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Abstract
Mental health outcomes research for signing Deaf clients is sparse.  The current paper describes the process of data collection in a public outpatient mental health setting and reports on the efficacy of the service provided.  The primary intervention was constructionist counselling in conjunction with medication where required.  Previous research indicates that constructionist models provide a culturally affirmative approach to therapy for Deaf clients, but there is little empirical data to support these claims. This paper describes using newly developed, valid and reliable Auslan instruments to assess a clients general functioning and the therapeutic alliance at each session.  In a sample of 20 clinical presentations with an average treatment dose of 5 sessions, 60% of people demonstrated clinically significant improvement and could be classified as recovered.  Implications for this finding are discussed with reference to service delivery, cost, and the challenges for hearing professionals to provide culturally affirmative services to Deaf clients
Improving Outcomes: A culturally affirmative and collaborative evaluation of a mental health service for deaf people

It has been well documented that Deaf and hearing impaired clients in Australia are under-serviced, and many services have been perceived by clients as inequitable (Briffa, 1999).  In addition there is a serious lack of dedicated mental health services in Australia for deaf and/ or hearing impaired people.

In response to the need, a state-wide Deafness and Mental Health consultation service was developed at the Princess Alexandra hospital and launched in 2004. As a centre of excellence, the service strives to ensure that appropriate and accessible mental health care is provided. The consultation service offers training, advice, and resources to other health care professionals delivering care to this group, as well as people in other government and non-government organisations. For example, those working with indigenous people, people working in education and employment settings and community workers.  Service to these sectors is seen as mental health promotion and illness prevention. 

The service also offers a clinical component with dedicated professionals delivering clinical care/treatment that encompasses cultural and linguistic consideration.  The vision of the PA Hospital Metro South, Health Service District is to improve Mental Health access and outcomes for people who are deaf of hard of hearing. Current staffing includes a clinical nurse consultant, a counsellor, a level three interpreter, a psychiatrist, and two project officers (specifically for indigenous needs) one of whom is based in Cairns. All staff contribute to the team on a part time basis. 

An important part of the service is to disseminate information about the service itself, including the referral process. This process simply involves client referral by a General Practitioner or case manager. All clients are triaged, seen by the psychiatrist and an appropriate assessment helps establish the needs and goals of the client. The client can then choose to utilise the service according to their needs for example medication management, counselling or psychotherapy, art group activities or as a platform to be referred elsewhere if necessary. The service works in collaboration with the GP or referral source, and other significant members of the team.

Evaluation of service delivery is most important to the PA Deafness and Mental Health Service and there is mounting evidence that eliciting client feedback regarding service provision improves therapeutic outcomes (Harmon, Hawkins, Lambert, Slade, & Whipple, 2005; Harmon et al., 2007; Lambert, Hansen, & Finch, 2001) and increases client retention (Miller, Duncan, Brown, Sorrell, & Chalk, 2006).  The research paradigm common to these studies is known variously as “patient-focused research” or “practice-based evidence” and is based on systems of routine outcome measurement.  This research method is particularly useful when working Deaf clients because there is so little empirical research into the effectiveness of treatment interventions that have established efficacy in mainstream practice with hearing clients.

Currently there is no published data in Australia on the effectiveness of psychotherapy with Deaf clients, however models of counselling used at the PA service are predominantly constructivist, incorporating narrative and solution focused techniques and consistent with a recovery orientation that underpins the philosophy of the service. What we focus on however, is the partnership between client and the clinician, and specific tools are used to evaluate this collaboration. The service uses Auslan versions of the Outcome Rating Scale and the Session Rating Scale (Miller & Duncan, 2004).  The measures are brief visual analogue scales used to track the progress of therapy from the client’s perspective and to adjust the process of therapy via continuous monitoring of key aspects of the therapeutic alliance.  To enhance therapeutic alliance a professional level 3 Auslan interpreter is employed to work closely with practitioners. This promotes good clinical practice and helps to ensure equality of access and service delivery. Using patient-focused research with these tools provides a method for engaging clients directly in the evaluation of services delivery in a collaborative and culturally affirmative way.  

