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misunderstanding, and preferred that the doctor write answers and instructions. This may
help explain higher levels of understanding. Deaf patients like to use written notes as
their personal record. Persons with minimal language skills are frequently embarrassed
to reveal their deficiencies in written English, ' which may further hinder communication
for those with poor communication abilities.

High understanders were also more likely than low understanders to be highly
satisfied with their health care. Satisfaction and dissatisfaction usually center around
sufficiency of information received.'” In one study, participants who had more health
problems and believed that they received sufficient information felt more satisfaction and
less worried than those who felt they received insufficient information.'” In this study, it
may be that those with superior communication modalities can understand more and
therefore report being more satisfied.

Compared to LDAs, culturally Deaf respondents had lower levels of
understanding overall. They reported lower levels of understanding of what the doctor
told them (53.2% v. 70.4%, p<.102) and reported that their doctors understood less of
what they tried to communicate (44.4% v. 77.8%, p<.034). This difference may be due
to the fact that LDAs are more likely to have speaking ability and good literacy and

English skills.

Limitations
This study has several limitations. As with any mailed survey instrument, there
can be a tendency to provide the normative answer. Thus, levels of satisfaction and

understanding may be falsely elevated, which means that the Deaf and hearing-impaired



50
population may actually have lower levels of understanding and satisfaction than this
study suggests.

Since data were not collected on non-responders, we do not know with what
population we are dealing. The survey literature indicates that, in mail surveys, Deaf
respondents are socio-economically better off than are non-responders> and are better
educated than the average Deaf individual.” Because our results are not readily
generalizable, a major implication is that the lower socio-economic classes of Deaf
persons may face even more barriers to access of health care. Further, as most of the
respondents in the study were white, these results may not be applicable to persons of
color.

The author is aware of the linguistic/cultural barriers inherent in using an English
survey instrument in the deaf community. Consideration was given to the use of an
interactive video questionnaire as described in the literature, but time-related, financial
and logistical factors dictated the use of a mailed, English survey instrument. Because
English may be a second language for some, a written English survey may not have been
as effective as an ASL-administered questionnaire at collecting data. The survey may not
have tested the respondents on the comprehension of words, but rather on the words

themselves, and on their ability to express themselves in English.

Conclusions
This study confirms other reports that deaf and hearing-impaired patients
experience barriers to communication in dealing with the health care system. Relative to

the author’s hypothesis of a professional interpreter utilization rate higher than what has
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been reported, Deaf patients had a surprisingly low rate of 17.3%. Personal preference,
systemic barriers, interpreter-related reasons may have played a role in limited utilization
of interpreters. High levels of understanding seem to be associated with better
communication skills and with higher levels of satisfaction.

Thousands of deaf and hearing-impaired individuals lag behind their hearing
counterparts in terms of health status, access and utilization of health care services.
Connecticut has both the presence of an established Deaf community and the
longstanding support of state agencies. Efforts aimed at health care providers,
consumers, and advocates should be made to improve the accessibility of professional

interpreters.

Recommendations
Institutions

In lieu of the negative impact the ADA seems to have had on the services for the
Deaf, especially in regards to the financial “burden” on providers, measures to remedy
this should be investigated. It has been proposed that coverage of interpreters’ fees by
health insurance companies be negotiated by a state-level committee comprised of Deaf
leaders, Registry of the Deaf for deaf interpreter chapters, and other public agencies.”*
The state legislature should find ways to address the prohibitively expensive cost of
interpreting services for the individual provider, especially for private practices.

A program to address cost to the physician and accessibility of interpreters could

be modeled after the Deaf Services Program, a primary health care delivery system for
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Deaf patients. Because many physicians may only care for a few Deaf patients, a
centralized program may be more cost-effective, convenient, and accountable than
attempting to arrange for interpreters on demand. This would minimize the negative
effect of cost on interpreter usage and therefore increase accessibility.12

To address the systemic barriers, organizations such as the CDHI and the FSW
should ensure that the interpreter-requesting process is as simple and uncomplicated as
possible. This would benefit both the patient and provider. Efforts should be made to
raise public awareness of their right to free interpreting services and provider awareness

of their responsibilities under the ADA.

