
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

PITFALLS IN DIAGNOSIS 
 

Deaf people require special psychiatric services because there is a 
serious risk of misdiagnosis when mental health professionals who 
have no understanding of the psychological and sociological aspects 
of different types of deafness and who cannot communicate using sign 
language, are faced with a deaf client. 

I will discuss some of the areas where there are particular problems 
and try to focus on the knowledge and skills required by 
professionals who are involved in the development of mental health 
services. 

"Deaf people are ( probably) no more likely and no less likely to 
suffer from frank mental illness than hearing people.11

 

(J.C.Denmark) - However, when they do suffer mental illness they are 
seriously disadvantaged and cannot avail themselves of the existing 
psychiatric services because the communication difficulties 
interfere with Assessment, Diagnosis and Management. 

Doctors and mental health professionals who have little or no 
understanding of deafness, often feel deskilled and helpless when 
they encounter deaf people. Meadows and Schlesinger have described 
the SHOCK-WITHDRAWAL-PARALYSIS reaction experienced by professionals 
when faced by a deaf clien.t The shock-withdrawal-paralysis refers 
to the sense of powerlessness and hopelessness experienced by 
professionals who feel unable to use well established diagnostic and 
therapeutic skills in the assessment of deaf people. In addition 
the professional is often embarrassed by the serious communication 
difficulties and fails to attempt any form of communication. 
However, to cover up feelings of inadequacy and because 
professionals feel under pressure to offer an opinion they make a 
diagnosis that has no firm basis in established, accepted, clinical 
practice. 

Many psychiatrists and mental health workers make well intentioned 
attempts to communicate with deaf patients using various means that 
they consider to be appropriate, but because the professionals lack 
an understanding of the implications of various types of deafness, 
the methods used are often inappropriate. 

It is extremely difficult to diagnose even physical illnesses 
without effective communication between patient and doctor. The 
doctor has to be able to communicate with the patient in order to 
obtain a proper history and an accurate account of the presenting 
symptoms. 

 
Communication is also crucially important if the doctor is to put 
the patient at his ease and enlist his co-operation in order to 
carry out an examination. If the patient is profoundly deaf, has 
poor speech, poor verbal language, and relies on sign language for 
communication, then most doctors find it impossible to examine the 
patient properly and make an accurate diagnosis. 
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A prelingually profoundly deaf married lady, was referred to this 
department at the age of twenty-four years by her psychiatrist at 
the instigation of the social worker for the deaf. She had a 
history of deterioration in her communication abilities and personal 
habits which was thought to have started shortly after the birth of 
her first child. She was admitted to a psychiatric hospital from a 
general hospital where had been admitted with a fractured jaw. 

On admission it was apparent that she was withdrawn, uncommunicative 
and apathetic. On clarifying the history it became apparent that 
her ability to communicate had deteriorated prior to the birth of 
her child. In addition she was found to have been incontinent at 
times and in actual fact had suffered the fractured jaw at the hands 
of her husband who thought she was lazy end unwilling to care for 
their baby.  It was initially thought that she may be suffering from 
a puerperal psychosis but it soon became clear that she had a number 
of neurological abnormalities. She was diagnosed as suffering from 
Schilder's Disease, a degenerative condition of the nervous system. 

A meeting was held with her family, husband and social worker, to 
explain the nature of her illness and she was transferred to a 
hospital nearer her home, where sadly she died a few months later. 

 
Communication is thus of vital importance in all medical practice, 
but it is in psychiatry that communication between professional and 
client is of absolutely crucial importance.  The process of 
diagnosis in psychiatry relies on the ability of the patient to give 
an account of his experiences end the psychiatrist's ability to 
understand him. Furthermore, mental health professionals need to 
have an understanding of the psychological, sociological and 
psychiatric aspects of deafness, if they are to distinguish any form 
of abnormality. 