The purpose of this paper is to present a service evaluation and describe a process for monitoring outcomes for Deaf clients. Continuous evaluation of service delivery, using an Auslan outcome measure that has been ‘normed’ in the Deaf community, demonstrates our commitment to service quality, effectiveness and accountability and is consistent with the principles of culturally affirmative psychotherapy (Glickman & Harvey, 1996). 

Service provision

Clients accessing the PA Deafness and Mental Health service, present with a wide range of mental health issues and or diagnoses. This can range from people in a state of acute crisis, requiring referral and management in a hospital, through to other less debilitating presentations for example anxiety or those troubled with life events such as loss of a job or relationship breakdown.  For example, in a recent 6 month period there were 22 referrals, 20 of whom were Deaf Auslan users, 13 males and 9 females.  7 clients presented with predominantly psychotic symptoms and 14 clients presented with depression and/ or anxiety symptoms.

As well as communication and consultation in relation to its clinical component, the service receives an average of 31 contacts/ enquiries per month   Of these more than a third are related to the training of other health care professionals, and one fifth are general information requests. 
Data collection

In Australia the HONOS scales are often used to monitor service delivery outcomes in public hospitals.  However, these scales have not been translated into sign language and there is no normative data for their use with Deaf clients.  In addition they are lengthy and would be even more time-consuming if delivered in sign language.  The Outcome Rating Scale (ORS) (Miller, Duncan, Brown, Sparks, & Claud, 2003) and the Session Rating Scale (SRS) (Duncan et al., 2003) have been developed in response to the increasing emphasis on accountability in mental health settings and they provide a brief alternative to many of the much longer commonly used outcome measures.  The ORS and the SRS have both been translated into Auslan and can be presented in DVD or paper and pen format.  The ORS-Auslan has been found to be a valid and reliable measure for use with Deaf clients (Munro & Rodwell, 2009).

On the first face-to-face presentation to the PA Deafness and Mental Health Service clients are asked to fill out the ORS-Auslan.  This scale is a four item visual analogue measure that assesses key areas of client functioning that correlate with measures of psychological well-being. The original English version of the ORS has demonstrated concurrent validity with the CORE outcome system, the Symptom Checklist, and the Outcome 45 (Anker, Duncan, & Sparks, 2009).   Each item is scored along a continuum measuring ten centimetres.  Clients are asked to place a mark along each ten centimetre continuum for each of the four items.  Summing the four items yield a total possible score between 0 and 40.  Lower scores reflect more distress.  

Item one assesses individual functioning or personal well-being; item two is interpersonal functioning and asks about close relationships and family; item three is social role functioning and assess how clients feel in their functioning at work, school, or socially; the last item is a overall functioning and assesses the client’s sense of general well-being.  

The ORS-Auslan has a clinical cut-off of 23 (Munro & Rodwell, 2009).  Clients who score 23 or less are scoring most like people who are seeking help and looking for improvement in their lives. A client with a score of 23 or less who exits therapy in the non-clinical range, i.e. above 23 is said to be “clinically improved” having moved from the clinical range 0 – 23 into the non-clinical range 23-40.  

The SRS-Auslan is designed to assess the key factors of the therapeutic alliance originally identified by Bordin (1979); the relationship between the therapist and the client, agreement on content and goals and the process or methods used in the session and has an additional fourth item that assesses the client’s sense of how the session went generally.  The SRS-Auslan is scored the same way as the ORS-Auslan and is given at the end of every session.  The therapist then immediately attends to any of the items that the client rates at 8 or less in order to talk with the client about how to adjust the way the therapy is delivered to improve alliance factors. This is an important part of the process of therapy as the relationship between the therapeutic alliance and psychotherapy outcomes is well-established (Horvath & Bedi, 2002; Martin, Garske, & Davis, 2000; Wampold, 2001).

Both scales can be administered via DVD and each takes about 4 minutes to view.  As clients become more familiar with the DVD version they can opt to just use the paper forms to record their responses, which shorten the administration time even further. Being visual analogue scales, Deaf people quickly become familiar with the format after seeing the DVD presentation.

