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Discrimination Prohibited

Title VI of the Civil Rights Act of 1964 states: “No person in the
United States shall, on the grownd of race, color, or national origin,
be excluded from. participation in, be denied the benefits of, or be
subject to discrimination under any program or activity receiving
Federal financicl assistance.” T'herefore, the training grants program
of the Vocational Rehabilitation Adminisiration, like every program
or activity receiving financial assistance from the Departmeni of
Health, Education, and Welfare, must be operated in compliance with
this law.
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FOREWORD

Psychiatry ard the Deaf is a unique contribution to the professional
literature in an area in which knowledge and understanding are all
too sparse. First, this work represents a pioneering step toward re-
dressing the neglect which long has characterized psychiatric concern
for the deaf. Second, the information within its pages is preserted in
a way that captures the vitality and spontaneity of spirited exchanges
between knowledgeable professionals in the workshop of April 1967
at the New York State Psychiatric Institute. |

Reading this report, with its free and informal style, can impart
to one the feeling of joining in the same philosophical movement that
motivated those who actually attended the workshop. Hopefully, the
material presented here will be transformed into working knowledge
useful in providing mental health services to persons who are deaf.
Hopefully, too, the availability of this knowledge will stimulate new
programs to bring better care to more of those who need it.

Of particular interest is discussion concerning the correction of
misdiagnoses of hospitalized deaf persons and of the rehabilitation of
thementally ill deaf as exemplified by the State program in New York.
Here is sn encouraging and significant example of what can and must
be done on a larger scale and in other areas.

It is deeply gratifying to me and to my associates in the Social and
Rehabilitation Service that our agency had a part in this publication,
and in the workskop which inspired it.

Mary E. Swrizes
Admimistrator
SOOIAL AND REHABIIITATION SERVICE

x




Editors’ Pretace

This monograph reports a meeting unique in medical history. For
the first time psychiatrists from all parts of the country came together
to learn about, to discuss, and to exchange views gained from their
psychiatric and psychological work with the deaf. Supported by the
Rehabilitation Services Administration (formerly the Vocational Re-
habilitation Administration) of the Social and Rehabilitation Service,
the meeting was cosponsored by the New York State Psychiatric In-
stitute and the New York University Center for Research and Train-
ing in Deafness Rehabilitation. Tt was held at the New York School
for the Deaf in White Plains, N.Y., the Rockland State Hospital ir
Orangeburg, N.Y., and the New York State Psychiatric Institute at
Columbia University’s Medical Center in New York City. All of these
agencies had long cooperated with the Institute’s Department of Medi-
cal Genetics as that Department pioneered in developing—and then
gradually extended—its network of psychiatric services to the deaf.

Interchange was lively and enthusiasm high throughout the con-
ference. Doctors who felt they had been working in the dark were
excited to find others who shared their interest, and they were quick
to take advantage of the chance to learn from each other, share their
difficalties, and gain in experience.

In preparing the manuscript, we have tried to keep intact this feel-
ing of excitement and discovery by reporting the meeting as it un-
folded. The first day included visits to the New York School for the
Deaf and to New York’s unique inpatient unit for the deaf at Rock-
land State Hospital. A+ both places there were presentations of the
psychiatric programs designed for the particular setting, presenta-
tions of special individual material, and plentiful discnssion from the
participants; all of this has been re-ained, from introductory remarks
to questions and responses from the floor. The result resds more like
a play than a text, and we hope that tiic reader will find it easier going
than he would if the material were more bookish.

The second day (at the Psychiatric Institute) was given over to
theoretical and organizational matters presented by the staff of New
York’s project for the deaf, and to various aspects of their own ex-
perience volunteered for discussion by the participants. Here too we
have tried to hold to the informal feel and discursive sense of the
original meeting. Tt is our belief that the most abstruse concepts of
theory and practice can generally be expressed in terms understand-
able to all. To reclothe them, for publication, with formal professional

I
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jargon and a scholastic veneer would fail to convey the very spon-
taneity and basic sense of interest that was the heart of the conference;
it would also limit the readership to dedicated scholars and self-
punishing insomniacs. We will have reported this conference ac-
curately only if you sense the vitality of the area and fleetingly wish
y.ou hw:i been there.

‘We would like to acknowledge the assistance of Drs. Boyce Williams
and I. Deno Reed of the SRS and the effective efforts of Drs. Edna
Levine and McCay Vernon who formed, with us, the planning com-
mittee for the conference. Miss Mims Cataldo and Mr. Steven Johnson
worked ursiintingly in handling all administrative matters and ar-
rangements, and Hella Freud Bernays assisted with the editorial task.

Jorxw D. Ramizr, M.D.
Kenwners Z. Avrsaoier, M.D.

Editors
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Background and History of
New York State Mental Health Program
for the Deaf

Dr. John D. Rainer

Dr. Rainer:

I want to welcome you to this genuinely historic conference de-
voted to a new psychiatric subspecialty. a conference which has been
too long in developing. We are meeting this morning at the New
York School for the Deaf in White Plains, N.Y. where we will be
able to see the children, the school, and part of our program in action.

This is the first time, I believe, that a group anywhere approaching
this size of psychiatrists specifically interested in the problem of

psychiatry for the deaf has gotten together. I think of this workshop

today as only the ground breaker, the first among many gatherings
of our profession devoted to psychiatric concern with the deaf. Let
me begin by telling you how my colleagues and I visualize these 2
days, what we hope will happen, and what our plans are. We want,
above all, an interchange of experiences, of ideas, and of questions
among all of us. The history of psychiatric concern for the deaf is a
recent one, and we have much to learn from one another.

A little over 10 years ago, with Dr. Edna Levine and the late Dr.
Franz Kallmann, we first set up a psychiatric research project and a
clinical program for the deaf. At that time we were very much aware
of the fotal lack of information about the deaf that existed on the part
of psychiatrists and mental health agencies. We ourselves had been
drawn to an interest in the deaf because of our experience in marriage,
parenthood, and family counseling, and also because of our research
on the etiologic and contributing factors in mental illness. With the
exception of Dr. Levine, who had been working with the deaf for
many years, we came to this field from tlLe outside. We were surprised
to find a complete absence of psychiatric facilities for diagnosis and
treatment of the deaf. Indeed, the very size of the group of deaf per-
sons in New York State wasnot known.

For overa century, of course, rehabilitation specialists and educators
had been working with the deaf. They knew that early deafness creates

1
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unique adjustment, problems. Psychologists were already devising bet-
ter ways of measuring intelligence, thinking, and maturity of the deaf,
and were beginning to tackle the emotional and feeling aspects as
well. But the pathway to an understanding of psychiatric symptoms
and to the delireation and availability of treatment, as well as to psy-
chistric care on an individual or group basis, was blocked by for-
midable communication obstacles. Even at the time, though, it was diffi-
cult 1o see why an area so rich in theoretical and practical problems,
involving a group so deserving and needy of psychiatric help, was so
grossly neglected by our profession. I suspect that it was mere than
just neglect, that there were some more subtle anxieties among us that
accounted for thislack.

Let me illustrate by a brief anecdote : When our first book came out,
“Family and Mental Health Problems in a Deaf Population,” the
Library of Congress, in printing their usual index cards that are sent
to libraries throughout the Nation, had listed the project as “Mental
Heslth Project for the Death.” They hastily corrected the misprint,
of course, but somehow, I felt it was a meaningful slip. The scurndless
world of the deaf was equated, unconsciously, by many persons, with
Yifelessness, with impenetrability, and with hopelessness regarding
vital human contacts.

TIn the retrospect of 10 or 12 years, this attitude, fortunately, seems
quite remote. How different it has been for <1l of us who have ventured
to explore this territory. In our very first visits to State hospital wards;
moving from building to building in search of deaf patients (many of
whom had been there for decades), it was inspiring to us as well as
to the patients, that, with. our newly-acquired skills of manual com-
munication, elementary as they were at the time, we were able to see
the awakened contact, the chance to talk and to listen, of persons who
had not communicated with anyone in years. ;

ATl of those connected with our program, from psychiatrists to ward
attendants, have experienced a fascination and have developed a dedi-
cation and a loyalty which I believe could not have been predicted in
those days. Perhaps those feelings were engendered by the inherent
interest of the work, pernaps by the challenge of doing the seem-
ingly impossible, or by the gratification of success, or by some special
emotions] satisfaction we found in reaching the deaf. In any event, all
of us who heve worked with these patients became inspired by the
feeling that we are part of a special group who are privileged to
do the job. I think this feeling which we have noticed as new people
joined our staff, is something which bodes well for the future of
this work in any of the areas or the States or the regions where all
of you arebeginning to-work with the des.
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BACKGROUND AND HISTORY 3

Among the participants here are some who have had considerable
experience with the deaf, some who are now engaged in programs for
the deaf, and others who have been called upon to consult or are con-
nected with State mental hygiene or rehabilitation programs serving
the deaf. In the course of these 2 dsys, then, we hope that you will get
some idea of our own mental health program, which started as that
research and pilot clinical program in 1955.

In the first phase of our work, we found out all we could about the
adjustment problems, the family problems, the sexual problems, the
vocational problems, of the deaf population. We gathered many sta-
tisties on them. Wo studied the genetics of their deafness. We re-
viewed the lives of deaf achievers, those who had achieved professional
stafus despite their handicap. In the clinical ares, we set up a pilot
clinic in which we saw over 250 patients in those years. Finally, we
snrveyed the State hospitals end found there were almost 250 deaf pa-
tients among the 100,000 patients in our New York State mental hos-
pitals. In the course of this work, we evolved some thoughts on psy-
chiatric examination and psychiatric diagnosis, we developed some
methods of psychotherapy, and we formulated the need for an in-
patient psychiatric program for the deaf.

