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Chapter 6
Cultural Competence and the Deaf Patient

Jason M. Rotoli, Paolo Grenga, Trevor Halle, Rachel Nelson, 
and Gloria Wink

�Introduction

People with disabilities or those who require accommodations to access health care 
and medical information are subjected to increased healthcare disparities. They 
experience disproportionately reduced appointment availability, lack of accessible 
and timely transportation, increased cost and insurance barriers, poor physician-
patient communication, negative attitudes, lack of respect, and discrimination [1]. 
This includes people with cognitive disorders, physical limitations, visual impair-
ment, and hearing deficits. In comparison to the general population, obesity, oral 
disease, diabetes, depression/anxiety, and interpersonal violence are higher among 
people with disabilities. Within this underrepresented group, those with multiple 
disabilities tend to have worse overall health outcomes and more prevalent comor-
bidities. Patients who self-identify as having a disability are also more likely to rate 
their own health as poor [2, 3].

The term disability is often defined as a physical or mental condition that limits 
a person’s movements, senses, or functional ability leading to an inability to engage 
in any substantial gainful activity [4]. However, despite having a hearing defi-
ciency, the culturally deaf population does not identify with this definition. The 
culturally deaf, or capital “D” [Deaf], are a group who use American Sign Language 
(ASL) as the primary language and have no sense of loss or perceived inability. In 
fact, there is quite the opposite attitude among its community members. This is a 
group of people who define their deafness culturally and ethnically, not medically. 
Unlike most other people with a disability, Deaf people often prefer their children 
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to be born Deaf in hopes of sharing the same life experiences. In addition, they 
share a common language, visual art, poetry, and customs. This is in contrast to 
lower case “d” [deaf], which indicates the medical condition of deafness and incor-
porates people who were born hearing, use spoken language, and identify with 
their own race, culture, or ethnicity [5].

For the Deaf ASL user, there are several important statutes, laws, and organiza-
tions established to reduce healthcare disparities and facilitate accessible and 
equitable health care. Established in 1880, the National Association of the Deaf 
(NAD) is a civil rights organization advocating in the areas of early intervention, 
education, employment, health care, technology, and telecommunications. Within 
the NAD, the Law and Advocacy Office advocates for equal access to mental and 
physical health care across the USA [6]. In 1990, the Americans with Disabilities 
Act afforded protection against discrimination in employment, transportation, 
public accommodation, and communications. This empowered people with dis-
abilities by requiring access to appropriate communication accommodations in all 
public places, including the healthcare setting. For the Deaf ASL user, it requires 
healthcare professionals to provide a qualified ASL interpreter to facilitate clear 
communication [7]. In 2004, recognition of American Sign Language as an offi-
cial foreign language allowed for the application of prior congressional statutes 
(Bilingual Education Act 1965 and Civil Right Statutes 1974) to deaf students, 
thereby providing funding for language barrier removal in schools, where there is 
the first exposure to basic health information [8]. The Joint Commission, a 
national US hospital accreditation organization in patient quality and safety, is 
also committed to the reduction of healthcare disparities through supporting edu-
cation in cultural competence and encouraging hospitals to provide equal access 
to care for underrepresented groups [9]. Despite these protective agencies and 
laws, there are still shortcomings leading to educational, socioeconomic, and 
health disparities. For example, the ADA mandates the cost of accommodations 
to be placed on the local provider or employer. This creates a sense of hesitation 
for employers to hire Deaf ASL users, thereby reducing the chance of successful 
employment and perpetuating a lower socioeconomic status. It may also cause 
healthcare providers to shy away from caring for Deaf ASL users, which can 
translate to lower access to care, lower health literacy, and persistent healthcare 
disparities [10].

While exposed to the same barriers to care as other people with disabilities, the 
Deaf ASL user is also a linguistic minority, which contributes to a language discor-
dance further resulting in a low health literacy level. Nearly all emergency depart-
ment/hospital paperwork, medical pamphlets, television commercials (with or 
without closed captioning), and news channels communicate using written or spo-
ken English. This severely limits access for those whose primary language is 
American Sign Language, among whom the average English literacy level is 
between third and fourth grade [5, 11]. As a result of low health literacy and limited 
English proficiency (LEP), there is a reduced utilization of primary care resulting in 
increased emergency department visits, limited health surveillance, and poor repre-
sentation in healthcare literature and research [12–14]. It has also been shown that 
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linguistic minorities rate themselves as having poorer general and emotional health 
than the general population [13]. The culmination of these factors results in poor 
overall healthcare access and worse outcomes for the Deaf ASL user [1, 5, 13, 14].

