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ABSTRACT 

Few studies have explored mental health services such as counseling that are specifically 

provided to those who are d/Deaf and hard of hearing (d/DHH). This qualitative study 

was intended as an early research effort within a young field to investigate the impact of 

having an interpreter present within the therapeutic context. Qualitative data were 

obtained from an online, open-ended survey of eight d/Deaf and/or hard of hearing 

counseling clients in which the counselor was hearing and an interpreter was used in the 

counseling process. It was found that that d/Deaf cultural competence on the part of the 

counselor is an important part of the client-counselor relationship for those who are 

d/Deaf and hard of hearing along with the desire to feel safe, understood and connected.  

Future research should seek to (a) replicate this study with a broader sample, (b) make 

adjustments in order to interact with the participants through  interviews rather than an 

online survey, and (c) study topics such as specific therapy styles that may be most 

beneficial for the those who are d/DHH.  
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INTRODUCTION 

 

 This study began with the concern that individuals who are d/Deaf or hard of 

hearing get little attention in the field of counseling. With no immediate evidence to 

prove this, this study aims to provide a start to a better understanding of counseling those 

who are d/Deaf or hard of hearing (d/DHH), specifically when an interpreter is used 

within the counseling session. By gaining more information about the relationship 

between d/Deaf and hard of hearing clients with their counselors who are hearing, it can 

be better understood how the clients view the overall counseling sessions, what effects (if 

any) an interpreter has on the client-counselor relationship, and what improvements can 

be made to the counseling process.  In order to gain the understanding of what has been 

done already, the researchers explored the mental health challenges for individuals who 

are d/DHH, Deaf Culture, and the interpreter’s role in the counseling session. 

 The topic being researched is how to counsel individuals who are d/DHH when 

interpreters are utilized within the counseling setting. The intent is to conduct an open-

ended survey to explore experiences of d/Deaf and/or hard of hearing participants who 

have received counseling in order to better understand beneficial interaction and engage 

in meaningful communication, which facilitates improved self-understanding. By 

receiving feedback from individuals who are d/DHH, this survey study could provide 

some valuable information to this field and to the counselors working with the d/Deaf and 

hard of hearing population. It would be beneficial to see if having an interpreter impacts 

the client-counselor relationship positively or negatively and learn if whether or not there 

are times when the content becomes lost in translation during the counseling process. The 
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research could also provide insight if the participant would build rapport faster with the 

counselor who knows sign language (and be able to use it in a conversational manner) or 

is rapport built the same if the counselor utilizes an interpreter and is still a competent 

counselor. By learning about the counseling experiences of individuals who are d/DHH, 

it can provide great insight on the effectiveness of counseling and what changes could be 

made to better benefit the clients who are d/Deaf and hard of hearing. This can provide as 

an exploratory study and show insight to other areas of research that could take place in 

the near future. 

The following are questions that prompted the study: 

1. What types of mental health services are provided to the d/Deaf and hard of hearing 

population? 

 

2. What types of issues are brought up by the d/Deaf and hard of hearing population 

when it comes to counseling? 

 

3. Are there communication issues between individuals who are d/Deaf or hard of 

hearing and their family? 

 

4. Do individuals who are d/Deaf or hard of hearing have a family support system to 

help them through issues as they come up? 

 

5. What is the interpreter’s role in the counseling setting? Are there specifics for 

confidentiality and expertise in this specific field? 

 

 

Research Design 

 The research design for this study is a qualitative survey study. The objective is to 

gather data on how the counselor-client relationship is between the deaf client and their 

therapist. It would be insightful to learn about how the client satisfaction is within their 

therapy and see if there are ways the client-counselor relationship can be better improved. 

This is an exploratory research with the intent to gather information on how the 
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participants relate to their counselors. In this study, the participants will be chosen 

through very specific criteria: they are deaf individuals, they have gone through 

counseling, they had an interpreter present during their sessions, and they are willing to 

relate his/her experience in a written survey format. Participants will complete a five 

question open-ended survey to provide feedback about the relationship and satisfaction 

they experienced in their counseling experience.    

The following assumptions were made regarding the research: 

1. The interpreter is qualified to interpret within the mental health field. 

 

2. The interpreter is a certified interpreter.  

 

3. The individuals completing the survey have had counseling and had an interpreter 

present during counseling. 

 

4. The participant is willing to communicate through written language 

 

Several limitations in the design of the research were identified: 

1. Bias in purposive and snowball sampling. 

 

2. A small sample makes it more difficult to generalize over the entire population. 

 

3. The communication barrier the participants may experience based on their differing 

ability to effectively express their counseling experiences and level of satisfaction in 

written form. 

 

4. Difficulty in finding willing participants that fit these specific criteria. 
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Definition of Terms 

American Sign Language - 

American Sign Language (ASL) is a complete, complex language that employs 

signs made by moving the hands combined with facial expressions and postures 

of the body. … 

 ASL is a language completely separate and distinct from English. It 

contains all the fundamental features of language—it has its own rules for 

pronunciation, word order, and complex grammar. (“American Sign Language,” 

2014) 

 

Interpreter - An interpreter is “a person who translates the words that someone is 

speaking into a different language” (“Interpreter,” n.d.). 

 

Convenience sampling - Convenience sampling is “the process of including whoever 

happens to be available in a sample (e.g., volunteers)” (Gay & Airasian, 2009, p. 

600). 

 

Snowball sampling - Snowball sampling is a method that “yields a study sample through 

referrals made among people who share or know of others who possess some 

characteristics that are of research interest” (Biernacki & Waldorf, 1981, p. 141) 

and is used when trying to identify individuals in a very particular group and can 

be located by those who are within the community or are aware of the community 

(Biernacki & Waldorf, 1981). 

 

Grounded theory methodology - 
Grounded theory is a methodology for the inductive development of theory (Glaser and 

Strauss 1967). A grounded theory study involves collecting data in a substantive 

area; analysing data to find concepts, properties of concepts, and relationships 

between concepts, using a method called ‘constant comparison’; directing further 

data collection, so as to further develop concepts, properties, and relationships; 

and developing a theory around a ‘core’ category to explain the process under 

investigation (Glaser and Strauss 1967, Glaser 1978). (Skeat & Perry, 2008, p. 97) 

 

d/Deaf - The use of small d deaf usually means that the person does not connect with 

other members of the deaf community, but rather connect themselves into the 

hearing world, and view their hearing loss solely in medical terms. The term Deaf 

is used for people who tend to identify themselves as culturally deaf and have a 

strong deaf identity. The Deaf individuals who identify as Deaf may have 

attended schools for the deaf while the deaf tend to have attended mainstream 

schools and/or never attended a school for the deaf and got into public or private 

schools. “When writing about deafness many writers use a capital D when 

referring to aspects of deaf culture, and a lower case d when speaking solely about 

the hearing loss, while others simply use D/deaf” (“What does D/deaf mean?” 

n.d.). 
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Deafhood - Deafhood is “the experience of being Deaf. Deafhood is sometimes referred 

to as the 'life journey' of a deaf person” (Wiley, Egbert, Lapiak, & Vicars, n.d.). 