Many of these matters you will be hearing about tomorrow. This
afterroon at Rockland State Hospital you will see the inpatient pro-
gram, the second phase of our project which began in 1963, where we
have a 30-bed ward to which deaf patients can be transferred from
other hospitals or admitted directly from the community. You will
have a chance to see the patients, the group therapy program, the
occupational therapy program, and the entire ward arrangement. This
inpatient service as well as the outpatient service are now established
as an integral part of the New York State Department of Mental
Hygiene, and may serve as a model so that you may learn from our
successes and benefit from our mistskes in setting up similar programs
On your own.

The third phase of our program, presently supported by the United
States Vocational Rehabilitation Administration, has to do with ex-
tending the program in two directions, rehabilitation and prevention.
Rehabilitation has to do with assisting patients in their efforts to live
and work in the community during or after their formal treatment.
Prevention deals with mental hygiene in the early years and brings
us directly to the schools—that is the main reason we are here this
morning.

The deaf child is probably more dependent on the school, and de-
pendent at an earlier age, than the hearing one, and hence, especially
for those of you who have not had too much contact with schools, we

206-860 0—88—2
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4 PSYCHIATRY AND THE DEAF

will begin our demonstration with the educational aspects. You will
have a chance to observe the early cradle—if you will—of the develop-
ment of the deaf child. Dr. Roy Stelle will tell you about the school
sstting, and then Dr. Altshuler will open & session on the preantive
psychiatric programs at the school level.

Following this discussion, you will hear from a panel of deaf adults,
discussing their own lives and concern with mental health and adjust-
ment. After lunch here at the school, we will proceed to Rockland
State Hospital, for a demonstration of the inpatient service. Tomorrow
we meet at the Psychiatric Institute. There we will have more de-
tailed presentations of theoretical, diagnostic, therapeutic, and the
organizational aspects of work with the deaf.

Tomorrow, those of you who have expressed the wish to do sc, will
be called upon. Time is also allotted tomorrow for discussion, and this
will probably be the most important part of the meeting. Perhaps
others of you would also like a specific chunk of time—perhaps 5 to
10 minutes—to tell the rest ¢f us a bit from the platform of what you
are doing. We want all of you to participate, to ask questions, to add
to the discussion, both in the formal group and informally during
the day and evening. In that way we can have a genuine workshop and
really plant a seed for the future.

[P
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Introduction to the School Program
Dr. Edna S. Levine

S GA————————————

i Dr. Levine:

‘Wken I first entered the field of deafness as a clinical psychologist,

& number of years ago, my major responsibility was to hew clinical

paths, both in service and research. At thet time it was a peculiarlyl

monodisciplinary field-—for educators exclusively. Another major re-

' sponsibility, therefore, was to recruit new disciplines. I think our

! major achievement was to recruit psychiatry, at that time in the person

of Dr. Franz Kallmann, and now his staff, Dr. Rainer and Dr.
Altshuler, who are continuing his pioneer work. '

'We have waited long for this meeting, and have anticipated much
from it. We wish to express how very welcome you are in this field,
and how much we hope you will stay in it.

For decades the school has been a major influence in the lives and
development of deaf people. In looking back to the educational meth- |
ods formerly used with the deaf, you would have seen each pupil as :
an individual more or less encased in his own little glass tomb. Per- ?
: haps only then you might begin to appreciate that today’s children

| don’t show what deafness is, nor the true implications ¢f what being
deaf means.

It is strange to see happy children, as you will here, behaving the
f way ordinary children do in regular schools, and yet to realize that
these children are quite different from those that you see in regular
i schools. Nevertheless, they are different—and I think in the ccurse
; of the discussion we will arrive at some of the implications of this
difference.

Suppose we begin by concentrating on what deaf people are exposed
to regarding personal, scholastic, and social development in the course
of their school program. Here to tell us and show us is Dr. Roy M.
Stelle, superintendent, of the New York School for the Deaf.

1 ] . . ‘

e

PO

ERIC

Full Tt Provided by ERIC.




History of New York School
for the Deaf

Dr. Boy M. Stelle

Dr. Stelle: | ;

First, I wish to welcome you all to New York, and especially to
the New York School for the Deaf thismorning. ;

The New York School for the Deaf, the second oldest school for the !
! deaf in the United States, wes chartered April 15, 1817, and opened {
i classes the following year. The first classes were held in New York’s
City Hall. It was Rev. John Stanford, then chaplain of the Almshouse
in New York, who saw the deaf children in lower Markatian, felt the
need, and realized that something should be done for them. He inter-
ested some influential people, including DeWitt Clintcn, who fater
became governor. It was he who became the first president of our
board of directurs.

Since then, the school has had four different locations, having
moved from the city hall to 23d Street and from there to 50th Street,
where Saks Fifth Avenue is today. In 1856, it moved to the area where
tha Columbia-Presbyterian Hospital is today, and there it stayed until
1938. By that time, those buildings were pretty well worn out. The sur-
roundings were becoming too much of a city for the school, and so it
moved out here. And we have been here ever since.

The buildings.were all built in 1938, with the exception of the pre-
primary building, which was completed just 8 years ago, as was the
gymnasium, including the swimming pool.

There are many exciting things that we are just getting started on
bere, one of which is our experimenting with cued speech with the
children. You may not yet have heard of cued speech, but you will
probably hear something about it today, and get a chance to talk
about it.

-'We have arranged this morning so that you may get a quick, bird’s-
eye view of the school. We will return here at 11 o’clock for further
discussion and the rest of this morning’s sessgions.

B : : 6/ 1
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Tour of the School
and Demonstration of Educational Techniques
at Various Age Levels

The tour of the school included the preprimary division, the ele-
mentary school, and the high school. The preprimary division, housed
in a separate building, provided the visitors with a bird’s-eye view of
the art class, regular instruction classes, and speech training. In the
elementary school, regular grade instruction was seen. High school

classes in English, geography, mathematics, social studies and chem-
istry wera visited.

Dr. Rainer:

We will now resume our workshop. Up to now you have really seen
half of the background of mental heslth, the school part of it. You
have seen the regular functioning of the educational system. The other
balf is in the home,

We are here, though, in our capacity as psychiatrists, especially in-
terested in emotional problems of which you may not have seen too
many in the classrooms as you went around. Dr. Altshuler will now
take over and describe to you the preventive psychiatry program which
we have initiated here at the New York School for the Deaf.

S/o
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The Psychiatric Preventive Programs
in a School for the Deaf

Dr. Xenneth Z. Altshuler

Dpr. Altshuler:

Let me begin by telling you something of how our preventive pro-
gram cams into being.

We all know, of course, that the neurotic disturbances that we see
in character and adjustment in adults have their roots in early ex-
perience in the family grouping, and generally evolve within that
grouping. Usually, the first time children become available to influ-
ences from without is when they enter school. That deaf children re-
quire the maximum use of this opportunity should be self-evident.
They are in isolation} also, the confusion and distress of the parents,
in the face of the handicap and the need for the children to mature in
the presence of a severe limitation, have been well documented.

Tt is of interest in this connection that one of our earliest studies
of deaf criminals and delinquents indicated that their behavior had
been visibly disturbed early in the school years, and tha$ there were
many times at which it seemed that if some suitable kind of interven-
tion had been available, their subsequent criminality may perhaps have
been averted.

Our first experience in the outpatient clinic with a number of stu-
dents who were referred from various schools, led us to try to explore
a little the needs within the school. Dr. Stelle was good enough to let
us come here to the New York School for the Deaf, and Dr. Rainer
and T undertook a series of consultations during the school years 1963
through 1965. -

During that time we saw about 40 students for individual evalua-
tion; it was necessary to see almost all of them more than once. What
we did was to try to outline a program of treatment or environmental
modification for them, as indicated, and the school psychologist, Mrs.
Mary Minor, together with the social worker, Mr. Norman J acoff, Dr.
Rainer, and myself, formed a kind of mental health team. Mrs. Minor
and Mr., Jacoff would carry the recommendations into action, and keep
tabs on what was being done, so that we were able to get some kind
of followup without having to see the students every week.

/0/ 11
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Of the pupils referred during that period 16 represented behavior
disorders, and 14 children what you might call incipient character
problems. There were another three with mental deficiency, and four
who were childhood schizophrenics. On the basis of our experience we
firmly believe that at least eight cf the children were enabled to remain
in school only because of the intervention of the team.

The problems we saw were what you would expect in any group of
school children. There were poor academic performance, disciplinary
problems, temper tantrums, hyperactivity, stealing, and sexual mis-
behavior. But we found, also, that there was a very curious lack of
what you might call camaraderie, the kind of group sense that you
come upon so often in hearing kids and young adolescents. This is the
spirit epitomized most clearly in youthful gangs. These deaf children
seemed to be more separate from each other, less involved with each
other’s feelings, less together.

It also became clear that a number of the children knew some of the
rules for living, but that the subtler nuances of the reasons for rules
and mores were lost to them, because of their difficulty in under-
standing. Some of their gualities ¢f personality resembled certain
aspects of the behavior which we have also seen in deaf adults. We
will be talking more about that tomorrow.

There was also & considerable interest, anc a great deal of active
experimentation, in sexual function, but there seemed to be an abysmal
lack of any kind of codified knowledge about reproduction, and agsin,
about the reasons for responsibility in this area.

During the second year we thought we might try an innovation and
see several students at one time in a group, with the idea that we
might use the group experience to help them begin to feel more about
what was going on in the other person, and to explore the potential
for interaction between them; in addition we hoped- to define, and
help with, any common problems, preoccupations, and concerns. We
thought also that-there might Bé some possible age- or sex-specific
differences in the patterns of thinking that we could come upon.

A collection of boys between ages 10 and 12 with whom we staried
seemed virtually unable to form any kind of group. They all remained
individuals, each one of them clamoring for the doctor’s attention.
They were entirely uninterested in each other. We tried them for four
or five meetings, but as we had only a limited smount of time, we
decided we would stop with this group and start with an older group
instead.

We then began two older groupings of boys 13 to 16 and girls
13 to 15. The boys’ group gradually developed some kind of group
identity and mutual awareness. The change was definitely in response
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to the doctors’ management of the group. I doubt that it would have
developed spontaneously.