�Discussion

Early access to language provides the foundation for normal development and is 
strongly associated with future literacy, academic achievement, and health [15]. 
There is often a lack of communication in a Deaf person’s early childhood. This void 
is deeply rooted and, in time, branches into the challenges that permeate all aspects 
of the culturally deaf adult’s life. Inadequate communication leads to delayed social 
development and social isolation, low English literacy and subsequent low socioeco-
nomic status, poor health and health literacy, inadequate access to health care, and 
healthcare misconceptions [5].

�Social Development and Isolation

Deaf children experience significant obstacles to their social development, often 
resulting in social isolation. Many are born to hearing parents and share unique 
challenges to their developmental experiences such as early childhood communica-
tion deprivation, family stressors related to their deafness, limited educational 
opportunities compared to their hearing peers, and social stigma within the hearing 
world. Together, these challenges shape the ways that Deaf persons learn to interact 
with the hearing world and set the stage for their ability to function as independent 
adults [16–19].

Deaf children often demonstrate delays in learning normative social behaviors. 
For most hearing children, these behaviors are learned from parents who share a 
common language; however, the majority of Deaf children are born to hearing par-
ents who have little knowledge of ASL or Deaf culture [5, 18, 19]. This creates two 
challenges for Deaf children. First, their inability to communicate with hearing 
adults and hearing peers causes them to struggle in learning social customs such as 
interpreting body language, how to make friends, how to play with others, and how 
to communicate their needs to others who have a discordant language [5]. Most 
hearing parents do not know ASL and, consequently, cannot communicate effec-
tively with their children. Subsequently, the stress and frustration of communicating 
with their child can actually lead to a paradoxical decrease in language exposure 
and nonverbal communication. This perpetuates the delay in social and emotional 
development of Deaf children [5, 19, 20]. Secondly, hearing parents are usually 
unfamiliar with Deaf culture, resulting in delayed or minimal exposure to the social 
norms specific to Deaf culture. Early in life, this limits a Deaf child’s opportunity to 
learn social norms unique to the Deaf community, also delaying appropriate social 
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development. Rather than learning social norms from their parents, many Deaf chil-
dren learn basic social skills and Deaf customs only after exposure to and interac-
tion with Deaf peers [19]. It is important for parents of Deaf children to utilize 
available resources to learn to communicate with their Deaf children and to foster 
their development through facilitating early interactions with peers, both hearing 
and deaf.

Incidental learning is the information learned through informal interactions 
(visual, audio, or kinesthetic) in public settings. Despite being constantly sur-
rounded by information and opportunities for this type of learning, Deaf children do 
not necessarily have access to it due to a language barrier [21]. For example, many 
young hearing women learn about aspects of child rearing and pregnancy by over-
hearing conversations of older women. Due to language discordance, Deaf women 
are not exposed to those incidental topics of conversation and can be caught off 
guard by information that is ostensibly common in the hearing world [22]. From 
childhood playground interaction to understanding basic hygiene, Deaf children are 
at a disadvantage because of the lack of incidental learning. Additionally, Deaf peo-
ple may miss out on news affecting their communities. Because most news is com-
municated verbally or in written English, it is common for Deaf people to be out of 
the loop regarding current events. Moreover, family news shared around the dinner 
table, if not signed, can make Deaf persons feel excluded or isolated from family 
life and limit their knowledge of familial medical histories [20].

Ultimately, it is important for healthcare providers to recognize that Deaf 
patients may not have the same working knowledge of appropriate social interac-
tion, family history, or community news and events that may be seen in hearing 
patients.

�Limited Education and English Literacy

Part of the aforementioned social isolation stems from language discordance with 
the surrounding hearing community and low English literacy skills. English profi-
ciency has been shown to be a necessary component of successful acculturation, 
which is the acceptance or absorption of another culture. It is also an enabling char-
acteristic within the Andersen Behavioral Model of Health Care Access, a model 
aimed at demonstrating the driving factors behind the use of health services [23, 
24]. In the USA, if someone lacks this English proficiency, they may find it difficult 
to interact effectively within the healthcare system. In patients with limited English 
proficiency, it has also been reported that language barriers are a deterrent for 
attempting to access medical care [15]. Although the Deaf community carries with 
it a strong sense of cultural identity, this portion of the population must cope with 
gaps in understanding verbal and written English.