This means, the experience of Deafhood varies from person to person. The term 

emphasizes the ideas that being Deaf has great value for Deaf individuals, for the 

community and for society as a whole. These individuals see no reason for 

medical intervention to improve their hearing loss and do not consider their 

limited hearing as an issue that needs to be addressed (Wiley et al., n.d.). 

 

Hard of hearing - Hard of hearing refers to deaf people who do not use ASL, are 

unfamiliar with the Deaf community and have little to no understanding of Deaf 

culture; these individuals interact primarily with and associate themselves with 

the hearing community and culture (Wiley et al., n.d.). 

 

Pre-lingual deaf - (Also referred to as: early deafened) are individuals of any age who 

were a) born with a hearing loss or b) developed a hearing loss prior to acquiring 

a primary language (regardless of signed or spoken); this could mean developing 

hearing loss prior to one year of age (Wiley et al., n.d.). 

 

Post-lingual deaf - (Also referred to as: late deafened) are individuals of any age, who 

acquired a level of hearing loss after they already developed a primary language 

(Wiley et al., n.d.). 

 

Late deafened adult - (Lower case l and d) Also known as “LDA” are individuals who are 

born with normal hearing who developed a significant hearing loss. Before their 

hearing loss, LDAs learned and used some form of auditory language, attended 

hearing schools, associated with hearing people and the hearing community. Most 

LDAs are not involved with the Deaf community and have little or no 

understanding of the Deaf culture. They typically go through a natural process of 

mourning the loss of their hearing and make adjustments to their lives in 

acceptance of their hearing loss (Wiley et al., n.d.). 
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LITERATURE REVIEW 

 

Through this review of previous research on the topic of counseling the d/Deaf 

and hard of hearing population in order to gain insights on what’s been done, it is divided 

into three major divisions: the mental health issues, deaf culture, and the interpreter’s role 

in the counseling session. 

 

Mental Health Issues within the Deaf Population 

The articles that were found for this section are a mix between historical, 

qualitative and quantitative peer-reviewed articles, along with other article styles, such as 

case studies and literature reviews, to help provide an understanding of what type of 

mental health difficulties individuals who are d/DHH suffer from along with what 

treatment options they were provided. The articles describe mental health services and 

programs being provided for people who are d/Deaf, assessment of depression in pre-

lingually deaf people, and abuse of children who are d/Deaf or hard of hearing. Research 

of these topics and a study of their findings will assist in identifying what topics need to 

be discussed further and what topics provide valuable insight for this study. 

Vernon and Leigh (2007) showed the historical perspectives on mental health 

services for this population. Vernon and Leigh explained that until the mid-1960s, the 

Deaf population who were seriously mentally ill didn’t have mental health services that 

were specialized to their needs. With no special services, they were typically housed with 

the hearing patients and with staff who were unable to communicate with the Deaf and 

had no knowledge of sign language (p. 374). Vernon and Leigh also share that during the 
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mid-1960s, psychiatric hospitals began to incorporate inpatient units for the Deaf patients 

along with researching ways to improve the Deaf patient’s psychiatric disorders. In 2000 

the National Deaf Academy (NDA) was opened. This was “the first residential treatment 

center ever established exclusively for individuals who are Deaf” (p. 375). Vernon and 

Leigh also discussed how personality tests were not valid or reliable because they did not 

take into account the d/Deaf culture or the influences that could affect the test, such as the 

age of hearing loss, age of diagnosis, and their access to verbal language or 

communication. Vernon and Leigh also shared that when d/Deaf children were 

thoroughly studied by Schlesinger and Meadow in 1972 over a 5-year period, they 

discovered that “sign language had great value in facilitating academic achievement, 

parent-child interaction and communication in general, including speech and lip [-] 

reading” (p. 376). It was expressed that APA was working on developing “guidelines for 

the assessments and treatment of persons with disabilities, including those who are 

d/Deaf” (p. 376) along with the concept that misdiagnosis is an issue which can affect the 

child and have repercussions that could negatively affect the rest of their lives (p. 376). 

Ridgeway (1993) presents three case studies of deaf women who were abused at a 

young age. This article shows the difficulties that Deaf women who have been abused 

face in seeking treatment. Ridgeway illustrates the range of problems faced by these 

individuals and the language barriers and communication issues that come with being in 

this population. The females discussed in this article are women who were either deaf 

from birth or became deaf at a very young age. Each of these women was abused by a 

family member. One of the women tried to talk with her mom about the abuse done by 

her stepfather but was told that she was only day-dreaming and this never happened to 
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her. With this as a response, it is a wonder how anyone would seek help if family 

wouldn’t even believe them. Another woman was abused by both her stepfather and 

grandfather for nine years; she didn’t combat this because she was under the impression 

that this was acceptable behavior. It wasn’t until this woman was 27 that she learned that 

this was not acceptable behavior through watching TV. The last woman whose story was 

shared in this article talked about how she was abused by her uncle from the ages of 10-

15. However, since there were no resources for her, she was unable to discuss these 

issues until she was 35. She was admitted into an inpatient mental health facility due to 

depression, anorexia and self-harming behaviors.  

Ridgeway (1993) examined the development and communication of individuals in 

the d/Deaf population: “Research suggests that many deaf children have poor 

psychosocial development (Meadows, 1980), poor self-images and negative self-concepts 

(Ridgeway, 1992a)” (p. 167). Ridgeway (1993) explained that these deaf individuals 

began to have these negative self-concepts after they were removed from their homes and 

realized that they were different from everyone else. D/deaf children may begin to feel 

that the hearing individuals are smarter and better than they are and start to think they 

have a disability that can’t be overcome. They start to feel a sense of helplessness and 

hopelessness. Influences in how these children see themselves can be external such as 

educational experiences but they can also be affected through family experiences. If their 

family ignores them and pushes them aside because of the communication barrier, the 

deaf children may feel that they are not welcomed at home and that they need to be 

someone different to be loved or welcomed.  
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Through talking with these three individuals, Ridgeway (1993) explained that 

children who are deaf are more likely to face neglect and abuse along with a lack of 

emotional development and low self-esteem (p. 168) because of the language barriers and 

the lack of open communication. In all three of these case descriptions, a close family 

member molested the females. If open communication was not a problem, they would 

have been able to share this information with other family members who would have 

been able to make it stop; however, one of the individuals was “accused of day-dreaming 

‘as usual’ ” (p. 168) when she attempted to tell her mother about the sexual abuse. 