For example, at first they behaved very much as had the younger
boys, quite uninterested in one another. If the dector referred a ques-
tion which one boy raised to one of the other boys, there wouid be an
indifferent shrug or off-the-cuff response without any attempt to see
what the other person meant or was concerned with. Slowly, how-
ever, this indifference yielded, when the doctor began to point out
several areas that seemed to be of concern to all the members of the
group.

One of these areas that was most striking was a preoccupation with
violence and retaliation. These kids were all very nonverbal and read
very little. While you would think they would ordinarily be quite
uninformed, it was surprising to us, that when one Sunday & local
paper carried & picture of 8 boy who had accidentally shot his younger
brother, each of the six or seven boys in the group had paid attention
tc that picture and had insisted on some explanation from their own
family of what had gone on.

This topic really sparked the first lively interchange within the
group. Each boy seemed surprised to be made aware of how interested
every other boy in the group had been in the seme event. It began,
I think, to develop in them more of & group sense.

Later on we noticed something else. One little boy in the group had
transferred only recently to the school and was having a pretty rough
time of it; he was being picked on and he was complaining about it.
‘We asked one of the other boys there, who was bigger and huskier,
what he thought about it, and he said he too had transferred the year
before and he had been through that road himself. Now that he had
been here for a year, it was much better.

And so we ultimately suggested that the older one could perhaps
advise the younger one, and even in a way take over as & big brotner
or a helper. At this suggestion, they were both very surprised. It
would never have occurred to them. From the suggestion there devel-
oped a rather close friendship, and, needless to say, the younger
smaller boy, who was now well protected, found his going & litle
eagier.

The girls’ group, from the outset, was much more communicative.
The girls seemed more aware of each other, and somewhat more capa-
ble than the boys’ group in certain areas of abstract thinking. For
example, the boundaries between borrowing and giving and stealing
were less blurred among the girls than the boys. Although both groups
were concerned with sexual exploration and its consequences, the girls
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seemed to show a more farsighted interest in defining their future roles
as wives and mothers.

As a result of this experience, we incorporated into our present
program, which began about a year ago, a design for the continuation
of group work at the school. Wa chose adolescents to begin with,
because of our finding that the younger boys were slower to come into
a group form. We also hoped to be able to supply to the group what
we thought was needed information about the rules and the roles of
growing up, and to instill some sense of that mutual concern and
responsibility. And we wanted to do this at a time when it could best
be integrated by the youngsters.

You will hear more about this experience tomorrow, when Dr. Sarlin
will discuss it, and will show, also, a television tape that we made of
one of the group sessions.

'We also held conferences with several of the teachers, reviewing the
problems of each class, and with the cottage parents whose responsi-
bility has traditionally outpaced their status within schools for the
deaf. We are convinced that properly informed, conscientious cottage
parents can be effective parent surrogates; they do have a great deal
of responsibility for the children, and if they are helped to fulfill this
responsibility they can become, in time, valuable psychotherapeutic
assistants.

Finally, we undertook group meetings of parents. Here we took two
different age groups of parents, that is, their age groups defined by
the ages of their children. We took the group of parents who had
younger children in the five-, six-; and seven-year range, and we took
another group who had older children who were adolescent. As we
began, we didn’t know what we would find, but we thought this field
was worth while exploring.

A number of interesting things came up ; for example, when we were
discussing how you handle the deaf child in the family if the family
is going to go to a movie. The parents had quite a discussion about this.
Does the mother of the family stay home alone with the deaf child
and the father take the other two to the movie, or do you take all three
together? And what do you do when the child becomes bored and
disruptive? I think it is through this kind of discussion that one really
gets a sense of what it is to have a deaf child in the family. A myriad
of day-to-day crises come to light as the parents kept trying somehow
to handle the rest of the family, and at the same time do the right thing
by their deaf child. These groups were led by Dr. Sarlin, who is here
and who will be happy, later on, tv answer any questions about them.

'We became aware that the parents have 2 rough road to travel. The
parents of the younger children met our efforts with an enthusiasm

o
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which seemed born out of their own hunger and need for some kind
of chance to discuss their problems and to get some support from the
views of other parents, and perhaps also from whatever magic or
vigorous nodding of the head we might supply. We found that the
parents of older children had already come a considerabis way on
their own; they proved & bit more difficult to work with, because they
had already developed ways of dealing with the children and the
problem, and they also had a vested interest at this time in denying
any problems of their own which may have limited their effectiveness
as parents. As a result there is a greater tendency in this group to make
more demands on the school and to blame the varicus agencies for
whatever failings there may have been.

One finding that X think was really striking was the statement from
a couple of parents that both they and the children go through a really
agonizing reappraisal at the time of early adolescence. It is at this
time, that the deafness becomes most clear as a handicap. It is the time
at which socialization really begins, and suddenly it is not enough
if the kids can play ball with the other kids on the block. Now the
boy-girl interests come up, and their child is virtually excluded.

It is a time at which the deaf adolescent and the parents have really
to come to grips with the limitations that are involved in the handicap,
that is, they become aware that all the hopes and the promises that
this child would have normal speech, that he or she would be able to
get along on a par with any of the hearing children, are quite likely
to be dashed. Such straits require a great deal of reworking of the
parents’ feelings of inadequacy, as well as rekindle hostilities toward
the various agencies which seemed to promise esrlier that education
for the deaf child would solva everything.

The parents who brought this out said they had found the most
solace through discussions with other parents who had been through
it themselves; these others provided support for the fact that the par-
ents had not bz:n at fault, but that probably the difficulties were
inherent in the condition.

As a result of these discussions, I think we may well mix the groups
up & bit in the future, so that some cf the oider parents can coms in
and talk with the younger ones, and perhaps we can lay the ground-
work for avoiding what would otherwise be an even more painful
experience. Our hope is, also, that the work with the younger group
of parents will make this transition period easier.

Dr. Rainer, Dr. farlin, and I will try now to answer any questions
you may have.
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Discussion

Question:

Do you give some genetic counseling in regard to future babies, and
the possibility of more hearing deficit?

Dr. Altshuler:

That is one of the things we hoped to get to in the groups. I am
not sure it has been dealt with yet.

Here is one of the interesting thicgs we found in our first survey:
We interviewed about 300 deaf people and their families, and one of
the questions we asked was: Would you rather have, or have had, a
hearing child or deaf children? Almost unanimously they said that
they would rather have had hearing children. Occasionaily someone

who already had a deaf child would say, “We’re happy to have a deaf

child.” But generally, where a choice was presented, they expressed
an interest in having hearing children. Yet, when we asked them, for
example, about the hearing status of their husband, whether he was
congenitally deaf or had acquired deafness, and whether thismade any
difference in their choice of mate, or whether they thought it ought
to make a difference, they indicated a total lack of any sense that this

would have anything to do with the deafness of the children.

Obviously, this is something which has to be met. Dr. Withrow of
Tllinois tried to develop & curriculum in which he instructed the chil-
dren in genetic principles and in principles of sexual reproduction.
He was very fortunate, because he had a young couple who were teach-
ing the class, and the wife got pregnant during the course of the year,
so there was much the children could learn in quite a natural way.

‘We have increasingly had, in the outpatient clinic, people coming
in with questions about whether they should marry someone who is
deaf, and what about the likelihood of deafness in the children? Of
course this depends on the particular type of deafness. This attitude
of healthy questicning grows as more people become aware that such
questions exist.
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Dr. Rairer:

Tt is not easy to answer that question, because the genetics of deaf-
ness has not as yet been fully elucidated, although a great number of
people are giving attention to it now.

Our program began under the direction of Dr. Franz Kallmann,
who was a foremost geneticist. In that study, Dr. Diane Sank, a mem-
ber of our staff, reported in a chapter in our first book;? that about half
of deafness was altogether genetic, the other half being sporadic, prob-
ably acquired in early infancy. Of the gemetic half, about three-
quarters is recessive, the other one-quarter being dominant in
transmission, sometimes part of some special syndrome such as
‘Waardenburg’s syndrome.

Even in those with recessive deafness there seemed to be maybe 30
or 40 different genes involved. You cannot even say to two people, both
hereditarily deaf and with deaf siblings, that marrying each other will
necessarily produce deaf children. Sometimes they do have one deaf
child after the other ; sometimes they don’t.

Most deaf children, in fact, are born of the marriage of two hearing
parents, who may but usually do not have any deafness in the family.
About 10 percent of deaf children, however, do have deaf parents.

Until one really has a positive test for the particular gene involved,
it isn’t too easy to give definitive advice except that hereditarily deaf
persons should not marry cousins. Nevertheless, at this stage of our
scientific knowledge, probably one should be advised to try to avoid
marriage between two persons with regessive hereditary form of
deafness.

Dr. Altshuler:

There is even a problem in knowing precisely what the type of deaf-
ness is that the person has. When we inquired “How did you become
deaf?” of 300 people, we very often met with the response that “I
fell on my head,” or “I fell off the table.” You don’t get deafness that
way, any more than you get syphilis through the genes. ‘When you
ask further, “How do you know that?” they frequently say, “My
mother told me.” Here again, more and more questions begin to be
raised as one is able to get individuals better educated to the fact that

such problems exist.

*Rainer, J. D., Altshuler, K. Z.,, Ea2llmann, F. J. and Denning, W. H. (eds.) Family and
Mental Health Problems in a Deaf Population. New York State Psychiatric Institute, 1088,
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18 PSYCHIZTRY AND THE DEAR
Question:

In your group work with the deaf, children and parents, did you do
all the communicating yourselves, or did you have an intermediary in
any way?

Dr. Altshuler:

‘We do the communicating ourselves. Dr. Sarlin has been running
the groups of late. We have the assistance of Mrs. Minor and Mr.
Jacoff, who are skilled also in manual language, so that if we miss
something, they pick it up.

One of the things we are contemplating now is getting a television
setup whereby we would have a chance to review what has gone on in
the groups, to see whether what wo think happened actually did hap-
pen, or ‘whether something in addition happened that we may have
missed. I think this would increase the correciness of cur observations,
and it would at least provide a check of them.

