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Dialectical Behavior Therapy for Deaf Clients:
Cultural and Linguistic Modifications for
Outpatient Mental Health Settings

AMANDA O’HEARN, ROBERT POLLARD, AND SHARON HAYNES

Dialectical behavior therapy (DBT) is a form of cognitive behavioral therapy originally
developed for treating chronically suicidal women with borderline personality disor-
der (BPD) (Linehan, Armstrong, Suarez, Allmon, & Heard, 1991; Linehan, Heard, &
Armstrong, 1993). DBT developed through Linehan’s efforts to get her suicidal clients
to stay in treatment. She found that when she focused too much on pushing her clients
for change, they often felt invalidated and dropped out of treatment. When Linehan
began to balance the treatment between pushing for change and accepting the client
exactly where she was (i.e., validation), her clients were more likely to stay in treat-
ment. She began to see clients improve where other therapies had failed them. Her
motivation to work with a traditionally difficult-to-treat client population resulted in
the development of a comprehensive treatment for BPD. She created treatment manu-
als (Linehan, 1993a, 1993b) based on what she had learned. The manuals detail pro-
tocols and strategies for working with individuals with BPD. DBT features elements of
psychodynamic, client-centered, and gestalt therapy approaches, but its use of behav-
ioral science, mindfulness, and dialectical principles sets DBT apart from other treat-
ments (Koerner & Dimeff, 2007).

This chapter first describes the basic components of DBT and its efficacy with a
variety of (hearing) patient populations and settings. We then describe modifications
of DBT materials and methods that we have found effective in employing DBT in an
outpatient setting with deaf individuals.

Dialectical Behavior Therapy Overview

More detailed descriptions of DBT can be found elsewhere, most notably in Linehan’s
original text (1993a). The following brief overview will help facilitate some under-
standing of this therapy approach and clarify the nature of the modifications needed
to enhance DBT’s applicability for a deaf clientele.

The DBT treatment approach balances acceptance with change, in relation to clients
and their circumstances as well as therapists and their application of the treatment.
Linehan’s study of Eastern philosophy and Buddhism influenced her development of
DBT, and Zen-like teachings are woven throughout the therapy (Kabat-Zinn, 2005).
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The approach focuses on acceptance of clients exactly where they are, while simultane-
ously working toward changing behaviors that are harming their lives; this is the key
“dialectic” in the treatment. For Linehan, understanding this dialectic (i.e., apparently
opposing truths) and coming to a synthesis between them helps move the client away
from “absolute thinking,” which tends to create an impasse and, instead, toward change
and progress.

DBT was initially designed for clients diagnosed with BPD. Linehan views these indi-
viduals as emotionally vulnerable, a product of both biology and trauma experiences.
Individuals with BPD often exhibit higher sensitivity to emotional stimuli, higher emo-
tional reactivity, and a slower return to emotional baseline than the average person
(Fruzzetti, Shenk, & Hoffman, 2005; Linehan, 1993a).

The developmental environment from which many people with BPD come is often
invalidating. An invalidating environment is one in which an individual’s personal
experiences, feelings, and viewpoints are discounted, disbelieved, or ignored. These
individuals are not respected and their thoughts, feelings, and experiences are disre-
garded. An extreme example of invalidation would be chronic child abuse. In such
environments, individuals do not learn to trust their own thoughts or feelings and do
not learn how to regulate emotional arousal or tolerate distress. Linehan posits that
BPD develops based on the interaction of invalidating environments and the individu-
als’ inherent emotional vulnerability. She refers to this as a transactional process in
which each party (the atrisk individual and the environment) influences and rein-
forces the other. Because of this transactional cycle, even a slightly invalidating family
and a slightly emotionally vulnerable child can, over time, evolve into a situation that
is highly invalidating to both the family and the child (Fruzzetti et al., 2005). An inval-
idating environment over-simplifies problem solving (e.g., “you justneed to try harder”)
and often reinforces escalation of emotional responses (e.g., the child must display a
temper tantrum to get a reasonable degree of attention).

The technique of validation in DBT treatment helps strengthen the client’s prog-
ress, serves as a balance to the stresses of making change, and serves to strengthen the
therapeutic alliance. All clients benefit from validation, but Linehan believes it is par-
ticularly important for those prone to emotional dysregulation and sensitivity (Linehan,
1993a). Linehan describes six levels of validation. Validation can simply involve active
listening (level 1) and reflection of what the client is saying (level 2); it can also be
validation of the client’s unexpressed emotions or thoughts (level 3). Validation can
involve understanding client behaviors in terms of past experiences or learning (level
4) or in terms of normative functioning (level 5). Considered the highest level of vali-
dation (level 6) the therapist is radically genuine with the client, responding to her as
an equal. Clients (and therapists) often view the client’s behaviors as “invalid,” weak,
or bad. Validation requires the therapist to search for the validity in any client percep-
tion, feeling, or response, thereby acknowledging the inherent effectiveness of these
reactions whenever possible and, more importantly, teaching the client to self-validate
(Koerner & Dimeff, 2007). A client who punches a hole in the wall because she is angry
could be validated in that the physical pain she experienced provided an immediate
decrease in her emotional pain (so it makes sense that she hurt herself in the context
of trying to decrease her emotional pain), but at the same time, injuring herself isn’t
valid in that it isn’t a normative response and goes against her goal of coping in more



374  Special Issues

effective ways. The case example at the end of the chapter provides an example of how
the six levels of validation play out during therapy sessions.