Another individual, Rachel, who survived sexual abuse, was only able to express her pain 

through anger and continual crying. She was unable to express herself because no one 

tried to help her or communicate with her to see what was going on.  

Willis and Vernon (2002) completed a quantitative study, which took place in 

1998-1999, which consisted of a sample of 58 deaf children and adolescents at the Tampa 

Bay Academy. These 58 were compared to a sample of 168 hearing individuals. “A 

startling and significant finding was that all of the deaf children admitted at age 12 years 

or younger had strong or confirmed indications of sexual abuse” (p. 31). The children at 

the Tampa Bay Academy lived in the residential treatment facility, which was a 24-hour 

living environment where they received treatment and help. They were given intense 

structure, protection and psychotherapeutic treatment. This is more extensive work than 

an outpatient facility could do and can be very difficult, especially if the clients have 

already been abused in their past, causing them to have a very difficult time trusting 

individuals. Willis and Vernon (2002) also state, that in most cases the children who were 



 

10 

d/Deaf had dysfunctional homes and were not given appropriate resources such as health 

insurance (p. 33). 

Connolly, Rose, and Austen (2006) wrote a literature review, which provided 

some much needed insight about the differences between the hearing world and the deaf 

world. Connolly et al. (2006) discussed the topic of how the assessment methods used to 

help identify and assess the mental health problems in today’s society were “developed as 

a result of research with White, middle-class, hearing participants” (p. 49). This is 

something that most people wouldn’t even think twice about, but if it were considered, it 

would be acknowledged that there are so many cultures that have to be considered 

through the assessment, such as race, gender, ethnicity, socioeconomic status, religious 

background, family cultures, etc. The Deaf community has also shown that they have 

created their own culture, their own language, and their own concepts of communication. 

They have their own way of understanding things. If this population, along with others is 

pushed to fit in the mold of how the assessments were developed, there will be gaps in 

the research that would stunt learning about this culture and potentially never be able to 

provide truly beneficial treatment. The authors noted “a small number of services around 

the world offer specialized assessment and intervention for deaf people with mental 

health problems” (p. 50). It should be noted that all of the studies that Connolly et al. 

reviewed of psychiatric deaf patients that reported prevalence of depression were written 

between 20-30 years prior which limits how useful and applicable these studies are. 

Connolly et al. (2006) expressed that these studies only reflected the amount of d/Deaf 

and hard of hearing who received a diagnosis of depression instead of those who were 

experiencing depression (p. 50). Within these studies, there was no clear expression of 
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what percentage of deaf people were diagnosed with depression. Connolly et al. (2006) 

believed “Differences between studies may be attributable to the fact that the Diagnostic 

and Statistical Manual of Mental Disorders (DSM) is used in the United States, whereas 

European countries tend to use the International Classification of Diseases (ICD)” (p. 50).  

When completing a retrospective study using mental health case records, 

Connolly et al. (2006) shared that one of the mental health centers for the community 

used a sign language interpreter which helped provide services to the d/Deaf population, 

along with this was shown that due to having the interpreters and having a way to 

communicate effectively, the d/Deaf population was provided the services needed and 

showed that it is due to the lack of communication that makes it difficult to help the 

d/Deaf population (p. 52). Connolly et al. reported “Diagnostic information was reported 

for 343 deaf and hard of hearing individuals and for the total sample, which consisted of 

68,329 individuals. The results showed that 13.7% of the patients who were dear of hard 

of hearing were diagnosed with mood disorders, compared to the 14.8% of the total 

sample” (p. 52). Within this article, it is shared that there is beliefs that due to 

communication and/or language barriers, d/Deaf and hard of hearing individuals may 

lead to misdiagnoses or get minimal assessments to receive a complete and precise 

diagnosis.  

Connolly et al. (2006) stated that when using written assessments, there may be 

concerns about the validity of them due to the reading levels for the d/Deaf participants, 

or other such obstacles such as English being a second language. The research that 

Connolly et al. (2006) studied provided information stating that compared to the hearing 

participants, deaf participants were more depressed as a whole. When looking at the 
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percentages, 51% of the deaf participants scored 10 or greater on the Beck Depression 

Inventory while only 33% of the hearing participants held that same score; this indicates 

at least mild depression. They also explained research that they reviewed, which showed 

that the percentage for moderate to severe levels of depression, were 7% of hearing 

participants and 8% of deaf participants (p.54). 

 The articles found in this research were full of important knowledge about the 

d/Deaf community. This provides more understanding to the communication issues these 

individuals may face on a daily basis and that they are tremendously lacking of a support 

network that should be created by their family. If there was support from their family, 

they would be better able to share their experiences and potentially even receive help at 

an earlier age. The studies and specialized treatment for this population appears to be a 

fairly new and this has helped improve their quality of life. Still, there are struggles that 

must be overcome. Struggles with effective communication in the home, early treatment 

for those who have mental illnesses and a better system that could help assess this 

population that takes consideration of this population’s culture and the influences in their 

lives.  

 

Deaf Culture Awareness 

 Peters (2007) revealed, through the United States Census, that there were about 1 

million people who were deaf in 2002. Peters shares his insight about deaf culture and the 

groups that come with it. He explained that there were within-groups that affect the Deaf 

population such as those who are born deaf or became deaf later in life and after they’ve 

developed a language, those who have parents who can hear or those who are born to 
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parents who are deaf, those who use a cochlear implant, or hearing aids or no support, 

and then within-groups for those who know sign language in comparison to those who 

rely solely on lip-reading (p. 182). Peters also explains that he’s a hearing counselor who 

interacts with a lot of d/Deaf individuals and reports that “This article provides a general 

framework for working effectively with clients who are deaf, but counselors must always 

be aware of the many within-group differences among the deaf population” (p. 182). 

