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	The purpose of this critical literature review is to explore the impact of a therapist’s lack of deaf awareness training on their Deaf clients. At this stage of research, Deaf and Deafness will be described as people who are hard of hearing or are completely Deaf from either birth, or a young age where British Sign Language has been their first means of communication. Deaf will be spelt with a capital D to signify the cultural significance of the Deaf culture to which Deaf people belong (Sign Health, 2021). This critical literature review will be written through a social constructivist lens, whereby myself, the researcher, will collate the information from the research papers, bearing in mind how human social interaction shapes and forms the knowledge we gain (Kim, 2014, p.538). Within this critical literature review, Deaf culture, Deaf awareness, Deaf awareness training, therapists’ understanding, knowledge of Deaf culture and cultural sensitivity will be explored and critically analysed, to gain insight to the issues faced by the Deaf community and the hearing counsellor within the counselling session. 
	This section will focus on the background information to this topic area, to allow the reader to gain context and vital knowledge of the Deaf culture and the Deaf community within a counselling context. It will also highlight the reasons for writing within this topic area, the background from which the question arose, the aims and objectives of this critical literature review and will also clarify the gaps in the research which led to this research question. 
	The reason for choosing this area of research is because of the lack of awareness within the area, and the need for more mental health services to be inclusive and accessible to all. The personal reason for the author wanting to explore this area, is an interest in working with Deaf clients in the future, using British Sign Language to communicate. The professional reasons for the exploration of this area are because mental health services will be needed even more than usual, post pandemic, so naturally there will be a rise in the number of Deaf individuals who will be seeking mental health support so it would be important for them to be able to have the same quality of care and support as hearing individuals (Sign Health, 2020). Furthermore, masks being part of everyday life, make it impossible for a Deaf person to lip read, which is often their only way of communication and understanding, without British Sign Language (Royal National Institute for Deaf People, 2020). Correspondingly, research suggest that covid itself, can cause Deafness in rare cases, so for those people who have experienced this, it would be crucial for them also to be supported as much as possible (Koumpa, 2020, p.3). The Aim of this critical literature review is to understand the issues faced by Deaf clients and by counsellors supporting them. The objectives are to critique current literature, identify and discuss the issues faced by Deaf clients in therapy and to explore good practice and innovative solutions to improve therapy for Deaf clients. The question arose from the gap in the research, whereby it is not fully understood what impact a therapist’s lack of Deaf awareness training or knowledge, has on a Deaf client in a counselling session. Therefor the question for this critical literature review is how does a therapist’s lack of Deaf awareness training impact on their Deaf clients?  
	For the reader to gain context and crucial knowledge about Deafness and the culture that Deaf people live in, the background of Deaf culture, the use of Sign language, the statistics, and the ways in which Deaf people struggle when gaining equal access to mental health support and services, will be explored within this section. Deaf culture is made up of many components such as a community, the use of sign language, values, beliefs, and art forms. The members of that community will communicate using sign language, whether that is British Sign Language (BSL), American Sign Language (ASL), Sign Supported English (SSE), Makaton (which is used for very young children or people who have learning disabilities which stops them from learning BSL), or fabricated signs which a family may have created themselves which are not typically understandable to another Deaf person, but are understood within that family. This would be more apparent in older Deaf people due to BSL not being recognised as an official language until 2003 (Malebranche, 2020, p.1). Culturally most Deaf people do not believe that Deafness is a disability, however, they believe that it is an alternate state and that their Deafness is not something that needs correcting, but that needs embracing (Malebranche, 2020, p.1). The Deaf community and the culture that belongs to it, is not the equivalent as having a hearing deficiency or impairment. For example, Deaf is spelt with a capital D to denote the cultural significance of those who are Deaf from birth, or from such a young age that their first language is sign language. This means that a person with a hearing impairment who can partially hear and speak from a young age, would not necessarily belong to the same community, or share the same values and linguistic capabilities as a Deaf person. Therefore, the word deaf would be spelt with a lowercase d, to signify that they do not belong to the cultural Deaf community. As Deaf people culturally self-identify, they would introduce themselves as Deaf first, for example they would describe their nationality as Deaf Welsh or Deaf English etc. (Malebranche, 2020, p.1). It is also important to note that not all Deaf people are fluent in sign language, and that just because a person is Deaf, that does not mean that they would understand or know sign language. 