STAGES OF DBT

DBT treatment is structured in stages that are behaviorally defined and have specific
behavioral goals. Clients exhibiting the most severe symptoms of BPD require stage
one treatment. In this stage, the goal is for the client to stabilize and achieve behavioral
control. Target achievements in this stage include decreasing life-threatening behav-
iors (suicidal thoughts, suicidal behaviors, and self-harm such as “cutting”); decreasing
therapy-interfering behaviors (such as quitting therapy, not doing homework, and not
taking medications as prescribed); decreasing behaviors that interfere with quality-
oflife (such as anger outbursts, missing work, sexual promiscuity); and increasing
behavioral skills that can replace ineffective coping skills. DBT behavioral skills are
typically taught through “skills groups” that provide detailed instruction on mindfulness,
distress tolerance, emotion regulation, and interpersonal skills.

Stage two treatment commences when clients are no longer engaged in life-
threatening behaviors. It focuses on replacing the experience of “quiet desperation”
with full emotional experiencing. At this stage, posttraumatic stress disorder (PTSD)
can be addressed since clients” behaviors are under better control and they have also
increased their behavioral skills. Traditional exposure work may be used as well.

Stage three treatment focuses on obtaining “ordinary” happiness and unhappiness
and reducing ongoing problems with living. Clients who want more than ordinary
happiness—they want a sense of connectedness to a greater whole—benefit from stage
four treatment. The goal in this stage is to work on finding joy and freedom. The stage
also focuses on resolving any sense of incompleteness.

COMPONENTS OF DBT TREATMENT

A comprehensive DBT program includes five components: (a) individual therapy; (b)
skills training group therapy; (c) a consultation team for DBT therapists; (d) between-
therapy coaching calls when indicated; and (e) supplemental services as needed (e.g.,
pharmacotherapy, case management).

Individual therapy is typically offered on a weekly basis. Individual therapists help
clients move through the stages of change described earlier. Therapists balance accep-
tance (validation) with encouragement toward change throughout DBT therapy. They
motivate the client, reinforce skillful behaviors, and help extinguish unskillful behav-
iors and unhealthy behaviors. Clients may have been reinforced in the past for being
symptomatic. Unfortunately, the mental health service system often withdraws support
as clients get better. The opposite is often also true; as clients decompensate, support
increases. This can be very problematic for clients who are not skilled at getting their
needs met other than through dramatic and extreme measures.

For example, consider a client with poor coping skills and poor emotional regula-
tion who says he wants to kill himself. His life may indeed be so miserable that he
thinks he is better off dead. He may also have learned that in order to get people in his
life to take him seriously, he needs to express his pain very loudly. His environment has
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reinforced his need to be “loud” in order to get support, attention, or help in solving
his problems. Feeling suicidal is not the central problem; rather, the problem is poor
coping skills and the lack of problem solving skills which leaves suicide as an attractive
possibility.

Therapists use “behavioral chain analysis” to help clients understand any problem-
atic behaviors they wish to target for change (e.g., suicidal ideation, “cutting,” suicide
attempts, “blowing-up,” etc.). Behavioral chain analysis defines the problem behavior
and spotlights its antecedents and consequences (both behavioral and environmen-
tal). The goal of behavioral chain analysis is to create a relatively complete account of
what happens before, during, and after the problem behavior. As client and therapist
create the chain analysis, dysfunctional responses can be highlighted, emotions/
thoughts are noted, and patterns can be discovered that relate to other problem behav-
iors for the client. Client and therapist together look for places in the chain where
skillful behavior was used, as well as what skills need to be used next time to avert
engaging in the problem behavior. Client and therapist may also find that other
changes need to be made, such as working on cognitive restructuring, exposure to
emotions, or managing contingencies (consequences). In the example of the suicidal
individual, a behavioral chain analysis may show that when the client states he’s going
to kill himself, his girlfriend drops everything and attends to him. In this case, in order
to extinguish this behavior, the client might focus on contingency management and
ask his girlfriend not to attend to him the next time he says this (or they may come up
with another plan, such as the client contacting his therapist for skills coaching or
going to the emergency room if he truly is at risk of harming himself). The client then
works on getting his need for his girlfriend’s support in other ways (possibly by using
his interpersonal skills).

Skills training groups are 90-120 minutes in length and occur weekly. Skills groups
are more like classes than a therapeutic process-type group. Skills training has several
distinct components or modules. Mindfulness skills help clients observe and describe
their thoughts and feelings in a nonjudgmental way. The significance of mindfulness
is that if clients can’t get control of their attention, it will be difficult to apply the other
DBT skills. Distress tolerance helps clients learn to cope with problematic emotions
and events without making their situation worse. These skills can be likened to a life-
boat—for use in emergencies but not for coping in the long-term. Emotion regulation
skills help clients learn how to change emotions they wish to change. Interpersonal
skills help clients become more assertive or more accepting of help through the appli-
cation of social skills. Clients also learn how to say no to unreasonable requests and ask
for help in skillful ways.