Community Efforts

Physicians and other medical professionals should have an understanding of the
cross-cultural and linguistic barriers that may affect the provision of health care. Public
education campaigns aimed at providers and providers-in-training and Deaf and hearing-
impaired patients should be undertaken. Understanding and learning about the cultural
aspects of Deafness is important to primary care clinicians for several reasons. First, as
the impact of the ADA and other legal rulings translates into better access to health care
for Deaf patients, clinicians will encounter them more frequently. Further, as a
substantial portion of the Deaf community that was deafened in utero as the result of the
rubella pandemic of 1964, it is likely that they will seek age-related health care as they
continue to age. By learning about the Deaf culture, medical professionals can gain

cultural awareness and a better appreciation of human diversity."'
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As residents and physicians often carry very demanding patient care
responsibilities, it makes sense to direct efforts at increasing awareness at medical
students. A report of the University of Leeds, U.K. describes an innovaﬁve course on
deaf awareness and communication skills. The day included hands-on and experiential
activities. First, the students partook in a lip-reading exercise in which they paired up
and took turns lip-reading (one silently mouthed words while the other wrote them
down.) As the authors put it, “The sense of utter incomprehension and bewilderment,
failure, powerlessness, and growing frustration included in the ‘lip-reader’ is highly
effective for breaking down some of the myths of what deaf people can do and what
means can be sued to communicate with the, while also giving a powerful introduction to
at least some aspects of what it is like to be a deaf person.”*

Later in the course, two Deaf people introduced the students to signing and taught
them some basics. The students learned to become more versatile in their approach to
communication, particularly in using their body movements and facial expressions.

For the lunch break, students are ‘deafened’ by ear wax and sworn not to speak.
Going out to local restaurants and pubs, they stabbed their fingers at the small print of
menus, used “thumbs-up” signs, head-shakes, frowns, and other improvised signs. This
experience of being deaf had a real profound impact on the students, as they have
difficulty communicating, experience the silence of deafness, feel isolated, embarrassed
and sometimes angry.>*

A course similar to this one could easily be incorporated into the “Introduction to

Clinical Medicine” course at medical schools across the country. This would serve as a

valuable experience for the doctors-in-training.
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Future Research

Further research needs to be conducted to expand the limited knowledge base on
health care in the Deaf community. There are several potential avenues for research that
arise from my paper. It would be helpful to delineate a typology and characteristic
profile of those persons who chose not to use an interpreter. Are there certain predictors
of not using an interpreter?

To assess the impact of the Consent Decree, a study should be conducted in
Connecticut at various time intervals to monitor changes in interpreting services, health
care access behaviors, patients’ satisfaction and health outcomes. Information collected
could be disseminated to other states as evidence and justification for implementing
similar systems in those states. To address the limitations of this study that may have
limited the generalizability of the results, the possibility of a questionnaire administered
by trained ASL personnel or by a validated interactive video should be explored.

Another avenue for research is to measure the impact of professional interpreters
on the Deaf patient and hearing physician encounter in the medical setting. Areas to be
investigated include level and degree of general and medical terminology training,
differences between male and female interpreters, inpatient and outpatient differences
and effect of continuity of interpreter/patient relationship. Are all professional
interpreters equally trained in medical-related knowledge? Does gender of interpreter
affect satisfaction or health outcome, and how does this vary by visit type (i.e. internal
medicine, ob/gyn, etc.). Does utilization of a professional interpreter affect heath care

outcomes?



Appendix A

Name (optional) :

Office Use Only:
DateRec.:  , , Date:
No.