Question:

By working with the parents of 5- and 6-year-old deaf children
have you been able to bring about any realization st all or a greater
realization of the implications of deafness, so that these perents won’t
wait until their children are adolescent before they are aware of the
real impact of deafness?

Dr. Alishuler:
'We are trying to do that.

Dr. Sarlin:

In our efforts with the parents of the younger age group, we find
that they talk a great deal about their feelings at having a deaf child,
what it means to them. One of the points we try to get across te them
is that deafness is a limitation, that all of us have limitations to some
extent, and that it has got to be accepted. We also encourage them
as best we can to communicate with their children by whitever means
they have available. We have found that some, after many years of
discouraging the use of the sign langusage, realize that perhaps there
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is value in Jearning it. Scme of the parents have requested books on
how to learn the Janguage in order to be better able to commmmicate
with their children. I think there have been some satisfying results
fromn this as the children cease to be strangers and the handicap be-
comes less foreign.

Dr. Altshuler:

We have tried also to modify the parents® hopes. I think the way
one does this is not with a sledge hammer, but gently, rather, over a
period of time; for example, we indicate the statistics of the likeli-
hood of clear speech develeping, and from time to tihne bring out what
the average level of function of these children is when thev graduate
from a school for the deaf. This can serve to stimulate discussion—
that the level of function is not as high as it is among children who
graduate from regular school. These things come out in a way that
we hope will make that adolescent period easier on everybody.

Dr. Schlesinger:

In San Francisco one of the ways we found that might help that
problem is to take ENT doctors who never meet any adult deaf to
the special schools. All those I have taken there have decided to change
their overoptimistic advice to parents of newly-discovered deaf young-
sters. They had formerly given very unrealistic expectations and had
helped to provide some of the distortions which the parents were only
too glad to hook on to.

Dr. Rainer: -

What we find is that in the beginning the parents start out with
an overoptimistic picture, perhaps fostered by some poor advice they
have gotten, and gradually, as the youngsters get into the difficult
adolescent stage, they end up being overpessimistic. One has to try
to even it off at both ends.

We have been pushing this program for practical reasons, only as
far back as the parents of preschool children, but this isn’t really far
enough. We have to make it available to the parents of very young
children just as soon as they find out their difference, at the age of a
year or so. I believe some of you already have programs in which this
is being done, in which somebody goes to visit parents of known deaf
children at an extremely early age.
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Dr. Rothstein:

Ours is called the Deaf Baby Program and is operated through the
public school system. Attempts are made to put appropriate hearing
aids on the children as soon as the diagnosis is made. There are now
90 such bebies in the program, about 18 months of age, and the pro-
gram also attempts to provide counseling and support for these par-
ents. It has been in operation for only about a year, so T cannot report
just how it is doing.

Dr. Mindel:

We have been at it for less than 1 year, so there isreally not a great
deal to talk about. We are working through the Hearing and Speech
Clinic at Michael Reese Hospital, and see parents who come through
there, also deaf children. Our interest there is in charting the dynamics
of dealing with the disabled child, in the behavioral patterns, the play
patterns, of this kind of child. )

Dr. McQuaid:

‘We have a program in Dublin, Ireland, which is modelled on the
English development of a register of high risk babies. Burt Sheridan
has been successful in setting this up in our charity hospitals. We are
trying to establish a list of children who may develop deafness. This
is for early intervention. We think it is important to get at potentially
deaf children just as early as possible.

Dr. Altshuler:

This is very good to hear.

Question:

One of the aims of the general program for the deaf is to prevent
deafness and to control deafness as a genetic factor. Is this one of the
aims of your program, to control deafness as a genetic factor?

Dr. Altshuler:

Those parents who come for advice are given the likelihood of re-
sults in their issue. In our discussions with them, we try to help them
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to decide, but we do not attempt to influence their choice of marriage
partners. We believe that they ace entitled to make their choice on the
basis of as much information as possible and full awareness of what is
likely to ensue.

Question:

Do you find many of the deaf youngsters being sent to schools for
the mentally retarded? What facilities do you have in this area for
the mentally retarded deaf child? X found this common in Boston:
Many of the deaf children, bécause of the lack of information about
schools for the deaf, had parents who tended to think of them as
mentally retarded and so sent them to a school for the retarded for a
number of years.

Dr. Levine:

It has happened here, but in our board of education schools for the
deaf in New York City we do have classes for those who are termed
mentally retarded. I always hesitate to designate them as such, be-
cause some of them are actually functionally retarded. We also have
rather an unusual development in the board of education, where we
have the multiply-handicapped or aphasic or language-disordered
type of child. In Manhattan we have one school entirely for that type
of child, and now other schools are being developed in the other
boroughs of New York City for that type of child.

Dr. Brummit:

I am from the school you mentioned in Manhattan. We have quite a
bit of difficulty trying to get a child into this school, which has over
600 pupils. What is the breakdown or source of the children you have
in this institution? Since we have only poor parental response, I won-
der how large is your parental group and what percentage of your
parents arereally active in your parental groups?

Dr. Altshuler:

Let me answer the last part of your question. Our parental groups
are still experimental and because of time limitations we have only
two so far. What we are trying to do is something that will be essen-
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’~ tiaily of 2 demonsiration character and that we hope can be expanded
if there is any indication of real success.

My, Jacoff:

Tn this school we have 275 children, running the whole age range
from the 314-year-olds, all the way up through our junior-senior Ligh
school program., where we have youngsters approaching 19 and 19%%.
To come back to the selection of parents for these groups, it was our &
: original idea to try to have both parents come to the meeting if pos- ‘

diaatet,

sible; if a group meets during the daytime, you get mainly mothers; &

is virtually impossible for fathers to come during daytime hours, That

is why we planned evening meetings. \ ;
Tn our selection of parents, we deliberately invited those for both E

the younger and the older groups who we felt and knew would be

interested enough to participate. To start the program we wanted to

insure having people who were motivated and concerned about their

children, who had the time, who would be able to get a babysitter, who

would be free on Wednesday evenings, and so would be able to come

here. In this sense the selection was not entirely a random one.

NPT

Dr. Brummit:

§- I am interested in the philosophy behind the selection of the chil-
dren. Where are you getting the pupils from? Do they come primarily |
from New York City or from the local area?

Mr. Jacoff:

" This school serves an area that includes New York City. Of the 275 u

children, 110 or 112 live in one of the five boroughs. The rest live -
either out on Long Island or in upper New York State, as far up as
Albany. In the area we serve, we have about 83 or 85 day children in
Westchester and Rockland Counties. These children do not live here
' but come each day by bus.

Question:

f Are you working with any families where both parents are deaf?




PR

v

SCHOOL PROGRAM 23
Dr. Altshuler:

No, we have not done that yet. We hope in the fall to establish
another group which will include parents who are themselves deaf.




Adjustment Problems of the Deaf: Panel of Deaf Adults

_ Mrs. Frances Frieiman
Mr. Max Friedman
Mrs. Naomr Leeds
Mr. Alan Sussman

Dr. Levine:

It gives me particular pleasure at this time to introduce to you a
pane] of deaf adults. All of them are leaders in the field of the deaf,
some in the community in general, and they will bring you their own
observations, experiences, and thoughts. First let me introduce Mrs.
Frances Friedman, who is associated with the Grolier Publishing
Company.

Mrs. Friedman:

My name is Frances Friedman. Mine isthe story of a hard-of-hearing
person who has shunted among three worlds—the hearing world, the
hard-of-hearing world, and the deaf world.

At the age of 18 months, through an accident, I lost the hearing
completely in my left ear. For some unknown reason, 50 percent of
the bearing in my right ear was affected, but it was not known until
T reached the age of 6, when the teacher noticed that I was not re-
sponding when my back was turned to her. The doctors found that
I was very hard of hearing, and advised my parents to send me to 2
school for the deaf. My parents took me to one in New Jersey, and as
T did not get a very good impression of that school, they decided to
let me go to regular schools, and see how things went.

T attended regular school until my third year in high school, when
I found the going rather rough. I was advised to go to a school for the
deaf in Rochester, N.Y. I went there for 1 year but found that they
could not teach me any more lip reading than I already had. I had a
natura] aptitude for lip reading, which seemed to have come to mo
from the very beginning of my hearing loss. I went back to regular
high school, graduated, went on to Cornell University, stayed for
114, years as a special student for the liberal axts, and then transferred
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to the University of Buffalo as a special student in library science.

T remained there for 114 years, until illness in the family force "

me to leave. These 2 school years were hard ones, because in those

| days teachers were not as understanding of a hearing-n1apaired per-

| .. son as they are today. Teachers had a bad habit of walking around

* ~ the back of the room and lecturing from there. If you turned your

“ head you were reprimanded. But somehow or other I managed to get

through that. Also, these were not happy years. I did not have muck

of a social life. Children seemed to sort of—they would not exactly

: shun me—but they were shy of me because they weren't sure how to

address me. In those days I did not have a hearing aid, so I depended

completely on lip reading, which was not too bad, but not enough to
give me the normal secial life a child should have.

At the end of my course at University of Buffalo, I came to New
York City, job hunting. There I almost met my Waterloo. It was tough.
Tt Gidn’t matter about my educational background. The answer was
always, “You are hard of hearing; I am sorry.” Then I got wise; I
wouldn’t admit I was hard of hearing until I got the interview over
I with. But it was not easy to get a job in those days anyway, and even
* harder for me. And so I started doing various things. I was a tea bag
inspector in a factory, the only deaf employee. Communication with
my boss was a little difficult because he was an Englishman. I found
it difficult to understand his accent, but somehow I managed. Next, I
» got a job as an inspector In an underwear factory. You didn’t need
j any brains or speech or hearing, and so I got through that.