Each DBT skills training module typically lasts 8 weeks. The first half of each week’s
session is dedicated to homework review, during which clients discuss the skill they
have practiced from the previous week and the homework they have completed. Diary
cards are used to monitor target behaviors and make note of skill use during the week.
The second half of the session focuses on learning a new skill. Clients are assigned
homework related to the new skill to work on during the next week. Ideally, two DBT
skills trainers lead the groups.

Coaching calls between skills training sessions function to help the client generalize
the skills they have learned. Clients are instructed on when they should or should not
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contact their therapist for a coaching call. The metaphor that works here is of a basket-
ball coach who isn’t present for the game. In most public mental health settings clients
generally visit their therapist 1 hour per week or less; the remaining 167 hours per
week, they are out “on the field” applying what they are trying to learn through ther-
apy. It is quite reasonable to anticipate that clients could use help “during the game,”
which is the purpose of encouraging coaching calls to the therapist outside of formal
DBT sessions. Coaching calls are structured to focus on problem solving specific to the
situation raised by the client and are explicitly not a minitherapy session. Clients are
asked to describe what current skills they are using in the moment and are coached on
other skillful behaviors they might try if they have exhausted their ideas. The purpose
of the call is to help the client avoid engaging in self-harming behaviors or other prob-
lematic behaviors that make the situation or their lives worse. Encouraging the client
to contact the therapist before engaging in problematic behaviors reinforces the client
(through the therapist’s positive attention) for trying to be skillful and extinguish
previously dysfunctional but reinforcing behaviors (e.g., cutting).

Comprehensive DBT treatment also includes the utilization of a consultation team
for therapists providing DBT treatment. The consultation team functions to decrease
therapist burnout (which is not uncommon in working with BPD or other difficult-
to-treat patient populations) and also helps therapists stay on track in providing effec-
tive treatment. Team members provide feedback to each other and are meant to be a
form of treatment for the therapist.

Research Findings

When presented as part of a comprehensive therapeutic program, DBT reduces sui-
cidal ideation (Koons et al., 2001; Linehan et al., 2006), and self-injurious behaviors
(Koons etal.; Linehan etal., 1991; Linehan etal., 1993; Linehan et al., 2006) . Frequency
of emergency room visits decreases (Linehan et al., 2006); length of inpatient stays
decreases (Linehan et al., 1991), and overall costs associated with mental health treat-
ment decrease (Aos, Lieb, Mayfield, Miller, & Pennucci, 2004). Of all treatment for
suicidal clients with BPD, DBT presently has the greatest degree empirical support.

Modifications have been made to DBT to accommodate different settings as well as
different client populations, including:

¢ FElderly depressed individuals (Lynch, Morse, Mendelson, & Robins, 2003)

e Families (Hoffman, et al., 2005; Woodberry, Miller, Glinski, Indik, & Mitchell,
2002)

¢ Couples (Fruzzetti, 2006)

e Adolescents (Miller, Rathus, & Linehan, 2006; Rathus & Miller, 2002)
® Bulimia (Safer, Telch, & Agras, 2001)

* Binge eating (Telch, Agras, & Linehan, 2001)

e BPD with comorbid substance abuse disorders (Linehan et al., 1999; Linehan
etal., 2002; van den Bosch, Verheul, Schippers, & van den Brink, 2002)

¢ (lients with intellectual disabilities (Lew, Matta, Tripp-Tebo, & Watts, 2006)
¢ Inpatient units (Bohus et al., 2000; Katz, Cox, Gunasekara, & Miller, 2004)



Dialectical Behavior Therapy for Deaf Clients 377

Adaptations also have been made for non-English speaking populations. The DBT
skills manual has been translated into Spanish, French, German, and Dutch
(Linehan,1996a, 1996b, 2000, 2003a).

Unfortunately, none of these modifications or adaptations address the barriers that
deaf clients face in accessing this useful form of treatment. The deaf client population
often presents with limited English literacy skills, fund of information deficits (Pollard,
1998), and limited language skills, even in American Sign Language (ASL). These factors
and unique cultural characteristics require considerable modification of DBT materials
and methods in order to make the treatment accessible (O’Hearn & Pollard, 2008).

DBT APPLICATIONS FOR DEAF PEOPLE

DBT should be available to deaf people who have suicidal behaviors or have BPD, just
as it is for hearing people. Several studies suggest that deaf people have a higher risk
for suicide behaviors than hearing people (Boyechko, 1992; Critchfield, Morrison, &
Quinn, 1987; Dudzinski,1998; Samar et al., 2007; Turner, Windfuhr, & Kapur, 2007)
suggesting the potential value of DBT for this population. While empirical evidence
regarding mental illness epidemiology in the deaf population is limited (Pollard,
1994), deaf people may be at higher risk for developing BPD (O’Hearn & Pollard,
2008). Researchers believe that deaf people experience higher rates of abuse in child-
hood (Embury, 2001; Sullivan & Knutson, 2000) and that abuse is associated with the
development of BPD.

