TRANSITIONS OF ADOLESCENCE – TRANSITIONS IN ADOLESCENCE
FACTS REGARDIND SCHOOLING OF HEARING DISABLED YOUNGSTERS

It is estimated that 9% of the French population is touched by hearing disabilities, almost 6 million people . 
Of the 500.000 cases of hearing disabilities in young people under 18, at least 30.000 are affected with severe and profound deafness.
The teaching of French sign language was forbidden after the Congress of Milan in 1880 and up until 1977. In 1991, the law permitted free choice between bilingualism and oralism. In 2005 law  reinforces the right to scholastic integration.

Precise statistics concerning the hearing disabled children and adolescent are difficult to find,  the schooling of these young people falls under the jurisdiction of two separate government departments (the Department of Labor and the Department of Education). 

Approximately 12.000 pupils would be enrolled, half in specialized institutions and half in the national school system.

Most of the students use oralism and places where bilingualism is actually taught are rare despite the law. 

The Gillot Report in 1998 emphasizes the troubling proportion of profoundly deaf students who are illiterate, estimated at 80%. 

EMPLOYMENT ACCESS FOR THESE YOUNGSTERS
Only 5% of students with profound deafness go on to higher education, where accompaniment measures are inexistent.
The unemployment rate among the deaf is high, particularly among the severe and profound deaf (an average of 20% of unemployment) , despite incentive to hire them.
When they have severe psychic disorders the only way is often to work in protected environment, seldom accessible to the deaf.

PSYCHIC TROUBLE OF DEAF  ADOLESCENTS

Adolescence plays again the irruption in the psyche of a seemingly irreducible difference. The whole family finds itself once again faced with the necessity of “coping with” deafness.

Very few studies exist concerning psychic disorders of deaf adolescents and their results are  heterogeneous. 
All in all, deaf adolescents would seem to present more psychiatric and psychological problems than hearing adolescents( in particular more disorders with prevalent environmental determination). Several studies show a prevalence of psychic disorders about 40%.
Precise causal risk factors leading to psychiatric disorders are difficult to spot. The degree of hearing loss is not generally considered an isolated risk factor. A positive connection has been noted concerning related handicaps (mental, sensory, motor). Results are very contradictory concerning methods of communication and the type of scholastic institutions.
Certain elements most likely to contribute to increasing psychic suffering inherent in adolescent transition among deaf youngsters are relational isolation, delay in acquiring language skills ,violent social relations, and child abuse  
Specific issues related to the important changes occurring during adolescence increase psychic suffering. A number of questions pertaining to sexuality and deafness can appear at the onset of puberty, a reminder of childhood guilt feelings (“what have I done wrong to become deaf”) .
For a deaf child, especially with hearing parents, deafness can represent a punishment of the motions associated with this guilt.  
Furthermore, according to Jeammet  the pubescent body is the representation of incestuous, dangerous parent and bisexuality. Deafness during puberty is thus often experienced as an anomaly of the body, a strangeness which engenders anxiety.

However adolescence may also be considered as the second phase of separation- individualization, according to the anglo-saxon developmental school of thought.
This phase tends to update the antagonism between objectal need and self-sufficiency.  An adolescent must normally ensure his autonomy based on the solidity of his narcissistic foundations, his good introjected internal objects. The more fragile these are, the more fragile he becomes on external objects; these external objects are at the same time indispensable and persecutive  by the power with which they are invested. If narcissistic objectal antagonism is too great, feelings of continuity and identity of the adolescent are threatened. He may seek alternatively fusion and distance with the object, even go so far as to completely reject it by sometimes creating a delirious object. However, the deaf adolescent is often highly dependant particularly on his mother ( the father often having difficulty finding his place). The mechanism of identification with hearing parents and the transmission of family values, important elements in the process of acquiring autonomy, are fragile and it is more difficult for the deaf subject to find his place in the symbolic filiation. Parents are blamed for not being able to understand and this problem is magnified by the scope of deafness (“why do my parents speak sign language so poorly?) 

At the same time, the construction of a social identity is complicated by the difficulty of really “integrating” groups of hearing adolescents…even if superficially “integration” seems to be “successful” and certain of these adolescents may reject on this account other deaf adolescents and sign language. They simply run the risk of psychic decompensation when they are brutally faced with reality of their deafness.

Self-esteem is of greater quality when there are other young deaf around, and the presence of a deaf adult is helpful as a role model. However rejecting the hearing, the oralists and idealising sign language and the “deaf culture” could happen with the risk of shutting oneself out of the outside world.

It seems that these disorders have nothing specific as far as nosography is concerned. Nevertheless clinical signs of psychic troubles can take the form of specific aspects in deaf adolescents.

We all know that on one hand adolescence in itself is a period characterized by unpredictability and instability. The taking of drastic actions is often the result of an inability to deal with anxiety and conflict. It is  always a question of being able to distinguish between a constructive adolescent “crisis”, a psychic disorder likely to continue, and a “transition” towards an established psychosis. 