Results

The data for this evaluation was collected from clients presenting to the PA hospital Deafness and Mental Health service between August 2006 and November 2008.  The total number of clients, who attended more than one session, and finished their treatment by November 2008, was thirty-six. Data was used from a total of 164 sessions. Twenty clients presented with scores in the clinical range i.e. below 23.  On average, clients in the clinical range were seen for 5 sessions, and the range was 2 to 19 sessions. Table 1 summarizes this data.
Table 1. Data summary of total presentations
	
	Clinical presentations

N= 20
	Non-clinical presentations  N=16

	Mean ORS-Auslan Score
	13.5 (pre-treatment)

25.3 (post-treatment)

(t= -4.514, p<0.001)
	28.6 (pre-treatment)

28.4 (post-treatment)

(t=0.114, NS )

	Range ORS-Auslan Score
	3.1 – 22.6 (pre-treatment)

4.9 – 40 (post-treatment)
	23.2 – 36.2 (pre-treatment)

9.8 – 40 (post-treatment)

	Mean number of sessions
	5
	4

	Range  number of sessions
	2 – 19
	2 - 11


The mean scores for clients presenting with initial scores in the functional range were not significantly different from post-treatment mean scores, and this is consistent with other research using the ORS (Miller & Duncan, 2004).

The mean for the 20 Clinical presentations was 13.5 at entry, and 25.3 following termination, indicating a statistically significant difference between pre-treatment and post-treatment mean scores. Based on the clinical cut-off of 23, this demonstrates an average completion score in the non-clinical or functional range.  

Eighty percent of clients in the Clinical range had improved ORS-Auslan scores at the end of their treatment. Twenty percent of clients had deteriorating scores at their last attendance.  The improving and deteriorating clients will be examined separately.  

Improvement
Improvement in outcome scores is generally measured in two ways; clinical change and reliable change. Clinical change refers to scores that move from a clinical population to a functional population. These clients are said to have made clinical change and can be considered “recovered” (Jacobson & Truax, 1991).  Reliable change refers to scores that move more than what could be considered due to chance or measurement error.  

Table 2 is based on the twenty Clinical presentations.  Using formulas developed by Jacobsen and Truax (1991), the clinical cut-off for the ORS-Auslan is 23, and reliable change is indicated by a movement of more than 8.8 points on the ORS-Auslan scale. Of the clinical presentations, 2 clients reliably deteriorated.
Table 2. Clinical presentations (total N=20)
	Improvement from first to last ORS-Auslan score
	Reliable change

Sores improved by >8.8 points
	Clinical change

Scores improved above the clinical cut-off of 23
	Reliable deterioration 

Scores deteriorated by >8.8 points

	N=16    80%
	N=12     60%
	N=13    65%
	N=2     10%


Table 3. Non-clinical presentations (N=16)
	Improvement from first to last ORS-Auslan score
	Reliable change

Scores improved by >8.8 points
	Clinical change

Scores deteriorated to below the clinical cut-off of 23
	Reliable deterioration 

Scores deteriorated by >8.8 points

	N=11   69%
	N=2    13%
	N=4     25%
	N=3     19%


Based on the original normative (hearing samples) data for the ORS, clients who present with scores in the functional range are statistically less likely to improve their scores, and are more likely to deteriorate (Miller & Duncan, 2004).  This finding was evident in the current sample as well.  While 69% of these clients continued to improve, 25% (4 clients) deteriorated to below the clinical cut-off.