Also, as noted earlier, BPD is believed to result from the transaction of an invalidat-
ing environment and the biological vulnerabilities of the individual. Deaf people are
usually born into hearing families, where their experiences and sense of self are often
at odds with the language and culture of their parents, siblings, and extended family,
which certainly may constitute an invalidating experience. The commonly described
“dinner table syndrome,” in which the deaf individual is routinely left out of family
conversation, laughter, and information sharing provides one example of invalidation
that many deaf people experience. When asked what an animated dinnertime conver-
sation is about, responses of “It’s not important” or “I'll explain later” are common and
would be invalidating to most people. Many deaf people also experience invalidation
outside the family context—in school, at work, and in the community. Sign language,
Deaf culture, and Deaf social norms and values typically are not valued by the domi-
nant (hearing) culture, which can be experienced as invalidating or even oppressive.
“Audism” is a term that is increasingly used to encompass this concept of oppression
and invalidation at both the individual and societal levels, when based on one’s ability
or inability to hear (Bauman, 2004). Because of its emphasis on validation, even in the
absence of a diagnosis of BPD, DBT may be particularly salient for deaf clients (O’Hearn &
Pollard, 2008).

DBT also may be particularly useful for deaf people because of the skills training
group therapy component. In light of common fund of information gaps, as well as the
aforementioned lack of communication within the family, DBT skills group can be a
useful adjunct to other (non-DBT) types of treatment. It is common for deaf clients to
present for mental health treatment manifesting deficits in coping and emotional reg-
ulation skills (even emotional vocabulary), regardless of their psychiatric diagnosis.
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Glickman (2009) addresses this topic in great detail in his book on cognitive-behavioral
therapies with deaf people with language and learning challenges.

Modifications in Using DBT with Deaf Clients

Normally, DBT skills groups are taught using a workbook (Linehan, 1993b) which
includes diary cards. Given the wide range of reading abilities in the deaf population,
particularly in the clinical population (Black & Glickman, 2006; Glickman & Gulati,
2003), modifications are needed to make written materials accessible. Furthermore, the
videotapes used in the context of skills training groups with hearing people (e.g.,
Linehan, Dimeff, Waltz, & Koerner, 2000; Linehan, 2003b, 2003c) are not captioned.
Even if they were, this would not be a suitable alternative for deaf clients with limited
literacy. Even for clients with good English literacy, these videos are intended for hearing
audiences and do not “speak to” the Deaf experience; clients may feel disengaged while
watching these tapes. The deaf mental health client population often presents with more
language and learning challenges than the general deaf population (Black & Glickman,
2006; Glickman, 2009, Glickman & Gulati, 2003). Accordingly, modifications to learning
materials must take these factors into account in order for such modifications to allow
optimal accessibility and learning for clients (Pollard, Dean, O’Hearn, & Haynes, 2009).

The DBT skills training workbook frequently uses mnemonics (Linehan, 1993b).
Mnemonics are problematic because of the lack of 1:1 equivalence between words in
English versus ASL as well as because mnemonics are not a technique used in ASL to
aid memorization. For example “improve the moment” is a particular DBT distress
tolerance skill. Each of the letters of the word “improve” stands for a specific distress
tolerance skill that can be used by clients (e.g., using ¢magery, finding meaning for suf-
fering, prayer, etc.). While mnemonics often help hearing, English-speaking clients,
their relevance and helpfulness as a memory tool is questionable for ASL users.

Since fund of information gaps must be addressed in deaf skills training groups,
more time is generally needed—especially for groups with greater than average lan-
guage or learning challenges. ASL is a dialogic language (Metzger & Bahan, 2005;
Pollard, Dean, O’Hearn, & Haynes, 2009) so more time may be needed for informa-
tion exchange via group discussion. Allowing for more back-and-forth time in groups,
both among members and with coleaders, is necessary to ensure that information gaps
are being addressed and comprehension is maximized. Hearing DBT clients tend to
summarize the skills they used without including a lot of detail. However, storytelling
is a key cultural feature of ASL (Padden & Humphries, 1988) and details, not summa-
rizing, are valued. For all these reasons, deaf skills training groups typically need more
time, depending on the size and language/learning abilities of the group.

One of the core DBT skills is mindfulness. Several of the mindfulness practices
taught to hearing clients through skills group include instructing clients to close their
eyes and reorient to the sound of a bell. With deaf clients, mindfulness must be taught
in ways that do not rely on auditory ability or require that members close their eyes
while instruction is taking place.

The issue of confidentiality needs special attention in deaf DBT groups, in ways that
are not as relevant for hearing groups. O’Hearn and Pollard (2008) provide particular
details in this regard. Finally, therapist consultation teams, an important DBT provider
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resource, may be difficult or impossible to form if an insufficient number of local
clinicians work with deaf clients and use DBT.