The difficulties associated with attaining adequate English education and fluency 
for the Deaf are believed to be multifactorial. One challenge is the lack of language 
acquisition at an early age. This is an issue rooted in early neurodevelopment and 
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brain plasticity or the ability to reorganize through the formation of new connec-
tions in the brain. Age of acquisition (AoA) of any language occurs within a critical 
developmental period. In a 2012 study of Deaf British Sign Language (BSL) users, 
research subjects were evaluated on grammatical accuracy in comparison to their 
AoA, and it was reported that grammatical accuracy decreased as the AoA increased 
[25]. In short, younger children acquire linguistic skills better at an earlier age. This 
is a concept well known among linguists and many instructors of second languages. 
Another study highlights a similar perspective:

Children acquire language without instruction as long as they are regularly and meaning-
fully engaged with an accessible human language…however, because of brain plasticity 
changes during early childhood, children who have not acquired a first language in the early 
years might never be completely fluent in any language [26].

If the child is exposed early and often, he or she can acquire the language rela-
tively easily. Unfortunately, many families with Deaf children may only utilize 
speech-exclusive approaches to language education. Consequently, they feel 
caught between language exposure through speech and the use of devices such as 
cochlear implants or sign-only approaches [26]. Sadly, resource and geographical 
limitations, such as the locations of Deaf schools and affordable housing, also 
make this type of choice very challenging. Hearing or speech-exclusive schools do 
not always have readily available interpreters or other auxiliary aids for Deaf stu-
dents. What is more, a review of historical perspectives on Deaf education and 
language highlights that most leading educators felt that a combination of reading 
and oral education was best for Deaf learners. Some previous teaching styles and 
schools went so far as to disallow the use of signs for communication [27]. These 
approaches directly contradict the current popular views held by Deaf learners and 
families, which is to incorporate sign into English-proficiency education in order 
to optimize the learning environment. Consequently, many Deaf children suffer 
due to limitations in the current available educational resources and potentially 
outdated historical perspectives on learning, resulting in delayed or limited com-
municative abilities.

Another literature-supported challenge to English proficiency suggests that the 
barrier is due primarily to an inability to hear the complexities of English morphol-
ogy and grammar (e.g., pronouns, conjunctions, bound morphemes) [28]. In the 
hearing world, many of these complexities are learned in early childhood solely by 
hearing the spoken language. Without hearing these innumerable word combina-
tions and their appropriate grammatical syntax, the Deaf person may often find it 
difficult to understand when exposed to them in written English [28].

The third barrier to English fluency may be related to application of English 
vocabulary in unfamiliar contexts. Despite efforts to make accommodations to 
improve English literacy in the Deaf community, many of which have been incorpo-
rated from other English as a Second Language (ESL) programs, there have not 
been substantial improvements over the past 10 years. Some schools are attempting 
to incorporate a blended approach of online and traditional learning, deviating from 
some of the more traditionally held perspectives that were discussed previously 
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[27, 29]. One study demonstrated improvements in English vocabulary between 
cohorts compared 10 years apart but did not reveal any significant improvement in 
phonological awareness and reading ability [30]. Therefore, while Deaf patients 
may be familiar with more traditional English terms, their ability to read in the con-
text of their health (e.g., physician reports, handouts, and other salient information) 
still appears to be generally low. If one accepts the proposition that language profi-
ciency is critical for optimal development of executive functioning skills, as was 
suggested in a study published in the Child Development Journal, then the Deaf find 
themselves at a significant disadvantage when confronted with health literature 
[31]. As it pertains to their health, Deaf people with poor understanding of their own 
well-being have a higher risk for negative long-term consequences of poor health [5, 
11–13]. Furthermore, with weaker executive functioning skills, some of the poten-
tial for higher educational pursuits and associated future earnings is lost.