The Deaf community experience mental health and physical health problems more frequently, and to a worse degree than hearing people, due to the limited access to health education for the Deaf, and the lack of inclusivity to Deaf people when trying to access health services (Malebranche, 2020, p.1). This has left Deaf people being at a higher risk of suffering with mental health conditions than the hearing population, however, Deaf people still struggle to gain access to mental health services due to the communication barriers, confidentiality implications (family members or friends interpreting on their behalf) and literacy barriers, as a lot of Deaf people cannot read and write English to a high standard, due to English not being their first language. There are 11 million people in the United Kingdom who are Deaf or hard of hearing, 151 thousand people who can use British Sign Language, 87 thousand of whom are Deaf themselves. Deaf people are twice as likely to suffer from mental health conditions as the hearing population is currently at 25% whereas the Deaf population are at 50% (GOV,2017). 
	In order to answer the research question, a critical review of literature was undertaken. Peer reviewed research articles from reputable sources published within the last 20 years were evaluated, in addition to a small number of older articles which were seen as relevant. The findings consist of several themes relating to how a therapist’s lack of Deaf awareness training impacts their Deaf client, and these have been identified and are discussed in the following section. 
There is often a stigma that is linked to Deaf individuals and the Deaf community, created by the hearing community and society. Labels have been created for Deaf people which often cause offence and turmoil in the Deaf community (Camilla, 2004, p. 644). One label specifically is the term deafness being used in a medical sense, which gives a negative connotation and assumes that deafness is something that needs to be fixed. A Deaf person would argue that it is not something that needs to be fixed, and that the hearing population should make society more accessible and inclusive. One example of how the Deaf community were not considered, was the first lockdown announcement, where Boris Johnson made his speech, and the United Kingdom Government did not include a sign language interpreter. Disability is a label that implies that the Deaf person is not as able bodied as the rest of society and it can create behaviours and ideas that mean Deaf people are perceived as less than human (Camilla, 2004, p. 644). As disability is one label that is attached to a Deaf person (often not through choice), the result of this label then causes health care professionals and often family members to make decisions for that Deaf person, as they view them as incapable. Deaf people often then accept other people’s decisions on their behalf which can cause them to become even more reliant on others, which in turn, limits their ability to make decisions for themselves when faced with a professional who does not have the ability to sign (Camilla, 2004, p. 645). Not only has the hearing population created labels and stigmas for the Deaf community, but the Deaf community have created labels and stigmas for the hearing community. Deaf people’s attitudes towards therapists and mental health professionals have been mostly negative, which is often because Deaf people have not received the correct treatment or quality of care from these professionals (Peters, 2007, p.184). Therefore, a therapist or mental health professional would need to reflect on their own cultural biases of Deaf people and the Deaf community when working with a Deaf client, in order to protect the therapeutic alliance. Also, a therapist would be wise to undergo some training on Deaf culture to gain insight to what a Deaf person experiences, so that they have some knowledge of Deaf culture and are able to empathise more. To work effectively through these stigmas and labels, it would be appropriate to discuss them with the Deaf client before therapy begins to allow for a healthy start to a therapeutic relationship (Peters, 2007, p.184).
	Communication is perhaps the most significant issue for both therapist and client when working with a Deaf individual. Since Deaf people struggle to express themselves due to limited ability, it can cause them to struggle to label their feelings, thoughts and experiences, which may be hard for the therapist who is potentially working with them (Camilla, 2004, p.644). As communication is one of the most important aspects of the therapeutic process, working with Deaf clients comes with many implications for a hearing therapist, one implication being the language barrier. Ideally a therapist’s qualifications would include a fluent level of British Sign Language such as level three onwards, with a strong understanding of Deaf culture (Camilla, 2004, p.645). A study conducted by Halgin and McEntee (1986) suggested that many psychotherapists and counsellors are not likely to undergo the required time and difficult training, vital to obtain this level of experience. 