USE OF INTERPRETERS

Engaging qualified sign language interpreters is, of course, a reasonable accommoda-
tion when no sign-fluent providers are available. However, the presence of an inter-
preter does not necessarily indicate that a deaf client has the same access to effective
treatment as a hearing client. Glickman (2003) refers to this common presumption as
the “illusion of inclusion.” O’Hearn and Pollard (2008) explain why the presence of
interpreters does not result in equal access to DBT treatment. As mentioned previ-
ously, the clinical deaf population likely has fund of information deficits and lower
literacy levels than the average deaf person. An interpreter does not typically have
time, especially in a group setting, to fill these gaps or accommodate for literacy limita-
tions. Particularly in the context of DBT treatment, which has its own jargon and met-
aphors, the interpreter would be faced with the “interpersonal demand” (Dean &
Pollard, 2005) of attempting to bridge the “thought world” of the hearing group mem-
bers/therapists with the thought world of the deaf client. Unless time is unlimited, this
will not happen. Also, DBT metaphors, which make sense to hearing people, do not
translate well into ASL or fit the average deaf client’s experience (Isenberg, 1996).

Using interpreters in a group setting also makes it difficult for the deaf client to feel
like part of the group. The lag time necessary for translation means that the deaf per-
son is always receiving information a bit later than the rest of the group, which makes
equal participation difficult. Additionally, it is impossible to read the workbook materi-
als or diary card while simultaneously watching the interpreter, a barrier that hearing
clients do not face. Simply having a third party in the room for therapy, especially when
the deaf client knows the interpreter from other contexts, can be uncomfortable.

MATERIALS MODIFICATIONS THAT MAKE DBT ACCESSIBLE

O’Hearn and Pollard (2008) provide details and examples of DBT written materials
(workbook and diary cards) that have been modified to accommodate several deaf
DBT group skill levels. Minimal modification is made for clients who are fluent in
English. A modest number of modifications are needed for clients who are comfort-
able with a basic, but not advanced, level of English. Finally, major modifications are
needed for clients who require materials involving little reading. These materials
include more iconic images to represent skills and concepts (O’Hearn & Pollard,
2008). See Figures 1 and 2, which depict diary cards that have been modified for lim-
ited readers and for skilled readers, respectively. Note that Figure 1 only shows seven
skills and Figure 2 includes all 20 skills that clients are expected to learn over the entire
course of DBT skills training. Including all 20 skills in one module might be over-
whelming for limited readers, so these groups utilize several diary cards. Therapist can
use only skills cards that focus on the current module.

Modifications of DBT materials should not only focus on English-related changes,
but should also incorporate material specifically relevant to the Deaf sociocultural
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Mindfulness Diary Card

Day of the week —» Sun Mon | Tues | Wed |Thurs | Fri Sat

Skill l
Wise Mind- (Balanced Mind)

Think, feeling, know do right

Observe
reat
» ’
ore

Stop, Pay Attention to Your Feelings

Describe

Tell others about your feelings
Participation
A

o

Join Group
Nonjudgmental

See real fhings and accept

In the Moment

Pay Attention to one thing

Do Your Best
fe

I can do better

Figure 1. Example of Diary Card for Limited Readers

experience to foster learning and increase the relevance of such materials for deaf
clients (O’Hearn & Pollard, 2008). The DBT interpersonal skill termed “DEAF CAN”
provides an example of one such modification. Each letter of this mnemonic stands for
a different skill needed to either ask for something or to say no to an unwanted request.
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In an effort to associate each of these skills with an ASL sign that would translate easily,
we modified the mnemonic to become “DEAF CAN.” Not only does this mnemonic
relate to a useful, parallel translation of the same DBT concepts, it capitalizes on posi-
tive Deaf self-perceptions. (See Figures 3 and 4 for examples of a DEAF CAN work-
sheet for those with lesser and greater English fluency, respectively.)

One of the DBT distress tolerance skills is referred to as “half smile.” This is a “Mona
Lisa” type smile that clients can use to help boost their mood (researchers believe that
the change in facial expression causes physiological changes in the brain). Even good
deaf readers initially had difficulty comprehending this skill because the words “half
smile” don’t make sense at a literal level. Deaf clients often thought it meant that half
of your mouth should smile while the other half should frown. We therefore changed
the wording to “little smile,” which increased comprehension of this term in the writ-
ten materials without changing the fundamental meaning or impact of the skill itself.

Two DBT skills training films have been modified to be more relevant to deaf clients
(Pollard & Dimeff, 2006, 2007). The films utilize an all-deaf cast and include many
deaf-specific references, such as content regarding Deaf values and Deaf culture. The
films also feature a dialogic style of information exchange, repetition of key learning
points, and the use of deaf people as experts and authority figures. To make these
adapted films accessible to the widest audience (including hearing and hard of hearing

Guidelines for Goals

o1 A way to remember these skills are the words “DEAF CAN”:

) Q Describe

Express
Ask/Say No
Focus
Confident

Add Reward
Negotiate/Suggest

1. Describe what happened. Only the facts.
“When 7

2. Express your feelings using “I feel...”
“I think it’s good/bad 7

3. Asking for what you want or Saying NO clearly.
“What I want is... 7
Or “I won’t do that because

4. Focus on your goal. Don’t change your mind. If the other person attacks,
threatens or tries to change the subject, ignore them.