�Low Socioeconomic Status

Low English literacy contributes to decreased levels of educational achievement 
within the Deaf community, which may negatively impact socioeconomic status. In 
a comparison of median income levels since graduation from college between hear-
ing and Deaf cohorts, Schroedel et  al. reported that Deaf males achieved lower 
levels of education than their hearing counterparts [32]. The authors also noted a 
disproportionately high percentage of Deaf males in vocational careers or with an 
associate’s degree (55% vs 22%, respectively) and a disproportionately low percent-
age obtaining doctoral degrees in comparison to the general population (1% vs 5%, 
respectively). Interestingly, this study found no substantial differences in salary or 
earnings between hearing and Deaf people at any given level of education. However, 
a substantial percentage of male and female Deaf people fall into the lower income 
bracket due to lower levels of educational achievement. Despite having equivalent 
pay per educational level, the overall result is that a larger portion of the Deaf popu-
lation remains in a lower income bracket in comparison to the hearing community 
[32]. The National Deaf Center on Postsecondary Outcomes (NDC) showed that a 
major contributing factor to the earnings discrepancy is related to employment. In 
addition to the previously observed differences in education level, the NDC found 
that a greater percentage of the Deaf population is not in the labor force, resulting in 
lower cumulative earnings [33]. It is believed that lower education levels likely 
contribute to the absence from the labor force, emphasizing the need to improve 
education in order to narrow the earnings gap.

One study further broke down the earnings gap into contributing components, 
finding that 40% of the gap could be attributed to a combination of education level 
and potential experience, while the other 60% was explained by differences in com-
munication skills and unobservable characteristics (including occupational segrega-
tion and stigma) [34]. Improvements in social awareness and cultural advancement 
of equality may help decrease the segregation and stigma, but improvements in 
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educational resources and availability may ultimately lie at the core of narrowing 
the earnings discrepancy.

The implications of lower educational levels and subsequent earnings on health 
status are well known across the general population. Access to insurance, primary 
care resources, and day-to-day health factors (exercise, diet, adequate sleep, etc.) is 
substantially poorer across all lower socioeconomic classes, regardless of ability to 
hear [35–37]. Lower socioeconomic status, environmental exposures, and limited 
access to resources remain problematic, negatively influencing Deaf ASL users’ 
lifestyles, life stressors, and more. This can have important implications in chronic 
diseases (renal failure, heart disease, etc.) as well as care in the acute setting [36, 
37]. The full extent of health disparities as they relate to socioeconomics is likely 
unknown due to limited participation of linguistic and cultural minorities in research; 
however, one can begin to see why the Deaf population, which often finds itself at a 
financial and educational disadvantage, may face greater challenges in the  
healthcare setting [12].

�Poor Health Literacy

As previously mentioned, one of the major barriers to adequate health care experi-
enced by many in the Deaf community is poor health literacy, which is associated 
with poor health outcomes [12]. The problem is multifactorial, due to internal and 
external forces, often as a result of isolation from health resources and the  
healthcare system.

As discussed earlier, this isolation often begins early in the lives of many Deaf 
Americans. Some describe a “kitchen table” phenomenon experienced during child-
hood, where the Deaf child sits at a table observing family or friends conversing but 
is not able to participate or understand what is being said. This leads to minimal 
understanding or awareness of familial medical histories.

While not directly causative, isolation from family can be frustrating and poten-
tially lead to depression in later years. For example, in a survey by Li et al., there 
was a strong association between patients with any level of self-reported hearing 
impairment and self-reported depression [38]. While the study actually reported a 
lower percentage of self-reported depression among deaf people, it failed to include 
a significant percentage of deaf participants (<0.2% of the total sample size) or any 
culturally Deaf patients, limiting its generalization to the Deaf ASL user.

Unfortunately, isolation extends beyond the home and immediate network of the 
Deaf ASL user, spilling over into the area of mass media. Radio and television with-
out accompanying closed captioning undoubtedly make up a significant portion of 
this media. Health education programs, research studies, public health endeavors or 
threats, available treatments and advancements, or other important health-related 
topics are disseminated in written or spoken English, leaving Deaf Americans 
poorly misinformed in comparison to their hearing peers [12, 39]. Lack of exposure 
to these resources leaves little opportunity to correct misinformation received from 
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relatively small social circles [12]. Lack of exposure to medical information and 
limited health literacy leaves Deaf Americans unable to list symptoms of acute 
myocardial infarction or stroke, which are often second nature to many hearing 
people simply due to repeat exposure through informal education [40].