We also know that classic pathologic signs  in adults expressed differently during adolescence. In particular, delirium and disorganization are frequent in serious thymic episodes.

On the other hand, among the young deaf we find additional particularities during adolescence:
· Classical opposition conduct can be expressed for instance by stopping speech therapy, refusal of a prosthesis or a implant . 
· The tendency to translate violent emotions through bodily expression could be falsely attributed to behavioral disorders or psychoses.
· Concerning schizophrenia, hallucinations among the deaf are  often visual.

           Errors of syntax or illogicalness could lead to a false impression of dissociative                 dimension. On the contrary, certain negative symptoms (emotional bluntness, loss of willpower…) have a tendency of being neglected, considered “normal” in the eyes of a hearing environment. 

This would all imply that the psychiatrist must have a good knowledge of sign language, be able to evaluate the patient’s degree of mastery of sign language and his socio cultural level, then research attentively the semiological elements.

The aims of psychotherapy are to act on the symptoms, to permit the recovery of the identification process and to restore adolescent narcissism and self-esteem. The adolescent could thus readapt his inner world, become a character of his own story and be able to develop new objectal investments which are bearable from a narcissistic point of view.

Therapy should be a transitional space, in reference to Winnicott’s ideas about the transitional area between a new born baby and his mother, and about the transitional object (psychic substitute of the absent mother).
 According to Winnicott, the transitional object “represents the transition of a young child at first totally united to his mother, then related to her but as a exterior separate unity.” It is a question of offering a psychic space connected to that of the therapist, reassuring enough to establish a continuous feeling of existence and internal security: this owing to the “primary preoccupation” of the therapist for his patient and his ability to intervene neither hastily nor too excessively late. This adjustment diminishes progressively to accompany the transition between the pleasure principle and reality principle. The face of the object will be able to come forth and survive the love/destructiveness ambivalence exerted by the subject towards the transitional object embodied by the therapeutic.
 As Decherf specifies “ the total interiorized helpful object eradicates the need of the real object and the transitional object, when language can at last mean what has been lost”. The subject can then reach a depressive position, leading to individuation and sexual and generational differentiation in the symbolic order.

Psychotherapy must thus be adapted to the vulnerability of the adolescent, to his ability to tolerate emotional commitment. During psychoanalysis, transfer should be used to maintain the relationship rather than solely for its interpretation. The therapist should be more active than during a typical session, showing interest in conflicts but also in the everyday life of the adolescent and avoiding long silences. One must try to find the right words regarding the affects, and be sure to specify the differentiation of psychic functioning.
 Parents should generally be met with several times during therapy, but without concealing it from the adolescents and  without committing a breach of professional confidence. 

It is often necessary to work directly with the family in order to instill a sense of awareness of the position of the subject in the family and the various representations of deafness.  Discussion groups can help with identification and the sharing of affects, and the presence of deaf adult referents in the medical staff is very beneficial for these youngsters to whom their presence is of great support in terms of identification.
 Lastly, when psychotropic treatment is necessary, special care must be given to the neurological side effects of the neuroleptics. 
Currently, the absence of out-patients clinics and hospitalization in services specialized in accommodating deaf adolescents, as well the scarcity of foster families must be noted.

                         CLINICAL INSTITUTIONAL PRACTICE AND PROJECTS

a) Functional unit “Deafness and mental Suffering” (UF – SSP):

Jacques Laborit’s consultations in psychiatry for adults at the Sainte-Anne hospital in Paris started in 1983.

Since 1997, they have been established in Françoise Gorog’s service of psychoanalytical orientation which has enabled the development of a specialized unit with the Doctors Jacques Laborit, Marie-Françoise Laborit and Catherine Quérel.

 In 2002, the « Deafness and Psychic Suffering » unit thus became the first psychiatric pole created (a second one was created two years ago in Marseille), alongside with the 11 poles devoted to general medical care for the hearing impaired.

 It is currently run by Doctor Frédéric Pellion (Hospital Practitioner) and is composed of three psychiatrists, three psychologists, a nurse, two activity leaders (deaf professionals), and a secretary, all of them having been trained in sign language.

22600 multidisciplinary consultations took place from 1997 to 2008 (going from minor depressive disorders to established psychoses) among the 705 patients received since 1997. The annual active file in 2008 was 300 patients of which 85 were new. Families are frequently welcomed. 

Consultations are intended for patients subject to all kind of deafness and regardless of the means of communication they use, and available since 2004 for individuals who recently have become deaf and individuals implanted.

 22% of the patients who are followed are less than 25 years old. The adolescents are often referred by schools or specialized institutions. Many patients that are followed show multi-handicaps (15% of the patients). 15% of the patients come from outside of Ile-de-France.