[bookmark: _Hlk69905775]Language used by the client is different to the language used by the therapist in more than one way, for example a therapist will not only use their audiological language differently, but their body language and facial expressions will be different to a Deaf person also (Peters, 2007, p.184). Deaf people can often communicate using sign language, which entails large and fast movements, slow movements, sounds to go with signs to emphasise different factors, being in a close proximity to the person they are conversing with and bold facial expressions, all of which hearing people are not as familiar with when verbally talking to another hearing person. These movements and gestures also known as ‘nonverbal behaviours’ are very important to a person who is Deaf, to be able to understand the context and meaning behind the signs (Peters, 2007, p.185). 
[bookmark: _Hlk69906516]Another nonverbal behaviour that is very important when communicating to a Deaf person, is eye contact. Eye contact with a Deaf person in a conversation with another Deaf person using British Sign Language on average lasts approximately five full seconds, whereas, a person who is hearing will maintain eye contact for one second in a verbal conversation with another hearing person. It would be crucial for a therapist to be aware of this specific factor when having a conversation with a Deaf client, and to understand the implications of not holding this prolonged eye contact with the client. It is perceived as rude or that the receiver of the information is disinterested, if eye contact is broken too soon when the client is signing (Wright, 2015, p.276). When working with a Deaf client with an interpreter, the therapist may feel the urge to look solely at the interpreter and this could be rude or disrespectful to the Deaf client, as they feel that the interpreter is there to benefit them both, and that the therapist should maintain eye contact with them throughout (Ian, 2012, p.639). As therapists who are trained in Western areas of the world are taught to not make constant eye contact with clients, it would be important to remember this nonverbal communicative factor when working with a Deaf client. However, it is important to be mindful that some Deaf clients may have been raised being acculturated with more hearing culture, and therefore not all Deaf people will expect longer periods of eye contact (Wright, 2015, p.276). 
	Another nonverbal communicator for Deaf people would be their facial expressions. As Deaf clients would be visually showing their story and feelings, rather than telling them verbally, these expressions can often be misunderstood by the therapist if they are not aware of the Deaf culture and behaviours when a Deaf person is telling their story, also known as ‘story telling’ (Wright, 2015, p.276). Story telling has been a central value within the Deaf culture, which allows the client to be able to tell their story in a linear and spatial way using British Sign Language. The therapist would need to have some understanding and awareness of ’storytelling’ and be able to learn and adapt to this process of their Deaf client relaying information (Camilla, 2004, p.644). Deaf clients have been misdiagnosed on the basis of their behaviours due to these behaviours being associated with schizophrenia and other psychoses, which has then led to the distrust of therapists and mental health professionals (Peters, 2007, p.184). Not only are there risks to the Deaf client when talking about nonverbal behaviours, but also to the therapist. Due to sign language being such an expressive visual language, when a client is ‘re creating’ an event or situation that has happened, including other the people’s roles, whilst making it seem very present, it can cause emotional consequences to the mental health professional or therapist, as well as the Deaf client. These recreations of traumatic events can provoke strong emotions and feelings within both therapist and Deaf client, and the therapist does not need to understand BSL to be affected by this and to find these experiences emotionally troubling (Ian, 2012, p.639). 
	Another factor that should be taken into consideration with regards to communication is the use of interpreters within the therapy sessions and outside. Hayley and Dowd (1988) suggested that first impressions to a Deaf client are important for a successful and effective therapeutic outcome. They suggested that Deaf adolescents were more enthusiastic and willing to engage with a therapist whose primary form of communication was British Sign Language, whether that would be direct from the therapist or through a qualified interpreter. They also suggested that even though the Deaf adolescents were tolerant of mental health professionals who were inexperienced and could not sign, they expressed distrust for the professionals who chose to continue working with Deaf clients, and who still then chose not to learn British Sign Language (Haley and Dowd, 1988, p.259). The therapist may want to become aware that the language difference between the hearing community and the Deaf community, is much more complex than realised by hearing people. For example, British Sign Language structure is backwards in comparison to spoken English, so a hearing therapist might say ‘how did this make you feel?’ but translated to British Sign Language format and structure, it may be signed as ‘then you feel what?’. Also, with the use of unfamiliar psychological phrases, words, or terms, these cannot be translated accurately to British Sign Language and so careful translation and awareness from both therapist and interpreter must be considered (Ian, 2012, p.649).  