 
The three major areas where problems can arise are: 

1) Deafness is misdiagnosed as intellectual handicap 

2) Psychiatric illness is missed 

J)  Psychiatric illness diagnosed where none exists 

 
1) Deafness is Misdiagnosed as Intellectual Handicap 

 
Prelingual profound deafness is, unfortunately, sometimes mistakenly 
equated with intellectual handicap. Since ancient times attitudes 
towards deaf people have been veiled in ignorance. Aristotle, for 
example, believed that those who were born deaf were 'incapable of 
reason'.  Even in recent times, deaf people have been denied their 
rights. For example, until recently in some countries of the 
developed world, deaf people could not own property because they 
were considered incapable of understanding the property deeds. 
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The commonest cause of failure to develop speech is mental 
impairment, so that failure to develop speech from whatever cause, 
may be mistakenly thought to be due to intellectual handicap. lf a 
mental health worker without understanding of the implications 
of deafness, tries to communicate with a prelingually profoundly 
deaf person, using the written word, the questions may not be 
understood or may remain unanswered. Even if the deaf person 
attempts to answer the question, the answers may contain misspelt 
words, poor grammar and syntax etc., all of which may be regarded as 
further evidence of intellectual handicap. 

Furthermore, when a prelingually profoundly deaf person is examined 
by a psychologist who is without facility in sign language, there 
will be difficulty in explaining the nature and requirements of the 
test situation. If the psychologist is unaware of the psychological 
and linguistic implications of deafness then verbally loaded tests 
may be used, and the interpretation of the results of these tests 
may be seen as a confirmation of the existence of an intellectual 
handicap. 

A nineteen-year old deaf youth was referred with a history of 
irresponsible behaviour, inability to keep employment and outbursts 
of aggressive behaviour. Some two years previously he had been 
referred to another psychiatric clinic and had undergone 
psychometric testing. He had achieved an I.Q. of 57 using the 
Terman Merril Test, and therefore was considered unemployable. He 
was able to communicate by combined oral and manual methods and 
there was no evidence of any frank psychiatric abnormality.  Using 
the Wechsler Adult Intelligence Scale he achieved an I.Q. of 114, 
the scores on the sub-test being uniformly above average. He was 
recommended for vocational training and he did very well indeed.  He 
is now gainfully employed.  The Terman Merril Test is verbally 
loaded and the discrepancy between the results of this test and that 
of the Wechsler illustrates the inapplicability of using verbally 
loaded tests with deaf subjects. - (Case referred to 
Dr. J.C. Denmark) 

In considering the issue of deafness and intellectual handicap, it 
is important to appreciate that there is a high incidence of 
disabilities in the deaf population. A study of 3,000 
children in schools for the deaf in the European Economic 
Community ( Martin1979 ) revealed that 9.9% were mentally 
handicapped in addition to their deafness.  Most of these were 
children, affected by rubella embryopathy, birth trauma, 
anoxic brain damage, meningitis and other central nervous 
system related pathology.  These 'organically tinged1      patients 
often present with hyperactivity, distractability, impulsivity, 
and learning difficulties and require careful individual 
evaluation.  These evaluations can only be carried out properly 
if the professionals are acquainted with the implications of 
different types of deafness and who can communicate effectively 
using different modes. 
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2) Psychiatric Illness is Missed 

The second major area of difficulty is that psychiatric illnesses 
are not diagnosed in deaf people who are examined by psychiatrists 
who cannot communicate with them. For example the diagnosis of 
schizophrenia is based on the presence of complex symptoms such as 
thought disorder, perceptual abnormalities, passivity phenomena, 
delusional ideation etc. If a psychiatrist is unable to communicate 
using sign language, it may prove impossible to elicit the above 
symptoms thus making accurate diagnosis impossible..   
Furthermore, t he psychiatrist may wrongly attribute the symptoms 
of a mental illness to deafness, and thereby miss the presence of 
psychiatric illness. The following case illustrates the 
problem. The referral note was written by a psychiatrist. 

"A.R. is a 23 year old deaf and dumb West Indian girl with whom 
neither I nor any of the nursing staff could make any communication. 
Certainly I would be quite unable to either diagnose the patient's 
mental disorder or thereby prescribe her treatment or make adequate 
recommendations for her rehabilitati.on I am unable to give any 
assurance myself of being professionally competent in the diagnosis, 
treatment, rehabilitation or care of this girl. When she was in 
hospital it was a frightening experience for other patients and 
conversely for A: nursing staff and medical staff simply had to 
resort to emergency psychotropic medication treatment. It would be 
disastrous for this young girl to be admitted, even as an emergency 
case, to an acute psychiatric ward. 