Hospitalizations take place in Saint-Anne hospital : three beds are dedicated to deaf and hard of hearing patients in a protected unit of 23;  20 to 25 patients are hospitalized each year (including a few adolescents).
Therapeutic activities (in particular a sign language speech group hosted by a nurse and two professional deaf coordinators) take place very regularly, as well as literacy workshops, in French and sign language, computer science, sports, and cultural outings hosted by two coordinators ( who also intervene within the hospital). Adolescents may take part in these workshops after medical approval.

If necessary, deaf professionals may accompany patients during their treatment as well as for social and administrative procedures, and can take part in consultations to help communication. 

One of the roles of the unit is also to train internee psychologists, doctors and nurses, as well as a teaching activity within the university diploma “Deafness and Mental Health”.
It is also actively involved in the projects of the association G.E.S.T.E.S (Specialized Study Group : Therapies and Deafness) and in research activities.

We work with institutions (foster homes for the handicapped, day reception centres…), ESAT, guardianship services, employment agencies, etc. We also have a close collaboration with psychiatric services and the other reception and care poles in sign language. Lastly, we are regularly in touch with specialized schools and we have a partnership agreement with the INJS (National Institute for the Young Deaf in Paris).

b) The National Institute for the Young Deaf in Paris (INJS)

Founded in 1791 it is a specialized institution accommodating 250 pupils from 3 to 22 years old (from nursery school to general, professional or technological baccalaureat) of whom about a hundred are housed at the INJS during the week. The young receiving schooling on the premises or integrated in national education institutions.

The role of the staff is to insure prevention and care. Currently the staff is composed of a service of general practitioners
, an ENT-speech therapy service
 and a psycho-medical service (SMP).

 Doctor Frédéric Pellion is the medical person in charge of the SMP.
There is a psychiatrist, four psychologists, two deaf consulting assistants with expert level in sign language, as well as three psychologists within the GRAL (Research Group on learning and language disorders).

It functions in close collaboration with pedagogical, educational, socio-medical services,  and follow-up service.

The SMP follows approximately a third of the students. Currently there is one referent psychologist in charge of the initial evaluation and the follow up of the student who intervenes if necessary alongside with the educators. 
Due to the increasing number of  psychic difficulties noted this care taking is reinforced in a number of cases leading to an individualized therapeutic project . This project concerns at least 20 students needing special care. It can be set up at the moment of admission or during school and defines the conditions of the medical, psychological, nursing  follow up, as well as the adjustments proposed on the pedagogical and educational level. The student and his family will take part in the working out of this project that will be submitted to the institution and the manager.

c)   UF-SSP / SMP’s partnership for adolescents in a psychic suffering situation
Its aim is to oversee the continued care taking of adolescents schooled at the INJS, as well to provide reflection pertaining to their accommodation. Joint clinical research seminars take place on a monthly basis at the INJS and university research is under way.

Clinical reunions regarding certain students treated together within the two units take place regularly at the INJS, in collaboration with if necessary the educational, social, professional environment; these patients are generally treated by a UF-SSP psychiatrist (who also often sees the families) and a SMP psychologist.
In this respect “bifocal therapy”, as defined by Jeammet following Kernberg, is interesting; within this organization, the adolescent has a referent psychotherapist and a referent (generally a doctor) who can see him alone or with his family. The latter takes care of the external reality, such as the effects of symptoms in school or medical prescriptions. The universe of psychotherapy is respected.
 Each therapist must comply with his role, not encroach upon the function of the other and pay attention to phenomena of projection, division, attempts of mastery. More generally, when there are several different intervening parties in psychic care, it requires a coordination and integration work among the staff. Actually, the different facets of the personality of each patient are projected on the care staff, who must take into consideration the interaction between the members of the staff and the intra psychic and family conflicts of the patient.
Further discussion with the staff regarding this project for adolescents with psychological difficulties is important in order to take into consideration the best orientation.
The creation of a care and study department would enable to adapt pedagogical and educational rhythms to the psychic difficulties of the adolescent, which would improve the quality of care, but might also reduce the risk of rapid professional and social deterioration when leaving the INJS.
Likewise, reinforcement of the links with vocational training and hiring platforms in order to better accompany these particularly vulnerable young would also be of value
¹ - Service of General Practice : Brigitte Chardine, nurse; Arlette Chenevot, secrétary ; Laure Jean-Baptiste-Adolphe, nurse’s aid; doctor Joëlle Tour-Vincent, head doctor  ; doctor Jean-Luc Vourc’h.


²�- Doctor Véronique Dupont,  head doctor.


³ - Chantal Clouard, speech therapist ; Nicole Farges, clinical psychologist ; Saliha Héouaïne, consultation assistant ; Sandrine Imart, clinical psychologist  Anne Jolain, clinical psychologist ; Jana Lawriw, consultation assistant ;  Frédéric Pellion, head psychiatrist  ; Hervé Pinçon, clinical psychologist ; Marc-Olivier Roux, clinical psychologist ; Dominique Seban-Lefebvre, . clinical psychologist .