Peters (2007) educates his readers on the historical background of how the d/Deaf 

population was treated in the beginning and how their culture was created. Peters 

expresses the importance of deaf culture by sharing that the cultural identity is based on 

many factors, which need to be accommodated by those who are hearing. Peters also 

states “Hays reported that culture includes language and a history” (p. 184). The Deaf 

population has both: “Research suggests that persons who are deaf or hard of hearing 

appear to have more mental health issues than hearing persons. This may be due, in part, 

to additional stressors that are unique to individuals who are deaf. For example, the 

obvious language barrier between a client and a counselor is particular to clients who are 

deaf” (p. 184). Peters shares that Deaf individuals were often misunderstood and even 

diagnosed with schizophrenia due to their style of communication through gestures and 

sounds. Peters also explains this when he shared that due to misunderstanding, those who 

are d/Deaf become misdiagnosed, which then leads to mistrusting those who are in the 

mental health profession (p. 184).  

Peters (2007) explores further some additional considerations to make when 

working with the Deaf population: awareness of the Deaf culture, attention to nonverbal 

behavior, and focus on wellness, confidentiality, and sign language interpreters. As 
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suggested above, understanding the Deaf culture is very important, and may be the most 

important consideration to have when working with this population. Peters shares that 

those who decide to work with the Deaf population should either take a sign language 

class or gain education on the culture of the Deaf population (p. 180). Since most of those 

who are d/Deaf or hard of hearing don’t always rely on verbal language, it is very 

important to pay attention to the nonverbal behaviors. “Communication via sign language 

involved a great deal of facial expressions, body and hand movements, and close 

proximity to others” (p. 186). Eye contact is also very important in this culture. When 

talking about focus on wellness, the author explains that it is crucial to view the deafness 

as an identity and not as a disability. Using more strength-based approaches may be more 

beneficial because it shows care for the client and gives them the ability to improve their 

self-esteem and self-concept (Peters, 2007). Showing the d/Deaf population that they are 

accepted will help tremendously. Confidentiality is something that is important in any 

client-counselor relationship, no matter the population. Just as in small towns, when 

counseling the d/Deaf population it may be common knowledge within the community 

that someone is going to counseling. Explaining confidentiality upfront will be helpful 

when building that trust with the client (Peters, 2007).  

Ladd and Lane (2013) shared that “Collective language, collective identity, 

collective culture, collective history, collective arts, collective epistemologies and 

ontologies--all are aspects of Deaf ethnicity” (p. 576). They continue to explain the 

difference between Deaf ethnicity and Deafhood by stating that Deafhood is something 

that can be learned later in life whereas Deaf ethnicity is something that is learned from 

birth and can cause struggle for the Deaf individual who is trying to find their place in the 
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world. “Such persons are left with a struggle to develop their identities, and this leads to 

what is termed ‘hybrid identities’” (p. 576). Ladd and Lane assert that in Deaf culture 

there are no boundaries and that if a Deaf person meets another from a different country, 

city or state, they will make a connection due to the “Deafhood” (p. 577).  

Munro, Knox, and Lowe (2008), share some insights by stating, 

Deaf people want to be able to communicate with a therapist using their first 

language and where this is not possible they want to use a skilled sign language 

interpreter. Those deaf people identifying as culturally Deaf want therapists to 

recognize them as a part of a cultural group and not as a disabled group. Deaf 

people want therapists to have an awareness and understanding of Deaf culture. 

(p. 308) 

 

This provides insight to the importance of viewing this population as their own culture. 

This quote also shares the similar views studied above about how important it is for this 

population to seek help from someone who best understand them and their way of life. 

For them, talking to a counselor who speaks their language is important, but second to 

that would be having an interpreter there to bridge the language gap.  

 

Interpreter’s Role in the Counseling Sessions 

Peters (2007) discussed a section about considerations to make while working 

with the d/Deaf population. One of the considerations was the use of sign language 

interpreters. In this section, Peters shares, “Research suggests that clients who are deaf 

prefer a counselor who is also deaf” (p. 187). Peters (2007) further goes on to express 

other possible options as well when stating, “In the absence of a counselor who is fluent 

in sign language, the use of an interpreter is the appropriate means of providing 

counseling, and clients who are deaf are often amenable to use sign language 

interpreters” (p. 187). Through this study, Peters (2007) also noted that having an 
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interpreter present during counseling had no negative repercussions in the client-

counselor relationship (p. 187).  

According to his research, Peters found that there were no issues with having a 

counselor who was competent in sign language or having an interpreter but that the 

d/Deaf or hard of hearing client did prefer meeting with a counselor who was d/Deaf as 

well. However, Connolly et al. (2006) brought up a valid concern when they stated, “The 

inclusion of an interpreter in an interview introduces two more relationships to the 

interview: interpreter-client and interpreter-interviewer (Farooq & Fear, 2003). This can 

have the effect of altering the usual dyadic therapeutic relationship” (p. 53). The authors 

also stated the following in regards to the topic of confidentiality: “Even though 

interpreters are bound by rules of confidentiality and impartiality, deaf people may have 

concerns about confidentiality” (p. 53). With the interpreter in mind and the concerns that 

may come up, it’s crucial for the counselor to understand that certified interpreters have a 

code of ethics they too must follow. NAD-RID Code of Professional Conduct is a good 

reference to see that interpreters must work under their scope of practice and present in a 

professional manner. A crucial section is the section on professionalism, which can be 

reviewed in Appendix B. Some of the major statements for understanding the role of the 

interpreter include:  

Interpreters possess the professional skills and knowledge required for the specific 

interpreting situation. … 

Interpreters are expected to stay abreast of evolving language use and 

trends in the profession of interpreting as well as in the American Deaf 

community. 

Interpreters accept assignments using discretion with regard to skill, 

communication mode, setting, and consumer needs. Interpreters possess 

knowledge of American Deaf culture and deafness-related resources. … 
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Render the message faithfully by conveying the content and spirit of what 

is being communicated, using language most readily understood by consumers, 

and correcting errors discreetly and expeditiously. … 

Refrain from providing counsel, advice, or personal opinions. (Registry of 

Interpreters for the Deaf, 2005, p. 3) 

 

Haley and Dowd (1988) noted studies that showed how counselors who were 

d/Deaf or hard of hearing were more influential than hearing counselors who had the 

same amount of experience in the d/Deaf population. One such study by Freeman and 

Conoley (1986) demonstrated that “Experienced deaf and hearing counselors who used 

sign language were rated higher on social influence and willingness to see the counselor 

than were hearing counselors who used an interpreter” (as cited in Haley and Dowd, 

1988, p. 258).  

Haley and Dowd (1988) also conducted a qualitative research study with 106 

youth from 3 different state schools for the Deaf. The students were divided equally 

between male and female (53 each gender) and they were between the ages 14 to 19 

(grades 9 to 12). The test was to see if a Deaf counselor was more credible to the students 

than a hearing individual who used an interpreter or one who used written language as 

their form of communication. The method used for this study was a simultaneous 

recording technique and with that, there were three different types of counselor 

communications used. Six videotapes were the result of the simultaneous recording 

method and were used to record the counseling session in different formats. 