Signed…………………………… 

N. B. From my observations purely of this patient, it does seem that 
she has a behaviour disordered personality frustrated by her 
inabilities to communicate. I am unable to substantiate any 
diagnosis of functional psychoses." 

 
In actual fact when this lady was admitted to the department she was 
found to be suffering from a schizo affective illness which  
responded well to treatment with medication. 

 
It is important to appreciate that even with trained personnel, who 
have an understanding of the psychological and sociological aspects 
of deafness and who can communicate using sign language, that 
diagnosis may be extremely difficult and in many cases prolonged 
observation and assessment may be necessary.  Sometimes, despite 
prolonged observation, it is not possible to arrive at a diagnosis. 

 

3) Psychiatric Illness Diagnosed where None Exists 
 

There is also a danger that a psychiatric illness may be mistakenly 
diagnosed where none exists. 

 
When young deaf people present with problems of behaviour and 
adjustment, when frustrated or emotionally upset, they are prone to 
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'act out' and make their feelings known by temper tantrums, 
aggressive outbursts and physical violence. There is a serious 
danger that because of a lack of effective communication, the mental 
health professional is unable to discuss the deaf person's emotions 
and feelings and attributes the disturbed behaviour to mental 
illness. 

The following case illustrates some of the problems: 

P.C. was referred by a child psychiatrist at the age of fourteen 
years. He was born profoundly deaf due to rubella embryopathy. He 
was first educated at a school for deaf children which adopted a 
purely oral approach to communication but was excluded at the age of 
7 years due to behaviour problems. He was then accepted at a school 
for maladjusted deaf children where he behaved well but had to 
leave at the age of 12 years when the school closed down. P.C. was 
then transferred to another school for deaf children which employed 
'total communication'. He became disturbed, aggressive and unhappy 
in the new school environment. He was seen by a child psychiatrist 
who diagnosed a functional psychosis.  He was treated with oral and 
depot psychotropic drugs which precipitated neurological side 
effects.  These side effects distressed him and he became 
more disturbed.  He was excluded from school and admitted to a 
children's secure unit where no-one could communicate with him 
effectively. 

P.C. was admitted to the department for observation. He presented 
as an immature, shy, sensitive boy. He was able to communicate at a 
basic level using British Sign Language and readily described his 
frustrations and difficultie.as.  No evidence of psychosis was found. 
He responded well to individual and group therapy, and there were no 
serious behaviour difficulties during his stay in the department. 
He was transferred to another school for deaf children. 

 

I would like to comment briefly on the use of interpreters in mental 
health settings:- 

Mental health professionals when faced with a profoundly deaf person 
who uses sign language, use interpreters to communicate with the 
patient - and quite rightly so. There are many benefits to be 
gained from the use of interpreters, but it must be borne in mind 
that unless the interpreter has some understanding and experience of 
psychiatry, their involvement can be to the detriment of the 
clinical examination and assessment.  

The interpreter is never just a passive 'translator' within a mental 
health setting. He/she must understand the nature of the diagnostic 
process in psychiatry. A prerequisite for interpreters to properly 
fulfil their role, is a knowledge and understanding of the 
psychological, sociological and psychiatric aspects of deafness. 

The interpreter needs to be familiar with a number of special 
sub-groups that are sometimes included under the blanket term of 
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deafness, including intellectually handicapped deaf people and 
developmental disorder of communication of other aetiologies, and 
should be in a position to familiarise mental health workers who 
have no knowledge of deafness, about the limitations that the 
presence of additional handicaps place on the communicative process. 

It is imperative that if the psychiatric needs of deaf people are to 
be met, they must have access to services staffed by mental health 
professionals who have the following knowledge: 

a) A sound basis of clinical knowledge of psychology, psychiatry, 
psychotherapy, and the especial psychiatric problems. 

b) An understanding of the psychological and sociological 
implications of different types of deafness. 

c) An ability to communicate using sign language. 

d) An understanding of developmental issues and of disorders of 
communication of various aetiologies. 

e) An understanding of audiology. 
 

When each European country has a core of workers who have the 
knowledge and skills mentioned, then, and only then, will deaf 
people have the opportunity to avail themselves of psychiatric 
services that can attempt to meet their needs. 
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