Poor health literacy is also sometimes the result of avoidance of healthcare sys-
tems by Deaf ASL users. The language barrier imposed on them, particularly by 
healthcare providers who are not equipped to effectively communicate with Deaf 
patients (i.e., practices without access to ASL interpreters), directly influences 
impressions of healthcare encounters. Procedures performed in childhood can be 
viewed as terrifying or confusing when anticipatory guidance cannot be delivered. 
In adulthood, Deaf patients can leave encounters misunderstanding a provider’s rec-
ommendations. Thus, both in early and later years, Deaf Americans often avoid 
interfacing with healthcare systems out of fear, anxiety, frustration, and myriad 
other reasons [40, 41].

So what can be done to improve health literacy in Deaf populations? One 
major improvement is to increase the total number of healthcare providers and 
workers that are fluent in ASL, thereby providing care in a concordant manner 
[40]. Similarly, another opportunity for improvement is to increase the availabil-
ity of technologies (like visual telemedicine) to facilitate meaningful dialogue 
between Deaf patients and healthcare workers [42]. It has also been shown that 
providers with previous cultural competency training in the life experiences of 
Deaf patients create interactions that result in higher satisfaction rates and more 
effective communication. Increased collaboration between patients with limited 
English skills and health literacy researchers may expedite novel solutions [12]. 
Perhaps most importantly, educating hearing parents of Deaf children about the 
importance of learning ASL could facilitate early language acquisition, improve 
social development, and develop more meaningful and fulfilling interactions in 
early childhood.

�Inadequate Healthcare Access

While exposed to some of the same barriers to care as hearing people or those with 
disabilities, the Deaf ASL user is also a linguistic minority, which contributes to a 
language discordance further resulting in a low health literacy level. Nearly all 
health-related communication, emergency department (ED) and hospital paper-
work, and medical pamphlets communicate using written or spoken English. This 
severely limits access for those whose primary language is ASL. There is also a lack 
of linguistic and cultural concordance that leads to poor research engagement, inac-
cessible informed-consent processes, and limited research materials. This propa-
gates a well-known history of fear, mistrust, and frustration with the biomedical 
research community [13, 14, 43–46].

What is more, even when Deaf ASL users do interact with healthcare systems, 
this access is often incomplete for multiple reasons. In addition to the aforemen-
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tioned language barrier, cost is another obvious obstacle to care. Although not 
imparted directly on the patient, implementation of telephone relay systems, hiring 
interpreters, and installing telemedicine interfaces is cumbersome because it is 
expensive and time consuming. It may also be inconvenient for patients if inter-
preter resources are limited and the wait times are long.

Even if the patient is able to navigate through multiple obstacles to accessing 
health care, there is no guarantee that this care will be complete. The language dis-
cordance between Deaf patients and their providers mandates accommodation, as it 
is well known that attempts to communicate in the absence of interpreter services or 
fluency in ASL are associated with dissatisfaction and, perhaps more importantly, 
difficulty in understanding complex medical decision-making [39]. Again, cost can 
be prohibitive, and the initial stages of setup can be labor intensive. To complicate 
matters, many primary care providers already have little time to spend on a per 
patient basis, leading to a departure from the typical doctor-patient relationship. 
Trying to create more time to have conversations that require additional parties and 
resources does not always seem feasible and may not be possible in the smallest 
practices. In emergent settings like the emergency department, this is especially dif-
ficult, as high acuity situations often require rapid intervention and informed con-
sent before the necessary interpreter services are available.

While there are educational resources such as health-related websites available 
to Deaf Americans [12], it is evident that this is not sufficient access. Increasing the 
number of ASL-fluent physicians will help provide improved, language-concordant 
information to those in the Deaf community, creating a situation where these 
patients are more likely to seek and comply with preventive efforts [40]. The cost 
and time expenditures to do this at the local and regional levels are well defined and 
are paltry in comparison to the long-term detriments of delivering poor and inequi-
table health care to a vulnerable population.

�Healthcare Misconception

Incorrect or minimal understanding of Deaf culture can lead to poor relationship 
development between providers and Deaf patients. There can be inaccurate com-
munication and poor comprehension on both sides, leading to provider and patient 
misconceptions [5, 47].