In the first videotape the counselor and the client communicated by the use of sign 

language. In the second the counselor and client communicated through the use of 

a nationally certified sign-language interpreter. In the third the counselor and 

client communicated through writing (with a large pad and pencil that were easily 

visible to the observer of the videotape). (Haley & Dowd, 1988, p.258) 
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The participants were picked with the consultation and input of the administrators of the 

state schools for the deaf. Through the process of finding the participants, 10% of the 

participants were classified as individuals who had deaf parents. This was an important 

issue because “These children are therefore likely to have more advanced communication 

skills than the others” (p. 258). 

The Haley and Dowd (1988) study was conducted over a 6-week period where a 

rationale for the study was presented to students residing in the state school. The 

participants were asked to complete the Willingness to See the Counselor Scale along 

with a counselor rating form. The Barrett-Lennard Relationship Inventory was designed 

to measure the perception of their counselor’s empathetic understanding, level of regard, 

unconditionally of regard, and congruence and was designed as a six-point Likert-scale 

with 16 questions/statements that discussed each variable. The participants were then 

asked to complete the Counselor Effectiveness Rating Scale, which consisted of seven 

items that connected to the client perception of their credibility as a counselor. A 

multivariate analysis of variance (MANOVA) was used in this study. The dependent 

variables were the counselor rating form, the Barrett-Lennard Relationship Inventory, and 

the Counselor Effectiveness Rating Scale. The Willingness to See the Counselor Scale 

acted as a pretest and posttest. Then, an analysis of covariance (ANOVA) was run using 

the pretest as the covariate and using the counselor, communication method and hearing 

status used as the variables (p. 260).  

Within the study, Haley and Dowd (1988) a manipulation check was completed to 

determine if the participants correctly understood the status of the counselor (whether 

Deaf or hearing) and what form of communication was used through the interview (sign 
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language, use of interpreter, or use of written language). It was noted that the participants 

understood the status of the counselor and form of communication that was used 93% of 

the time. The study showed that there was a significant difference between the 

counselors’ use of sign language versus use of written communication. Haley and Dowd 

(1988) noted that the use of sign language was much more preferable to using the written 

form of communication: “The subjects tended to perceive the counselor as more 

influential, effective, and empathetic when sign language was used than when writing 

was used as the form of communication” (p. 261). Haley and Dowd (1988) also 

expressed that the counselor effectiveness was higher whenever sign language was used 

in comparison to the use of written communication: 

The subjects rated the counselor significantly higher in effectiveness (CERS) 

[Counselor Effectiveness Rating Scale] in the sign language condition than in the 

written condition. For the BLRI [Barrett-Lennard Relationship Inventory] a 

significant difference was likewise found between the sign language and the 

written conditions. (p. 261) 

 

It was also noted that the Deaf youth were more willing to see the hearing counselor who 

used sign language or who used an interpreter rather than going to the counselor who 

used written communication. There was no major difference with willingness between 

the Deaf counselor and hearing counselor so long as they used sign language or an 

interpreter. It was stated that it would be more beneficial to use sign language than rely 

on written communication because “it appears that the use of sign language by 

counselors, deaf or hearing, may enhance their social influence, empathy, and perceived 

effectiveness” (p. 262). Haley and Dowd (1988) further stated “the use of sign language 

may well be important to the ultimate success of counseling with deaf adolescents” (p. 

262).  
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With the literature review providing insight on the research that has been done 

before, it is clearer on the concepts that will be focused on through this study. This study 

of previous work has given us an opportunity to find relevant studies and find ways to 

incorporate new questions to those that have been addressed in previous studies.  
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METHODOLOGY 

 

 In this study, the goal was to gather information from participants who are d/DHH 

on their experience with a counselor when an interpreter was used within the counseling 

session. In this, counselors can have a better understanding of the counseling process for 

some individuals who are d/DHH.  Additionally, information was gathered about how the 

relationship between the participant and the counselor was developed, which may provide 

valuable insight as to how connections can be improved. 

 A 5-item open-ended survey was constructed in Survey Monkey. While 

participants were recruited in person to participate in this project, their survey responses 

were totally anonymous as they were able to complete their survey in the privacy of their 

home or other location; there wasn’t a specific site for this research as the individuals 

were able to go online at their own time and complete the questions. The individuals were 

selected though purposive sampling and snowball sampling because it was based on if 

they are deaf, 18 years or older, if they have attended therapy in the past, and if an 

interpreter was present in these session. Snowball sampling will come up as the study 

will rely on the participants to recruit other participants for the study. Qualitative survey 

responses will be subjected to analysis using Grounded Theory methodology. Within this 

methodology, evaluators both within and across respondents reviewed qualitative 

responses. While doing so, the evaluators write memos to themselves about themes that 

appear to be embedded with the responses. After all data were evaluated in this way, the 

memos are collected and reviewed to evaluate them for emergent larger themes (i.e., the 

drive to parsimony). This higher-level thematic evaluation continues until the most 
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parsimonious set of themes reflected in the participant responses is acquired. These 

become the major emergent themes for the study. Each are presented and described, and 

representative participant quotes are provided to illustrate the theme. 

Participants were recruited through the use of snowball sampling techniques. 

Within this technique, characteristics of a desirable participant are identified and an 

initial candidate meeting those criteria is sought. Once that participant has been 

identified, recruited, and has participated in the qualitative interview, they are asked if 

they know others who are like them who might be willing to participate. Thus, the current 

participant nominates additional likely participants. A total of eight participants will be 

sought to participate in the project. Participants will be purposive in that they will need to 

fit the “desirable” mold. The participants will (a) be d/Deaf or have a significant hearing 

impairment of the age of 18 or older, (b) be willing to engage in the research interview 

through textual means (i.e., responding to open-ended questions within a Survey Monkey 

survey), and (c) have participated in counseling in the past with the use of an interpreter.  

