudet.edu/the-american-sign-language-proficiency-interview/aslpi/


It’s Super-therapist!
• Able to communicate
skillfully with all deaf people
• Able to address any clinical
problem
• Works with children,    
teens, adults, couples, groups
with equal skill
• “I can do it all!”  ---NOT!!!!                                



Deaf mental health therapists 
everywhere are expected to have 

super- human abilities.



Humility is a life and career saver, especially 
humility about one’s communication skills 



• Clinical providers 

• Standard interpreters

• Deaf interpreters

• Communication Specialist

• Para-professionals

• In any Deaf program or service, there should 
be a communication and clinical team



Unresolved questions about LDS

• Exact diagnostic criteria?
• Measurement/assessment of language deprivation and dysfluency
• Boundaries of the syndrome?  
• What are the essential components of the syndrome?

• Language deprivation plus what?
• Can you have LDS without significant emotional and behavioral 

dysregulation?  (LD without LDS)



Diagnostic recommendations

• LDS diagnosis should never be used when the person is a competent 
signer, no matter their abilities in spoken language 

• LDS diagnosis should be limited to people with documented severe 
language deprivation

• LDS is a developmental syndrome. Must be present from early 
childhood



• LDS should require an expert evaluation of language abilities in spoken and 
sign language

• Functional abilities (safety skills, independent living, working, social skills, 
etc.) should be evaluated and documented for interventions

• The syndrome means that emotional and behavioral dysregulation is 
present

• Careful attention to differential diagnosis.  Misdiagnosis is easy.
• Example: schizophrenia in deaf people

• Comorbidity with multiple other disorders is the norm



LDS and its implications

• Therapy
• Interpreting
• Language assessment
• Language development
• Medical implants
• Educational policy and practice
• Advocacy and the law



Implications for psychotherapy and “pre-
therapy”



Discussion

1. Does this discussion fit your experience?
2. What questions does this raise for you?