It is also important to consider that interpreters who are qualified to work within a counselling setting are scarce, and so there will need to be more time allocated to a Deaf client outside of the therapy sessions to arrange for these accommodations (Camilla, 2004, p.645). Linking to this, it is important to remember that both client and therapist need to work together to find an appropriate interpreter who suits both their needs, has the appropriate qualifications, and can be understood by the client as often an interpreter may need to travel some way to meet with the client and therapist, and like accents, British Sign Language differs from city to city and the signs can change and mean something else. The added implication of interpreters which the therapist and client would need to be mindful of, would be if there needed to be a substitute interpreter, then the same aspects should be considered once again, with the substitute interpreter then being filled in on the background information of what has been covered in previous sessions (Camilla, 2004, p.645). It is also the final decision of the Deaf client whether an interpreter will be used or not, and which interpreter will be suitable. The interpreter’s role within the trio would also need to be discussed between the Deaf client, the interpreter, and the therapist, as the sole responsibility of the interpreter is to allow for communication between the Deaf client and therapist, as it is very possible that both client or therapist may pay attention to the interpreter exclusively, which could make either the client or therapist feel like an outsider (Peters, 2007, p.186). There may be a possible power imbalance within the therapeutic relationship due to there being a dominant group, which may be the therapist who is hearing, and a minority group, who would be the Deaf client. Therefore, the only purpose of the interpreter is to allow there to be a link between the Deaf culture and community and the hearing world, and to unite both worlds as an equal within the therapeutic relationship (Peters, 2007, p.186). 
	An implication of using interpreters alongside the tight knit Deaf community, is confidentiality. As the Deaf community in most areas will be quite small, it is likely the interpreter will have experience with a lot of the members of the community, whether that is interpreting for appointments, therapy, or meetings in general. It would be wise to consider these aspects when choosing an interpreter (Ian, 2012, p.641). Besides confidentiality, there has been concern over the competence of the interpreter from both sides of the therapeutic alliance, whether the interpreter is able to convey their entire message and in a respectful therapeutic way. Also concerns where the Deaf client may have to work harder than the therapist due to the interpreter or client not understanding the signs (Ian, 2012, p.641). Furthermore, the implication of payment for the interpreter. As the client would be potentially paying the therapist for the session, there would be the added cost of an interpreter who would need to hold the specific qualifications to work within a therapy session, so the client would be potentially paying £50- £150 per hour for the interpreter who often require a 2-3 hour minimum, plus travel expenses, on top of the cost of therapy itself (Ian, 2012, p.642). This means that the Deaf client could be paying hundreds of pounds per session with a therapist and interpreter, just because they are Deaf. 	
Ian (2012) mentions how the use of interpreters through the therapist’s perspective has been under researched, and so we do not fully understand the effect it has on the hearing therapist, however, there have been numerous research projects done to show the affects the interpreter has on Deaf clients. Research has determined that Deaf client’s perceptions of their hearing therapist are influenced by their approach to communicating with that Deaf client (Hanks, 2015, p.301). Furthermore, it is imperative to mention that the therapist must take into consideration the fact that just because that client can use British Sign Language, and there may be an interpreter present, some Deaf people are ‘minimally language skilled’ which can add another layer of implications when assessing that client, diagnosing, or evaluating the client even with a qualified interpreter present (Boness, 2016, p.563). 
	Being culturally aware of Deafness, the Deaf culture, and the Deaf community, is something that would need to be considered before working with a Deaf client (Camilla, 2004; Peters, 2007; Boness, 2016; Ian, 2012; Wright, 2015; Hayley and Dowd, 1988). Research suggests that most therapists that are working with clients who are Deaf, did not have any focus on Deaf awareness in their initial training (Camilla, 2004, p.646). Therefore, most counselling practitioners would not understand the cultural differences of the Deaf community, as most training courses would class Deafness as a disability, and not revisit Deafness from a cultural minority viewpoint. As this lack of Deaf awareness training could cause the practitioner to be culturally unaware of the Deaf community, it may also cause a therapist to feel unprepared and unequipped to deal with Deaf clients, and hinder or stop them completely from taking the steps to becoming culturally aware, more inclusive and working with the Deaf community (Peters, 2007, p.183). 