 Information was provided upfront about what this study was about and received 

the participants’ consent before they were able to complete the survey. They were 

informed of the consent by the survey, which stated “by moving forward in this survey, 

you are consenting to the study.” There were no participants younger than the age of 18 

so there was no usage of a parental consent. Prior approval for this project was obtained 

from the Missouri State University IRB (July 9, 2015; approval #16-0003). The 

participants remained anonymous through the completion of the survey. Ethnicity was 

omitted in order to keep anonymity for the participants.  
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 The survey study will be dispersed via the Internet and will be sent back to the 

researcher to receive, collect and analyze the data. The researchers used the Grounded 

Theory methodology to analyze the data and write up the results. Some demographics 

will be considered to help identify the population as a whole but even with the 

demographics the participants will remain anonymous. The demographics that were 

asked consisted of:  

1. Age 

2. Gender 

3. Born d/deaf or lost hearing after birth; if after birth, at what age 

4. Had a family member that was deaf 

5. What was the schooling situation 

a. Private School 

b. Public School 

c. School for the Deaf 

d. Homeschooled 

e. Other 

Premade survey questions will be used for the research study through Survey 

Monkey. The questions will discuss what the impact was in having an interpreter present 

in therapy, if the client felt understood by the therapist, if the counseling was effective 

and if there were any setbacks in therapy.  

The researcher will be analyzing the data provided by the survey results and will 

write up the results in a manner that would be beneficial for future studies. Steps in data 

analysis include (a) having the responses reviewed by evaluators both within and across 



 

24 

respondents, (b) having the evaluators write memos to themselves about the themes that 

appear to be embedded with the responses, and (c) collecting the memos and reviewing 

them to evaluate for emergent larger themes (i.e., the drive to parsimony). This process 

will continue until the major emergent themes for the study are discovered. Each are 

presented and described, and representative participant quotes are provided to illustrate 

the theme.  
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RESULTS 

 

 There were eight participants who completed the open-ended online survey that 

was created. Within this chapter, the researchers examined each of the questions posed to 

participants and take note of the major and minor themes that came from their responses. 

Within this study, there were eight individuals willing to participate in the study. 

In order to keep anonymity, some demographic information was avoided. The average 

age of the participants was 41.5. From these 8 participants, 75% were female and 25% 

male. In response to the question regarding whether the participant was born d/Deaf or 

hard of hearing, 50% reported that they had been born deaf while the remainder reported 

losing their hearing sometime after birth. Twenty five percent of the participants had a 

family member that was also d/Deaf or hard of hearing, where the majority of this sample 

(75%) did not. From this sample, 87.50% reported they went to a school for the Deaf (at 

some point in their education), 75% went to public school, and 25% to private school. 

 There were five open-ended questions asked. After reviewing the responses, the 

researchers were able to derive some major themes and some minor themes from each 

question. 

Question 1: “What impact did having an interpreter in the counseling session have 

on your counseling experience?” Within the responses from this question, the major 

theme of “utility” emerged. Respondents conveyed that it was necessary to have an 

interpreter to help facilitate the communication process and help the participant 

understand the counseling process and be able to have functional two-way conversation. 

Responses that help illustrate this major theme include, “It helps most of times so I could 
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actually understand the situation,” and, “It was helpful, especially for a first time 

meeting.” Another participant expressed how important it was to have a qualified 

counselor and interpreter by stating, “It was a must that the deaf patient have a licensed, 

qualified interpreter to effective[ly] receive counseling. The counselor must also have 

knowledge of how to use an interpreter and an understanding of deaf culture.” When 

going through the responses, the researchers also found that the minor theme of “safety” 

was noted, as expressed by one participant; “It helped a whole lot…I’d hold back to say 

anythin[g] until I’m comfortable knowin[g] [that the] interpreter d[o]n’t judge.” 

Question 2: “How and how well did you feel understood by your counselor? Do 

you have examples that might illustrate this?” Within the responses from this question, 

two major themes were derived. The first was that the participants felt understood due to 

the communication facilitation of the interpreter: “Interpreter c[a]n understand my body 

language [and] expressed in wh[at] I’m tryin[g] to explain [and] I believed it helped 

counselor to understand better.” The second major theme was somewhat the converse of 

the previous theme; that there was some disconnect with having the three different 

individuals in the therapy session. One participant stated “There’s plenty of times that the 

counselor felt that he/she didn’t understand the interpreter not me.” 

Question 3: “Was the counseling helpful? If so, how? If not, how not?” Again, the 

participants’ responses provided two major themes: helpful yet still having a 

disconnection between individuals. This was shown from question 2 and continued onto 

question 3. The concern that there was something missing or that having an extra person 

in the counseling session provided more space for error. The responses that pointed to the 

helpful aspect of counseling included: “The counseling has help greatly with interpreter 
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so I am able to understand each other more than one on one” and “…helped me 

understand in how to live my live without h[a]ving complications.” Some statements 

were made to provide insight that counseling had its own setbacks. One participant in 

particular referred back to his/her response from question two when the participant 

responded, “Our first counselor was also fluent in ASL and deaf culture. She was very 

helpful with the problems facing deaf persons and understood the unique issues facing 

the deaf. Another counselor had never used an interpreter before and would ask me to tell 

the interpreter what to tell my deaf daughter. She had no understanding of deaf culture. I 

teaching her about deaf culture and using interpreter, more than she was helping my 

daughter.” This response provided insight in how counseling could be harmful to one 

with cultural needs. Counseling appeared to be helpful in one instance but harmful in 

another due to the lack of cultural understanding.  

Question 4: “Were there setbacks in the counseling process? If so, what were 

they? If not, what helped your experience ‘flow’ better?” Participant responses to this 

question illustrated a major theme related to setbacks - the importance of developing 

safety, trust, and reliability in counseling. The following respondents’ statements 

illustrate this theme: “Yes, sometimes I felt it was too personal with the interpreters 

present” and “Sometime the interpreter will suddenly cancel right before the 

appointment. Or interpreter will talk to the counselor during the process.” This showed, 

along with the safety, trust, and reliability, that there is an importance to understanding 

the role culture plays. Another participant reported “Yes, when a qualified counselor who 

specialized in helping the deaf, was told she could not see multiple deaf individuals from 

the same family; even though she was the only one qualified to do so. She eventually quit 
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counseling, and my daughter was left with a counselor who was not qualified to help my 

daughter at all.” This participant’s statement clarifies their belief that counseling must be 

available to all individuals who need counseling services. The setback here was that the 

participant’s daughter was unable to receive the help she needed due to the lack of 

cultural competence within the counseling field. 

Question 5: “Is there any other information you would be willing to share that 

could provide this study with more insight into the client-counselor relationship?” This 

question wrapped up the entire survey and provided insight to what the participants were 

looking for. A big part of the responses provided insight that culture matters and that it is 

more than counseling and more than interpreting but that knowing the culture is highly 

facilitative. “Counselor need to be aware [of] differences w[ith] deaf [and] hearing 

[because] we both [have] different ways to express [ourselves and] counselor need to 

m[a]ke deaf feel comfy [and] b[e] open mind[ed] [and] it’d connected between th[e]m.” 