Health Care Survey for the Deaf/Hard of Hearing Population

Instructions:

This survey asks about you and your experience with doctors and hospitals. Please
answer each question by circling the appropriate number. If you are unsure about how to
answer a question, please give the best answer you can (and write a comment in the left
margin.)

Personal Data

1. What is your birthdate?

month day year
2. Are you a: (circle) man woman

3. Which of the following best describes your racial background? (circle one number)

1 American Indian

2 Asian/Oriental

3 Black/African American
4  White/Caucasian

5 Puerto Rican/Hispanic

6 Other:

4. What is your hearing status? (circle one number)

congenitally deaf
late-deafened adult
hard of hearing
can hear, but only with use of hearing aid
other (please describe):

DR W~
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5. When did you lose your hearing? (circle one number)

(U, I SN US T NS I

at birth

under 3 years of age

between 4 and 11 years of age
between 12 and 18 years of age
19 or older

6. What is your marital status? (circle one number)

1
2
3

single
married
divorced or widowed

7. What is your education level? (circle one number)

DR W -

less than 9™ grade

some high school (9™ - 12" grade)
high school graduate

some college

college graduate

Health Care Experiences

8. What type of doctor do you mostly see for your health care? (circle one number)

DW=

internal medicine doctor

family medicine doctor

OB/GYN (women’s doctor)

Specialist (such as surgeon, heart doctor, cancer doctor, etc.)

9. When did you see your medical doctor last? (circle one number)

E SIS T NS I

within last month

between 2 to 6 months ago
between 6 to 12 months ago
OVer one year ago
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10. In the past one year, how many times have you seen a doctor for your health? (circle

one number)

W bW -

0 (zero)

1 (one)

2 (two)

3 (three)

>4 (more than 4 times)

11. Where do you usually see the doctor? (circle one number)

(U I SN UV T S Iy

private office
public clinic
emergency room
hospital

other:

12. For most (more than 50%) of your appointments do you go with anyone? (circle one

number)

O W=

alone

with a professional interpreter
with a family member

with a hearing friend

other:

13. How do you usually communicate with the doctor? (circle all that apply)

NN DB W N

professional interpreter
family member interpreter
friend interpreter

writing

lip-reading

gestures

other:
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14. Why did you not use a professional interpreter? (circle all that apply)

1 doesn’t apply to me

2 prefer to go alone

3 prefer to write

4 don’t feel comfortable with interpreter at doctor’s office
5 too much trouble to get a professional interpreter

6 don’t trust an interpreter

7 don’t know how to get a a professional interpreter

8 don’t have the money to pay for an interpreter

9 Dr. won’t provide interpreter

10 other:

15. How difficult is it to get a professional interpreter for medical appointments? (circle
one number)

1 very difficult

2 difficult

3 okay

4 easy

5 very easy

6 doesn’t apply to me

16. Who paid for the interpreting services? (circle one number)

1 the doctor

2 the hospital

3 CDHI (Commission for the Deaf and Hearing Impaired)
4 FSW (Family Services of Woodland)

5 you

6 don’t know

7

doesn’t apply to me

17. In general, how satisfied do you feel with your medical care? (circle one number)

1 very satisfied
2 satisfied

3 fair

4 unhappy

5 very unhappy



59

18. Are you aware of your rights under the American with Disabilities Act? (circle one
number)
1 yes
2 no

19. Are you aware of the consent decree (type of law) that requires all hospitals in CT to
provide interpreters? (circle one number)

1 yes
2 no

Quality of Communication

Rating of Communication Methods:

Please check the appropriate box for your ability in each of the following:

excellent | good fair poor none

speech
speechreading/lipreading
using sign language
reading sign language
fingerspelling

reading fingerspelling
writing English

writing Spanish

How much do you think the doctor understands you? (circle one box)

| everything | almost everything | some | very little | none |

How much do you think you understand what your doctor tells you? (circle one box)

| everything | almost everything | some | very little | none |
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10.

11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.
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