5. Appear Confident. Make good eye contact. No looking at the floor.
6. Add Rewards. Tell the person why it will be good if they do what you want.

7. Negotiate. Think of what you can give to get what you want. Or ask the person
what ideas they have to solve the problem.

Figure 3. DEAF CAN Skill Sheet for Limited Readers



384  Special Issues

Getting What I Want

o A way to remember these skills is the phrase “DEAF CAN”:

Describe

Express
Ask/Say No

Focus

Confident
Add Reward
Negotiate/Suggest

1. Describe the current situation. Tell the person exactly what you are
reacting to. Usefacts, not judgments.

2. Express your feelings and opinions about the situation. Assume that the other

person has no idea what you’re feeling. (No mind-reading). Say “I want ___,” or
“I don’t want ” instead of “I need ,” “You should , or “I can’t.”

3. Ask for what you wantor Say “no”clearly. People won’t give you what you
want unless you ask. Don’t expect others to know how hard it is for you to ask.

4. Focus on the point of what you want and stay mindful. Don’t change your mind.
a. Don’t get distracted. Keep asking, saying no, or expressing your opinion
over and over. Keep calm while you are talking.
b. If the other person gets upset, threatens or tries to change the subject,
ignore it and keep to your point, gently.

5. Confident appearance. Make good eye contact. No slouching, looking at the
floor.

6. Add Rewards. Reinforce to the person by saying the benefits if they do what you
want. Tell the person the negative effects if they don’t do what you want.

7. Negotiate. Suggest other solutions. Say no, but offer to do something else. Focus
on what will work. Ask the other person to help think of solutions to the problem.

Figure 4. DEAF CAN Skill Sheet for Fluent Readers

viewers), an English language vocal track and open-captions were added. In-depth
descriptions of recommended practices for adapting educational material for deaf
audiences have been described by Pollard, Dean, O’Hearn, & Haynes (2009) and,
regarding DBT in particular, by O’'Hearn & Pollard (2008).

SKILLS GROUP MODIFICATIONS

As noted earlier, all-deaf DBT skills groups need additional time for the variety of rea-
sons detailed. DBT skills modules with hearing groups span 8 weeks, which is usually
not enough time for deaf groups. Depending primarily on the language characteristics
of the group and how much extra time is needed to address fund of info gaps and lit-
eracy limitations, 1 to 4 additional weeks are typically needed. Depending on the size
of the group, even more time may be needed to allow for the dialogic and storytelling
aspects of ASL.

Mindfulness practices that involve “going inward” and counting breaths, or observ-
ing internal sensations, may be too challenging for some deaf clients who have never
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been exposed to this concept or who need more overt or guided mindfulness practices.
In such cases, other “active” mindfulness activities can be used, such as studying a penny
in great detail (without the mind wandering to other topics), playing a game within the
group while fully attending to the game, eating a raisin mindfully, or taking a mindful-
ness walk. Then, as clients become more familiar and comfortable with mindfulness,
internal and “quiet” mindfulness practices can be introduced with more success.

PHONE COACHING

As noted, being available to coach DBT clients outside of sessions is necessary to help
them avoid engaging in undesirable behaviors that have been targeted for change.
Coaching deaf clients can be done via videophone, TTY, and/or pagers and cell
phones, depending on what technologies the client and therapist have access to. For
phone coaching to be effective, clients must be oriented as to the purpose and the
format of coaching, as described above.

FORMATION OF GROUPS

Similar to forming therapy groups in small towns or rural areas, issues regarding con-
fidentiality need to be considered when planning the formation of all-deaf therapy
groups (O’Hearn & Pollard, 2008). Forming all-deaf groups, regardless of the rural or
urban setting, usually means that some, if not all, of the prospective deaf members will
know at least one other person in the group. If at all possible, care should be taken to
avoid placing romantic partners, relatives, coworkers, or other persons who are in cur-
rent, close contact with each another in the same group. Despite such efforts, it can be
nearly impossible to completely avoid clients knowing each other. Therefore, the DBT
therapist must make judgment calls regarding what types of preexisting relationships
will be acceptable for placing associated members in the same group. This is best done
on a case-by-case basis, based on information gathered through a private, individual
conversation with each of the prospective members. In general, clients who know each
other from church or clients who used to be in a class together often are fine to place
in the same DBT group. All prospective group members should be coached on han-
dling the discomfort that might result in seeing familiar faces, especially on the first
meeting of the group. Because the Deaf community is small, clients frequently need to
utilize this skill in the real world as well. DBT clients are also encouraged to avoid
socializing with one another until after the group sessions have ended, in order to
minimize the potential for outside conflicts or the emergence of cliques that might
cause problems with broader group cohesion. Clients are encouraged to focus on skills
acquisition in the group: DBT skills groups are not psychotherapy process groups; they
function more like a classroom than a therapy session.