; , All the while I was working I was still looking. I covered every

: agency for the handicapped that there was mn New York City. But
af that time there were not too many. One was the New York State
Employment Service for the Handicapped. They were very under-
standing. They tried very hard, but jobs for people with my eduea-
tional background were difficult to get. I tried addressing envelopes
by hand, typing envelopes—anything to keep myself busy and to earn
some money. At last I was called to the National Reemployment Serv-
ice, and was given a job as a graphotype operator. It later became the
Unemployment Insurance Department, and ¥ transferred to that
office.

e !
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Tn the meantime, I was making every effort to build a social life for
myself. I tried the hearing world. I was all right in a small group of,
say, three or four people where you could look around and communi-
cate, but when it got to a larger number, I was lost.

Then I transferred to the hard-of-hearing group. That consists
mainly of people who really aze deaf people but who consider them-
selves hard of hearing in that they are lipreaders. They do not use
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the sign language, and they consider themselves quite capable of being
understood when they speak. I was not happy there, either, becaunse
they had one characteristic that sort of repelled me, and that was their
facial expressions. They had an ugly way ot grimacing. It was very
embarrassing to me. You must remember that T had just come from
the hearing world, and sv I was sort of repelled by this.

Then there was a very fortunate occurrence, for me. I was taken to
a deaf gathering. It may seem strange, but somehow I felt fhat if I
could learn their language, I would be more at home with them. I
found through lip reading and following the signs that I was able to
communicate with them. But it took a long time to read their re-
sponses. Eventually, however, I managed to get that, too.

At the Unemployment Insurance Office, I stayed for 5 years 2s assist-
ant supervisor in the reproduction department. Then the agency
moved to Albany, and I refused to move with them. And so I re-
mained in New York, job hunting again. Despite my 5 years of experi-
ence it was still difficult. You see, people are afraid of the words “hard
of hearing.™ I don't know what they imagined it would be, but they
probably thought it wouldn’t fit into their business world, and so T had
another difficult time.

I married a deaf man, and for 20 years I was a housewife and a
mother of &wo, a daughter and a son, both hearing. In our neighbor-
hood, we were the only deaf couple, and we were 2 figure of specula-
tion. People watched us and wondered how do we manage a normal
life, how do we manage with the baby? But gradually, little by little,
they 1sarned to accept us.

When our daughter, who was the oldest, started to go to schocl, her
problems started. The children would tell each other—and you know
how cruel children can be—*Don’t bother with her; her parents talk
on their hands.” She used to come home crying. But she was a brave
Little thing, and she solved her own problem. She brought the children
to our home, and showed them that ours was the same kind of home as
theirs, that she had the same toys and things they did, and that she did
the same things they did. Gradually, their playmates camz %o our home
and accepted us as they did their own parents, and too, they felt very

flattered when they learned to spell and would say, “Hello,” to my
husband and me in the finger pattern. To this day, I still meet some of
my daughter’s schoolmates who spell “Hello,” and are still very proud
to remember it.

Our son is now 20 and in college. He never had the problem his
older sister had. We had solved it before he was borr, and so he had
what you would call 2 normal life.
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I then decided to go back to the hearing world, but this {ime with
still another handicap, visually. My visual fields are very limited.
T have partial vision in one eye and none at all in the other. With
that T went back job hunting. For 1 full year I conscientiously covered
every agency you can name. One agency for the blind said I had too
much vision; somebody else said I had too much hearing; somebody
else said I didn’t have enough. Well, where was I going from there?
T went to the Division of Vocational Rehabilitation, and for 1 year
I wssinterviewed, tested, sent here, sent there—but still no job.

Finally, T asked if they could send me to JOB, a private agency that
finds jobs for the almost irpossible. They got me a job, but the em-
ployer said to me, “We have never hired a hearing- or a visual-handi-
capped person. We just don’t know what to do with you. But the JOB
people were very convincing. “We'll try you, but only at night when
there is no one here. We'll try you for 2 weeks.” Then he said to me,
“How shall I speak to you?” I said, “Just the way you are talking to
me now.” This happened 8 years ago, but I still remember it vividly.

I worked there for 4 nights and was transferred to the day shift,
where I stayed for 5 months. Business was very slow, however, and
T was laid off. But I was immediately placed by JOB again, this time
in my present job, with the Grolier Educational Corporation, pub-
lishers of the Encyclopedia Americana. I am now an order super-
visor, with great responsibility. I handle the paper work for over
$1 million a year of business, all by myself.

As regards our social life, I don’t know what to say about whether
it is good or not. I would say that mostly, now, I am with our deaf
world. I say “our” advisedly, because I consider it mine, too. I am stiil
not happy with the hard-of-hearing group. I am still irked by their
attitude about their deafness. They will not admit that they are deaf,
despite the fact tha* many of them have no hearing at all. I think I
would have more respict for them if they would say, “We are deaf, but
we prefer not to use the sign language.” I believe in both methods,
the combined and the oral group, but I would say on the whole my life
hasbeen a happy one, a good one.

Dr. Levine:

We shall hear next from Mr. Friedman, who is one of our out-
standing deaf leaders on the national scale. In New York State he
represents so many orgsnizations that I will mention only one of
them. He is editor of the Empire State News, which is the voice of
the deaf of New York State, It gives me great pleasure to present Mr.
Max Friedman.
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My, Friedman:

Gentlemen, let me bid you welcome to a world you will no doubt find
strange and to a2 people who badly need your services. When the
Mental Health Project for the Literate Deaf was established in 1955,
one of its objectives was to train psychiatrists to work with the deaf.
‘While I never expected to see such psychiatrists turned out in
assembly-line fashion, I—-and others like me—did hope that a num-
ber of you could be recruited te work in our area. I do not have precise
facts and figures. All I do know is that there is a very great shortage
of psy~hiatrists who can work with the deaf. I know that this short-
age ( ¢ poychiatrists is universal, and that the deaf are not the only
ones i suffer because of it. Nevertheless, we deaf number in the
Fundreds of thousonds, and psychiatrists available te serve us can be
aumbered, possibly, ¢ the fingers of my two hands.

This shortage can be explained. In many ways some of-the deaf are
peculiar, and their actions, thinking and responses ai'p apt to be
enlike those of any other group. You, gentlemen, have given years of
your lives to learn about the ways of pecple with normal hearing.
Who is to blame you if you do not wish to spend additional time
learning the ways of this strange subculture? Furthermore, the com-
munications problem is, to many of you, an insurmountable problem.
But you are going to hear about that from others.

I should Iike to tell you of the organizations of and for the deaf.
A1l of them, within their limited spheres, stand ready to be useful
should. you call on them for help or guidance, as you approach or
attempt to work in this difficult field.

The deaf are great ones for joining. X, myself, can tick off 13 organi-
zations to which I pay dues; if I were a teacher, an oralist,or a bowler,
there would be several more. Some organization seems to exist to
serve every purpose you can think of. One person who has taken the
trouble to make a count tells me that there are 57 clubs or groups for
the deaf in New York City. You may well ask why so many. The sim-
plest explanation is that the deaf prefer their own company. Say what
you will about integrating, many of us do, but when you come right
down. to it we are more at ease and more relaxed when we are in the
company of those with whom we can converse without strain. And I
can say categorically that in my experience those few I have met, who
grew up with the deaf and yet prefer not to mix with them, are the
oddballs. -

I will pass over the card and the movie groups, the golfing, bowling
and such athletic clubs, and the purely social clubs, since, though even
these stand ready to render service, they do not properly belong in this
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paper. The Jewish and most Christian denominatioas have deaf con-
gregations wherever they are enough people to form them. Most of
them have clergymen to lead them, and it has been my experience that
the clergymen and lay leaders are most useful when help of any kind
is needed.

The largest organization of the deaf in the world—and I am includ-
ing Soviet Russia, where their national groups are led and supported
by the government and therefore are not of the deaf but for the deaf—
is the National Fraternal Society of the Deaf. We have about 12,000
adult members and a treasury in excess of $51% million. This is an
insurance fraternity which also pays sickness and accident benefits, and
it is run from top to bottom by the deaf. Here, if I may, I would like
to digress a bit. I have something that will interest you as medical men.
The mortality rate of members of the NFSD is better than the aver-
age of the 25 largest insurance companies in tLis country. So it appears
that we deaf, in spite of all our shortcomings, are pretty healthy
specimens.

Another large national organization is the National Association of
the Deaf, with sevcral thousand members. It is a confederation of
state associations for the deaf. In New York the Empire State Asso-
ciation of the Deaf, which itself has seven branches, is an affiliate of
the NAD. The NAD concerns itself with advancing the welfare of the
deaf and in being our spokesman in such areas as employment, educa-
tion, civil service, social welfare, and the like. Right now it isactive In
a legal case in California where a deaf couple was refused the right
o adopt a child. The NAD isalso a clearinghouse for information on
the deaf, and if they themselves do not have the information you may
seek they tell you where you can get it.

The Gallaudet College Alumni Association has many chapters
throughout this country. You can always find some people in each
chapter whom you can call on for help when it is needed.

There are also the schools for the deaf to which you can turn. It
seems to be the most natural thing to do to turn to one of these schools,
and I can recommend them, but with a reservation. I have been hear-
ing complaints lately that whenever a deaf person is in trouble the
first ones the authorities turn to are the schools. This makes many of
us feel that the deaf are still tied to the schools’ apron strings.

Not long ago, the Registry of Interpreters for the Deaf was formed.
As the name indicates, these are people who are familiar with our lan-
guage of signs. Most of the members are teachers of the deaf or of
children of deaf parents. They are available where interpreters are
needed, and it stands to reason that they can be useful in other ways,
too.
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There is another group that merits mention because you are all doe- l
tors of medicine. This is the Deafness Research Foundation which 3
. supports research on the causes and cure of deafness. Otologists among
} you might be especially interested in their work.

'. Lately new centers for the deaf have been sprouting up, notably in i
! Wichita, Kansas City, St. Louis, Boston, Schenectady, and Dallas. All , j
‘t : of these centers have trained and experienced deaf people on their ;

o o
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* | staffs. We can expect more such facilities to come into being as the
! general public becomes more aware of the needs of the deaf. Thanks a
+0 federal grants, many young deaf college graduates are taking {3
courses to train themselves in such fields as psychology, vocational
rehabilitation, and social work. So, while we deaf do not have enough
psychiatrists to meet our needs, genuine if slow progress is being made
In other rehabilitative fields.