Deterioration
Clients who deteriorate more than 8.8 points, or who move from a functional to a clinical score, require specific attention.  In the current sample of 36 clients, 6 clients fall into this category of concern. When scores indicate deterioration, discussions with the client are immediately initiated. Cases are discussed in confidential clinical group meetings, and formal supervision is an important part of our work. Two of the clients in the deterioration group, averaging 2 sessions each, were promptly referred for more appropriate service i.e. to the psychiatrist and or GP.  Another client was ‘mandated’, not wanting to engage in the service; however we were able to provide continued support to the referrer in this case. 
Of the remaining three deteriorations, one returned to employment, and follow up communication with this client established the need for no further service at the time. Similarly another client changed their current situation, which involved going overseas. The sixth client continued to have contact with the service via email and then presented again for another episode several months later. Their scores at this time indicated slight, slow improvement.        
Discussion
The results indicate that the PA Deafness and Mental Health Service is delivering effective treatment interventions for most clients using an average of 5 counselling sessions.  The service uses a team-based approach, and clients also have access to medication reviews and short consultations with the consultant psychiatrist where appropriate. The service also offers group activities that help to improve social, communication and organisational skills.  As such, the results reflect the effectiveness of the service as a whole, and not just the counselling interventions where data is routinely collected.

The results are difficult to compare with other research as the sample size is relatively small and the research design was based on a naturalistic setting as opposed to the more rigorous design of clinical trials. The current patient-focused design is more consistent with research that is intended to demonstrate effectiveness in real world settings under natural conditions (Nathan, Stuart, & Dolan, 2000).These designs tend to have greater external validity than clinical trials that are often so tightly controlled that the findings cannot be generalised beyond the strict laboratory conditions.  

Using naturalistic data from a large sample of over 6000 clients from a wide range of real world settings, including community mental health, university clinics, state health services and employee assistance programs, Hansen, Lambert and Forman (2002) found that clients in these settings, received on average, less than 5 sessions and 20% of clients recovered.  Given the findings from this large data set it appears that the PA service has demonstrated a much higher recovery rate of 60% in the same number of sessions on average.  There are a number of possible reasons why this recovery rate is three times higher than the findings by Hansen et al.

Firstly, there is evidence that eliciting client feedback improves outcomes.  In numerous studies the impact of routine monitoring and feedback to therapists and clients has demonstrated better outcomes than those in non-feedback conditions (Harmon et al., 2007; Lambert et al., 2001; Miller, Duncan, Brown, Sorrell, & Chalk, 2006). Secondly, the use of clinical support tools that assess the therapeutic alliance, client motivation, and the client’s social support have also been found to enhance treatment outcomes (Whipple et al., 2003).  Thirdly, constructionist interventions are often recommended to be particularly appropriate for working with Deaf clients (Estrada & Beyebach, 2007; Munro, Knox, & Lowe, 2008; Ouellette, 1998; Wax, 1999).  The service delivery at the PA hospital attend to all three of these factors by eliciting routine feedback from clients, attending to the therapeutic alliance in real time and by using culturally appropriate interventions in counselling and psychotherapy.  It is possible that the combination of these three aspects of successful psychotherapy have contributed to the results achieved by the PA Deafness and Mental Health Service.

There are some limitations to the current research that are inherent in patient-focused research.  Firstly, the results rely on a single self-report measure which only provides one perspective on improvement.  It would be interesting to use a second measure to compare outcome results; however there are currently no other Auslan outcome measures that have established validity and reliability.  Secondly, the interventions have been delivered by a team of people and there was no external integrity measure used to determine what style of therapy was reliably delivered and the effects of expectancy, placebo and allegiance were not examined at all.  There is a reasonable likelihood that because this is the only service of its kind in Australia there is an expectation the staff will be skilled and work in culturally appropriate ways to produce to good outcomes for clients, regardless of the specific technique or intervention.  And lastly, the sample size is relatively small, however with continued use of the scales and ongoing data collection the sample size will grow and the findings will become more robust.

Conclusion
In conclusion, while this paper cannot isolate the specific components of the service that contribute to improved outcomes for clients, we can say that our outcome data is promising, and the use of the scales has been a successful addition to the service delivery.  The scales have provided staff with outcome data that is appropriate for evaluation and quality assurance. They have also provided process tools that are consistent with the collaborative and culturally affirmative philosophy of the service itself.  In many ways these tools have given Deaf clients a voice in their therapy in order to actively collaborate in their mental health recovery and well-being.
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