Once the issue of preexisting relationships has been addressed, the next important
step involves creating a group where clients have similar learning and language styles.
This allows members to acquire the skills at a similar pace. As mentioned above, DBT
learning and practice materials may need to be modified to fit different language and
learning levels.
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CONFIDENTIALITY

Deaf clients’ biggest fear in joining an all-deaf group is that their confidentiality will
not be maintained. Before clients attend their first group meeting, we orient them
individually on the necessity of maintaining confidentiality. During this conversation,
their fears about breaches of confidentiality are validated. Knowing that other group
members are just as worried as they are about confidentiality usually makes clients feel
somewhat relieved. As well, clients are reminded that they are free to share as little or
as much as they like about their personal lives when in group sessions. While they will
be encouraged to share examples of DBT skills they have used during group sessions,
there is no need to go into detail about the target behavior(s) they are working on or
why they are in treatment.

During the first group meeting, confidentiality is again discussed, this time with the
group as a whole. The diary card, which clients complete each day, includes a place to
note if they had any urges to break confidentially or if confidentiality was broken.
A confidentiality challenge could be as simple as encountering a fellow group member
at the grocery store and, when a third party asks how the two of them know each other,
a client replies, “I can’t tell you; it’s confidential.” While truthful, the response only
superficially keeps the confidentiality rule; it invites further inquiry or speculation that
is counter to the confidentiality goal. Another problematic answer might be, “We go to
DBT together.” We discuss examples like this in group and engage in confidentiality
role-plays so clients will feel prepared if they find themselves in situations where they
need to maintain confidentiality skillfully.

If confidentiality is breached, the DBT cotherapists should meet with the clients
involved and make a decision about what should be done. In less serious cases, it might
be decided that the offending client can make amends to the group as well as the indi-
vidual whose confidentiality was broken in some manner agreed upon by the therapists
and clients involved. In more serious cases (such as ones with malicious intent, or
where significant personal details have been shared), the offending group member
may need to be terminated from the group.

Once deaf clients overcome any fears regarding confidentiality, they typically benefit
from the group in ways that are uniquely linked to the group experience and include
benefits that they likely would not experience if they had joined an interpreted group
with hearing clients. Deaf clients often remark that they are relieved to know they
aren’t the only ones with problems, and often benefit more from the feedback of
fellow group members than input from the coleaders.

THERAPIST CONSULTATION TEAMS

As noted, DBT consultation teams function to provide DBT therapists with support
(to decrease burnout) as well as to enhance the therapist’s skill set in working with
hard-to-treat clients. Consultation teams also function to help the therapist remain
adherent to the tenets of DBT treatment. Ideally, a therapist treating deaf clients would
have access to a consultation team composed of other therapists treating deaf clients.
In the absence of this, a DBT therapist could join a hearing consultation team. If inter-
pretersare needed because the therapistis deaf, similar interpreting issues as mentioned
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above will need to be addressed, including educating the team on how best to
work with interpreters and the challenges and limitations of interpreted meetings.
Joining a consultation team that doesn’t understand Deaf culture or the relevant
language issues involved in providing DBT treatment to deaf individuals may be less
helpful to the deaf-specialist therapist. An alternative might be to join a “virtual” team
of providers working with deaf clients by using technology to link providers who live in
geographically diverse areas.

Case Example

Sara' is a deaf, 40-year-old single, White female who has struggled for years with symp-
toms related to BPD including intense fears of abandonment, lack of sense of self, and
instability in interpersonal relationships (both family and partners). She had chronic
suicidal ideation as well as frequent self-mutilating behavior (cutting), impulsivity with
spending and sexual exploits (often with men she’d just met), and frequent anger
outbursts, which resulted in negative consequences for her (such as being arrested).

Sara’s parents and siblings are hearing. She was raised orally but later learned ASL
when she attended a deaf college. She describes a conflictual relationship with her
family members and is closest to her older brother. However, even that relationship
vacillates in her eyes between being great and being awful. Sara had been jumping
from job to job, usually quitting because of an interpersonal conflict or being fired for
inappropriate behavior (anger outbursts). She was on public assistance at the time of
treatment.

Sara had been in and out of therapy for depression, anxiety, and BPD for the past 20
years. She came to our clinic from a hearing clinic where all services were provided
through the use of a sign language interpreter. She had attended DBT skills group and
was working with a DBT trained individual therapist. However, both she and the
therapist felt she would make better progress in a clinic where she could receive direct
services.

Initial treatment involved targeting Sara’s cutting behaviors (several times per week)
and suicidal ideation. Treatment had to be structured around these behaviors as a pri-
ority to minimize Sara’s wanting to talk about the crisis de jour (e.g., the fight she’d
had with her boyfriend, her lack of happiness with her life in general, her feeling like
she’d never find the career she wanted). DBT treatment is structured to attend to life-
threatening behaviors (as mentioned earlier) before anything else for the reason
alluded to here: Putting out fires week after week for a person whose life is chaotic and
painful is tempting to do (the therapist wants to feel helpful to the client, and the cli-
ent wants to talk about what feels most relevant), this makes it difficult to make any real
progress. Both Sara and her therapist had to stay on track with the stages of treatment.
Diary cards that Sara completed during the week (recording skills used, target behav-
iors engaged in) allowed both Sara and her therapist to see exactly where the treatment
needed to be for each session.