Another participant reported “The deaf need counselors with an understanding of deaf 

culture and the uniqueness of their language; use of interpreters, and special problems 

trying to function in a hearing world. As for my daughter, I have taken her to many 

different counselors, because of trying to find someone who is qualified to help her. She 

has no one in SW MO that can do that for her now; at least not that I have found.” This 

also shows that there is a strong need for counselors who are willing and qualified to 

work with individuals who are d/DHH  This means that counselors who are hearing need 

to learn about Deaf Culture to better serve their clients. Another participant provided 

insight about the time length within the counseling: “I would make it more than just 50 

minutes when there is an interpreter involved.” 
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 Through studying the responses and themes derived from participants, it appears 

that a meta-theme (i.e., a higher-order theme) emerged, that of deaf cultural 

considerations as critical to helping the d/Deaf and hard of hearing population. Safety, 

understanding, communication, and connectedness are all deeply rooted in the cultural 

context.  
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DISCUSSION 

 

Throughout the research, some valuable information was brought to light about 

individuals who are d/DHH. Learning about the struggles faced by the d/Deaf population 

through abuse has been eye-opening and has provided insight that this is a concern that 

needs more attention; this, along with other mental illnesses such as depression, 

emphasize the importance of having counselors competent to work with the d/Deaf and 

hard of hearing population. It was noted that there is a high need for counselors who can 

help individuals who are d/Deaf and hard of hearing through their difficulties. Participant 

responses from the survey study supported the idea that there was some dissatisfaction 

with communication due to some difficulty in understanding the interpreter, the 

interpreter misunderstanding the counselor, or the overall conversation getting lost in 

translation. One participant stated that counseling wasn’t helpful because “A lot of 

times….it’s because of miscommunications between the interpreters and the counselors.” 

Another participant stated “There’s plenty of times that the counselor felt that he/she 

didn’t understand the interpreter not me.” Connolly, Rose, and Austen (2006) also 

provided the information that “The inclusion of an interpreter in an interview introduces 

two more relationships to the interview: interpreter-client and interpreter-interviewer” (p. 

53) which can alter the typical therapeutic relationship.  

Secondly, a major aspect for improved satisfaction involves the counselors 

become culturally competent for the d/Deaf and hard of hearing population. The 

responses of the surveys and the review of literature provided great evidence that cultural 

awareness is necessary. This could be seen by a participant who stated: “Another 
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counselor had never used an interpreter before and would ask me to tell the interpreter 

what to tell my deaf daughter. She had no understanding of deaf culture. I teaching her 

about deaf culture and using interpreter, more than she was helpful to my daughter.” If 

cultural awareness and improved communication were incorporated in the counseling 

session this would provide for improved client satisfaction within counseling for the 

d/Deaf and hard of hearing population. By focusing on cultural competence this would 

provide the d/Deaf and hard of hearing population an opportunity to trust the counselor 

and the process. Peters (2007) states “The combination of misunderstanding, 

misdiagnosing, and mistreatment, albeit with good intentions, led to mistrust of mental 

health professionals” (p. 184).  

Communication barriers are evident and that even in their own homes with 

hearing family members, d/Deaf individuals appear to be strangers. The d/Deaf have no 

way of communicating their struggles with their own family, and as a consequence they 

are made to face this world in isolation. Ridgeway (1993) shared how one of the 

individuals that was in her study was “accused of day-dreaming ‘as usual’” (p. 168) when 

she tried to share with her mother that she suffered from sexual abuse. With no support 

group, they find themselves unable to heal from the hurt of their past and unable to learn 

to trust others to be there for them. By providing them the support through cultural 

competence and understanding how to utilize the interpreter, this can provide the help 

they would need. 

Based on the responses from the participants in this study, it is suggested that if 

the counselor is working with a d/Deaf individual and is not fluent in sign language, the 

next best thing for the counselor to do is to seek a qualified, certified interpreter to bridge 
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the gap of communication. One participant stated, in regards to what impact the 

counseling had with an interpreter in the room, “It was helpful, especially for a first 

meeting.” Another stated, “It helps most of [the] times so I could actually understand the 

situation.” Providing a competent interpreter will help build trust in the client-counselor 

relationship. One of the participants stated “The counseling has help[ed] greatly with 

interpreter so I am able to understand each other more than one on one.” Within the 

counseling sessions, it was noted that the most beneficial method of therapy is to be 

visual and hands-on. Using verbal language, and even sign language at times, may be 

extremely difficult for the client. Using dolls or pictures to help them express the 

concepts rather than the words will be beneficial to them in their treatment. Peters (2007) 

strongly encouraged counselors to take the time to learn sign language or learn about deaf 

culture to help the counseling process. Peters does share “Research suggests that client[s] 

who are deaf prefer a counselor who is also deaf” (p. 187). Peters does provide an 

alternative if this is not an option for the client by stating that if the counselor is not fluent 

in sign language, then an interpreter should be utilized. 

Another finding was that there were setbacks in the counseling process due to 

difficulty within the interactions between all parties and overall feeling of safety to open 

up in the counseling session. One participant stated, “Sometimes I felt it was too personal 

with the interpreters present.” This shows the importance of providing a safe space for 

the client by expressing the role of the interpreter and the confidentiality by both the 

counselor and interpreter, so that the three individual are able to work together in 

collaboration and will help avoid issues with miscommunication and distrust. 
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Counseling is a very personal and individualized endeavor, and though therapy 

styles weren’t specifically addressed in the survey study, the idea of researching therapy 

styles that best suite those who are d/DHH was something of interest. There are therapy 

styles that are used for different circumstances. For instance, most often when counseling 

children, play therapy is used because this is a language where the children can express 

themselves where words are not yet formed. They may not have an understanding of the 

word “abuse” but when they act out in the playroom with violence or art that has cruelty 

the counselor can learn to interpret their play to see something beyond what is said. This 

concept was brought up as a concern because those who are d/DHH may not have the 

vocabulary for issues of hurt, sadness, anger or struggles. An example of this concern 

was provided by LaBarre (1998) when she discussed how in her intake paperwork, she 

found that often the Deaf children would not indicate that they had been sexually abused; 

however, if she asked them if they were touched in a way they did not want, they would 

respond yes. LaBarre explained that these individuals have a difficult time with the 

vocabulary of sexual abuse and typically don’t realize it’s an issue until adulthood. 

LaBarre stated, “In some residential school environments sexual abuse had become 

normalized” (p. 322). When discussing how to help d/Deaf children or adults who had 

been sexually abused at an early age, she explains that the key is to use visualization. 