In general, providers often have feelings of discomfort or angst when they 
encounter a foreign language or culture that may result in culturally insensitive or 
inappropriate actions. There are a few common mistakes made by providers while 
caring for Deaf patients. For example, upon initially meeting a Deaf patient, provid-
ers inappropriately rely on the patient’s ability to lip-read as a sole mode of com-
munication. One challenge with this technique is that not all individuals with a 
hearing deficiency are able to read lips. Another problem with relying solely on 
lip-reading is that only approximately 30% of English can be lip read, ultimately 
creating a high likelihood of inaccuracy. Despite this, the Deaf patient may not 
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advocate against this poor communication method for fear of ridicule or creating a 
negative perception of Deaf patients [5]. Working with a certified ASL interpreter is 
typically the best method to have an accurate and successful discussion between 
providers and Deaf patients. Communicating in simple written English is another 
alternative for communication, in comparison to lip-reading, when an ASL 
interpreter is unavailable. Ideally, the provider would ask for their preferred com-
munication method before starting the patient encounter [47].

Another common area for mistakes is while working with an ASL interpreter to 
mediate a discussion. This stems from a lack of knowledge, training, and experience 
working with interpreters. Often, providers mistakenly direct their attention toward 
the interpreter instead of directing their questions or comments to the patient. ASL 
interpreters are, indeed, part of the healthcare team but should be thought of as a 
means to convey information. Despite acting as a conduit of information, interpret-
ers are invaluable members of the team, and it is important to refer to them respect-
fully. For example, providers and staff should avoid using phrases like “using the 
interpreter.” Instead, using language such as “working with an interpreter” or “com-
municated with the help of an interpreter” creates a welcoming and respectful team 
atmosphere.

Additionally, medical terminology is commonly used when communicating with 
Deaf patients. In doing so, the provider is unable to meet the health literacy level of 
the patient resulting in poor exchange of information [5]. It is imperative that pro-
viders figure out and match the literacy of their patients in order to ensure adequate 
understanding of the medical information.

These misconceptions and mistakes do not originate only from providers but 
from the Deaf ASL user as well. There are a few common behaviors that Deaf 
patients exhibit of which providers should be aware. Deaf patients typically have the 
fear of appearing uneducated, so they often will nod in agreement to anything the 
provider says regardless of the limited understanding of the medical information 
being discussed. Unfortunately, some patients cannot, or will not, advocate for 
themselves by asking questions or questioning the decision-making. This silence 
can lead to miscommunication, which may result in mistrust of the provider due to 
the fear of inaccuracy [47]. In addition to the confusion and provider mistrust issues 
commonly experienced by Deaf ASL users, an already weak relationship may fur-
ther become stressed due to providers’ common tendency to focus on deafness dur-
ing a patient encounter. This perpetual focus on deafness demonstrates deaf cultural 
insensitivity and lack of interest in the true presenting medical complaint, again 
leading to mistrust of the provider [47–50].

Ultimately, it is important to familiarize yourself with the culture of any patient 
in order to achieve an acceptable level of cultural competence. Cognizance of Deaf 
culture, Deaf patient communication preferences, appropriate working relation-
ships with interpreters, and the fears Deaf patients may have may help to obviate 
some of the misconceptions that can lead to miscommunications and inequitable 
care [47].
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�Deaf-Friendly Space

There is no “one-size-fits-all” accommodation for Deaf people, but when commu-
nicating with a Deaf ASL user, it is important to create a Deaf-friendly space. A 
Deaf-friendly space not only includes the physical characteristics and spatial orien-
tation of the care area or work space but also awareness of Deaf culture by col-
leagues and providers.

The first step to establishing successful communication with Deaf patients is to 
demonstrate your willingness to provide accommodations. Each deaf person has his 
or her own specific needs. These accommodations should be elucidated and 
respected by providers to ensure accurate communication and set the stage for a 
successful patient-provider relationship. For instance, one patient may need an ASL 
interpreter, while another will require a Certified Deaf Interpreter (CDI). A CDI can 
be used when a Deaf patient has a low language level or cognitive impairment. 
There are other resources that can be used by Deaf patients, such as a signed-Eng-
lish interpreter, cued speech interpreter, captionist, hearing-aid loop system, or the 
use of simple written English. Like with any other patient with limited English 
proficiency, providers should avoid asking family members or friends to interpret. 
They could interpret something incorrectly or become emotionally involved, ren-
dering them unable to convey the patient or provider’s actual intentions. Not only 
will this foster miscommunication, but it is also in direct violation of a patient’s 
right to access healthcare information based on the aforementioned Americans with 
Disabilities Act [5, 7, 51].