Deaf people are highly likely to start therapy with the same presenting problems as the hearing community, however, there are different situations and circumstances in which Deaf people have lived in terms of their cultural background and place in society (Camilla, 2004, p. 643). Deaf individuals may be part of this Deaf culture and share many of the same norms, values, and experiences as fellow members of the community, however, it is important to note that a Deaf person may not have had access to the minority culture to which other Deaf individuals had access (Camilla, 2004, p.643). It would be wise of a therapist hoping to work with a Deaf client, to be fully aware that although it is useful to have knowledge of the Deaf culture and community, it will not be the same for all Deaf individuals. Therapists should consider their own assumptions when thinking about Deaf culture, and should think about their own preconceived ideas and biases and seek supervision with a supervisor who is culturally aware of the Deaf community (Camilla, 2004, p.644). It has been suggested by Cooper et al (2004), in a study regarding the attitudes of mental health professionals towards clients who are Deaf, that therapists who had received some Deaf awareness and culture training, felt more comfortable working with clients who were Deaf. The study also suggested that therapists who wish to work with Deaf clients, should attend British Sign Language training or enroll on a Deaf culture course (Cooper, 2004, p. 386). This awareness of the Deaf culture will enhance and strengthen the therapeutic alliance between the Deaf client and the therapist (Peters, 2007, p.187). 
	As Deafness has been discussed in the literature on disability, it has had less attention within a cultural context, so therefore has led therapists to disregard the Deaf culture and community when thinking about cultural minorities and training within those fields (Wright, 2015, p.275). It is suggested by Wright (2015) that therapists who have not received any Deaf awareness training, should pass on a Deaf client, and refer them to someone who is experienced with working in a mental health capacity with Deaf clients, due to the risk to both client and therapist if they were to try and work together with no or very little understanding. The purpose of Deaf awareness training is to help increase the knowledge about the Deaf culture and community, which in turn will affect the attitudes of the Deaf clients receiving therapy, but also of the therapists who would be giving the therapy (Nagakura, 2015, p.114). 
	One area that therapists wishing to work with Deaf clients should consider, is that of the issues around the logistics of assessing, booking in a Deaf client, contact with that Deaf client, the role of family and friends and the communication between the Deaf client and other stakeholders (Camilla, 2004, p.646). Contacting Deaf clients can be achieved through post, fax, emails or through the phone. If the Deaf client decides to use the phone, it will require the therapist to use a ‘professional relay service’ which can provide more independence for that Deaf client instead of depending on hearing family members or friends. It is recommended by Camilla (2004), that if a therapist wishes to continue working with Deaf clients, it might be worth owning and being trained in using a Telecommunication Device for the Deaf (TDD). Before a Deaf client attends therapy, it is likely that they will have incurred many problems and barriers to accessing the service in the first place. It is mentioned by Ian (2012) in a qualitative meta-synthesis on the experiences of Deaf people, that Deaf clients were unable to find accessible mental health support and services, and would often rely on members of the Deaf community for “informal counselling”. It was also found that a Deaf client was less likely to want to access mental health services, due to previous experiences of the barriers and challenges they and their family members may have encountered (Ian, 2012, p.646). Correspondingly, it is likely that Deaf clients will have to spend more time and effort when accessing mental health services than a hearing person, due to the need to overcome these barriers. Furthermore, it was mentioned in the meta-synthesis by Ian (2012) that there was some concern with regards to the lack of specialist services, meaning that professionals who had Deaf awareness training and worked within a specialist capacity with Deaf clients, struggled to be able to share information with other non-specialist professionals, which resulted in very unclear and isolating roles. It was mentioned that trained professionals felt like they were expected to work with inadequate professional support, have more Deaf clients on their waiting list and caseload, and work over large areas geographically due to this lack of support and low numbers in other mental health professionals being trained in Deaf Awareness and British Sign Language (Ian, 2012, p.646). 
	Deaf clients will often need to communicate with other people besides the therapist if working with a charity, organisation, private therapist or even National Health Service. If the client is being assessed by one member of staff, and receiving therapy from another member of staff whilst communicating and booking in appointments with a third member of staff, then the client may require three different interpreters, or different means of communication for all three-working staff (Ian, 2012, p,646). It may be confusing and frustrating for the Deaf client to have to tolerate this, however, the client may start to feel like a burden on the staff who are working within this mental health setting, so it would be wise to consider a Deaf client’s feelings around the logistics of pre-therapy and communication with staff. Family members and friends should not be expected or asked to communicate for a Deaf client in the absence of an interpreter. If notes can be a means of communication, or lip reading is possible, it would be wise to consider these first. As therapy should remain confidential and private, the Deaf client may not wish to disclose to their family or friends that they are attending therapy, and thus will not want to ask them to interpret for them in a counselling setting, or within an assessment (Ian, 2012, p,646). Nevertheless, it has been noted that some Deaf clients prefer to have a family member or friend present in some cases, such as filling in forms or understanding written communication, as a large proportion of Deaf clients have below average literacy skills, due to English not being their first language (Ian, 2012, p,647). 