LaBarre continued by stating, “Explaining boundaries should be done in visual ways (i.e., 

shower curtain, door, teacher’s desk drawer, another person’s purse. A doll house can be 

helpful to show the concepts of doors and privacy” (p. 324). She also shared insight that 

Deaf adults also found it easier to communicate what happened to them by using the dolls 

and that it is important to not rule this out when working with d/Deaf population. Being 
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able to provide the Deaf population with a visual form of counseling would be helpful for 

them to share and express their feelings and emotions in a way that would be understood 

by the counselor which would lead to the journey of the healing process. 

Munro, Knox, and Lowe (2008) report, “The congruence between the changing 

social construction of Deafness and the therapeutic approach creates an environment that 

is likely to yield collaborative and productive therapy” (p. 309). They continued to 

explain that the constructionist approach is more defined by its creativity rather than 

focusing on predefined pathologies and how the constructionist approach focuses on the 

strengths and resources of the client. This allows the client more control of their life and 

control of their treatment. Therapy styles could be further explored and studied to see 

which would be the most fitting for the participants. 

 

Conclusions & Recommendations 

Through reading the literature, it was shown that there were quite a few articles 

that discussed the mental health treatment and programs for individuals who were or are 

d/Deaf and hard of hearing. However, there were other areas of research that appeared to 

be lacking: therapy styles, communication issues/language barriers, and the importance of 

understanding Deaf Culture. 

Conclusions that could be drawn from this study include the importance of 

addressing cultural competence, understanding the role of the interpreter prior to working 

with one, working towards better understanding and providing the necessary safety their 

clients are looking for, and finding a way to incorporate interpreters in the session in the 

most beneficial manner. Throughout the survey, it was addressed time and time again the 
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importance of feeling understood by the counselor and feeling a connection. There is an 

importance to feeling accepted by the counselors and seeing that the culture is not a 

deterrent for the counselor to provide support through the healing process. This could be 

started by the counselor understanding the dynamic an interpreter brings into the session 

and the proper etiquette when working with a client and interpreter. After evaluating the 

survey responses, the biggest key was that counseling was helpful as a whole, but the 

focus must be on more than the language of the d/DHH but that the language combined 

with culture. One participant in the survey study reported “The deaf need counselors with 

an understanding of deaf culture and the uniqueness of their language.” Munro, Knox, 

and Lowe’s study also supported this when they shared “Deaf people want therapists to 

have an awareness and understanding of Deaf culture” (2008, p. 308). One of the 

participants stated “Counselor need to be aware [of] differences w[ith] deaf [and] hearing 

[because] we both [have] different ways to express [ourselves and] counselor need to 

m[a]ke deaf feel comfy [and] b[e] open mind[ed].” 

There are several possible recommendations for improving research on this topic. 

The first recommendation would be replication of this study with a broader sample by 

conducting the five question open-ended survey to a larger group of participants could 

help provide more information and make it easier to generalize for the population. By 

replication with a broader sample, the limitation of having a small sample size could 

make it more difficult to generalize could be addressed. Another way to make this study 

more interactive would be conversing with the d/Deaf and hard of hearing participants 

through interviews which could provide more insight and provide the participants the 

ability to utilize sign language to better express their experiences. By interacting more 
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with the participants in a manner outside of written language could provide future 

researchers the ability to finding more willing participants with the specified criteria 

needed. Thirdly, though therapy styles were not specifically addressed by the 

participants, it does appear to be a concern for the effectiveness of therapy. To see if 

other forms of therapy would be more beneficial, such as play therapy versus talk 

therapy, could provide necessary insight to improve the client satisfaction, therefore 

empirical research on various modalities with the deaf is warranted. Finding ways to 

educate the insurance on the importance of providing this population with a longer 

counseling session as discussed by one of the participants when they stated “I would 

make it more than just 50 minutes when there is an interpreter involved.” Lastly and more 

broadly, more research in all aspects is warranted due to the paucity of current research. 

When working with individuals who are d/DHH, it would be necessary for the 

counselor to have some knowledge of Deaf culture and are either able to interact 

proficiently through the use of sign language or provide the client with an interpreter who 

is certified and qualified for working in the counseling setting. In addition, it might be 

beneficial for the counselor and the interpreter to discuss the therapy style that would be 

used and how they expect to interact with the client previously to give the interpreter the 

big picture of what to look for and how to help the communication flow without any 

barriers. Lastly, taking the time to build rapport and safety between the three parties by 

openly and clearly discussing confidentiality and other safety matters could provide the 

clients with the ability to become comfortable with both the counselor and the interpreter 

and be more willing to open up about concerns they wish to address via therapy.  
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The purpose of studying Deaf culture and using an interpreter or being proficient 

in sign language is to help provide the support and guidance needed to provide the client 

with beneficial counseling and help them through their struggles. With this information, it 

is recommended that the therapist become fluent in sign language and/or Deaf Culture. In 

connection to this, it is recommended that interpreters become specialized with working 

in the counseling field, where they are able to understand the terminology and provide the 

information specifically and clearly to the client. Building the rapport with the client is 

crucial and would be destroyed with the incompetence of the counselor with the d/Deaf 

population. This could only damage the client on a further level and make it more 

difficult for the client to trust another counselor or seek help in the future. Consider this 

participant’s response from the survey: “Our first counselor was also fluent in ASL and 

deaf culture. She was very helpful with the problems facing deaf persons and understood 

the unique issues facing the deaf. Another counselor had never used an interpreter before 

and would ask me to tell the interpreter what to tell my deaf daughter. She had no 

understanding of deaf culture. I [had to] teach her about deaf culture and using 

interpreter, more than she was helping my daughter.” She goes on to say, “My daughter 

was left with a counselor who was not qualified to help my daughter at all.” Finally she 

states, “I have taken her to many different counselors, because of trying to find someone 

who is qualified to help her. She has no one in SW MO that can do that for her now; at 

least not that I have found.” As you can see from the concepts and from the participant’s 

perspective, counselors need to be culturally competent to be effective counselors within 

the individuals who are d/DHH, which is the same that has been found with other studies 

of diversity.  
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APPENDICES 

 

Appendix A: Survey Questions 

1. What impact did having an interpreter have on your counseling experience? 

 

2. How and how well did you feel understood by your counselor? Do you have 

examples that might illustrate this? 

 

3. Was the counseling helpful? If so, how? If not, how not? 

 

4. Were there setbacks in the counseling process? If so, what were they? If not, what 

helped your experience “flow” better? 

 

5. Is there any other information you would be willing to share that could provide 

this study with more insight into the client-counselor relationship? 
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Appendix B: NAD-RID Code of Professional Conduct  
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