1. This is a composite of a real case, with identifying information changed.
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Early in treatment, Sara came to her session with her diary card indicating she cut
herself. Sara and her therapist conducted a behavior analysis of the target behavior
(cutting) and determined that Sara had been sitting around the table at dinner and
misunderstood a joke that her mom was telling her sister. Sara’s family did not try to
clarify the joke. Sara began feeling hurt and sulked off to her room. She began think-
ing about all the other rejections she has experienced in her life and became very
upset. She tried to calm herself down by paging a friend, but the friend wasn’t avail-
able. To stop the unbearable feelings she was experiencing, Sara got a razor she kept
in the back of her drawer (even though she’d agreed to throw this out) and cut her
forearm. Her sadness immediately decreased. Soon afterwards, she felt guilty since she
had promised to work on not cutting to cope with her emotions. Her friend finally
replied on her pager and gave Sara the support she needed.

Sara’s therapist had several options for validation in this situation.

Level 1: Actively listening while Sara tells the story of the events. At this level, the
therapist basically stays awake and aware for Sara and communicates interest in
what Sara has to say.

Level 2: Reflecting back to ensure the therapist understands Sara accurately. Sara
can clarify if something she’s said has been misunderstood or misrepresented.
This happens naturally in ASL discourse.

Level 3: The therapist would make interpretations or guesses about what Sara
doesn’t overtly communicate to show that she “gets” Sara. “You must have been
feeling like your family didn’t care about you when they wouldn’t explain the
joke?”

Level 4: The therapist would point out why Sara’s behavior makes sense in terms of
her history. “You’ve told me that you never developed good coping skills because
of the lack of communication at home, so I can see why you felt you had so few
options of dealing with your sadness.”

Level 5: At this level, the therapist points out that Sara’s responses make perfect
sense given the situation: “Anyone would have felt sad being excluded like that!”
and to be more specific the therapist could say, “Many deaf people have the same
experience feeling left out like that.”

Level 6: The therapist could say, “I know just how you feel, that happened in my
hearing family as well.” Here the therapist is being radically genuine, and the
therapist-client power differential is not apparent.

The therapist validated Sara in many different ways in this one behavior chain analysis.
Additionally, the therapist will also point out the invalid, being careful not to validate
the cutting behavior. (Never validate the invalid.) The therapist might say, “I completely
understand why you were so hurt and angry since that would make anyone angry (level
5), but Sara, we’ve got to work on the cutting behavior. Where could you insert skills
that would have avoided you cutting yourself?” A question along these lines would
be asked to go back through the chain analysis and create a plan for dealing with her
emotions in a more effective, skillful way the next time they arise.

The therapist worked closely with her consultation team in making sure she was on
target with her treatment with Sara. Several times throughout the treatment, the team
noted that the therapist had veered from providing DBT and would inadvertently



Dialectical Behavior Therapy for Deaf Clients 389

provide “bad” treatment because Sara would reinforce her. For example, Sara stopped
bringing her diary card to session: “I just didn’t have time, but you know I’'m working
on the skills.” The therapist was reluctant to say anything for fear of upsetting Sara
when she’d seen such good progress to date. When the team pointed out that the
therapist was treating the client as fragile and slipping away from providing effective
treatment, the therapist was able to recognize this pattern and return to the use of
diary cards (even though Sara grumbled about doing them). This returned the treat-
ment to focusing on target behaviors and resulted in gradual symptom improvement.

Initially it was clear that Sara lacked effective skills for dealing with her emotions.
She was reluctant to join a deaf DBT skills group (as most clients are) because of
fears of lack of confidentiality. She eventually joined and as she got comfortable with
the format of the group and her ability to share as little or as much detail as she
wanted about her skills practice, the more she relaxed in the group (and the more
she shared). She remarked to her therapist that for the first time, she didn’t feel like
the only one with the problems she had, feelings she had not experienced in the
hearing, interpreted group. She also stated that the skills took on a whole new mean-
ing when presented in ASL (her preferred language). Having a chance to see how
other deaf clients understood the skills and feeling free to ask questions made all the
difference. Once Sara had the skills down, target behaviors began to reduce. Sara
became very good at doing behavioral chain analyses of her own behaviors. She
began to see what her triggers were for engaging in a target behavior and choosing
the right combination of skills to decrease these behaviors. Sara’s cutting stopped
altogether as her skill use increased. Her suicidal ideation went from being a chronic,
daily state of mind, to an infrequent thought (less than once per week). As she began
to develop emotion regulation and interpersonal skills, she became better able to
handle work relationships, and at the end of treatment had held a job for over 1 year
(a record for her).

Near the end of treatment, Sara stated that had she not found direct access to DBT,
she probably would not be alive today. Both Sara and her therapist reported that they
felt DBT was the most effective treatment she had experienced with the greatest gain.
Sara went from being a chronic client to a client who built a decent life and who only
required occasional episodes of treatment (usually around major life stressors).

In summary, DBT can be an effective therapy for use with many populations. To be
useful for most deaf clients, materials need to be modified to fit the learning level of
the individual (or group) and methods need to be modified to be culturally relevant.
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