Education plays a big role in creating a Deaf-friendly environment. Medical pro-
viders should be educated on how to care for and interact with the culturally deaf 
community. If the goal is to communicate effectively to provide equitable care, 
providers must have a heightened cultural awareness and increased patience to rec-
ognize and implement the appropriate accommodations. Due to their deafness, the 
majority of Deaf people have experienced discrimination and impatient attitudes or 
have been perceived negatively at some point in their lives [1, 13, 47–50]. Therefore, 
Deaf people tend to be cognizant but intolerant of these behaviors and can easily 
become frustrated, angry, or uncomfortable, resulting in a poor physician-patient 
relationship and mistrust. Additionally, straightforward or blunt language is the 
norm in the Deaf community. While this may be uncommon in hearing communi-
ties, providers should avoid ambiguous language and subtleties. Lastly, providers 
should encourage questions from the Deaf patient in order to improve their engage-
ment and health literacy.

While improving provider cultural competency is essential to create a Deaf-
friendly environment, the physical and spatial organization of the office or room is 
equally important [5]. Deaf people are a visual group, which may result in increased 
eye sensitivity. Physical characteristics such as lighting, wall color, room size, and 
seating arrangement all need to be considered. Disorganization of the office can 
cause fatigue or strain on their eyes that may lead to eye discomfort and lack of 
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concentration. Indirect lighting is recommended as direct lighting can be harsh to 
Deaf patients’ eyes. The color blue is well known as causing the least strain to Deaf 
patients’ eyes. Making these adjustments will take institutional buy-in for true effi-
cacy. For instance, after consulting with the Deaf researchers, coordinators, and 
collaborators in the National Center for Deaf Health Research within the University 
of Rochester Medical Center, the university has designed meeting rooms with blue 
walls and sufficient spacing to create a visually appealing atmosphere that allows 
for effective communication. As mentioned before, the seating arrangement is 
another key to successful and comfortable communication. Deaf people require eye 
contact while communicating, so it is important for providers to look at the Deaf 
person while talking [5]. A Deaf patient will typically need an interpreter and the 
interpreter should be positioned adjacent to a provider allowing the Deaf patient to 
observe the provider’s body language and facial expressions while communicating 
[51]. If there are more than three people, the seating arrangement should be circular. 
Clear visibility is critical. It is best to ask the Deaf patients if they feel comfortable 
with the physical setting or if any changes are needed before starting the medical 
interview.

In reality, there are some limitations to meeting the needs of the Deaf patient. 
Interpreter availability is a common problem if the provider practices in a place with 
relatively few Deaf ASL users due to a lack of resources and infrastructure. Even in 
places with well-established Deaf populations, this may still be a common problem. 
There are even fewer specialized interpreters (such as CDI, Cued, English-signed, 
or support service providers for deaf-blind patients) regardless of the location. As 
mentioned earlier, the emergency department is a place with limited or delayed 
interpreter availability, may be a place for miscommunication, and has been recog-
nized as a significant problem that Deaf patients encounter in the hospital setting 
[51]. Lastly, the cost of establishing the infrastructure and resources necessary to 
communicate effectively is often a barrier.

Ultimately, creating a Deaf-friendly space with a provider who demonstrates 
willingness to change, open-mindedness, patience, and cultural sensitivity will fos-
ter a healthy provider-patient relationship [5]. In addition, adjusting the physical 
layout of the office or room will create a visually appealing and welcoming area that 
allows for clear and effective communication. Collectively, these can help reduce 
healthcare misconceptions and improve the quality of care delivered to Deaf ASL 
users.

�Conclusion

The culturally deaf patient belongs to a community with a rich culture and robust 
language. Unfortunately, being a linguistic minority and sharing similar qualities 
with other ethnic/racial minority groups, the Deaf ASL user experiences inequities 
in health care and access to medical information. Being cognizant of the communi-
cation barrier that Deaf ASL users encounter throughout their lives and its 
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associated negative impact on social development, education, income level, health 
literacy, and access to health care may lead to improved clinical competence. 
However, simply being aware of the barrier is not enough to reduce health dispari-
ties. As individual providers and healthcare organizations, there must be purposeful 
actions dedicated to improve a provider’s cultural competence, improve access to 
care, and improve access to health information. This includes creating a Deaf-
friendly environment, providing qualified ASL interpreters, allowing for direct 
access to information, increasing the representation of Deaf ASL users in healthcare 
research, and matching the patient’s health literacy level when delivering care. 
These actions will help bridge the gap of healthcare disparities experienced by the 
culturally Deaf patient and allow for more accessible and equitable care.
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