Within this critical literature review the aims and objectives have been identified, the background of Deaf people and the culture in which they live have been explored, and the implications of being Deaf have been shown within the statistics. The Aim of this critical literature review was to understand the issues faced by Deaf clients and by counsellors supporting them. The objectives were to critique current literature, identify and discuss the issues faced by Deaf clients in therapy and to explore good practice and innovative solutions to improve therapy for Deaf clients. The aim and objectives have been met within this critical literature review, and throughout the discussion it has been shown from the literature, that researchers and authors generally agree, that more therapists should have some Deaf awareness training in their professional career, to allow for more inclusive and Deaf friendly services to become available. Themes such as the stigma that the Deaf community face, communication and its barriers for a Deaf person and therapy, and the use of interpreters and the implications surrounding them have been explored. Additionally, behaviours and norms for a Deaf client that a therapist should be aware of such as eye contact, expressiveness, and cultural awareness and its importance to a Deaf person when seeking a therapist have been discussed. Finally, and the practical issues with having therapy for a Deaf person including communication with other stakeholders, and the role of family and friends have all been considered and linked to this paper’s question ‘how does a therapist’s lack of Deaf awareness training impact on their Deaf clients?’.  Overall a therapist wishing to work with a Deaf client should make the best possible effort to gain insight into the Deaf culture whether that is taking a class in British Sign Language, or attending a Deaf awareness training course. A Deaf client would be able to appreciate the time and effort a hearing therapist has undertaken to become more culturally aware of the Deaf community, and would know that a therapist with the Deaf awareness training, may be able to empathise more and offer more inclusive services all round. The therapist with appropriate Deaf awareness training, would ensure that the logistics of the service were inclusive of their Deaf clients, such as being trained and purchasing a TDD, making sure the staff working alongside the therapist were trained in Deaf awareness, and appreciating that the client will always know best regarding interpreters and the communication process. 
	As a result of the findings from the literature, some recommendations for future practice have been highlighted. These include Deaf clients having the same variety of options as hearing clients for mental health services and an awareness that for therapy outcomes to be optimised, therapists and mental health professionals should be educated on issues that impact clients who are Deaf and should feel comfortable and willing to work with a professional and qualified interpreter (Camilla, 2004). It is also recommended that improving an awareness of Deaf culture will enhance therapy, and will provide competent and effective counselling for Deaf clients (Peters, 2007; Camilla, 2004). The therapist having an awareness of nonverbal behaviours, the use of interpreters, and the use of British Sign Language would also be fundamental parts of being an effective therapist for members the Deaf community (Peters, 2007, p.189). As it has been seen, there are many difficulties between mental health professionals and Deaf clients that challenge the therapeutic relationship, therefore, therapists and health boards would be recommended to try to work on these factors to improve therapeutic outcomes for Deaf clients (Ian 2012). It is also recommended that all mental health graduate programs change their curriculum to allow for Deaf culture to be moved from a disability to a cultural minority context, to allow future therapists and mental health professionals to gain insight into the Deaf culture, and to be culturally aware that it exists, and is important to understand when counselling a Deaf client. Likewise, as there has been very little attention on Deaf culture at national and regional mental health seminars and symposiums, this should change in order to reach a larger number of professionals working within mental health, about the impact of Deaf culture on psychotherapy (Wright, 2015).
It is suggested that future research would need to be completed to show the impact on a hearing therapist with regards to counselling a Deaf client, or using an interpreter, as very little research has been done to date on the therapist’s experiences (Ian, 2012, p.649). Another important research area which has not yet been explored in the literature, is to investigate opportunities and barriers for Deaf people to become therapists for Deaf clients, and any specialist training or support that they would require. 
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