P

' Dr. Levine:

'We shall hear next from Mrs. Naomi Leeds, who is president of the
Mental Health Association of the Deaf, Inc.

R R RIS IR 5
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Mrs. Leeds (Interpreted by Rev. Louis Jasper):

The Mental Hezalth Association of the Deaf was founded 8 years
ago, by a group of deaf people in New York working as a volunteer ,
4 organization with psychiatrists, and incorporated last year. At present ) :
there are 15 members, and every year we add more people to our | '
organization. The members pay their dues not with money but with
| their hearts and their hands.
| Ours is a service organization; dedicated to serve the deaf menially
ill patients in the metropolitan area who are forgotten by the public,
often by their families, and by the deaf as well. Our other aims include
i bringing about understanding among the deaf as to the needs and the
problems of the deaf mentally ill, to bring the deaf community and
the mental health services together, to pass on information about the
various aspects of mental health as it affects us, the deaf, in our day-
to-day living, through literature and public programs such as we gave
1, : last December in New York City. That program included talks by
| | mental health authorities and a play by the deaf on the return of a
psychiatric patient to the community.

Our group came into being 3 years ago, triggered by a chance item
in a local news column of my hometown paper, which read, “Would
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anyone be interested in donating art supplies to a deaf mute whe
taught himself to draw, an inmate in the nearby state hospital?” X
showed the item to my friend, Mrs. Hlibok, who happened to drop in,
and together we decided to do what was suggested.

First, we visited the hospital, and this was an eye opener. The
patient, a man in his fifties, who looked 70, was a pathetic figure, poorly
dressed and obviously neglected. He told us in halting sign language
that we were his first visitors in 12 years! He described the same,
deadly, daily routine of his life, and how he remembered his father’s
last visit, many years agc, and that he had not heard since from his
deaf brother.

He told how he decided to teach himself to draw, and by picking
up discarded newspapers and through the kindness of some nurses
whe gave him some drawing paper, pen and ink, he had learned to
copy paintings in his spare time. In such simple pictures, he described
his loneliness and emphasized how happy he was because of our visit.
We went home disturbed, and determined to help him and others
like him.

Mrs. Lee Brody, Mrs. Albert Berke, Mrs. Fay Cohen, together with
Mrs. Hlibok and myself, formed the nucleus which finally led to the
establishment of our organization, our incorporation in 1966, and to
the growth of awareness and interest in our work on the part of the
deaf public, through active membership and programs.

‘We are an independent organization, and we are encouraged and
supported in our work by the deaf community at large. For example,
in our yearly appeal for donations, for Hannukah-Christmas gifts
for deaf patients, we have been given generous cash donations by clubs
and organizations of the deaf, such as the Merry-Go-Rounders, an
oral club, the Hebrew Association for the Deaf and its Sisterhood,
the Women’s Club of the Deaf, Inc., and from the Lutheran deaf
group, the Long Island Catholic Deaf Association, and the Sisterhood
of Beth Or of the Deaf, Inc., the Brooklyn Association of the Deaf,
Inc., as well as many personal donations from the deaf public.

And in still other ways, when we ask for help in connection with
our program, outside of our volunteer members, they answeyr our appeal
and give of themselves unstintingly, often at great sacrifice to their
free time und to their families, but without any thought of reward
except to make our programs the success they have been, due to their
group and individual efforts.

Our volunteer members, besides helping out with our programs,
also make our deaf patients happy by their visits. They give special
parties on holidays, provide clothing and gifts as well as refreshments.
They pave the way for others to be understanding of patients who
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have been released, by treating them no different from others, and
welcoming and accepting them at clubs and «t their homes.

There is still another part of our organization, without which we
would not be complete. They are our honored hearing advisory board,
members who are prominent in their respective fields, or in connection
with the deaf. They gave us the impetus needed to make our organiza-
tion grow toward the achievement of our goals.

Dr. Levine:

We shall next hear from Mr. Alan Sussman, wio is the only deaf
counselor in the Division of Vocational Rehabilitation in the State
of New York, besides being a candidate for a doctoral degree at New
York University.

Mr. Sussman:

My topic, vocational adjustment of the deaf, problems and achieve-
ments, is a most appropriate one for me asa vocational rehabilitation
counselor. Tt is likewise appropriate for this audience, because it has
strong mental health overtones involving, as it does, personal
adjustment.

‘A statistical breakdown of the employment picture of the deaf 1s
obviously beyond the scope of this short talk, but this I will state
emphatically : The problem is not unemployment, for the deaf ara o
highly employable group. The problem is, rather, underemployment.
The deaf, as a whole, are a patient lot, although there are many in
stereotyped occupations far below their true capabilities. In other
words, from the point of view of employment, they are not operating
at or near their level of potential.

Whenever we say a deaf person has a job, we should always ask
these questions: Is he truly vocationally adjusted ¢ Is he functioning
in a job commensurate with his ability? Is he happy in his job? He
may indeed have a job, but he may not be psychologically and aptitudi-
nally attuned to it, with the result that there is job dissatisfaction and
general discontent.

o all know that work is an essential part of a person’s life, and
that job dissatisfaction or vocational maladjustment creates serious
mental health problems.

In my opinion, it is rare for a deaf person to be in a job that 1s
ideally suited for him or her. It would be belaboring the point to state
that deafness with its concomitant problems of communication diffi-
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cnlties, of poor language, low cducational achievements, is responsible

for this groupwide devaluation from the norm in terms of occupa- :
! tional distribution.
t For example, only about 1 percent of the total deaf population is
‘ to be found in the professional classifications. And it is lack of guid-
| ance that contributes to this disparity. Proper vocational guidance,
| especially if it is geared to the deaf, would help the deaf person to
avoid the p:ifalls that lead to vocational maladjustment. For this and
other obvious reasons, the deaf need more attentive and intensive voca-
tional guidance than do the hearing.

In an effort to emphasize what I have already said let me focus on
a certain occupational group of deaf pecple, the well-paid printers.
As many of you know, there are a great many deaf people in the print- :
ing trade. These people are often called the aristocrats of the deaf :
community.

This group is relatively well educated, intelligent, and quite 2 num-
ber of them are talented college graduates. It is mainly from this
occupational group that the deaf community draws its leaders. How-
ever, I believe that they have been pigeonholed into this occupation and
that, as printers, they are functioning woefully below their potential.

Many of these printers are aware that they are cut out for more
challenging occupations, and they make no bones about blaming their ! :
present occupational status on the guidance they should have had but ( 3
never got. Nonetheless, we do not find them moping about their status. '
They compensate by assuming the leadership role and being active
within the deaf commurity. Perhaps that explains why we have so
many deaf leaders among the deai.

This type of avocation—and I use avocation advisedly—provides
them with an outlet through which they can exercise their abilities,
which otherwise would have very little outlet. Their trade prevents :
them from functioning at their potential in the occupational world,
but they are relating to the deaf world, and this they find rewarding. ,
You may call it sublimation, if you will; they adopt a defense mecha-
f nism, and become problem oriented, not ego oriented. This helps to d
maintain and enhance their mental health.

But what about others who do not have the ability, the know-how,
or the style to cope with problems whick stem from job dissatisfactions?
I believe this group is becoming a bigger problem every day.

Tet us shift the scene to a brighter horizon, the deaf professional
people. They comprise, as I have already remarked, a very small group.
They exemplify one way of overcoming the serious disability of
, deafness.

t The professional group includes scientists, engineers, psychologists,
" guidance counselors, dentists, and so forth. Some have managed to
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circumvent the old bugaboo, the telephone, by having personal secre-
taries of their own, or have become so valuable to their employers that
their handicap was accepted. An impression prevails that the deaf
professionals have made it big, and that they do not need as much help,
if any, as the average deaf people do.

Nothing could be further from the truth. The deaf professional
person may have made the grade occupationwise, but he may still not
have effected a total personal adjustment. The deaf professionals have
psychological problems of their own, as a direct outgrowth of their
rough climb up the educational and the professional ladders. Their
college experience has been extremely stressful and there are still
difficulties. They have gone through professional training that has
also been difficult, especially at the graduate level. As professionals
who have arrived they continue to be exposed to even more frustrating
and stresstul situations. )

This is a group of deaf veople who are highly vulnerable to emo-
tional problems. They are high achievers, but they are paying a very
high price to be what they are, and where they are. In other words,
high or low, there are problems that go beyond mere vocational adjust-
ment, problems involving total personal adjustment.

It is a fact that the vocational rehabilitation of the deaf has come
a long way and that it is making rapid strides towards vocational ad-
Justment of the deaf. Too much emphasis, however, is being placed
on job placement. More emphasis should be placed on the conduct of
the whole man, on the total personal adjustment of the deaf individual.

The deaf are in need of help along these lines: adjustment, adjust-
ment to deafness, personal family counseling. We also need vocational
guidance at the adult level, and vocational and personal guidance
while on the job, not only in preparation for it.

'There is, for the deaf as for others, the problem of adjustment to
ever-increasing leisure time. Many deaf people do not know what to
do with so much time on their hands. There is the problem of adjust-
ment to old age, and adjustment to the deaf, as well as to the hearing
community. For the deaf there is a great need in the area of preventive

psychiatry, or just plain mental hygiene.

Dr. Levine:

Summing up, I think that what each of the speakers har: given you
is something of his own method of compensating for what he experi-
ences in being & handicapped person. In that respect we might say
that each of the speakers imparted to you some autobiographical in-
formation, expressed or not.
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Mr. Sussman, for example, had a great many years of experience as
a printer before he decided he had had it, and decided to go back to
scheol. Now he personally is experiencing what the problems of the
deaf professional person are. This is a group we are just now begin-
ning to explore. In discussing their experiences and ideas with you, the
panel has really expressed how the deaf view their problems. I think
we must admit that a great many of their probleins are also our prob-
lems. It becomes our responsibility to devise the means for doing 2
more effective job in solving their problems.




The Psychiatric Inpatient Program
Zour of Facilities

The afternoon session was held at Rockland State Hospital at the
Special Unit fo the Deaf. This unit is a permanent part of the fa-
cilities of the New York State Department of Mental Hygiene and is
the only one of its kind in the world. It houses 30 adult patients, 15
of each sex, and provides such ancillary services as occupational ther-
apy, social service casework, psychological services, rehabilitation
counseling and educational services, in addition to its basic mission of
intensive psychiatric treatment of the deaf The staff are all skilled
in manual language so that from nurses’ sides to physicians, all can
communicate with the patient to whatever extent he is able.

A recent addition to the unit’s program is a kind of “intramural in-
dustry.” This consists of the manual assembly by paticits of various
items that are sent in for this purpose by industry and returned for
commercial sale when the assembly is completed. Patients performing
this kind of work earn a modest remuneration in accord with the num-
ber of items assembled, and at the same time their performance is
viewed and rated to assist the rehabilitation counselor in determining
vocational feasibility, concentration span, dexterity, and the like. Dur-
ing the course of the afternoon sessior: the group of psychiatrists was
able to observe this workshop in operation as they toured the ward.
In addition, they had the opportunity to see group psycl. _aerapy
demonstrated with the patients of the ward. The group was run by
Dr. Abdullah and demonstrated how even psychotic deaf patients can
be brought into an active interchange and closer awareness of each
others’ personality problems and symptomatology.

The rest of the afternoon’s program consisted of the demonstracion
of individual cases of various types of illness commonly encountered.
Chairman of this session was Dr. Altshuler and the presentations were
made by Dr. Abduilah, with opportunity for the audience (participat-
Ing psyclﬁatt;_ists) to interview the patients from the floor, and for
questions o be answered by the entire staff of the unit. It is with this
part of the program that this volume continues, inasmuch as the four,
by its nature, could not be recorded.

37
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Case Presentations and Discussion

Dr. Altshuler:

The first cese we will show you is one that we have designated as a
primitive personality. Dr. Abdullah will present the history.

Dr. Abdullah:

K.O., the girl whom we are going to see now, is interesting In many
ways. When she came to our ward here, she was about 20 years old and
she had lived a life of peculiar symbiosis with her mother. She never
went to any school for the deai; she was never exposed to any other
dea$ person and she went only briefly to a hearing scheol. She never
understood anything, and was totally dependent on her mother for all
her perceptual needs and expressions. She spoke to her mother and
understood things through her mother, and lived a life wholly de-
pendent on her mother. The mother always interpreted what her daugh-
ter said. Actually the mother interpreted what she herself felt rather
than what the daughter felt.

The patient was 8 very much wanted child, born after 11 years of
marriage. The mother was psychotic 2nd had had a postpartum psy-
chotic episode. The father was also borderline. When the patient was
born she had some neck injury, and there was a hematoma on the
neck. The doctor immediately pointed this out and emphasized the
need for treatment, but the parents refused, immediately took over
and said they know how to place pillows under the neck to correct
the deformity, and absolutely refused treatment for the child. Their
Jenial started. from there. Even now the patient has this torticollis.

Scon after that, the pediatrician pointed out that the ¢hild was deaf,
but botix parens denied this. They said, “We talk to her and she
answers,” and they insisted thatshegotoa hearing school.

The school reported that the child was deaf and would hove to g0
to a special school. The school sent a social worker to the parents’ house,
and the parents chased the social worker out, saying, “You are just
not doing your job. The child is perfectly all right. We talk to her.”?
That was the pattersn.

The mother talked to the daughter and always got back from her
answers that nobody but the mother vnderstood. It was an extreme
case of total denisl of the situation. The girl stayed in this school for a
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while, going from one class to another withount picking up anything,
without doing anything. Soon she stopped going altogether. She
pever went out on her own either, for the mother always chaperoned
her. A1l of this went on until the :ge of 14, when her father died. Then
the mother hovered over her even more and ook her even more under
her shelter.

For the nest 5 years the pattern became more extreme. Ko two
were hardly ever seen out of the house. They had their own house
and they lived inside it, and the mother alone would just go out for
what she needed. The mother was developing her own paranoid delu-
sions, and 5 yesrs after the father’s death she broke out in an acute
psychotic episode. The neighbors found her crying, delusional, and
haliucinating. They called the police and sent her to & state Lospital.

But now this girl had nowhere to go. She clung onto the mother
because she had just had no separate existence. She, too, was taken
to the samestate hospital and from there she was admiited here in July
1963, when this ward was opened. When she came she was a very
frightened and extremely passive child. She cried all the time. She
had no communication; she did not know how to relate to anybody.
She was in a mess. The mother, of course, over there, cried too. She is
still in a state hospital.

The program of treatment began with teaching her how to com-
municate and mingle with other people. She proved fo be a very
intelligent girl. Once given the training, she started picking up sign
language, English, arithmetic, as well as other subjects. But still her
passivity and fear continued. She wouldn’t go outside on the grounds
to the swimming pool. She was too frightened. She wouldn’t do this,
she wouldn’t do that. But once given support, and if somebody went
with her and with continuous encovragement, she gradually started

"coming and going out.

Next we started on the very major project of sending her to New
York City to Fountain House.! You may have heard sbout the project.
This, again, was a very novel experience for her. Wa managed to
encourage her, and she went with a group of patients. Now she has
come along way and is able to communicate very well, telling the story
of ker life to the group.

1Fountain House Is 2 nonprofit organization to zssist persons who have undergone
psychiatric hospitalization to make a successful readjustment to community Uving. In 2
day program centered In a new building, and in transitional employment projects, the first
steps toward vocational rehabllitation sre begun. In addition, Fountaln House ieases &
number of small apartments where former pstizixis may develop their ccpacity for inde-
pendent living. A zumbder of deaf pallents have been ictegrated into thene programs 43
part of our pilot project.
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As she got into the group, her personality developed. At first she
was ahsolutely silent. She would just sit in the corner and refuse to
talk to anybody. Now she mekes the group her audience, and can start
talking; she can even monopolize the group. She has been going to
Fountain Fouse with some of our other patients for about 9 months
now, and feels confident that she is now able to go to New York City
on her own.

Tn group therapy today she said something quite significant. She
was with  new boy who has just started to go to Fountain House
(yesterday was his first day), and she was trying her best to teach
him how to get to New York, but he is so slow in understanding. In the
group she expressed her feelings about his slowness. In the beginning,
she was in a worse position than he, but today she has developed a
Tot of confidence, and she spoke up very well, for her. It wasa tranquil
speech of hers to the effect that now she has outdone him.

Actually, she has been telling me for the last few days that now
she can go to Fountain House on her own, it’s not necessary for her
to be accompanied any longer. She even brings in argurents: ‘What
will happen if the other one gets a cold? What will happen? She is not
going to miss Fountain House. She will go on her own.

‘We will presert her to you for a few minutes. We still don’t know
what her eventue], placement will be. Her mother is still in the state
hospital, and still very insensitive tc the real needs of her daughter.
Twhen we have visited her several times in the state hospital, the
only thing she asks us is, “Have you taught my daughter lip reading
and speech?”

[Patient was presented.]

Dr. Abdullah:

Do you want to ask snything ox the patient? She is a very nice girl,
very warm. She has developed, has come out with her hidden endow-
ments. She is muck mors confident, though still 2 little nervous. She
still needs support. Do yoa want to say anything, or do you want fo
ask anything?

Quest:on to Patient:

Do you enjoy going to town by yoursalf?
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Dr. Abdullah:

She has never been that fazr.

Question to Paiient:

Do you plan for 2 job in the outside world ?

Patient:

Yes.

Question to Dr. Abdullah:

What is the extent of her hearing loss?

Dr. Abdullah:

She is totally deaf. A hearing aid is of no help. ‘When she wears 2
hearing aid, she gets vibration only. Perhaps very early, if she had
been treated along the lines of a deaf child, if she bad had some
residual hearing that could have been developed, it might have been
different. But in ber case the parental denial was so firm that she was
never given anything. She was never even really tested for her deaf-
ness until late in childhood. However, the mother still insists, “She
understands me, understands everything that I say.”

Actually, the mother lives whatever Life she has through her daugh-
ter. She regards her as practically a continuation of her own body.

Question to Patient:

‘What do you do at Fountain House?

Patient:

I don’t know. I do different things. Clean blackboards and windows.
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l Dr. Abdullah:

‘ Suppose we ask what she thinks about her mother. You don’t re-
member? But you write her letters?

Paitient:

It is a long time.

Dr. Abdullah:

She visited you here once.

Patient:

I don’t know when I will go home.

Dr. Abdulloh:

‘Why did you never go to a deaf school?

Patent:

) Never. I went to a hearing school.

Dr. Abduliah:

Why? Did you have friends in school?

Patient:

il I had friends that went to school but could never understand.

. Dr. Altshader:

We labeled this girl a primitive personality because it took us some
* time to know what lay behind. the ir npenetrable barrier that we saw at
first, and also because she seemed to maintain a kind of pleasant socia-

bulty despite thu fact of her extremely disturbed background.
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Here is our next case. This boy was also a diagnostic puzzler. We
finally arrived at the conclusion that he was a primary behavior dis-
order. He is of interest, also, because at first he had no communication
except in a kind of primitive pantomime. And because of his strange
body build we thought there might be some genstic probiems.

Dr. Abdvllak:

This boy, Q.E., had a very unhappy childhood, besides the fact of
his deafness, because his mother immediately rejected him. Within
a year and a half he was living in foster homes, at times with his
grandparents. He had very disturbed conditions in these foster homes.
Tn one there were only women, and he learned as a little child to dress
up like a girl. Perhaps the foster parents dressed him up like that;
at all events, he still retains some of these remnaxnts, he still likes to
wear feminine clothes.

He had 3 total of abcut two and a half years of schooling in & school
for the deaf, but always with an extremely disturbed situation in the
home, and with constant changes of foster parents.

One of the best foster parents he had, with whom he developed ties,
died, and that was another dificulty. Then he was changed to still
another place. Once in a while the grandmother would take him to live
with her. He never had a stable home situation, never lived in any
one place for any length of time. He used to get into temper tantrums,
when he would throw things. Nothing very serious happened, but it
would become difficult for his foster parents to handle him at home.

When he had too many problems in school; at the age of 9, he was
sent to Bellevue Hospital. There they kept him for 2 months. Then
they thought that he didr’t belong in the hospital and they sent him
back. Very soon after, he was again admitted. From the age of 9, with
but short intermissions, he was in state hospitals. The result has been
that he developed in a very isolated way, and didn’t get an opportunity
to meet other deaf children.

He stayed in one mental hospital from 1956 until the time we gob
him in 1964, a long stretch of time, with no association established
with anybody, and no friesdships, because of his deafness.

When he came here he was a very angry young boy, with very poor
communication, naturally with very little schooling and very little
contact with the deai.

‘We were very interested in and curious about him. We did all kinds
of investigations on him—hormonal studies and body-type studies and
chromosomal studies, to find out whatever we could. He had developed
what we might call a language of the body. He talked in pantomime,
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but now he can express himself very well without carrying out any
of this. We tried to place him back with his grandmother last year,
but the arrangement failed. After a short while, she threw him back.

In the group today he said a most interesting thing, and I would
like to come back to it tomorrow, if I get a chance. He said that his
mother does not like him and she has always hated him. Fe said she
beats him, and to this rejection by his mother he reacts in a normal
neurotic pattern by using a five-letter word about her to express his
hostility. What he is confused about, however, is the role of his grand-
mother, a confusior. which he illustrated in the group by telling, “My
grandmother loves me because she cried when she brought me back
to the hospital.” This he goes on repeating. His understanding is very
limited. He is unable to understand that there can be guilt in a person
at the same time that there is hostility and rejection. He repeatedly
asked me, “If my grandmother doesn’t love me, why did she ery when
she brought me back?”

He has also said in the group, and he is quite confused about it,
that he blames the doctors for somehow conspiring with his grand-
mother. A few months before, his grandmother hd again brought
him back. He had gone to her with great hope, and while there had
been no behavior problem, she just said that the financial burden was
too 1uch for her and she couldn’t keep him.

[Patient was presented.]

-

Dr. Abdullah:
‘Would you like to ask hirn anything ¢

Question to Dr. Abdullah:

I would like to ask him when he wants something, say a glass of
water, how does he ask for it

Dr. Abdullah:

Those things he picked up. A thing like that is very easy to show.
Tell me, what happened when you went home last time with your
grandmother?

Patient:
1966.
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Dr. Abdullah:
He forgets the month. Any trouble?

Patient:

No.

Dr. Abdullah.:

Then why did grandmother bring you back here? He didn’t get a
job so his grandmother couldn’t keep him. He blames us. We kept
postponing getting him a job so grandmother couldn’t keep him and
brought him back.

A problem he had was that he used to nse makeup and cosmetics.
He says that was before and now he has stopped. He used to wear a
corset and all that, but he has got over that. He cannot spell very well
(interpreting). He was transferred from the hospital, “not my fault,”
he says. They taught him to use lipstick, and all.

Question, to Dr. Abdullah:

‘What I was ..ondering about is, when he waniv something, does he
agk for it in a way which would estrange someore from him, or does
he doit in a pleasant way?

Dy, Abdullah:

‘When his relatives used to visit him hexre, he used to have a pattern
in which he would just ask for things—money, money, money—and
if they gave him $1, he would be :agry and throw it away.

‘We actually trained him to be nice to his relatives when they came
because then they will visit him again. We tried to relate their reluc-
tance to visit him and his tremendous pressure to “Give me, give me.”
Distant relatives would vome, but he would not differentiate them from
those from whom he could ask more.

We tried to interpret to the family that this is his way of wanting
to be reassured. He does not know limits. He is merely emphasizing a
point. But it looks to theva as though he is abeut to attack them. This
is his difficulty with so little language; he acts out everything. At
times he looks ve:y threstening. Unless you can explain this to the
person who is goilg to handle him, there can be quite & problem.
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But we have literally trained him how to smile and ask; how to be
soft and gentle, because hearing pecple can easily get afraid and
upset. This thing we have found over a period of time in group ses-
sions. We tell him, “You used to say this sort of thing, but you have
changed.” There was so much movement and commotion that people
would get upset about it.

Question to Dr. Abdullah.:

I want to know i¥ he hus any fears.

Dr. Abdullah:
Do you feel afraid ¢
Patient:
Yes.
Dr. Abdullah:
Of what?
Patient:

Crowds of pecple, better at home.

Dr. Addullah:

His understanding is very poor. He still thinks if just the doctoré
would pick up the phonas and tell his grandmother, she would come and
take him home.

Question to Dr. Abdullah:

Can you inquire about his erotic interests? Has he ever been in-
terested in girls?

Dr. Abdullah:

We never found him in any kind of overt homosexual or hetero-
sexual situation. He is a transvestite and effeminate, but he has never
flaunted his effeminacy or been seductive. We have tried to keep &
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watch on him because of his nature, the way he walks and all that.
One would say that he has changed a lot. He used to use heavy makeup.
That was another thing we had to raise and discuss in the group, how
feminine he looks and acts. He has developed some understanding,
but it is not completg. He still sometimes uses cosmetics. He says,
“God made me like that.” That much he can say, and he does say it
sometimes, but he is ridiculed.

Once in while, when his things are checked a corset that he bought
turns up. He also uses perfumes at times.

Dr. Vollenweider:

I tested the boy’s intelligence and gave him a Rorschach and figure
drawings. One of the interesting things about him is that even though
his behavior and interests are feminine, and he likes to wear the clothes
and the makeup, he doesn’t basically seem to be strongly identified
with any sex role. There is a basic weakness of any kind of identifica-
tion, which was another thing that goes along with the picture of the
primary disorder of character.

Question to Dr. Abdullah:

Does he have an English-speaking background? Is the mother
English speaking?

Dr. Abdullah:

His family constellation is as follows: His mother was born in the
British West Indies. His father was an Italian. He was born out of
wedlock. The maternal grandfather was of Spanish and Jewish origin.
His maternal grandmother was of Negro, French, and Indian origin,
and. she tells me that she also had a little Roumanian and Hungarian
blood.

Question to Dr. Abdullah:

The reason T am asking is because he has a communication difficulty,
and I thought maybe his family might have contributed.

Dr. Abdullah:

They all speak English.

e et e, 1k

-

T

D TR

VW] S N T RO TR ALY

)




48 PSYCHIATRY AND THE DEAF
Question to Dr. Abdullah:

Did he originally think he was a girl?

Dr. Abdullah:

No. When he was very little and in one foster home, there were only
girls and a mother, no father. He grew up there and the femininity
seemed almost to be imprinted somehow. In his very eary history rec-
ords, we found that when he was 7, he had learned to dress up likea girl.
Perhaps he was taught to dress up that way and he persisted in it.

Question:

Has he ever referred to himself as a girl?

Dr. Abdullah:

There is a certain inconsistency. In group therapy several patients
jeered at him for his effeminate behavior. I then asked him if he was
a boy or a girl, and he did not answer my question. But later he in-
sisted that he was a girl, which caused other patients to laugh quite
o bit_But-he does not always give the same answer. He must have been
joking. He has a good sense of humor. He can be very warm and
affectionate. He can also be very angry, at times.

et me ask him if he plans to get married. Do you plan to get mar-
ried? The answer is “a little bit.” He doesn’t want a baby. Babies are
too much trouble.

He says now that he does not like crowds and people here. He would
be better at home where it is quiet, not with so many people around. He
is 2 little uncomfortable. He foesn’t like crowds. I asked him why. He
savs, “I'm afraid. I'm not sick. I can’t hear what people say.”

Dr. Altshuler:

Thank you. I think you can also sense in him the energy under the
surface and the potential violence that is there.

One of the interesting things is that almost all of the patients with
deafness whom we have seen in state hospitals throughout the State
were admitted with a chief presenting complaint of impulsive and
often aggressive kinds of behavior.
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I think that this patient illustrates the quickness with whick he can
be so compliant and charming, while right underneath is this enormous
tension that you can feel as he expresses himself.

The rext case we want to show you is one which is even more diffi-
cult. This is a chronic paranoid girl of the schizophrenic group, who
had been in and out of hospitals several times. Sheisa good illustration
of what we were able to do here, because we were able to get her out
and we were able to gef her back in time to provide the intensive help
required if there is to be hope of discharge again.

Dr. Abdullah:

This patient, O. I, clearly has the diagnosis of paranoid schizo-
phrenia. In addition she is one of nonidexntical twins, sisters with very
different color of eyes and hair. Her twin is married and separated
from her husband.

The patient is 27 years old. Her father is an alcoholic. The parents
are separated, and both parents seem not to want to have anything
to do with her. We have tried our best to involve them in her welfare,
but all they do is get angry. They say, “It is none of our business, and
why do you keep bothering us? We have our own lives to lead.”

On the other hand, the parents have created a lot of confusion in
her mind by writing to her and telling her, whenever they have
visited her, that the moment the doctors give permission they will
take her home.

‘When she first became delusional in 1959, she was admitted to an
upstate state hospital, where she stayed for a couple of months. She
was discharged, but was readmitted a few months later. When she was
out again, she believed that people were talking about her and were
looking and poking through the window into her bedroom. She be-
came quite disturbed and was taken to another state hospital.

During one of her several brief trials outside of these hospitals, she
was placed in a foster home with a deaf family, where she stayed
until her delusions came up again. Neighbors reported that she started
playing her record player very loud, and a policeman came, becauss
the deaf couple with whom she was living didn’t hear her playing the
records. Next she started to become delusional with the idea that some-
body was hi